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Governing Body 
 

Thursday 20 November 2014 
10:00 – 12:00 

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

 
 
 

ITEM TIME TITLE LEAD 

2014/100 

10:00 

Welcome and introductions 

Dr Matthew Walmsley 2014/101 Apologies for absence 

2014/102 Declarations of interest 

2014/103 

10:05 

Minutes from the last meeting  
18 September 2014 Dr Matthew Walmsley 

Enclosure 01 
2014/104 Matters arising from the minutes 

2014/105 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 

 

2014/106 10:15 

Chief Officer’s Information 

 Simon Steven’s Five Year 
Forward 

 David Hambleton 
Enclosure 02 

  Quality  

2014/107 10:20 
Key assurances and risks from the 
Quality and Patient Safety Committee 

Mrs Ann Fox 
Enclosure 03 

  Finance  

2014/108 10:25 M7 Finance monitoring report 
Ms Kate Hudson 
Enclosure 04 

  Performance  

2014/109 10:30 Performance report 

 
 
Mrs Christine Briggs 
Enclosure 05 
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  Commissioning Business  

2014/110 10:35 Final report on Urgent Care Consultation 
David Hambleton 
Enclosure 06 

2014/111 11:05 Update on Mental Health Consultation 
David Hambleton 
Verbal Update 

  Partnership  

2014/113 11:15 
Public Health and Health and Wellbeing 
update 

Ms Amanda Healy 
Enclosure 07 

  Governance  

2014/114 11:20 
Policies – Standards of Business 
Conduct and Declarations of Interest 
(annual review) 

Liane Cotterill 
Enclosure 8 

2014/115 11:25 EPRR Core Standards 
Aaron Tucker 
Enclosure 9 

  Items for information  

2014/116 11:30 South Tyneside CCG Constitution 
Liane Cotterill 
Enclosure 10 

2014/117 11:35 

Sub-committee minutes 
- Executive Committee (September 

2014) 
- Council of Practices (Draft) 

(September 2014) 
- Quality and Patients Safety 

Committee (Draft) (October 2014) 

 
Dr Matthew Walmsley 
Enclosure 11 
Dr Matthew Walmsley 
Enclosure 12 
Dr Matthew Walmsley 
Enclosure 13 

2014/118 11:40 Any other business  

2014/119 11:45 

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

 

2014/120 Close 

Date and time of next meeting 
 
Thursday 15 January 2015,  
10.00 – 12.00 
Bede’s World, Church Bank, Jarrow, 
NE32 3DY 

 

 



 
 

Agenda item  2014/019 
Enclosure  C01 

 
 
 

Governing Body 
 

Thursday 18 September 2014 
10.00am – 12.00pm 

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

 
 
Present: 
Dr Matthew Walmsley CCG Chair, South Tyneside Clinical 

Commissioning Group 
Dr David Hambleton   Chief Officer, STCCG 
Mr Stephen Clark   Deputy Chair and Lay Member, STCCG 
Mr Paul Morgan   Lay Member (Governance), STCCG 
Mr Jeff Gosling Lay Member (Public and Patient Involvement), 

STCCG 
Dr Vis-Nathan    GP Governing Body Member, STCCG 
Mrs Ann Fox    Director of Nursing, Quality and Safety, STCCG 
Ms Kate Hudson   Chief Finance Officer, STCCG 
Dr Tarquin Cross   Secondary Care Consultant, STCCG 
Mrs Christine Briggs  Director of Operations, STCCG 
Ms Amanda Healy   Director of Public Health, South Tyneside Council 
 
In Attendance: 
Mr Cameron Ward Area Director, Durham, Darlington and Tees Area 

Team 
Mrs Liane Cotterill   Senior Governance Manager, North of England 
     Commissioning Support Unit (NECS) 
Mrs Laura Witters Governance Officer and minutes, NECS 
 
 
2014/075 Welcome and Introductions 
 

The Chair welcomed members to the meeting. 
 
2014/076 Apologies for absence 
 

Apologies for absence were received from Mrs Helen Watson, 
Corporate Director of Children, Adults and Families, South Tyneside 
Council. 

 
2014/077 Declarations of Interest 
 

Dr Vis-Nathan declared an interest in urgent care at his Jarrow 
practice.   

 
  



 

2014/078 Minutes of the last meeting held on 17 July 2014 
 

The minutes of the meeting held on 17 July 2014 were confirmed as a 
true record. 

 
2014/079 Matters arising from the minutes 
 

No matters arising. 
 
2014/080 Question time 
 
  No questions were raised. 
 
2014/081 Chief Officers Information 

 
The Chief Officer provided an update on Simon Stephens’ 
announcement around changes to the management structure at NHS 
England which will take effect from 01 April 2015. The changes 
represent a 10-15% reduction in management costs and will lead to 
changes in the local area team and some commissioning functions. 
 
The Chief Officer highlighted the work undertaken on the Better Care 
Fund which has a pooled budget of approximately £22m locally.  The 
national process has been very stringent and final submission is 19 
September 2014. 
 
The Chief Officer stated that the agenda item on Urgent Care was in 
response to the consultation that ended on 31 August 2014 with the 
issue now in a period of reflection before a decision is made at the 
Governing Body meeting in November 2014. 
 
The Chief Officer’s final point focused on improvements to integrated 
working in the community.  Work on integration had involved the CCG, 
Northumberland, Tyne and Wear NHS Trust, South Tyneside 
Foundation Trust and the local authority.  Further plans have been 
developed and members of the public and third sector bodies will also 
be involved to ensure this work is more patient-centred.   
 
The Deputy Chair and Lay Member reported that the reorganisation of 
community mental health was taking place alongside this work and 
there are some overlaps.  Good progress is being made in particular 
around travel.  Work with the mental health trust will continue and 
further updates will be brought back to the Governing Body. 

 
2014/082 Key assurances and risks from the Quality and Patient Safety 

Committee 
 

The Director of Nursing, Quality and Safety reported that a lot of work 
had been undertaken with Continuing Health Care and key risks would 
be picked up by the Quality and Patient Safety Committee. 
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The Director of Nursing, Quality and Safety advised that any concerns 
about the mortality measurement continue to be explored as it is an 
ongoing review.  There is regular feedback into the Quality Review 
Group for Sunderland/South Tyneside around this. 
 
Both local Foundation Trusts had experienced challenges around the 
Friends and Family Test and these had been picked up, with both now 
having action plans in place.  There had been significant improvement 
in South Tyneside Foundation Trust.  A token system will go live on 01 
April 2015. 
 
The Director of Nursing, Quality and Safety reported that North East 
Ambulance Service will develop an action plan around improvements 
required following Care Quality Commission inspection.  This is being 
closely monitored through the Quality Review Group. 
 
Care homes are still reported to be of concern and work is being 
undertaken with the Area Team and NHS England. 
 
The Director of Nursing, Quality and Safety stated that a presentation 
by Northumberland, Tyne and Wear NHS Trust had given some 
assurance around unexpected deaths and this issue would be reviewed 
quarterly at the Quality Review Group. 
 
The Chief Officer stated that the current token system in place at 
Accident and Emergency does not necessarily capture feedback from 
all patients leaving the department which impacts on the quality of the 
information. 
 

2014/083 Quality, Patient Safety and Risk Committee Annual Report 
 

The Director of Nursing, Quality and Safety reported that the Quality, 
Patient Safety and Risk Committee Annual Report had been presented 
to the committee.  The Annual Report is quite a detailed document 
which demonstrates what the Quality, Patient Safety and Risk 
Committee has achieved over the year.  Challenges for the year ahead 
highlighted in the report include: 
 
• Health Care Acquired Infection – information taken from national 

database and illustrates that C Diff continues to be a challenge. 
• Incident reporting – a considerable amount of work has been 

undertaken and this would continue to be a challenge. 
• Continuing Health Care – additional measures have been put in 

place and there has been a lot of improvement to this area. 
 
The Director of Nursing, Quality and Safety reported that continuing 
risks over the next year are: 
 
• Health Care Acquired Infection 
• Care Homes 
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• Continuing Health Care 
 

 The Deputy Chair and Lay Member endorsed the Director of Nursing, 
Quality and Safety’s comments and stated that a considerable amount 
of work had been undertaken and moved on significantly.  The Deputy 
Chair and Lay Member thanked Director of Nursing, Quality and Safety 
and colleagues for their effort. 

 
Lay Member (Public and Patient Involvement) agreed with the 
comments.   
 
The members agreed that getting relationships right has been key to 
success.   
 

The Governing Body NOTED the report. 
 
2014/084 Safeguarding Annual Report 

 
The Director of Nursing, Quality and Safety thanked the Head of 
Safeguarding for the comprehensive report and stated that there is a 
well-developed strategy for safeguarding and that following an internal 
audit no risks had been identified. A risk around Named GP had been 
closed following an appointment to this role.  The Looked After 
Children service links with Foundation Trust to ensure compliance with 
competencies. 
 
Challenges identified for Safeguarding were reported to be around 
media interest and changes in legislation through the Care Act 2014.  
 

The Governing Body NOTED the report. 
 
2014/085 Finance report 
 

The Chief Finance Officer reported that the position is very tight and 
reserves are starting to be used.  There is an underspend on running 
costs.   
 
The Chief Finance Officer reported that there was more detail on 
contract performance available, and work with North of England 
Commissioning Support should reduce data quality issues. 
 
The Chief Finance Officer stated that mental health packages, some of 
which are very expensive, will transfer from the Area Team to the CCG 
and work is being undertaken with the Area Team and North of 
England Commissioning Support to make improvements to the 
process.  
 
The Chief Finance Officer reported an overspend on prescribing and 
stated that pressure is being felt around Continuing Health Care and 
that further work is being undertaken around fast track cases. 
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The Lay Member (Public and Patient Involvement) queried whether 
there was a better approach for dealing with data quality challenges 
such as looking at number of complex cases and looking at value of 
transactions and queried whether costs were being flagged to the 
wrong commissioner.  The Director of Finance responded that different 
trusts had different systems and did not feel that an overall system 
review would work.   

 
The Governing Body NOTED the report. 

 
2014/086 Annual Audit Letter 
 

The Area Director, Durham, Darlington and Tees Area Team, reported 
the Annual Audit Letter represents that first time that the NHS has had 
all accounts signed off at the same time.  An audit of the accounts 
indicated that they were of a high standard.   
 
A full 12 month report for 2014/15 for NECS will be received by the 
CCG in 6 months’ time and which will include Continuing Health Care 
figures from October/November 2014. 
 
There is a current consultation on moving forward the deadline for next 
year’s audit of accounts to 29 May 2015. 
 
There will be further guidance on value for money in the coming 
months but the focus will be on financial resilience.   
 
It was reported that the review of financial statements went well and 
there are some areas of work around internal controls.  Fees for audit 
are set by the Audit Commission and were £66k for the first year and 
next year would be £60k. 
 
The Area Director, Durham, Darlington and Tees Area Team thanked 
the CCG for their part in this two-way process. 
 
The Lay Member (Governance) stated that the report demonstrated a 
good balance between the rigour of audit and working relationships. 
 
On behalf of the Governing Body the CCG Chair thanked the Lay 
Member (Governance), the Chief Finance Officer and the team 
involved in the work.  Six month audit report would be taken to the 
Audit Committee and value for money will be added to the Governing 
Body development programme. 

 
2014/087 Performance report 
 

The Director of Operations presented the performance report which 
contained performance dashboard relating to the NHS Constitution 
Indicators, CCG Outcome Indicators and CCG Quality premium. 
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The Director of Operations drew attention to the following points: 
 
• Cancer waiting time standard is not being met with performance at 

81.8% representing six patient breaches.  A root cause analysis is 
undertaken for any breach that occurs and is reviewed at the bi-
monthly Cancer Locality Group. 

• Unplanned hospital admissions are mainly around asthma.  Small 
numbers are involved and the performance team have begun a 
deep dive exercise though no obvious trends have yet been 
identified.  The work has involved Q1 data and next quarter data is 
required before trends emerge. 

• There is an action plan in place for the Friends and Family Test and 
current scores are satisfactory and up on August figures. 

• Improving Access to Psychological Therapies is performing well 
against target and due to meet access target projection. 

• Health Care Acquired Infection – no MRSA incidents reported July 
year to date, however C Diff is over our planned trajectory.  

• There would be an impact on payment of CCG Quality Premium 
due to North East Ambulance Service targets not being met. 

 
The Lay Member (Governance) stated that he would like to see 
comments in the report illustrating what actions are being undertaken. 
 
The Deputy Chair and Lay Member queried whether City Hospitals 
Sunderland were in a position to improve their A&E 4-hour wait.  The 
Director of Nursing, Quality and Safety responded that a lot of work had 
been undertaken with the Trust which had almost reached the 95% 
target and in comparison with 2013/14 figures there had been 
significant improvements. 

 
The Governing Body NOTED the report. 

 
2014/088 System resilience update 
 

The Director of Operations reported that Government guidance on 
winter planning takes in elective, e.g. 18-week wait targets as well as 
non-elective targets. £480k funding has been allocated to the 
Foundation Trust for elective cases.  Work on planning for elective 
cases would take place June to August 2014.  The Urgent Care Group 
has oversight for non-elective cases.   
 
Elective cases fall within remit of Contract Monitoring Group and £1.2m 
has been allocated and a plan has been submitted to NHS England 
which is currently going through the assurance process.  The plan 
involved a detailed description of the scheme, a suite of key 
performance indicators and detailed metrics. 
 
Work on pre-ablement involved Age UK to develop a buddy system to 
help patients with admission and discharge. 
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2014/089 South Tyneside Five Year Plan 
 

The Director of Operations reported that various submissions had been 
made to NHS England and the documentation presented was the 
culmination of work undertaken.   
 
The Director of Nursing, Quality and Safety felt that work undertaken on 
care homes had been missed. 
 
The Lay Member (Public and Patient Involvement) stated that the work 
was very clear and he was happy to endorse. 

 
2014/090 Better Care Fund update 
 

The Director of Operations highlighted that the Better Care Fund brings 
together health and social care and encourages both sectors to 
integrate schemes and improve patient experience.  The initial 
submission was made in April 2014 and since then there has been a 
rethink at national level.  The main focus of the refreshed guidance was 
that all areas were asked to achieve 3.5% reduction year on year for 5 
years. 
 
The Director of Operations reported that the Health and Wellbeing 
Board have made a reasonable case to make a smaller reduction and 
stated that none of the schemes will provide a quick fix.  There is a 
pooled budget of £29.1m which was felt to be realistic.  The submission 
is due to be made on 19 September 2014.  
 

2014/091 Interim update on urgent care consultation 
 

The Chief Officer provided an update on the Urgent Care consultation 
which closed on 31 August 2014.  A mid consultation review took place 
involving additional meetings with the Health and Wellbeing Board and 
further surveys.  The key messages that are emerging from the 
consultation include: 
 
• Travel 
• Access to local GP 
• Confusion around other services, e.g. pharmacies. 

 
Information will be shared during October and final proposals will be 
discussed in November 2014. 
 
The Chief Finance Officer highlighted an issue around the lease on the 
walk-in-centre premises that will require further discussion around 5 
year, 10 year break. 

 
2014/092 Public Health and Wellbeing update 
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The Director of Public Health, South Tyneside Council delivered an 
update on public health and wellbeing.   
 
 
Work on the cancer plan will continue with close involvement from the 
CCG Clinical Lead Dr William Hall and CCG Clinical Director Dr Jon 
Tose. It has been agreed that Professor Chris Bentley will return to 
South Tyneside in early December to assess progress of the work. 
 
Child and Adolescent Mental Health Services will be a feature of a 
People Select Scrutiny Commission meeting in October and Dr James 
Gordon, Clinical Director STCCG will be involved.  A review of 
improving emotional well-being programmes has recently taken place 
and a report will be written about the review findings. 
 
Work is continuing on the Pioneer programme and Governing Body 
members were invited to attend sessions.  First Contact Clinical has 
been awarded the contract for ‘changing conversation’ and ‘insight’ 
workshops which will initially be delivered in Hebburn; a communication 
strategy is in place.  
 
South Tyneside Council aims to include health impact assessments as 
part of the process for policy development in future. 
 
Public health continues to work closely with the CCG and partners in 
preparation for winter.  
 
Mark Overton, Consultant in Public Health is retiring at the end of 
September 2014.  
 
The Director of Public Health, South Tyneside Council thanked the 
CCG for work undertaken on two consultations over the summer and 
included updates on: 
 
• Smoking in pregnancy at 25% remains a challenge locally. 
• Future public health work will look at takeaway food. 
• A life expectancy report is due which will contain very specific 

recommendations. 
• The Department of Health has announced a Dementia Friendly 

Communities programme  
• A report on smoke-free acute hospital trusts has been undertaken. 

 
2014/093 Annual review of consultation and governance framework 
 

Senior Governance Manager, NECS reported that the Board 
Assurance Framework was currently being reviewed by NECS 
following recent changes to draft constitution.  The next submission 
date is November 2014.   
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The Chief Finance Officer stated that a recommendation for changes to 
scheme of delegation had to be approved by auditors. 
 
The piece of work was signed off in principle with a decision to review 
in full at the next Governing Body workshop. 

 
2014/094 Risk management review 
 

The Director of Operations provided an update on risk management 
that had been presented to the Audit and Risk Committee. 
 
Four extreme risks are currently being managed: 
 
• Risk 244 is around infection control and HCAI 
• Risks 509, 501, 807 are all quality risks 

 
The Director of Nursing, Quality and Safety stated that all quality risks 
are picked up at the Quality and Patient Safety Committee. 
 
The Risk and Audit Committee had asked risk owners to attend to 
discuss their risks in detail. 

 
2014/095 OD Plan update 
 

The Director of Operations explained that the plan was now presented 
in the context of NHS England’s assurance domains, making quarterly 
reporting easier. 
 
The Lay Member (Public and Patient Involvement) stated that the plan 
is a helpful document which will support the CCG in embedding high 
standards of quality and integrity.  It was also felt that the CCG’s vision 
and values should be included in the document.  

 
 
2014/096 Executive committee minutes – 3 July 2014 
 Executive committee minutes – 14 August 2014 
 
 
2014/097 Any other business 
 
  There was no other business. 
 
2014/098 Question time 
 

A member of the public thanked the Director of Nursing, Quality and 
Safety for the comprehensive reports that she had presented and 
stated that more clinical input into care homes was appreciated.    In 
response to further questions about the number of care homes signed 
up for clinical support, the Director of Nursing, Quality and Safety 
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stated that the tool now being used contains an indicator for being 
signed up for clinical support. 
 

2014/099 Date and time of next meeting 
 

The next meeting of the Governing Body will be held on Thursday 20 
November 2014, 10.00am – 12.00pm, at Bede’s World, Church Bank, 
Jarrow, NE32 3DY. 
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MEETING TITLE: Governing Body DATE: 20.11.14  

REPORT TITLE: 
Key Assurances from the Quality and 
Patient Safety Committee (Q&PSC) 

AGENDA ITEM: 2014/107 

ENCLOSURE: 03 

LEAD DIRECTOR / REPORT 

SPONSOR: 

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

 South Tyneside Clinical Commissioning Group 

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

REPT AUTHOR: 

Name/Title: Amanda McEwan, Clinical Quality Manager 

 North of England Commissioning Support Unit  

Tel/E-mail: 0191 374 4221  amanda.mcewan@nhs.net  

REPORT SUMMARY / 

RECOMMENDATIONS: 

Purpose of report  
This report provides assurance to South Tyneside Clinical 
Commissioning Group (STCCG) Governing Body regarding the quality of 
services commissioned to the residents of South Tyneside. It also 
provides assurance that as a result of the work undertaken by the Quality 
and Patient Safety Committee (Q&PSC) appropriate actions are taken to 
ensure that any remaining risks to patients are being managed 
accordingly. 
 
Appendix 1 contains the approved minutes of the formal Q&PSC meeting 
held on 20.08.14.  Appendix 2 contains the approved minutes of the 
informal meeting held on 17.09.14. This was a presentation on Quality in 
primary care. 
Key areas of assurance 

 Mortality: South Tyneside Foundation Trust (STFT): continues to 
engage in external scrutiny. Reducing the patient mortality rate is a 
key strategic aim for the Trust. Internal clinical review of all deaths 
continues. STFT are now participating in the PRISM2 mortality 
study.  City Hospital Sunderland Foundation Trust (CHSFT): 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 

 Friends and Family (FFT): the scores for both STFT and CHSFT 
in-patients are above national average.  STFT: the A&E response 
rate was below the national average in June, the Trust has an 
improvement plan in place. 

 Serious Incident (SI): the key performance indicators continue to 
improve for STFT and CHSFT. 

 Quality Action Plan: effectively monitored and controlled. 

 Cumbria Northumberland Tyne and Wear (CNTW): Area Team                              
Quality Surveillance Group (QSG): continue to support clinical 
quality monitoring in care homes.  

 Continued Health Care (CHC): A Strategic Executive Group and 
a local Operational group for CHC across South of Tyne and Wear 
have been established; to deliver the changes required to meet 
the CHC National Framework.  

 

 Quality and Safety Directorate risk register: reviewed and 
updated. 

 The Safety and Patient Experience Manager from Northumberland 
Tyne and Wear (NTW) attended the meeting and provided robust 
assurance on unexpected deaths. 

REPORT CLASSIFICATION – please refer to 

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

Agenda item  2014/78 
Enclosure  01 

Agenda item   
Enclosure   

mailto:ann.fox3@nhs.net
mailto:amanda.mcewan@nhs.net


 North East Ambulance Service (NEAS): has a recovery action 
plan in place following the enforcement order from the Care 
Quality Commission (CQC).  

 
  Key Risks  

 The Care Quality Commission (CQC): has issued NEAS with 
enforcement action and improvement notice.   

 Quality of care in Care Homes in South Tyneside.  

 CHC: Adherence to the National CHC Framework (including 
Governance and Decision Making). Work ongoing to ensure 
compliance with the National CHC Framework. 

 
Recommendation/Action Required 

   The Governing Body is asked to note the contents of the report and      
receive it as assurance of the quality of commissioned services, and that 
the Quality and Patient Safety Committee are discharging its 
responsibilities in line with the Terms of Reference. 

 

FINANCIAL IMPLICATIONS / 

RISKS 

 

None 

EQUALITY IMPACT 

ASSESSMENT COMPLETED 

Has an Equality Impact Assessment 

been completed using the equality 

impact tool ensuring that no persons 

are adversely affected as required by 

the Equality Act 2010 

 

Please check the relevant box by 

double clicking on the box and selecting 

“checked” under the default value 

heading – only one box should be 

checked. 

NO YES 

  

If no please specify the reason 

why: 

 

If yes please attach a copy of the 

completed assessment to the back of your 

report 

 

PURPOSE OF REPORT: 

(checking box instructions as above) 

 

For Information 

 

For Approval 

To Note 
For Decision 

   

SPONSORING LEAD 

DIRECTOR’S SIGNATURE: 
 

 
 
 
 
 
 
 
 



Appendix 1 
 

 
 

Quality and Patient Safety Committee 
Formal 

 
Wednesday 20 August 2014 

1.30pm – 4.30pm 
 

Meeting Room, 1 Monkton Hall 
 
Present: 
Mr Jeff Gosling   Acting Chair and Lay Member, STCCG  
Dr David Hambleton   Chief Officer, STCCG 
Dr Vis-Nathan    GP Governing Body Member, STCCG 
Mrs Ann Fox    Director of Nursing, Quality and Safety, STCCG 
 
In Attendance: 
Mrs Jeanette Scott-Thomas  Head of Quality and Patient Safety, STCCG 
Mrs Helen Ruffell  Operations and Engagement Manager, STCCG 
Mr Dave Jobling  Quality and Regulated Services Commissioner, South 

Tyneside Council 
Ms Moira Angel Director of Nursing and Quality, Cumbria 

Northumberland and Tyne and Wear Area Team, 
NHS England 

Ms Anna Stabler Quality and Safety Manager, Cumbria 
Northumberland and Tyne and Wear Area Team, 
NHS England 

Mr Tony Grey Safety and Patient Experience Lead, Northumberland, 
Tyne and Wear (NTW) NHS Foundation Trust 

Mrs Amanda McEwan Clinical Quality Manager, North of England 
Commissioning Support Unit (NECS) 

Ms Jackie Welsh Commissioning Manager (CHC) – Locality Lead, 
NECS 

Mrs Liane Cotterill   Senior Governance Manager, NECS 
Ms Marie Thompkins  Medicines Optimisation Pharmacist, NECS 
Mrs Laura Witters Governance Officer and minutes, NECS 
 
Apologies: 
Mr Stephen Clark  Chair, South Tyneside Clinical Commissioning Group 

(STCCG) 
Dr Matthew Walmsley  CCG Chair, STCCG 
Dr Tarquin Cross  Secondary Care Consultant, STCCG 
 
Mrs Carol Drummond  Head of Safeguarding, STCCG



 
2014/71 Welcome and Introductions 
 

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

 
2014/72 Northumberland, Tyne and Wear (NTW) NHS Foundation Trust 

unexpected deaths feedback 
 

The Safety and Patient Experience Lead explained that he had been 
invited to the Committee to provide further information in relation to the 
paper that had been presented at the last meeting on unexplained deaths. 
 
The Safety and Patient Experience Lead advised that the report presented 
was sent to the NTW Board to ensure openness and transparency and 
that historically the information provided was not available nationally and 
that NTW had started to share the information approximately four years 
ago.  The Safety and Patient Experience Lead noted that the information 
covered calendar years and mirrored the National Confidential Inquiry into 
Suicide and Homicide by People with Mental Illness, however quarterly 
reports were provided to the Board as a snapshot. 
 
The Committee queried if there were any difficulties in comparison to other 
Trusts.  The Safety and Patient Experience Lead advised there was no 
comparison available, however data was fed into the NRLS, but Trusts 
reported SIs differently, some reported following the death of a patient and 
others waited until the outcome of the Coroner’s report. 
 
The Director of Nursing, Quality and Safety added that now the Committee 
was receiving information it provided assurance and that a QRG specific 
to NTW was about to start and this would provide a regular flow of 
assurance.  The Safety and Patient Experience Lead stated that it will 
allow conversation from those in charge of the services, however multi-
disciplinary panels were held to review SIs and identify learning. 
 
The Director of Nursing, Quality and Safety asked if she could attend an 
SI review panel and the Safety and Patient Experience Lead asked the 
Clinical Quality Manager to liaise and confirm a date. 
 
The Head of Quality and Safety asked if there were any examples of 
improvement.  The Safety and Patient Experience Lead explained that the 
worst case scenario would be a patient death and that patients 
themselves change the nature of the risk.  However, there was now a 
device available on each ward to help cut a ligature as soon as it was 
spotted. 
 



 
In addition the Committee were informed that the Trust had their own drug 
sniffing dog, as it was found there was a struggle with police support for 
searching wards.  Northumbria Police trained the dog and the Trust 
recruited an ex-police dog handler.  The Safety and Patient Experience 
Lead added that the dog also acts as a therapeutic dog on the children’s 
ward and that other Trusts were to use the NTW business case to procure 
their own drug sniffing dogs. 
 
The GP Governing Body Member queried the percentage of persons 
taking their own lives.  The Safety and Patient Experience Lead advised 
that the inquiry document contained figures which remained fairly static for 
those in contact with mental health services at 25%, however it had been 
increasing slightly to 28-29%. 
 
The Chief Officer stated he was impressed with the openness from NTW 
and that as a Committee it gave confidence in NTW processes as well as 
assurance . 
 
The Acting Chair thanked the Safety and Patient Experience Lead for his 
attendance at the Committee. 

 
2014/73 Patient/carer story review 
 

The Operations and Engagement Manager advised the Committee that to 
date there had been 42 stories, 15 within the current year and 27 in the 
previous.  It was noted that the stories were limited between Christmas to 
April and that the stories had been general in nature and no themes had 
been detected.  Those stories relating to mental health services had been 
fed into the consultation and also fed back to NTW. 
 
The Committee were asked where to go from here and asked if the stories 
should continue as they were or if they should be more focussed on 
themes, for example LGBT, as there is support from Stonewall for the next 
year or on the three areas within the five year plan. 
 
The Acting Chair advised that he had met with practice managers and that 
they seemed keen to be involved. 
 
It was noted that the stories had been useful, but it was unclear as to how 
they had informed the CCG’s commissioning intentions. 
 
The Chief Officer added that he partially agreed with the conclusion 
around themes, however there had been some themes identified in 
relation to communications with patients and a lack of patient 
centeredness.  The Chief Officer added that what had not been completed 



was identifying and agreeing the key themes following the story and that 
the biggest challenge is the integration of services. 
 
The Director of Nursing, Quality and Safety agreed with the Chief Officer’s 
comments and felt that it was important that there was no loss of sight on 
the value of the quality of services for patients as experienced and 
perceived by patients. 
 
The GP Governing Body Member queried if the commissioning intentions 
had changed following the story relating the ENT and it was agreed they 
had. 
 
The Head of Quality and Safety stated that there were other methods 
available to gather patient experience and that an expansion on the 
comments from the Friends and Family Test (FFT) responses could be 
reviewed in greater detail. 
 
The Director of Nursing and Quality asked if there was work taking place 
to reach the hard to reach groups and if the CCG had contacted Lucy 
Topping (Deputy Director of Patient Experience at the CNTW Area Team).  
The Operations and Engagement Manager noted that Lucy attended the 
Patient Reference Group. 
 
The Quality and Safety Manager added that she had contact with practice 
nurses via a forum and could circulate information to them to further 
encourage identification of patients willing to share their story, the 
Operations and Engagement Manager agreed to forward on information 
for circulation. 
 
The Committee agreed that the patient stories should continue as they are, 
but with the inclusion of GP practices and patient forum groups. 
 
Action: The Operations and Engagement Manager to send the 

Quality and Safety Manager information relating to patient 
story contacts. 

 
2014/74 Previous story update and feedback 
 

Mrs Rye 
 

The Operations and Engagement Manager updated the members present 
that further details relating to the initial call from the police had been sent 
to NEAS for investigation and that a response was awaited from Mark 
Cotton. 
 



The Operations and Engagement Manager added that the initial response 
from NEAS had been shared with Mrs Rye. 
 
The Director of Nursing, Quality and Safety explained that CCG Chair was 
following up with STFT on the two issues relating to comfort and the lack 
of communication with the family. 
 
Rebecca 
 
The Clinical Quality Manager informed members that she had contact 
CHS and Sue Goulding, Sunderland CCG, would be taking the issue to 
the contract meeting and that the comments would inform the 
procurement of interpreter services, which was currently under review. 
 
The Director of Nursing, Quality and Safety added that the issue had also 
been discussed at Sunderland CCG’s Quality and Safety Committee.  The 
GP Governing Body Member asked if it would be useful to provide a time 
limit for Trusts to respond by and the Committee agreed that this would be 
a good idea. 

 
2014/75 Apologies for absence 
 

Apologies noted as above. 
 
2014/76 Declarations of Interest 
 

The GP Governing Body Member declared that he now held the role of 
GP specialist advisor to the Care Quality Commission (CQC). 

 
2014/77 Items for any other business 
 

There were no further items to add to the agenda. 
 
2014/78 Minutes of the last meeting 18 June 2014 
 

The minutes of the meeting held on 18 June 2014 were confirmed as a 
true record, pending the following amendments: 
 
Item 2014/54 
In the first paragraph under page 6 it should have read ‘ruptured spleen’, 
not ‘fractured spleen’. 
 
Item 2014/54 
In relation to the update on item 2014/78 the final sentence is to be 
removed as this was a comment that should have been removed before 
the draft minutes were circulated to members. 



 
Item 2014/55 
In the second paragraph in relation to South Tyneside NHS Foundation 
Trust (STFT) Serious Incidents (SIs) it should have read ’choose safe 
care’, not ‘due safe care’. 
 
The Director of Nursing, Quality and Safety asked to review the Governing 
Body cover sheet along with the minutes, as they would be attached as 
appendices for the Governing Body and asked if those present were 
happy with the content. 
 
The Chief Officer noted that the cover was a little long and would be better 
if it just highlighted the key risks as some of the other content would be 
covered in the minutes attached to the document. 
 
Action: The Clinical Quality Manager to shorten the detail within the 

front cover sheet prior to the Governing Body. 
 
2014/79 Matters arising / Review of action log 
 

There were no new matters arising. 
 
The following updates were received on the actions outstanding. 
 
2014/047 – Patient / Carer Story 
The Clinical Quality Manager advised that work had been undertaken with 
the audiology department and that this action could be closed. 
 
2014/048 – Patient story update 
The Clinical Quality Manager stated that the Trust had been contacted 
and that this action was now complete. 
 
2014/58 – Quality Action Plan 
The Head of Quality and Safety informed the Committee that she had 
contacted Sarah Golightly and was awaiting an update paper, which would 
be incorporated into the next update.  It was agreed that this item would 
be carried forward. 
 
2014/059 – Quality Surveillance Group Feedback 
The Clinical Quality Manager advised the dashboard had been shared and 
the item could be closed. 
 
2014/065 – Policy ratification 
The Head of Quality and Safety confirmed further work had been 
undertaken on the policies with the Governance Officer and that they 



would return to the next formal Committee for approval.  It was agreed that 
this item would be carried forward. 
 
2014/067 – Terms of reference 
The Senior Governance Manager confirmed that further amendments had 
been made to the ToR following comments from the Director of Nursing, 
Quality and Safety at the Governing Body in July. 
 

 
Informal Committee – November 2013 
The Director of Nursing, Quality and Safety noted that the Director of 
Nursing and Quality was present at the Committee and that this action 
could now be closed. 
 
2013/78 – Quality Walkabouts 
Members were informed that this action remained on the log for visibility 
and would remain on the log for six months to give time to provide a look 
back on the visits that had taken place. 
 
Informal Committee – May 2014 
The Director of Nursing, Quality and Safety advised work was still in 
progress relating to safeguarding statements in contracts.  It was agreed 
that this item would be carried forward. 
 
2014/030 – CHC update 
The Commissioning Manager (CHC) advised she was not aware of the 
action and the Director of Nursing, Quality and Safety asked if she could 
follow up on the query relating to the report.  It was agreed that this action 
would be carried forward. 
 
2013/33 – Medicines Management Q4 Report 
The MT advised that communication had been circulated via the 
newsletter to GPs and the action could be closed. 

 
2014/80 Clinical Quality and Safety highlight report May / June 2014 
 

The Clinical Quality Manager noted 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 provided some of the key points to note. 

 
South Tyneside Foundation Trust 

 The Friends and Family Test (FFT) had dipped in May, but the 
Trust had worked on raising the response rate and figures had 
increased in July. 



 Mortality rates continued to be flagged and assurance gained 
following case note reviews. 

 There was a summary of the Datix Q4 report within the paper and 
further discussions were planned for September.  The Head of 
Quality and Safety noted there had been an increase in reporting of 
pressure ulcers, however this would likely be amended following 
investigations and it was noted these were mainly in the community. 

 
City Hospitals Sunderland (CHS) 

 A special QRG on mortality was planned, which would provide an 
opportunity for CHSFT to present the work they have undertaken 
and provide assurance to their Board and Commissioners. 

 62 day cancer performance was being monitored by the QRG and 
an RPIW had taken place in May.  The Director of Nursing, Quality 
and Safety added that some improvements had been seen, but 
sustainability of the improvement was precarious and would be 
monitored. 

 
Northumberland Tyne and Wear Foundation Trust (NTW) 

 NTW had increased their funding allocation to Children and Young 
People Services to address waiting times. 

 Development plans regarding staffing levels were included within 
the report. 

 SI panels were being monitored and work was underway with the 
patient safety department. 

 
North East Ambulance Service (NEAS) 

 SI rates were noted to be relatively low compared to other Trusts.  
The Director of Nursing, Quality and Safety advised that a piece of 
work was underway nationally to benchmark with other Ambulance 
Trusts and that it was hopeful that the report would be available at 
the next NEAS QRG. 

 The Trust had been inspected by the CQC and the recovery action 
plan was presented and being monitored at the QRG. 

 A Memorandum of Understanding had been agreed across CNTW 
and DDT area teams to support NEAS contribution to safeguarding 
boards. 

 
The Director of Nursing, Quality and Safety added that there would be a 
deep dive taking place on 7 October 2014 to look at benchmarking across 
the whole of NEASs service as well as a review of the NEAs QRG. 
 
The Head of Quality and Safety noted that the information on page one of 
the report had been in accurate in what had been reported, however there 
had been a challenge in relation to the delay in the process.  One issue 
that had been noted in relation to a complaint, had been due to the fact 



that a response had been sent by NECS without sight to the CCG prior to 
release. 
 
The Chief Officer added that there was a lot of information within the 
report and that information the information didn’t always provide full 
analysis t.  The Director of Nursing, Quality and Safety added that 
conversations were taking place with NECS on how to achieve that 
narrative of analysis.  The Head of Quality and Safety explained that the 
information would contain where the CCG were assured and where the 
risks were.  It was agreed that the information that is sent to the Governing 
Body should look at what the risks are. 
 

 
The GP Governing Body Member queried issues within primary care as it 
was the same issues occurring ie receipt of discharge information, and 
what was in place to rectify the incidents.  The Head of Quality and Safety 
added that at a recent District Nurse forum a discharge summary sheet 
had been presented as an example as it had been unreadable and that 
there was a plan to ask GP practices to audit the information they received 
to see if the issues were with a particular ward or person. 
 
The Quality and Safety Manager informed that the area team (AT) were 
receiving some information from provider organisations in relation to 
primary care, but none in relation to the CCG.  However, the information 
received from Trusts was fed back to the practice and it was noted that the 
Director of Nursing, Quality and Safety would also be informed as part of 
the AT process. 

 
2014/81 Quality and Patient Safety Annual Report 
 

The Director of Nursing, Quality and Safety informed that she had been 
presenting a report to the Overview and Scrutiny Committee (OSC) and 
they had asked if she ‘felt assured’.  The report presented to members 
was to draw attention to the assurances gained over the year and it was 
recommended that the report was endorsed for the Governing Body to 
give information on plans in place and where the risks were. 
 
The Director of Nursing, Quality and Safety noted that she was conscious 
that the report noted that the Trust was breaching its Clostridium Dificile 
trajectory target and that the detail needed to be checked to ensure it was 
reported  correctly. 
 
The Acting Chair queried if the cover sheet contained enough detail and 
asked if it confirmed if we achieved assurance, had it been a good year 
and what will be carried forward to 2014/15.  It was agreed that this would 
be useful to include. 



 
The Director of Nursing and Quality agreed that it was a good report and 
as it had been the first year of the CCG it was not possible to benchmark 
and queried if the content/style  had been compared to other CCGs within 
the area. 
 

The Committee ENDORSED the report, 
pending agreed amendments. 

 
Action: The Clinical Quality Manager to check trajectory targets are 

correct and amend if necessary. 
 
Action: The Clinical Quality Manager to amend the front cover sheet 

to include comments above 
Action:  The Clinical Quality Manager to benchmark style/content 

with other CCG’s reports. 
 
2014/82 Draft Quality Strategy 
 

The Head of Quality and Safety explained that the draft Quality Strategy 
was shared with members for comment and approval.  It was noted that 
since the document had been drafted additional information in relation to 
Hard Truths and themes and trends need to be added. 

 
The Director of Nursing, Quality and Safety advised that the CCG had a 
previous Quality Strategy that had been drafted as part of the 
authorisation process, but needed to be refreshed. 
 
The Chief Officer advised that a box on page three of the document 
appeared to be cropped. 
 
The Head of Quality and Safety added that she would like to see an 
addition to documents that quality impact assessed reform/commissioning 
decisions. 
 
The Head of Quality and Safety noted that once approved the document 
would be uploaded to the CCG website, however felt that the document 
was not currently in ‘plain English’.  The Committee agreed that it would 
be useful to send the document to the NECS Communications team for 
review before publishing. 
 
The Head of Quality and Safety asked if any further comments could be 
sent to her via e-mail by 5 September 2014. 
 



Action: The Head of Quality and Safety to amend document to 
include Hard Truths, themes and trends and amend the box 
on page three. 

 
Action: All members to review and send any further comments on 

the document to Head of Quality and Safety by 5 September 
2014. 

 
Action: The Head of Quality and Safety to forward finalised strategy 

to NECS Communications team to check plain English. 
 
2014/83 Continuing healthcare (CHC) update 
 

The Commissioning Manager (CHC) presented the CHC update report 
and informed the Committee that the issues highlighted within the annual 
report presented at the last meeting were still on the log.  However, there 
had been two meetings across the South of Tyne and Wear area which 
had looked at the CHC process and included representatives from the FTs, 
LAs and CCGs and the outcome was two new groups, the first would be a 
strategic group that would monitor compliance and the second would be 
an operational group for each locality.  The Commissioning Manager 
(CHC) added that the operational groups would include representatives 
from the CCG, LA and mental health and that public involvement would be 
incorporated once the groups were more established. 
 
The Commissioning Manager (CHC) informed members that the fast track 
cases were meeting national timeframes and that everyone had received 
and assessment and a care plan and costings were in place. 
 
The Head of Quality and Safety added that an issue that was highlighted 
at the meetings was that the care management review was not in sync 
with the CHC review and that there was work underway to improve and 
streamline the process. 
 
The Chief Officer noted that the retrospective cases were very slow and 
the Commissioning Manager (CHC) explained that this was due to 
locating historical records which can be hard to find or lacking in detail. 
 
The Commissioning Manager (CHC) added that checklists had been 
signed off, but legal advice and advice from NHS England was being 
sought before responding to the families, as at present there was no way 
to lodge an appeal which would lead to an increase in complaints.  The 
Commissioning Manager (CHC) stated that information on complaints and 
MP letters would be added to the report in relation to retrospective cases. 
 



The Director of Nursing and Quality queried if the information from NHS 
England had been received and the Commissioning Manager (CHC) 
noted that she was still waiting for a response.  The Director of Nursing 
and Quality asked the Commissioning Manager (CHC) to forward the 
details of who she had contacted and that she would follow this up. 
 

The Committee NOTED the report. 
 
Action: The Commissioning Manager (CHC) to send details of 

contact with NHS England to the Director of Nursing and 
Quality. 

 
2014/84 Safeguarding highlight report 

 
The Director of Nursing, Quality and Safety updated the Committee on the 
June/July safeguarding report and drew particular attention to the section 
on MCA/DOLS which indicated the allocation of funding from NHS 
England.  It was to be noted that Jean Farrell was leading on drawing up a 
plan. 
 
The Director of Nursing, Quality and Safety informed those present that 
another safeguarding meeting had taken place in relation to another Four 
Seasons home and that due to the collaborative working following The 
Meadows, the escalation of this new issue had been notified sooner for 
review and action. 
 
The Director of Nursing, Quality and Safety added that Sarah Rushbrooke 
had attended the NHS England regional QSG re quality in Four Seasons 
care homes, which covered nine area teams and it was clear that the 
issues identified locally with Four Seasons were part of a wider issue, 
however the outcome/actions from the meeting were yet to be shared. 
 

The Committee NOTED the report. 
 

2014/85 Safeguarding Annual Report 
 

The Director of Nursing, Quality and Safety presented the Safeguarding 
Annual Report which covered the previous financial year’s activity.  The 
Committee were asked to note that the first two risks relating to named 
GPs had been mitigated as these posts were now filled, although work 
was still in progress in relation to Looked After Children (LAC). 
 
The Director of Nursing, Quality and Safety added that there had been a 
lot of activity and collaborative working, on adult safeguarding in particular 
work with strategic partners on the Safeguarding Boards. 
 



The Director of Nursing and Quality, Cumbria Northumberland and Tyne 
and Wear Area Team, NHS England, stated that it was a good report 
which includes the use of all of the commissioning levers, but it would be 
of use to include an explicit statement on the front cover in relation to the 
assurances given, before presenting to the Governing Body and LA 
committees. 
 

The Committee APPROVED the report. 
 
Action: The Head of Safeguarding to add a paragraph to give 

explicit assurance on the cover sheet of the report. 
 

2014/86 NICE Guidance and Technical Appraisals process review 
 

The Clinical Quality Manager explained that Anne Greenley had taken the 
lead on NICE guidance process and there was work in progress to bring 
together finance, medicines optimisation, service planning and reform, 
clinical quality and the CCG to take forward. 
 
The MT explained that a summary of NICE guidance was provided at 
each Medicines Management Committee (MMC) and that the technical 
appraisals were mandatory and it was ensured they went to the MMC, and 
approval noted in the minutes and then added to the formulary.  It was to 
be noted that a list of all approved medicines were available to view on the 
CCG website. 
 
The MT added that there were additional workstream groups in place that 
take a horizon scanning approach, which was not always easy to do. 
 
The Director of Nursing, Quality and Safety stated that it was important 
that the flow of assurance was available to the Committee via the minutes 
provided. 

 
2014/87 Sign up to Safety 
 

The Director of Nursing, Quality and Safety informed that the Sign up to 
Safety paper had been circulated to most meetings within the CCG and 
that the paper to highlight one of the measures to boost safety, 
transparency and openness in the NHS. 
 
The Committee were advised that work had been undertaken with 
providers to ensure they had signed up and in addition it was possible to 
sign up as an individual and encouraged members to do so 
 
The Sign up to Safety initiative was linked to safe staffing levels and that 
this would be monitored through the review group. 



 
Action:  Committee members to consider signing up to Sign up to 

Safety 
 

The Committee NOTED the report. 
 
2014/88 Safe staffing levels 
 

This item was covered under item 2014/87. 
 
2014/89 Quality Surveillance Group (QSG) feedback 
 

The Director of Nursing, Quality and Safety advised that the QSG allowed 
for sharing of knowledge of assurance gained regarding NHS 
commissioned services and also provided a route of feeding in concerns 
and issues identified at a local level.  Members present were informed that 
the meetings were moving to focus on themes and recent sessions had 
included work on care homes, safeguarding and emergency in winter. 
 
The Director of Nursing, Quality and Safety stated that the NHS England 
quality dashboard was now web based and more dynamic and work was 
underway with NECS to devise the best way to access and present the 
data. 
 
The Quality and Safety Manager, Cumbria Northumberland and Tyne 
and Wear Area Team, NHS England added that she was keen for two  
day SI reporting to be added to the dashboard and she was in  
discussion for that function to be built into the next release. 
 
The Quality and Safety Manager, Cumbria Northumberland and Tyne  
and Wear Area Team, NHS England also noted that she was involved 
on the development of new national SI guidance, which was due to go  
out to consultation.  The Director of Nursing, Quality and Safety  
queried if the guidance would include information where health was not  
the lead commissioner.  The Quality and Safety Manager stated that it  
did not, however she would feed the comment into the group. 

 
2014/90 Quality in Care Homes 
 

The Quality and Regulated Services Commissioner provided a breakdown 
of the current work being undertaken by the commissioning team following 
the ongoing visits. 
 
The Meadows 
There was currently a phased admission process in place of one per 
fortnight and the Quality and Regulated Services Commissioner informed 



those present that he had spoken to the manager and since the 
suspension had been lifted in July only two residents had been admitted 
and that the home would not take any further residents until the current 
new residents were fully settled.  It was noted that the manager was likely 
to be under pressure to increase the uptake and there was a possibility 
there would be a new manager in the future. 
 
The Acting Chair asked if the LA had any influence on the appointment of 
the new manager and members were informed that there would be a LA 
representative on the panel and the panel would also include a service 
user and family representative. 
 
The GP Governing Body Member asked if there was independent scrutiny 
for DOLS assessments.  The Committee were informed that a care 
manager would make an initial assessment and decision for those who did 
not have the capacity and an independent person would review the 
assessment. 
 
It was of note that the court judgement in Cheshire West had made the 
process more complex and that there could be an issue with capacity as 
the numbers will increase.  As a comparison 35 requests for an 
assessment were received last year, compared to the 200 requests in the 
first three months following the Cheshire West decision. 
 
Oakdale Lodge 
The home was receiving phased admissions of one per fortnight and 
improvements to the home had been noted. 
 
Hampshire Court 
This home was subject to a voluntary suspension on admissions and that 
the CQC were to issue a further warning notice following inspection. 
 
Stapleton House 
There was a voluntary suspension on admissions in place and Quality and 
Regulated Services Commissioner informed members that the home was 
currently up for sale. 
 
Roseway 
The area manager had requested a voluntary suspension on admissions 
in light of safeguarding alerts, some of which had been in regard to 
medication errors.  It was noted that the home submitted action plans on a 
weekly basis. 
 
The Head of Quality and Safety added that there had been a strategy 
meeting following a whistle blower at Chichester Court, which was another 
Four Seasons home.  It was noted that the manager had only been in post 



for three-four months and there was an ongoing issue with staff being 
shuffled between the homes owned by the provider within the area. 
 
The Acting Chair queried additional homes that had signed up to the 
contract.  The Quality and Regulated Services Commissioner stated that a 
new contract had been sent to all homes and that seven out of the 24 in 
total had refused to sign and had taken to judicial review, but had now 
signed up.  The Quality and Regulated Services Commissioner informed 
members that there would be additional items added to the next contract, 
including 6Cs and sign up to safety. 
 
The Acting Chair reiterated how informative and assuring the presentation 
at the last informal session had been. 

 
2014/91 Quality in Primary Care 
 

The Director of Nursing and Quality, Cumbria Northumberland and Tyne 
and Wear Area Team, NHS England explained that when the new 
organisations were formed it was seen that primary care would be co-
commissioned between the AT and the CCG and that the changes due to 
come about would see primary care aligned locally.  It was to be noted 
that the way forward was about integrated working and that there had 
been some sticking points and pragmatic approaches. 
 
The Quality and Safety Manager informed the Committee that the NECS 
complaints team had recently started to cover primary care complaints 
and that the complaints and quality team meets regularly to review 
complaints received to see if they meet the SI threshold. 
 
The Director of Nursing and Quality described the process the AT had in 
place for gaining assurance and the committees and groups that were part 
of that process and agreed to circulate to the Committee following the 
meeting.  The Committee members agreed that what was missing from 
that process was a feedback loop to the CCG.  The Director of Nursing 
and Quality agreed that this was a good idea and would look to develop a 
process that would feedback through the Accountable Officers meeting. 
 
The Director of Nursing and Quality noted that the GP Practice CQC 
inspections were due to start in October and there was one practice within 
Cumbria, Northumberland and Tyne and Wear locality that may face 
closure and that there was currently a pilot taking place in Northumbria to 
test the process. 
 
The Clinical Quality Manager queried if there had been any progress in 
relation to the AT access to GP practice incidents reported on SIRMS.  
The Quality and Safety Manager responded that she had spoken with 



Anne Greenley and that there was a paper due to go to the Primary Care 
Board in September for agreement by CCGs to return to their member 
practices, to ask for approval for the information to be shared with the AT.  
Committee members agreed that there needed to be a simpler solution in 
the interest of safety. 
 
The Director of Nursing, Quality and Safety asked how the three GP SIs 
reported within the AT benchmarked against the rest of the country’s 
reporting rates and if Primary Care Quality and Incidents data fields would 
be added to the NHSE quality dashboard.  The Quality and Safety 
Manager explained that some other areas were not looking at 
benchmarking as the responsibility was due to move from Area Teams. 
Director of Nursing and Quality, Cumbria Northumberland and Tyne and 
Wear Area Team, NHS England reported that it was anticipated that 
Primary Care quality indicators may be added to the NHSE dashboard. 
 
The DH enquired if the FFT in primary care was going to be implemented 
as part of the contract.  The Director of Nursing and Quality stated that it 
was and that she would ask Lucy Topping to write a paragraph to confirm. 
 
Action: The Director of Nursing, Quality and Safety and Director of 

Nursing and Quality to meet informally to discuss information 
flow between the CCG and AT. 

 
Action: The Director of Nursing and Quality to send AT process to 

Governance Officer for circulation to members. 
 
Action: The Director of Nursing and Quality to ask Lucy Topping to 

draft paragraph relating to primary care FFT. 
 
2014/92 CQUIN 2013/14 Q4 achievements and exceptions report 
 

The Clinical Quality Manager advised those present that the CQUIN Q4 
report provided the CCG with high level assurance on the achievements 
and exceptions for the acute and community schemes for STFT and the 
considerable work undertaken by the Trust.  The report also contained a 
summary of those areas where there were exceptions and the reason 
behind the exception. 
 

The Committee NOTED the report. 
 
2014/93 CQUIN 2014/15 Q1 update report 
 

The Clinical Quality Manager presented the CQUIN 2014/15 Q1 report 
which included the dashboard of the CQUIN indicators that had been 
agreed and aligned with the CCG commissioning intentions. 



 
The Head of Quality and Safety advised that due to the better relationship 
there had been a better dialogue during negotiation of the baselines. 
 
The Director of Nursing, Quality and Safety thanked Head of Quality and 
Safety and Clinical Quality Manager for their work on the CQUIN 
framework. 
 

The Committee NOTED the report. 
 
2014/94 Quality Review Group draft minutes June 2014 
 

The Director of Nursing, Quality and Safety confirmed that work had 
progressed since the meeting in June and highlighted that the meeting 
was another example of where relationships had changed for the better 
and resulted in good collaborative discussions. 
 

The Committee ACCEPTED the minutes. 
 
2014/95 Quality Risk Management Report June / July 2014 
 

The Director of Nursing, Quality and Safety informed members that the 
report now contained those risks in relation to quality and safeguarding 
and that most had been covered in the reports presented to the 
Committee.  The Director of Nursing, Quality and Safety suggested that 
this report should be moved to the end of the agenda for future meetings. 
 
It was noted that there was a small glitch with the calculations of the risk 
scores on risks 509 and 510 and that this would be addressed with NECS 
for resolution. 

 
The Committee NOTED the report. 

 
Action: The Director of Nursing, Quality and Safety to contact NECS 

risk team to investigate risk calculation error. 
 
2014/96 Policy ratification 
 

The Senior Governance Manager advised the Committee that the 
Complaints Policy had previously been presented to the Governing Body 
in May and some additional changes were suggested.  It was to be noted 
that the changes had been included and the changes made had been 
noted on the policy cover sheet for information. 
 
The Committee were satisfied with the changes made and agreed that the 
policy could be approved, with a view to review in two years. 



 
The Committee APPROVED the policy. 

 
2014/97 Freedom of Information (FOI)/Subject Access Request End of Year 

Report 
 

The Senior Governance Manager presented the FOI end of year report, 
which included information relating to the final quarter.  It was noted that 
the CCG had received 202 requests, all of which had been responded to 
within the statutory timescales. 
 
The Acting Chair queried if any requests were rejected and the Senior 
Governance Manager advised that three requests had been partially 
exempted under S43 – Commercial in Confidence. 
 
The Director of Nursing and Quality noted that it would be interesting to 
see the requests in relation to the GP practices and it was to be noted that 
those requests were primarily for practice manager contact details. 
 
The Committee agreed that it would be interesting to see those requests, 
where it was felt there was a need to highlight. 
 

The Committee ACCEPTED the report. 
 
2014/98 Cycle of business update 
 

The Director of Nursing, Quality and Safety presented the cycle of 
business and suggested that it would be useful if the Quality and Safety 
Manager could link into the next informal Committee meeting which was to 
focus on Quality in Primary Care. 
 
Action (A Stabler) Quality and Safety Manager to link with Amanda 
McEwan to arrange programme for Quality in Primary Care session on 
(insert date please) 

 
2014/99 Terms of reference 

 
Medicines Management Committee 
The Director of Nursing, Quality and Safety suggested two small 
amendments to the Terms of Reference. 
 

 To change the sentence ‘These decisions will be endorsed by the 
CCG’s Quality, Patient Safety and Risk Committee by means of receipt 
of the Committee’s minutes’ to ‘These decisions will be reported to the 
CCG’s Quality and Patient Safety Committee by means of receipt of 
the Committee’s minutes’. 



 Removal of the work risk from the Committee name in the flowchart 
 

The Committee APPROVED the Terms of Reference, 
pending the suggested changes. 

 
Cancer Locality Group 
There were no suggested changes to the Terms of Reference. 
 

The Committee APPROVED the Terms of Reference. 
 
2014/100 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 Director of Nursing, Quality and Safety advised that the HCAI group 
was working proactively, particularly in relation to C. Difficile, however 
there had been a spike with CDI in the community and it was to be noted 
that Dr Jon Tose would be joining the HCAI group. 
 
The Head of Quality and Safety enquired if a meeting relating to IPC in the 
community had taken place and if a conclusion had been reached.  The 
Director of Nursing, Quality and Safety noted the meeting had taken place, 
however it was agreed that the function was currently a gap in the 
services commissioned and following a review of what was included within 
the contracts it had been agreed to work collectively until the contracts 
were due for review and that this would be monitored by the HCAI group. 
 
The Director of Nursing, Quality and Safety informed the Committee that 
Dr Bill Hall, GP Cancer Lead, would be attending future meetings in 
relation to the Cancer Locality Group item. 
 

The Committee ACCEPTED the sub-group minutes. 
 
2014/101 Governing Body report cover 
 

This item was covered under item 2014/78. 
 
2014/102 Any other business 
 

There were no additional items of business. 



 
2014/103 Date and time of next meeting 
 

Informal 
Quality in Primary Care 
Wednesday 17 September 2014, 13:30 – 16:30 
Meeting Room 1, Monkton Hall 

 
Formal 
Wednesday 15 October 2014, 13:30 – 16:30 
Meeting Room 1, Monkton Hall 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 



Appendix 2 
 
 

Quality, Patient Safety and Risk Committee 
Informal 

 
Wednesday 17 September 2014 

13:30 – 16:30 
 

Meeting Room 1, Monkton Hall 
 
 
Present: 
 
Mr Stephen Clark Chair, South Tyneside Clinical Commissioning Group 

(STCCG) 
Dr Vis-Nathan   GP Governing Body member, STCCG 
Dr Matthew Walmsley  CCG Chair, STCCG 
 
In Attendance: 
 
Mrs Jeanette Scott-Thomas  Head of Quality and Patient Safety, STCCG 
Ms Helen Ruffell   Operations and Engagement Manager, STCCG 
Ms Anna Stabler Quality and Safety Manager, Cumbria, 

Northumberland and Tyne and Wear Area Team 
Dr Jon Tose Clinical Director, STCCTG 
Laura Witters  Governance Officer, NECS (Minutes) 
 
Apologies: 
 
Dr Jeff Gosling Lay Member 
Mrs Amanda McEwan Clinical Quality Manager, North of England 

Commissioning Support (NECS) 
Mrs Ann Fox    Director of Nursing, Quality and Safety, STCCG 
Mrs Carol Drummond  Head of Safeguarding, STCCG 
 
 
Welcome and Introductions 
 
The Chair welcomed members to the meeting. 
 
Outstanding complaints 
 
The Head of Quality and Patient Safety had emailed Mark Cotton from North East 
Ambulance Service again on Monday 15 September 2014 and was still awaiting a 
response regarding Mrs Rye.   



 
The Operations and Engagement Manager reported that Rebecca Miller had been 
discussed at Sunderland CCG Quality and Patient Safety Committee and Contract 
Group. 
 
The Operations and Engagement Manager also informed the meeting that Matt Thubron 
had received a response from City Hospitals Sunderland about British Sign Language 
(BSL) interpreters that notice had been served on Big Word taking effect at end of 
January 2015.  BSL interpreters will be linked with audiology services.  Operations and 
Engagement Manager would inform Rebecca Miller about this situation. 
 
The Operations and Engagement Manager will email Rebecca Miller regarding a 
response to her complaint.  At 04 September 2014 no response had yet been received 
for the complaint since July, due to records not being located. 
 
The CCG Chair was concerned about complaints response and asked the Director of 
Nursing, Quality and Safety to raise the issue through the CHSFT Quality Review Group 
in Sunderland.  None of issues in the complaint about audiology services had been 
answered. The GP Governing Body member expressed concern about the lack of 
response from NEAS to the complaint.  The Quality and Safety Manager, Cumbria, 
Northumberland and Tyne and Wear Area Team suggested this issue could be raised at 
the special Quality Review Group meeting on 07 October 2014.  The Head of Quality 
and Patient Safety reported that she has a read receipt and confirmation of delivery for 
emails around this. 
 
 
Quality Assurance - Cumbria, Northumberland and Tyne and Wear Area Team 
 
The Quality and Safety Manager, Cumbria, Northumberland and Tyne and Wear Area 
Team gave a presentation. 

 
The Area team is bound by the NHS England Outcomes Framework and the quality and 
safety team works to Domain 5 (Treating and caring for people in a safe environment & 
protecting them from avoidable harm).  Domain 5 is embedded in the Acute sector but is 
new to primary care.   
 
Health Foundation breaks down Darzi quotation into six key areas. 
 
The Cumbria, Northumberland and Tyne and Wear Area Team (CNTW AT) has an 
internal assurance process.  Quality assurance meetings are held bi-monthly and 
discuss areas of concern and incidents.  A report from the Quality Assurance meeting 
goes to CNTW AT directors meeting which feeds back into the Quality Surveillance 
Group. 
 
CQC, Monitor, Local Authorities, NHS Trust Development Authority, Healthwatch, and 
CCG Leads are all invited to the Quality Surveillance Group meeting. 



 
Incident management is a large part of the role and includes providing support to 
practices, investigating incidents and looking at Root Cause Analysis. 
 
The role of NHS England is to provide assurance and oversight.  The organisation 
directly commissions 4 services with South Tyneside NHS Foundation Trust (pharmacy, 
optometry, dental).  CNTW AT also works directly with County Durham and Darlington 
NHS Foundation Trust around incidents in prison settings. 
 
CNTW AT is aware of incidents through complaints as well as through Serious Incidents 
reported by providers who use an SI inbox which is checked on a daily basis.  An 
agreement has been in place for North of England Commissioning Support Unit to 
provide a report with breakdown of reported incidents as previously CNTW AT was 
reliant on practice managers contacting them directly. 
 
Until 2 weeks ago there was no process for dental practice incidents to be reported to 
CNTW AT.  Work is underway with local professional networks for both dental and 
optometry services.  Work is also underway with pharmacies.  These are the largest 
areas of work currently. 
 
The CCG Chair asked how many Serious Incidents there had been in primary care as a 
whole and was informed there had been 12 serious incidents reported this year to date, 
with eight being reported last year.  The CCG Chair also queried whether the definitions 
used were applicable in Primary Care and was informed by the Quality and Safety 
Manager, CNTW AT, that the SI Framework is being reviewed and there had been 
discussions around the need for different definitions and triggers for primary care, in 
acknowledgement that the Framework is not only applicable to the Acute sector. 
 
The Head of Quality and Patient Safety stated that there is a need for more education in 
particular around never events as it is likely that these are not reported.  Head of Quality 
and Patient Safety also emphasised that a huge amount of work had been undertaken 
to get the process embedded in the Acute sector and an equivalent level of input is 
required to embed in primary care. 
 
The Quality and Safety Manager, CNTW AT, explained that the process within Acute 
sector is for the Trust to send through a copy of the incident report and CNTW AT would 
check to see if SI criteria have been met.  CNTW AT contact Practice Managers to see 
if they are aware of the incident and to log on local system, Safeguard Incident and Risk 
Management System (SIRMS).  If the incident meets SI criteria paperwork is sent out 
and work undertaken with practices to complete. 
 
The Head of Quality and Patient Safety stressed the need for clear criteria as this could 
open the floodgates.  Unexpected deaths will be logged by Mental Health Trusts if the 
patient was being treated by them.  It was also felt that most practices would lack the 
knowledge of how to report and to interpret without adequate guidance.  Quality and 



Safety Manager, CNTW AT, reported that she had offered to attend TITO sessions to 
raise awareness.   
 
An example of a South Tyneside incident was raised where a patient with chest pains 
requiring ECG had been sent to a Walk in Centre/Minor Injuries Unit.  The Minor Injuries 
Unit was closed so the patient had attended A&E.  Although this incident was not a SI it 
highlighted a need to understand the Chest Pain Pathway and appears to demonstrate 
mis-communication. 
 
The complaints team has a script stating that there will be a link with the Area team, 
rather than contact from numerous departments. 
 
Dr Jon Tose Presentation: What is the CCG doing to improve quality in primary 
care? 
 
It was reported that there are GP profiles, but they are updated only once a year.  The 
GP Governing Body Member stated that quality tools are inefficient.  The Head of 
Quality and Patient Safety stated that there may be more up to date information but this 
has not been validated.  A range of sources are needed to triangulate this. 
 
A Chart of practices reporting to Datix was shared Out of 28 practices only 11 had made 
reports. The Quality and Safety Manager, CNTW AT reported that the CQC’s 
expectation is that reporting is embedded in practice, and where there is zero reporting, 
the CQC will inspect.  The GP Governing Body Member felt that it is important to offer 
support and help around this issue and provide people with the tools so that they were 
empowered. 
 
 
It was reported that NEQOS produced a scorecard that is robust and valid.  Information 
is provided at CCG level but can be drilled down to individual GP practices.  The date 
range is quite broad.  Although this has been proposed by NEQOS, payment is required 
for it and it is unlikely the CCG will adopt it  
 
 
Proposals 
 
It has been proposed to simplify a dashboard, that it is not used for performance 
management, and that it should be devised for practices to help identify areas for 
improvement. 
 
The Head of Quality and Patient Safety stated there should be a peer element.  The 
Clinical Director, STCCG reported that the dashboard has thresholds, with a 
comparative average which the CCG can use this to look at variation and average.  The 
Quality and Safety Manager, CNTW AT felt it would be well received by the CQC if the 
CCG went ahead with the dashboard and linked it to what the CQC look for.  The 
Clinical Director, STCCG felt it would cover Primary Care Quality Assurance.  The Chair 



of South Tyneside Clinical Commissioning Group asked if business monitoring around 
IFR would be included within dashboard. 
 
The Head of Quality and Patient Safety felt the tool would support a change in culture 
and move away from performance management culture since the  
Federation was to take the role and be self-managed.  However the Clinical Director, 
STCCG stated that the Federation do not see this as part of their remit. 
 
 
From April 2015 the remit of the CCG in relation to quality in General Practice will be 
bigger, once structures are in place.  The CCG will work with NECS to take on these 
roles.   
 
The Head of Quality and Patient Safety stated that if practices used to SIRMS it would 
be wise to use a similar layout. 
 
The Quality and Safety Manager, CNTW AT felt it was helpful to see the targets.  The 
Clinical Director, STCCG went with RAG rating following conversations with NEQOS 
and liked the RAG indicators.  It was suggested that the system the Chief Finance 
Officer uses on finance reports with arrow indicators showing trend movement could be 
used.   
 
In improving quality with GPs the group agreed that it is key to avoid management 
speak but instead focus on areas that are important to practices. 
 
The Head of Quality and Patient Safety highlighted the need for cultural changes and 
making it meaningful and queried whether it could be made easier for practices by using 
CQC as a driver.  It was felt this is something smart that only needs to be done once by 
working in partnership.  A lot has already been done however the approach has been to 
nudge all practices to improve and not focus on poor performers 
 
 
The Head of Quality and Patient Safety reported that some work has been done in 
North of Tyne to agree some standard policies at practice level.  Practice Managers are 
looking at standards of requirement and information held and producing the information. 
 
As a first step the proposal is to agree to join up and work together to find a way forward 
with a requirement for practices to be in agreement.  Propose to federation – should be 
to Council of Practices. 
 
The GP Governing Body Member - see a way forward with that.  Practices would look to 
move the indicator from left to right.  The Chair of South Tyneside Clinical 
Commissioning Group suggested the need for an improvement model which could be 
sold as an aid to inspection. 
 



The Chair of South Tyneside CCG stated that the key thing is getting practices on board 
by highlighting the CQC and also the NHS England Performers List.   
 
Next steps are to share information at an education event, setting the scene with 
regards to incident management and the use of RAIDR using mini workshops. 
 
The CCG Chair queried how to distil what is happening on the ground.  The Head of 
Quality and Patient Safety felt that whilst practices were still nervous about reporting, 
there is a need to learn from what has happened in the past. 
 
The Chair of South Tyneside CCG felt there needs to be discussions with GPs 
regarding the broad themes of improvement.  The Clinical Director, STCCG suggested 
going to the 28 GPs to ask them to help with a solution.  GP Governing Body member, 
STCCG stated that the aim should not be lost. 
 
The CCG Chair felt that the practice manager group is key, as they will be the people 
doing the work.  The Head of Quality and Patient Safety queried whether an incentive 
scheme tailored to progress could be built in now, and wondered whether there is a 
transformation team to support it.  GP Governing Body member, STCCG stated that 
globally it is every GP’s wish to have more time with the patient.  The Chair of South 
Tyneside Clinical Commissioning Group felt that if developed as best practice it will help 
with recruitment and retention. 
 
The Clinical Director, STCCG was happy to lead on pulling things together for GPs and 
to contact North of Tyne.  No reports on quality. 
 
The CCG Chair felt it was important that connections have been made, and that they 
need to be strengthened between now and April 2015 with a single process in place. 
 
Any Other Business 
 
The Quality and Safety Manager, CNTW AT has found through talking to GPNET that a 
lot of practices have access.  The Area Team distribute CAS alerts that go to Practice 
Managers via email however there is no indication of whether they have been actioned 
or read etc. 
 
For practices that have GPNET, CAS alerts will be sent electronically.  For those 
without access they will be able to access via web portal.  Information is to be cascaded.  
Each alert is read at Area Team level and only those applicable to GP Practices are 
being cascaded. 
 
Alerts will also come through the practice managers group.  Evidence is held for 
portfolios for revalidation and appraisal.  The system is better than STIP however there 
are cost implications. 
 



GP Governing Body member, STCCG – EOLC, queried whether there is a lead at the 
Area Team to look at DNAR forms.  At the Clinical Network, Liz Hendrick highlighted a 
problem with access to forms.  The Quality and Safety Manager, CNTW AT will take this 
back and respond to the GP Governing Body member, STCCG. 
 
Date and time of next meeting 
 
Formal 
Wednesday 15 October 2014, 13:30–16:30, Meeting Room 1, Monkton Hall 
 
Informal 
Quality in CAMHS Services  
Wednesday 19 November 2014, 13:30– 16:30, Meeting Room 1, Monkton Hall 
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Finance Report Month 7 (October) 2014/15 
 

1. Reason for the Report 
 

The purpose of this document is to;  
 

 Report on the financial position for the seven months ended 31st October 
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.   
 

2. 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. 
 
 

 
 

 
The CCG performance to date and forecast position is included in the 
appendices to this document as follows:  
 

Financial Target Target Detail

Year to Date 

Position 

Forecast 

Position 

Revenue Allocation  - Programme To keep expenditure within allocation g g

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

Cash Limit

To keep cash outgoings within the cash 

limit g g

BPPC

To pay CCG creditors within 30 days of 

receipt of invoices or goods g g

Risk Rating Key Indicator

Meeting Target and Improving h

Meeting Target and Remaining Static g

Meeting Target and Declining i

Close to Target and Improving h

Close to Target and Remaining Static g

Close to Target and Declining i

Distant to Target and Improving h

Distant to Target and Remaining Static g

Distant to Target and Declining i
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 Appendix 1 - year to date and forecast income & expenditure reports 

 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.   
 
We have received monitoring information from our Provider Trusts of varying 
levels of timeliness and quality.  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.  Conversely, one of our Providers is reporting 
a significant underspend.  However we have included a forecast that we 
believe best reflects the potential position at year end and this has been 
shared with the Provider.   
 
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 £340k, this has moved 
by £205k since last month and reflects 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. 
 
For additional clarity Appendix 2 details movements in budgets that have 
been transacted in month (month 6 to month 7). 
 
Appendix 3 details the CCG allocation and any movements from opening 
allocation.  In month we have seen adjustments as follows 
 

o Allocation received for system resilience funding (winter money). 
o Internal movement of Safeguarding funding from reserves to 

programme. 
 
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  Reporting under-performance on contract. We do 

not anticipate this will continue to year end.  At this 
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stage we have included a forecast underspend of 
£582k and discussions remain ongoing with the FT. 

 
City Hospitals   Month 05 shows over performance of £627k, 

although challenges have been raised regarding 
double-counting of activity.  The forecast has been 
amended to £767k and takes into account known 
data challenges.  In addition the CCG is 
experiencing difficulty with the Trust providing 
agreed information flows meaning the CCG cannot 
validate activity. 

 
Newcastle Hospitals The position at month 05 shows overperformance 

to date of £118k. However the forecast position 
remains at £150k overspend.  This is due to deep 
dive analysis provided by NECS that indicated that 
the majority of the reported activity was not 
attributable to ST CCG. 

 
Gateshead Health The current forecast shows an overspend of £535k. 

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 

 
Whilst the CCG increased the budget for prescribing for 2014/15 this 
continues to be a risk area as the funding may not have addressed 
cost/volume growth entirely.  There is a forecast overspend on centrally held 
drugs of £312k and an emerging 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. 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 
 
Whilst the CCG increased the budget for CHC packages for 2014/15 this 
continues to be a risk area.  The CCG has received the quarter 2 database 
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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. 
 
 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. 
 
 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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APPENDIX 1 

 

YTD Budget 

£000's

YTD Actual 

£000's

YTD Variance 

(Under)/ 

Overspend 

£000's Risk Rating

2014-15 Budget 

£000's

Forecast 

Outturn £000's

Forecast 

Variance 

(Under)/ 

Overspend 

£000's Risk Rating

South Tyneside NHS Foundation Trust 45,930 45,849 (81) h 78,736 78,249 (488) h

City Hospitals Sunderland NHS Foundation Trust 11,972 12,055 83 h 20,524 21,291 767 g

New castle Upon Tyne Hospitals NHS Foundation Trust 6,112 6,199 87 i 10,477 10,626 149 i

Gateshead Health NHS Foundation Trust 4,190 4,502 312 i 7,183 7,718 535 i

County Durham & Darlington NHS Foundation Trust 997 1,243 246 i 1,709 2,132 422 i

Northumbria Healthcare NHS Foundation Trust 161 215 54 i 276 369 93 i

North East Ambulance Service NHS Foundation Trust 2,771 2,807 35 i 4,751 4,811 60 i

Spire Healthcare 351 265 (87) h 602 454 (148) h

Transformation Fund 333 99 (233) h 570 170 (400) h

Other Acute Providers 225 130 (95) h 386 223 (163) h

Readmissions 728 727 (0) i 1,247 1,247 0 i

Planned Care 0 0 0 g 0 0 0 g

Clinical Assessment and Treatment Centres 715 689 (26) h 1,226 1,181 (45) h

Urgent Care 0 0 0 g 0 0 0 g

Winter Pressures 503 503 0 g 3,015 3,015 0 g

Non Contract Activity 600 339 (261) h 1,028 659 (369) i

Mental Health Services Northumberland, Tyne and Wear NHS Foundation Trust 12,238 12,361 122 i 20,980 21,190 210 i

Tees, Esk and Wear Valleys NHS Foundation Trust (0) 0 0 g 0 0 (0) g

Other Providers / NCAs 830 1,182 351 i 1,424 2,026 602 h

Community Services South Tyneside NHS Foundation Trust - Community 10,318 10,393 75 h 17,688 17,817 129 h

New castle Upon Tyne Hospitals NHS Foundation Trust - Community 140 143 3 i 240 246 6 i

Miscellaneous Commissioning 678 738 61 h 1,162 1,266 104 h

Carers 702 702 0 g 1,204 1,204 (0) g

Continuing Care Adult Joint Funded 146 149 4 g 250 256 6 g

Children 641 653 12 g 1,100 1,120 20 g

Continuing Healthcare Assessment and Support 560 614 54 i 960 1,053 93 i

Funded Nursing Care 420 421 1 h 720 722 2 h

PCT Legacy National Contribution 0 885 885 g 0 885 885 g

Adult Fully Funded 6,758 7,776 1,018 i 11,585 13,330 1,745 i

Primary Care Out of Hours 799 819 20 h 1,370 1,404 34 g

Local Enhanced Services 198 277 79 i 329 329 0 g

Medicines Managements - Clinical 103 105 1 g 177 177 0 g

Oxygen 300 387 87 i 514 572 58 i

Primary Care IT 503 503 0 g 863 863 0 g

Prescribing 15,729 16,225 496 i 26,964 27,702 738 h

Other Corporate North East Ambulance Service NHS Foundation Trust - NHS 11 291 288 (3) g 499 494 (6) g

Exceptions and Prior Approvals 204 68 (136) h 350 117 (233) i

Interpreting Services 55 83 28 i 94 143 48 i

Reablement 184 173 (12) h 316 296 (20) g

NHS Property Services 1,591 1,591 0 i 2,728 2,648 (80) g

Safeguarding 220 89 (130) h 377 204 (173) h

Other Miscellaneous 998 1,035 37 i 1,720 1,774 54 i

Commissioning Reserves Commissioning Reserve 1,058 650 (409) i 1,814 670 (1,144) i

Non Recurrent Reserve 3,709 0 (3,709) h 5,727 2,570 (3,157) h

Non Recurrent Programmes 0 1,286 1,286 i 0 0 0 g

Surplus 681 0 (681) h 1,168 0 (1,168) g

TOTAL (SURPLUS) / OVERSPEND 135,645 135,220 (425) 234,056 233,223 (833)

Acute Services (inc Ambulance Services) 
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WTE Budget WTE Actual YTD Budget YTD Actual 

YTD Variance 

(Under)/ 

Overspend Risk Rating 2014-15 Budget 

Forecast 

Outturn 

Forecast 

Variance 

(Under)/ 

Overspend Risk Rating

£000's £000's £000's £000's £000's £000's

Running Costs 

Admin Projects 0.00 0.00 29 21 (8) h 50 50 0 g

Administration & Business Support 3.60 3.60 1,086 1,087 1 i 1,861 1,861 0 g

CEO / Board Office 3.40 3.00 287 269 (18) g 492 466 (26) i

Chair & Non Execs 0.00 4.05 74 65 (9) h 128 112 (16) i

Clinical Support 1.96 1.23 140 124 (16) i 241 215 (26) i

Commissioning 5.50 6.49 196 168 (28) h 336 317 (19) g

Estates and Facilities 0.00 0.00 47 48 1 g 80 81 1 i

Finance 1.74 1.44 117 103 (14) h 201 175 (26) h

General Reserve - Admin 0.00 0.00 93 0 (93) h 160 6 (154) h

IM&T 0.00 0.00 0 3 3 g 0 4 4 g

Quality Assurance 1.90 0.80 89 42 (47) h 153 74 (79) h

2,158 1,930 (228) 3,702 3,361 (341)

Risk Rating Key Indicator

Meeting Target and Improving h

Meeting Target and Remaining Static g

Meeting Target and Declining i

Close to Target and Improving h

Close to Target and Remaining Static g

Close to Target and Declining i

Distant to Target and Improving h

Distant to Target and Remaining Static g

Distant to Target and Declining i

INCOME & EXPENDITURE REPORT FOR RUNNING COSTS  - SOUTH TYNESIDE CCG  - YTD & FORECAST POSITION AS AT 31 OCTOBER 2014
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APPENDIX 2 

 

Month 06 Month 07

Annual Budget Annual Budget

Movement in 

budget Comment on budget movements

Acute 128,716,760 131,731,444 3,014,684

South Tyneside NHS Foundation Trust 78,736,292 78,736,292 0

City Hospitals Sunderland NHS Foundation Trust 20,523,502 20,523,502 0

The Newcastle Upon Tyne Hospitals NHS Foundation Trust 10,477,272 10,477,272 0

Gateshead Health NHS Foundation Trust 7,182,984 7,182,984 0

County Durham and Darlington NHS Foundation Trust 1,709,419 1,709,419 0

Northumbria Healthcare NHS Foundation Trust 276,065 276,065 0

SPIRE 382,465 602,465 220,000 Budget moved from NCA

Tyneside surgical services 196,317 386,000 189,683 Budget moved from NCA

Transformation fund 570,000 570,000 0

AMBULANCE SERVICES 4,750,923 4,750,923 0

CLINICAL ASSESSMENT AND TREATMENT CENTRES 1,226,026 1,226,026 0

NCAS/OATS 1,438,097 1,028,097 -410,000 

Budget moved to more accurately reflect pressures in SPIRE 

and TSS

WINTER PRESSURE 3,015,000 3,015,000

PROGRAMME PROJECTS 1,247,398 1,247,398 0

Community 20,293,945 20,293,945 0

CARERS 1,203,865 1,203,865 0

COMMUNITY SERVICES 489,204 489,204 0

South Tyneside NHS Foundation Trust 16,686,208 16,677,211 -8,997 contra

South Tyneside NHS Foundation Trust MSK 1,001,640 1,010,637 8,997 contra

HOSPICES 758,769 758,769 0

LONG TERM CONDITIONS 29,326 29,326 -0 

PALLIATIVE CARE 124,933 124,933 0

Continuing Care 14,615,000 14,615,000 0

CHC ADULT FULLY FUNDED - LOCAL AUTHORITY 9,905,366 7,574,672 -2,330,694 Split to show private providers as well as LA costs

CHC ADULT FULLY FUNDED  - PRIVATE PROVIDERS 2,330,694 2,330,694 Split to show private providers as well as LA costs

CHC CHILDREN 1,099,634 1,099,634 0

CHC S 117 MENTAL HEALTH 1,680,000 1,680,000 0

CHC ADULT JOINT FUNDED 250,000 250,000 0

CONTINUING HEALTHCARE ASSESSMENT & SUPPORT 960,000 960,000 0

FUNDED NURSING CARE 720,000 720,000 0

Mental Health 22,389,682 22,403,518 13,836

DEMENTIA 31,000 31,000 0

MENTAL CAPACITY ACT 88,706 88,706 0

MENTAL HEALTH CONTRACTS 1,031,860 1,031,860 0

Northumberland Tyne and Wear 20,809,989 20,979,989 170,000 Correction to MH contract value

MENTAL HEALTH SERVICES - ADULTS 0

MENTAL HEALTH SERVICES - ADVOCACY 61,316 61,316 0

MENTAL HEALTH SERVICES - NOT CONTRACTED ACTIVITY 0

MENTAL HEALTH SERVICES - OTHER 366,811 210,647 -156,164 Tees esk and wear budget moved to NTW

Other 5,744,224 6,084,574 340,350

EXCEPTIONS & PRIOR APPROVALS 350,000 350,000 0

COUNSELLING SERVICES 300,000 300,000 0

INTERPRETING SERVICES 94,272 94,272 0

NHS 111 499,395 499,395 0

PATIENT TRANSPORT 1,406,262 1,419,612 13,350 New patient booking service budget from LES

REABLEMENT 316,295 316,295 0

RECHARGES NHS PROPERTY SERVICES LTD 2,728,000 2,728,000 0

SAFEGUARDING 50,000 377,000 327,000 from reserve for safeguarding team

Primary Care 30,231,614 30,218,580 -13,034

LOCAL ENHANCED SERVICES 342,770 329,420 -13,350 patient booking service

OUT OF HOURS 1,370,000 1,370,000 0

OXYGEN 514,404 514,404 0

GPIT 863,000 863,000 0

PRESCRIBING GP's 26,419,148 26,419,464 316

Centrally held drugs 477,942 477,942 0

Gateshead CBC 177,350 177,350 0

Scriptswitch 67,000 67,000 0

Reserves 9,049,861 8,709,025 -340,836

COMMISSIONING RESERVE 0

AQP 93,000 93,000 0

Safeguarding team 327,450 -327,450 to safeguarding above

Funding for CHC assessment team 0

Funding for CHC assessment team 0

Infection control budget 198,000 198,000 0

Lucentis funding from Sunderland 255,000 255,000 0

Major Trauma defund for specialist comm -97,000 -97,000 0

£5 per head GP for over 75's 772,880 772,880 0

Diabetic screening 100,000 100,000 0

CCG initiatives 204,550 204,550 0

Allocation adjustment for overseas visitors -176,000 -176,000 0

NON RECURRING SURPLUS 477,000 463,614 -13,386 to NTW

NON RECURRENT RESERVE 5,727,028 5,727,028 0

I+E SET-UP DEFAULT 1,167,953 1,167,953 0

Grand Total 231,041,085 234,056,086 3,015,000 system resilience funding

SOUTH TYNESIDE CCG

BUDGET MOVEMENTS @ M07
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APPENDIX 3 
 
 

 
 

 
 
 
 
 
 
 
 
 
 
 
 
 
 

CCG Allocation Recurrent Non Recurrent Total

£000's £000's £000's

Confirmed Allocations: 

Total Allocation for CCG 232,893 0 232,893

Running Costs Allocation (3,702) 0 (3,702)

Return of 2013-14 Surplus 513 513

GPIT 391 391

Facilities Overheads Transfer 315 315

High Cost Drugs Adjustment 177 177

GPIT - Transitional Funding 472 472

Specialised Commissioning - Major Trauma (97) (97)

Lucentis 255 255

2014-15 CEOV and Non-Rechargeable Services Adjustment (176) (176)

Winter Resilience Funding 1,245 1,245

Winter Resilience Funding (2nd Tranche) 1,770 1,770

0

Total NHS England Confirmed Programme Allocation 2014-15 229,586 4,470 234,056

0

Total NHS England Anticipated Programme Allocation 2014-15 0 0 0

Total NHS England Programme Allocation 2014-15 229,586 4,470 234,056

Running Costs Opening Baseline 3,702 0 3,702

Total Confirmed Running Costs Baseline 3,702 0 3,702

Total NHS England  Running Cost Allocation 2014-15 3,702 0 3,702

Total Allocations 233,288 4,470 237,758

NHS ENGLAND IN YEAR ALLOCATIONS - SOUTH TYNESIDE CCG
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APPENDIX 4 
 
 
 
 

 

Better Payment Practice Code - 30 Days NUMBER £000's

Non-NHS

Total Non-NHS Trade Invoices Paid in the Year 3,122 16,480

Total Non-NHS Trade Invoices Paid Within 30 Day Target 3,067 16,273

Percentage of Non-NHS Trade Invoices Paid Within 30 Day Target 98.24% 98.74%

NHS 

Total NHS Trade Invoices Paid in the Year 941 100,933

Total NHS Trade Invoices Paid Within 30 Day Target 908 100,102

Percentage of NHS Trade Invoices Paid Within 30 Day Target 96.49% 99.18%

BETTER PAYMENT PRACTICE CODE - SOUTH TYNESIDE CCG 

FOR THE SEVEN MONTHS TO 31 OCTOBER 2014
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Introduction: 
 

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

NHS Constitution Indicators:  Changes since last report  

 
5 are rated red 
(3 Cancer targets, 1 A&E 
target and 1 Mixed Sex 
accommodation)  

 Mixed Sex accommodation breach 
 Cancer 2 week waits under target 
 Cancer 62 days waiting time from an urgent GP 

referral under target 

 
18 are rate green 

  

CCG Outcome Indicators:  Changes since last report  

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

 Emergency Readmissions within 30 days over target 

 Emergency admissions for children with LRTI 
over target 

 Incidence of C.Diff infections over target  
 

 
11 are rate green 

 

Aaron Tucker 
Commissioning Manager 
November 2014 
  

NHS South Tyneside CCG Performance Report  

November 2014 
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NHS Constitution Dashboard: 

Monthly Year end

Trend risk

Threshold Actual YTD assessment

% of patients initial treatment within 18 weeks for admitted pathways 90.0% 93.2% 93.3%

% of patients initial treatment within 18 weeks for non- admitted 

pathways
95.0% 98.0% 98.2%

% patients waiting for initial treatment on incomplete pathways within 

18 weeks
92.0% 94.2% 94.2%

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

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

(including audiology)
Sep-14 1.00% 0.2% 0.2%

% patients spending 4 hrs or less in A&E or minor injury unit 95.0% 96.0% 98.0%

Over 12 hour trolley waits 0 0 0

% patients spending 4 hrs or less in A&E or minor injury unit 95.0% 95.3% 93.6%

Over 12 hour trolley waits 0 0 0

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

suspected cancer
93.0% 92.8% 94.2%

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

symptoms
93.0% 97.6% 94.6%

% of patients treated within 31 days of a cancer diagnosis 96.0% 98.4% 99.2%

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

surgery
94.0% 90.0% 98.2%

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

drugs
98.0% 100.0% 100.0%

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

radiotherapy
94.0% 100.0% 100.0%

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

suspected cancer
85.0% 83.8% 88.8%

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

screening service
90.0% 100.0% 95.2%

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

upgrade status
N/A N/A 66.7%

Category A (Red 1) 8 minute response time 75.0% 82.6% 83.9%

Category A (Red 2) 8 minute response time 75.0% 77.5% 79.2%

Category A 19 minute transportation time 95.0% 97.9% 97.8%

Mixed Sex 

accommodation
Mixed Sex accommodation - number of unjustified breaches Sep-14 0 1 1

Care Programme 

Approach

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

patient care
Q1 2014/15 95.0% 100.0% 100.0%

No issues to note

No issues to note

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

Comments

No issues to note

CCG

NHS South Tyneside CCG
Latest Data 

Period
Domain Indicators Indicator Description

N
HS

 C
on

st
itu

tio
n 

In
di

ca
to

rs

Referral to treatment 

access times

Ambulance

Cancer Waits

Aug-14

No issues to note

No issues to note

No issues to note

No issues to note

ST CCG patient breach at STFT

No issues to note

31 out of 37 patients seen within target. 6 patients breached. 3 

were complex pathways with one of them a late referral; 1 on 

holiday, 1 required further investigations and 1 had diagnostic 

delays and surgery cancelled due to medication.

423 out of 456 patients seen within target. 33 patient breached. 17 

Patient breached due to patient choice; 6 on holiday or away; 5 

cancelled appointments; 2 choose and book apt booked outside of 

14 days; 3 were ill.

No issues to note

Aug-14

Sep-14

A&E  - South Tyneside 

FT
No issues to note

Actual performance has improved over target in Sept, but remains 

below 95% ytd.A&E - City Hospitals 

Sunderland

Sep-14

No issues to note

No issues to note

No issues to note

No issues to note

No issues to note

9 out of 10 patients seen within target. 1 patient breached due to 

transplant taking priority. Soonest date re-arranged when 

interventional radiologist available.
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NHS Constitution dashboard - exception report 

Performance area Issues and risks Key actions 

Cancer – 2 week waits  This indicator is 
rated red in August 
at 92.8% compared 
to a target of 93%. 

 423 of the 456 patients were seen within target.  

 33 patients breached; 17 patients breached due to patient choice; 6 were on 
holiday or away; 5 cancelled appointments; 2 choose and book appointments 
were booked outside of the 14 days; 3 patients were ill. 

 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. 

Cancer - subsequent 

treatment for cancer 

within 31 days - surgery 

 This indicator is 
rated red in August 
at 90.0% compared 
to a target of 94% 

 9 out of the 10 of the patients in August were seen.  

 One patient breached due to their transplant taking priority.  

 The earliest date was re-arranged when an interventional radiologist was 
available. 

Cancer - 62 days 

waiting time from an 

urgent GP referal 

 This indicator is 
rated red in August  

 83.8% of patients 
were seen within the 
target of 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 the patients 
medication. 

 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 LGI 
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 Sunderland Hospitals for urology referrals. 
Newcastle FT and Sunderland City Hospitals reps invited to join next 
informal meeting of the group 
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NHS Constitution dashboard - exception report 

Performance area Issues and risks Key actions 

A&E 4 hour wait – City 

Hospitals Sunderland   

 This indicator is 
rated red in August 
93.6% of patients 
seen within 4 hours 
against a target of 
95% 

 This target is reported on our scorecard due to a small flow of South Tyneside 
residents to City Hospitals Sunderland.  

 The performance problems with A&E waits are being picked up by Sunderland 
CCG as the lead commissioner of the service. 

Mixed Sex 

Accomodation – South 

Tyneside Foundation 

Trust 

 A South Tyneside 
patient breached the 
zero tollerance on 
mixed sex 
accomodation  

 This is a very rare occurance and concerns a patient who was in HDU at 
STFT.  

 The patient’s condition improved and they no longer required HDU and needed 
to be move to a single sex bed in the Trust.  

 Unfortunately the Trust were unable to find a bed outside of HDU within the 
required time and the breach occurred.  

 A Route Cause Analysis is awaited from the Foundation Trust and will be 
considered via CCG quality routes. 
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CCG Outcome Dashboard: 
Threshold date Threshold

Latest Data 

Period Actual

Risk 

Assessment

Under 75% mortality rate from cardiovascular disease 82.4 80.7

Under 75% mortality rate from respiratory disease 49.0 39.6

Under 75% mortality rate from liver disease 27.2 16.5

Under 75% mortality rate from cancer 165.1 156.3

Emergency admissions for alcohol-related liver disease (new in 14/15) Aug  2014 ytd 18.1 Aug  2014 ytd 14.3

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

sourced

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

Unplanned hospitalisation for chronic ambulatory care sensitive conditions (QP) Aug  2014 ytd 451.6 Aug  2014 ytd 418.2

Unplanned hospitalisation for asthma, diabetes and epilepsy (under 19s) (QP) Aug  2014 ytd 164.2 Aug  2014 ytd 168.4

Estimated diagnosis rate for people with dementia Q2 2014/15 72.0% Q2 2014/15 72.4%

Emergency admissions for acute conditions that would not usually require hospital 

admission (QP) 
Aug  2014 ytd 625.3 Aug  2014 ytd 737.7

Emergency readmissions within 30 days of discharge from hospital Jul-14 14.62% Jul-14 14.73%

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

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

Total health gain assessed from patients  iii Groin Hernia 0.08 0.08

Total health gain assessed from patients  iv varicose veins 0.06 0.00

Emergency admissions for children with LRTI (QP) Aug  2014 ytd 31.2 Aug  2014 ytd 67.2

N
H

S 
O

ut
co

m
es

 F
ra

m
ew

or
k

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

Enhancing Quality of life for people with 

LTC

Domain Indicators Indicator Description
NHS South Tyneside CCG

Mar-13

Relates to 19 Emergency admissions for children with LRTI (QP) 

compared to 9 admissions for the same period 2013/14

Comments

20132012

Relates to 1,186 Emergency admissions for acute conditions that 

would not usually require hospital admission compared to 988 

admissions for the same period 2013/14.

Helping people recover from episodes of 

ill health or following injury

Preventing people from dying 

prematurely

No update

Information on Mortality indicators shows that mortality for CVD, 

Respiratory and Liver disease and cancer all show a  drop 2013 

compared to 2012.

No update

The Proportion of people feeling supported to manage their long 

term condition has fallen between March 2012 and 2013.  

2011/12

Relates to  52 Unplanned hospitalisation compared to 51 

admissions for the same period 2013/14. 

NHS Outcomes Framework Dashboard 

Dashboard: 
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Patient Experience of GP Services Sep-12 92.29% Mar-13 91.8%

Patient experience of GP & OOHs services Sep-12 72.73% Mar-13 77.0%

Patient experience of hospital care 

Friends and family test (QP) Response rate - A&E Aug-14 15.0% Aug-14 22.9%

Friends and family test (QP) Response rate - IP Aug-14 15.0% Aug-14 34.3%

Friends and family test (QP) Response rate - Maternity
started in Oct -

13

Friends and family test (QP) Score - A&E Aug-14 n/a Aug-14 65

Friends and family test (QP) Score - IP Aug-14 n/a Aug-14 77

Friends and family test (QP) Score - Maternity
started in Oct -

13

Increase percentage people with anxiety  disorders and depression who access 

psychological therapies (IAPT) 
Sept 2014 ytd 7.50% Sept 2014 ytd 7.97%

IAPT Recovery Rate Sept 2014 ytd 50% Sept 2014 ytd 55.2%

Incidence of MRSA (QP) Sept 2014 ytd 0 Sept 2014 ytd 0

Incidence of C Diff (QP) Sept 2014 ytd 13 Sept 2014 ytd 33

Lo
ca

l 

Q
P Local Quality Premiums Local Priority  - People with COPD and Medical Research Council (MRC) Dyspnoea Scale 

>3 referred to a pulmonary rehabilitation programme
2013/14 ≥ 18.7% Q4 2013/14 ytd 28.2%

N
H

S 
O

u
tc

o
m

es
 F

ra
m

ew
o

rk

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 has fallen in Aug to 22.9% 

Friends and family net promoter score continues to be monitored 

there is no mandated target for this however to achieve the 

Quality Premium on this indicators there needs to be an increase 

in average score for both inpatient and A&E between Q1 13/14 

and Q1 14/15. 

Decline in performance in August reversed with strong 

performance reported in September. 15% access trajectory on 

line to be hit at quarter 2 stage (15.9% in South Tyneside. ) 50% 

recovery trajectory on line to be hit at quarter 2 stage.

No Cases of MRSA have been reported against the CCG Sept YTD. 

C.diff cases Sept ytd are above trajectory. 33 cases compared to 

trajectory of 13 (year end target 31). 26 cases were community 

acquired.

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

Treating and caring for people and 

protecting from avoidable harm

Positive Experience of care
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NHS Outcomes Framework Exception Report 

Performance Area Issues and Risks Key Actions 

Emergency admissions: 

Unplanned hospitalisation 

for asthma, diabetes and 

epilepsy (under 19s) 

 This indicator 
continues to be above 
trajectory year to date 
in August, 168.4 
against a year to date 
target of 164.2  

 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. 

 The situation with this indicator is improving with the Month of August 

being green  

 It has also been the subject of a deep dive into the infromation, with 

findings being shared at the executive committee in September 2014.  

Actions underway include: 

 Sharing deep dive information the information at practice level  

 Practices to review patients who were admitted with Asthma and do 

not appear on the Asthma register  

Emergency admissions: 

Readmissions to hospital 

within 30 days of discharge 

 This indicator is slightly 
above trajectory  in 
July 14.73% against a 
target of 14.62% 

 Readmissions to hospitals are reviewed on a quarterly basis with the 
Foundation Trust to determine appropriate and inappropriate 
readmissions.  

 STCCG colleagues are meeting with NECS colleagues to understand the 
reasons for emergency admission and a deep dive is underway. 

Emergency admissions -  

Emergency admissions for 

acute conditions that would 

not usually require hospital 

admission 

 This indicator 
Continues to be above 
trajectory year to date 
in August, 737.7 
against a year to date 
target of 625.3. 

 This relates to 1,186 admissions compared 988 admissions for the same 

period 2013/14.  

 Admissions include, 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, with 76 at 

CHSFT, 27 at NUTHFT, 23 at GHFT and 19 out of area. 

 Specific work on the development of a pathway for the community 
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NHS Outcomes Framework Exception Report 

Performance Area Issues and Risks Key Actions 

administration of Gentamycin is underway and this may help with reducing 

admissions due to urinary tract infections 

  

 Discussions with STFT around coding underway and NECS being asked to 

benchmark STCCG against peer areas. 

Emergency admissions - 

Emergency admissions for 

children with LRTI 

 This indicator 
Continues to be above 
trajectory year to date 
in August. 67.2 against 
a year to date target of 
31.2. 

 This relates to 19 Emergency admissions compared to 9 admissions for 

the same period 2013/14. 11 patients were seen at STFT, 5 at NUTHFT 

and 3 at CHSFT. 

 This indicator will be subject to further scrutiny to determine there is any 

link between this indicator and the over performance on Unplanned 

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

Friends and Family test- 

A&E and inpatients  

 This indicator 
continues to be green 
however is included 
here due to previous 
performance issues 

 A&E score improved from 57 in April to 71 in May but fell slightly to 70 in 
June and dropped sharply to 50 in July; it rallied in August to 65.  

 Rates fell from 13.3% in April to 8.9% in May then improved slightly to 
9.2% in June. However they increased dramatically to 34.4% in July, but 
have suffered a fall in August to 22.9%.  

 A&E has been highlighted as an area of priority for STFT. A recovery plan 
was put in place in July 2014.  

 Inpatients score fell from 83 in April to 76 in May, but has improved to 81 in 

June and July, but fell to 71 in August. 

 Inpatient response rates increased from 32.9% in June to 36.8% in July, 

but have fallen slightly to 34.3% in August. 
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NHS Outcomes Framework Exception Report 

Performance Area Issues and Risks Key Actions 

 Scrutiny of this continues via CCG Quality routes. 

IAPT – Access and 

Recovery rate 
 These indicators 

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

 IAPT – the decline in performance in August has been reversed with 

strong performance reported in September (8%). 

 15% access trajectory is on target to be hit at quarter 2 with projected 

access 15.9%   

 50% recovery trajectory on target to be hit at quarter 2. 

HCAI – C.DIff infections   There have 33 cases 
of C.Diff year to date 
compared to trajectory 
of 13 year to date 

 This means the CCG 
has now exceeded the 
year end trajectory of 
31 cases 

 The Foundation Trust continues to perform well with the number of C.Diff 

case under target. However 26 of the 33 cases reported were community 

acquired. 

 As a result all the Route Cause Analyses for community cases of C.Diff are 

to be reviewed at the next CCG HCAI Improvement group.   

 Scrutiny of this continues via CCG Quality routes. 

Dementia Diagnosis   This indicator 
continues to be green 
and this good 
performance is worthy 
of note. 

 Dementia diagnosis continues to be a good new story with the diagnosis 

rate reported as 72.4% exceeding the September trajectory of 72%. 
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This dashboard shows the CCG’s position against the Quality Premium, payment for which is made in 2015/16 in relation to this year’s 

performance, the below dashboard gives an indication of the latest data against each measure and an indication of the potential funding 

CCG Quality Premium Dashboard: 

CCG Population 148,788

Measure

Title of Measure
Percentage of 

quality premium
Value for CCG's Threshold for success Latest Data

Measure 

Achieved

Eligible QP 

Funding

Domain 1: Preventing people from dying prematurely

Reduction in Preventable Years of Life Lost (PYLL) from 

causes amenable to healthcare

15.00%  £            111,591 3.2% Reduction in 2014 against 2013

2,278 (2013) 

compared to 2,451.7 

(2012)

-  £      111,591.00 

Domain 2: Enhancing quality of life for people with long 

term conditions 
15.00%  £            111,591 

Increase in IAPT access levels to 15% by 31 March 

2015

Sept ytd 7.97% 

(Trajectory 7.5%)
 £      111,591.00 

Domain 3: Helping people to recover from episodes of ill 

health or following injury.
25.00%  £            185,985 

Indirectly Standardised Rate (ISR) of avoidable 

emergency admissions in 2014/15 ≤ ISR 2013/14

OR

ISR 14/15 < 1,000 admissions per 100,000 

population

Avoidable 

emergency 

admissions Aug 2014 - 

1165.1 (Trajectory 

1078.5)

-  £      185,985.00 

Domain 4: ensuring that people have a positive

experience of care.
15.00%  £            111,591 

South Tyneside FT agree actions and milestones 

to adress issues identified from 2013/14 results  

AND 

↑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.

Aug 14 scores & 

response STFT; IP -77 

& 34.3% , A&E -65 & 

22.9%

-  £      111,591.00 

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
-  £      111,591.00 

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

2013/14 - 28.2% -  £      111,591.00 

TOTAL 100.00%  £            743,940  £      743,940.00 

Measure 

Achieved
Comments

Adjustment to 

funding

YTD 94.2%  Aug 2014 YTD 25%

YTD 94.9%  Sept 2014 YTD Performance 25%

YTD 94.2% Aug 2014 YTD 25%

YTD 75.5%  Sept 2014 YTD (NEAS) 25%

Total Adjustment

Revised Total

NHS South Tyneside CCG Quality Premium 2014/15

NHS Constitutional rights and pledges

Referral to treatment times (18weeks)(Incomplete pathways 92%)

N
at

io
na

l
Lo

ca
l

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

Cancer waits - 2WW (Target 93%)

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

 £                                                     -   

 £                        743,940.00 

 £                                                     -   

 £                                                     -   

AchievementValue

Quality Premium Funding 

Adjustment

 £                                                     -   

 £                                                     -   



12 
 

available.  



Page 1 of 119 
 
 

 

 

MEETING TITLE: 
Governing Body DATE: 20

th
 November 2014 

REPORT TITLE: 

URGENT CARE ACUTE HUB – CASE 

FOR CHANGE 

AGENDA ITEM: 2014 /110 

Enclosure : 06 

LEAD DIRECTOR / REPORT 

SPONSOR: 

Dr David Hambleton, Chief Officer, South Tyneside CCG 

David.Hambleton@sotw.nhs.uk  

0191 2831904 

REPORT AUTHOR: 

Hannah Jeffrey, Senior Commissioning Support Officer, NECS 

Hannah.Jeffrey@nhs.net 

0191 2172740 

REPORT SUMMARY / 

RECOMMENDATIONS: 

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 Accident & 

Emergency (A&E) Department and Jarrow Walk in Centre (WIC). 

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 services are delivered in South Tyneside. In particular this looked at the 

creation of an urgent care hub at South Tyneside General Hospital (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. 

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. 

REPORT CLASSIFICATION – please refer to Report 

Classification Guidance and check appropriate box below 
 NHS Confidential 

 NHS Protect 

 Public 

mailto:David.Hambleton@sotw.nhs.uk
mailto:Hannah.Jeffrey@nhs.net


Page 2 of 119 
 
 

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. 
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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.1 
 
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. 2  
 
Non-elective admissions, that is admissions that are not planned and happen at 
short notice because of perceived clinical need3, 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 
from patients being admitted from A&E departments who then have a short hospital 
stay once admitted4.  

                                                           
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 
2
 Managing emergency activity – Urgent care, The Kings Fund, May 2011 

3
 Emergency admissions to hospital: managing the demand, National Audit Office, October 2013 

4
 Emergency admissions to hospital: managing the demand, National Audit Office, October 2013 
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Local data shows that urgent and emergency services are being used in a way that 
we did not expect. South Tyneside currently has 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.  This does not help to deliver good continuity of care for 
patients. 
 
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 the 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 vary between 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 
unrelenting 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. Better integration 
across health and social care services is seen as key to managing emergency 
admissions and is a key element within our Better Care Fund Plan. 
 
 
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 
services are delivered in South Tyneside. In particular this looked at the creation of 
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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 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. 
 
Important issues were highlighted during the public consultation and work is already 
underway to look at what mitigating actions need to be considered and implemented 
by both the CCG and 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. 
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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. 5 
 
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. 6 
 
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  increasing strong evidence from the research 
literature to support the integration of primary and secondary care services on acute 

                                                           
5
 Transforming urgent and emergency care services in England, NHS England, 2013 

6
 Transforming urgent and emergency care services in England, NHS England, 2013 
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hospital sites in order to reduce emergency attendances and demands on the 
system for urgent care services7.  
 
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 target8. 
 
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 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): 
 

 Blackpool  

 Gateshead 

                                                           
7
 Avoiding hospital admissions, what does the evidence say? The Kings Fund, December 2010. 

8
 Primary Care and Emergency Departments, Primary Care Foundation, March 2010 
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 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% fewer 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 “bringing 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 GP 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 is used to identify commissioning priority areas, develop plans and pathways 
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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 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 PCTs to STCCG, acknowledging that it would 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 

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 
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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 
CCG’s work. A visual representation of the extensive engagement and involvement 
work undertaken can be seen in Figure 2.  
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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? 

 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 
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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 
111 system 

Review the potential for expansion of the existing service 
provided by 111 to fully exploit its potential 

Integration of 
Community Nursing 

Zoning and single point of access to provide a more 
integrated and seamless service across community 
nursing, primary care and social care 

Facilities for long stay 
patients 
 

To complete a review of long stay hospital wards in order 
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, 
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. 
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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 integration of services in the most efficient manner  

 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 

 Community Nursing Teams such as Urgent Care Teams / Intermediate Care 
Teams 

 Jarrow Walk in Centre 

 GP out of hours 

 South Tyneside A&E Department 
 

‘The Urgent Care Hub is just common sense’ 

(South Tyneside Local Engagement Board) 
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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. 
 

 
 
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 
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. 
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100 hour pharmacies provide extended hours access often when other healthcare 
services are closed.9 

 
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.  
 
Broadly, this represents an average of 306 reviews per annum at each of the 30 
pharmacies, equating to 6 reviews per week per pharmacy.   
 
 

                                                           
9
 Guidance for commissioning integrated urgent and emergency care: A whole system approach, Dr Agnela Fernandes, August 

2011 
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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.10 

 
There are currently 28 GP surgeries in South Tyneside that 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.  

 

 
 

                                                           
10

 http://www.primarycarefoundation.co.uk/urgent-care-in-general-practice.html  

34% 

47% 

11% 

5% 

3% 

Figure 5: Ease of getting through to 
someone at GP surgery on the phone 
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https://gp-patient.co.uk/
http://www.primarycarefoundation.co.uk/urgent-care-in-general-practice.html
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Figure 6: Overall experience of 
making an appointment 
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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 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 May 2015.  

 
The provider has been successful in establishing a viable walk-in 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 causes financial pressures for the CCG. 
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Figure 8: Overall experience of GP 
surgery 
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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. 
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Figure 10: Jarrow WIC Activity by 
Day of Week 

2013/14 
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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.  
 

 
 

A number of patients attending Jarrow WIC are repeat attenders. For the period 1st 
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).  
 

 
 

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 

4.3% 

95.0% 

0.7% 

Figure 13: Disability - do you consider 
yourself to have a disability of long-

term health condition? 
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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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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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In Hours: 08:00 – 18:00 Monday-Friday 

 
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.  
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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 

 
2009/10 2010/11 2011/12 2012/13 2013/14 

South Tyneside District Hospital 48621 53241 55996 56508 56548 

Palmers Community Hospital 3354 3305 3110 3284 492 

Jarrow Walk In Centre 0 12045 22324 23338 27340 

Bunny Hill Primary Care Centre 
(PCC) 

0 0 3692 4105 3990 

TOTAL ATTENDANCES 51975 68591 85122 87235 88370 
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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 31st 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 

Ailments Service 

£3.40 

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 

Department 

No investigation with no significant treatment - £59.71 

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 need11, 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 services12. 
 
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 

                                                           
11

 NHS Alliance (2012) A practical way forward for clinical commissioners; NHS Alliance on behalf of NHS Clinical 

Commissioners and sponsored by NHSCB   
12

 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. 13 
 
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 vary between 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. 
 
 
 

                                                           
13

 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 multi-
disciplinary 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. 
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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 28th 
May 2014 to 22nd August 2014, but extended to 31st August 2014 after discussions 
with South Tyneside Overview and Scrutiny Committee. 



Page 38 of 119 
 
 

 
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 

 
 
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 

 
 
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 councillors (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 

 
 

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. 



Page 44 of 119 
 
 

 
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-of-
hours 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 out-
of-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 South 
Tyneside NHS Foundation Trust 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. 14 
 
It is essential that solutions are identified to improve access to primary care without 
significantly increasing the overall workload of these already busy services15

. This 
must include extended hours access.  
 

STCCG has 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 has 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’16. 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 year17.  
 
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.18 
 
Pharmacy is the third largest health profession19. High street presence and long 
opening hours mean that community pharmacies have the potential to play a “crucial 
role” in providing care20.  
 
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 

                                                           
14

 Transforming urgent and emergency care services in England, NHS England, 2013 
15

 Transforming urgent and emergency care services in England, NHS England, 2013 
16

 Transforming urgent and emergency care services in England, NHS England, 2013 
17

 http://www.nhsalliance.org/the-role-of-community-pharmacy-in-urgent-care/ 
18

 Transforming urgent and emergency care services in England, NHS England, 2013 
19

 http://www.hsj.co.uk/5065058.article?WT.tsrc=Email&WT.mc_id=EditEmailStory 
20

 http://www.hsj.co.uk/news/policy/report-urges-shift-in-pharmacy-role/5065039.article 
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advise on minor illness, medication queries and other problems and many have 

consultation rooms. There is a need to take advantage of on the untapped potential, 
and convenience, that greater use of the skills and expertise of the pharmacy 
workforce can offer21

.  
 

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 non-
traditional 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 Disadvantages (include but not 
limited to) 

1. Status 
Quo 

 Convenient access principally to 
the residents of Jarrow and 
Hebburn 

 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 

 Continued pressure on CCG 
budget 

 Adverse impact on BCF delivery 

 WIC continues to be used for GP / 
Primary Care Services 

2. Continue 
with 
Jarrow 

 Convenient access maintained for 
the residents of Jarrow and 
Hebburn 

 Less integration of care 

 Less patient centred care 

 WIC continues to be used for GP / 

                                                           
21

 Transforming urgent and emergency care services in England, NHS England, 2013 
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WIC and 
develop 
an acute 
hub model 
on the 
hospital 
site 

 Greater scope to reduce 
attendances in A&E and 
admissions 

 More equitable access to urgent 
care services across the borough 

 Opportunity to specify better 
patient outcomes in the contract 

Primary Care Services 

 Inefficient paediatric care 
pathways 

 Significant financial pressure as 
maintaining costs of WiC and fund 
additional cost of acute hub 

3. Re-locate 
Jarrow 
WIC to 
the 
hospital 
site as 
part of an 
acute hub 

 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 
clinical pathways across the 
borough 

 Improved care for children and 
young people with urgent care 
needs 

 Improved communication and joint 
working 

 May be perceived as reducing 
level of convenient service to 
Jarrow and Hebburn residents 

 Potential for this model to attract 
more patients to the acute hub as 
it becomes recognised as an 
efficient service 

 

9 Conclusion 

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. 
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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. 
 
The growth of new forms of delivery of urgent care services 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. 
 
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. while the 
residents of Jarrow and Hebburn have convenient access to a local walk-in service 
this is not equitable across the borough.  
 
While the A&E department has had to adapt to the changing nature of the patients 
that present with increasingly minor conditions, the service has never been designed 
specifically to cater for this demand. This is an opportunity to rectify that issue. 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. 
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Appendix 1 – Evidence Base 
 
Blackpool 
 
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 non-
elective 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.     
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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.  

 
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 multi-
disciplinary 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.  
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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.  
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Appendix 2 – Planning Round 2014/15:  

Engagement timetable and feedback 
 

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 

Monkton Hall 12-1pm 

24 Oct 13 Prioritisation Session Monkton Hall 1-6pm 

30 Oct 13 Meeting with Chair of 

Healthwatch 

Monkton Hall 9-10am 

6 Nov 13 Health and Wellbeing 

Board 

Town Hall, 

South Shields 

10am-

12pm 

 

14 Nov 13 STCCG Education Forum Chuter Ede, 

South Shields 

1.50-

2.45pm 

21 Nov 13 Local Engagement Board Living Waters, 

South Shields 

1-3.30pm 

26 Nov 13 People Select Committee Council 

Chambers, 

Town Hall, 

South Shields 

10am-

12pm 

28 Nov 13 South Tyneside Region 

Equality Forum (STREF) 

 

 

Jarrow and Boldon CAF 

Town Hall, 

South Shields 

 

Boldon 

Community 

Association 

10.30am-

12pm 

 

 

5pm 

29 Nov 13 Healthwatch Bede’s 

Chambers, 

Jarrow 

 

10am-

12pm 

5 Dec 13 Patient Reference Group Monkton Hall 1-2.30pm 

6 Dec 13 HealthNet St Jude’s 

Church Hall, 

South Shields 

10am-

12pm 

12 Dec 13 West Shields, Cleadon and 

East Boldon Community 

Area Forum 

All Saints 

Community 

Association, 

10am 
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Date: 

 

Session: Venue: Time: 

 Stanley 

Street, South 

Shields, NE34 

0BX 

9 Jan 14 East Shields and Whitburn 

Community Area Forum 

St Gregory’s 

Church Hall, 

South Shields 

6pm 

13 Jan 14 Hebburn Community Area 

Forum 

 

Iona Club, 

Hebburn 

10am 

22 Jan 14 Health and Wellbeing 

Board  

Town Hall, 

South Shields  

10am-

12pm 

18 Feb 14 Overview and Scrutiny 

Committee 

Town Hall, 

South Shields 

10am-

12pm 

26 Mar 14 Health and Wellbeing 

Board 

Town Hall, 

South Shields  

10am-

12pm 
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Appendix 3 – Reason for Attendance at Jarrow WIC 
 
Teething,  
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 swallow,  
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 

Chest infection,  
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

Area

Original case @ 

12/13 prices - 

£35 tariff for hub

Original case 

corrected

Updated to 14/15 

prices - £35 tariff 

for hub

Updated to 14/15 

prices - £40 tariff 

for hub

Updated to 14/15 

prices - £50 tariff 

for hub

Updated to 14/15 

prices - £55 tariff 

for hub

Updated to 14/15 

prices - £35 tariff 

for hub, 

pessimistic A&E 

impact

Updated to 14/15 

prices - £40 tariff 

for hub, 

pessimistic A&E 

impact

Updated to 14/15 

prices - £50 tariff 

for hub, 

pessimistic A&E 

impact

Updated to 14/15 

prices - £55 tariff 

for hub, 

pessimistic A&E 

impact

Updated to 14/15 

prices - £35 tariff 

for hub, only 50% 

of Jarrow WIC 

activity transfers 

to hub

Updated to 14/15 

prices - £40 tariff 

for hub, only 50% 

of Jarrow WIC 

activity transfers 

to hub

Updated to 14/15 

prices - £50 tariff 

for hub, only 50% 

of Jarrow WIC 

activity transfers 

to hub

Updated to 14/15 

prices - £55 tariff 

for hub, only 50% 

of Jarrow WIC 

activity transfers 

to hub

As per Base case 

but with no Jarrow 

WIC transfer, all  

@ £35 hub tariff

As per Base case 

but with no Jarrow 

WIC transfer, all  

@ £40 hub tariff

As per Base case 

but with no Jarrow 

WIC transfer, all  

@ £50 hub tariff

As per Base case 

but with no Jarrow 

WIC transfer, all  

@ £55 hub tariff

S Tyneside FT A&E £5,385,012 £5,385,012 £4,488,808 £4,488,808 £4,488,808 £4,488,808 £4,488,808 £4,488,808 £4,488,808 £4,488,808 £4,488,808 £4,488,808 £4,488,808 £4,488,808 £4,488,808 £4,488,808 £4,488,808 £4,488,808

S Tyneside FT - NEL activity impacted by proposal £0 £1,407,704 £0 £0 £0 £0 £0 £0 £0 £0 £0 £0 £0 £0 £0 £0 £0 £0

Bunny hil l  & Washington PCC £222,156 £222,156 £162,057 £162,057 £162,057 £162,057 £162,057 £162,057 £162,057 £162,057 £162,057 £162,057 £162,057 £162,057 £162,057 £162,057 £162,057 £162,057

Jarrow WIC £0 £985,000 £973,300 £973,300 £973,300 £973,300 £973,300 £973,300 £973,300 £973,300 £973,300 £973,300 £973,300 £973,300 £973,300 £973,300 £973,300 £973,300

Out of hours £1,625,808 £1,625,808 £1,403,991 £1,403,991 £1,403,991 £1,403,991 £1,403,991 £1,403,991 £1,403,991 £1,403,991 £1,403,991 £1,403,991 £1,403,991 £1,403,991 £1,403,991 £1,403,991 £1,403,991 £1,403,991

Primary care minor ailments £0 £0 £63,964 £63,964 £63,964 £63,964 £63,964 £63,964 £63,964 £63,964 £63,964 £63,964 £63,964 £63,964 £63,964 £63,964 £63,964 £63,964

Total current spend £7,232,976 £9,625,680 £7,092,120 £7,092,120 £7,092,120 £7,092,120 £7,092,120 £7,092,120 £7,092,120 £7,092,120 £7,092,120 £7,092,120 £7,092,120 £7,092,120 £7,092,120 £7,092,120 £7,092,120 £7,092,120

Less S Tyneside FT 5% reduction in A&E activity -£269,251 -£269,251 -£224,440 -£224,440 -£224,440 -£224,440 -£112,220 -£112,220 -£112,220 -£112,220 -£224,440 -£224,440 -£224,440 -£224,440 -£112,220 -£112,220 -£112,220 -£112,220

Less S Tyneside FT 15% A&E deflection -£807,752 -£807,752 -£673,321 -£673,321 -£673,321 -£673,321 -£336,661 -£336,661 -£336,661 -£336,661 -£673,321 -£673,321 -£673,321 -£673,321 -£336,661 -£336,661 -£336,661 -£336,661

Less S Tyneside 5% reduction in NEL admissions -£1,407,704 -£1,407,704 £0 £0 £0 £0 £0 £0 £0 £0 £0 £0 £0 £0 £0 £0 £0 £0

Less impact on Bunny hil l  PCC £0 £0 £0 £0 £0 £0 £0 £0 £0 £0 £0 £0 £0 £0 £0 £0 £0 £0

Less impact on Jarrow WIC -£985,000 -£985,000 -£973,300 -£973,300 -£973,300 -£973,300 -£973,300 -£973,300 -£973,300 -£973,300 -£973,300 -£973,300 -£973,300 -£973,300 -£973,300 -£973,300 -£973,300 -£973,300

Less impact on Out of Hours £0 £0 £0 £0 £0 £0 £0 £0 £0 £0 £0 £0 £0 £0 £0 £0 £0 £0

Less impact on minor ailments £0 £0 £0 £0 £0 £0 £0 £0 £0 £0 £0 £0 £0 £0 £0 £0 £0 £0

Add cost of primary care element of hub £1,114,365 £1,114,365 £1,260,735 £1,440,840 £1,801,050 £1,981,155 £1,260,735 £1,440,840 £1,801,050 £1,981,155 £782,285 £894,040 £1,117,550 £1,229,305 £303,835 £347,240 £434,050 £477,455

Total impact of hub (net saving) -£2,355,341 -£2,355,341 -£610,327 -£430,222 -£70,012 £110,093 -£161,446 £18,659 £378,869 £558,974 -£1,088,777 -£977,022 -£753,512 -£641,757 -£1,118,346 -£1,074,941 -£988,131 -£944,726

S Tyneside FT A&E £4,308,010 £4,308,010 £3,591,047 £3,591,047 £3,591,047 £3,591,047 £4,039,928 £4,039,928 £4,039,928 £4,039,928 £3,591,047 £3,591,047 £3,591,047 £3,591,047 £4,039,928 £4,039,928 £4,039,928 £4,039,928

S Tyneside FT - NEL activity impacted by proposal -£1,407,704 £0 £0 £0 £0 £0 £0 £0 £0 £0 £0 £0 £0 £0 £0 £0 £0 £0

Bunny hil l  PCC £222,156 £222,156 £162,057 £162,057 £162,057 £162,057 £162,057 £162,057 £162,057 £162,057 £162,057 £162,057 £162,057 £162,057 £162,057 £162,057 £162,057 £162,057

Jarrow WIC -£985,000 £0 £0 £0 £0 £0 £0 £0 £0 £0 £0 £0 £0 £0 £0 £0 £0 £0

Out of hours £1,625,808 £1,625,808 £1,403,991 £1,403,991 £1,403,991 £1,403,991 £1,403,991 £1,403,991 £1,403,991 £1,403,991 £1,403,991 £1,403,991 £1,403,991 £1,403,991 £1,403,991 £1,403,991 £1,403,991 £1,403,991

Primary care minor ailments £0 £0 £63,964 £63,964 £63,964 £63,964 £63,964 £63,964 £63,964 £63,964 £63,964 £63,964 £63,964 £63,964 £63,964 £63,964 £63,964 £63,964

Primary Care hub £1,114,365 £1,114,365 £1,260,735 £1,440,840 £1,801,050 £1,981,155 £1,260,735 £1,440,840 £1,801,050 £1,981,155 £782,285 £894,040 £1,117,550 £1,229,305 £303,835 £347,240 £434,050 £477,455

Total proposed spend £4,877,635 £7,270,339 £6,481,793 £6,661,898 £7,022,108 £7,202,213 £6,930,674 £7,110,779 £7,470,989 £7,651,094 £6,003,343 £6,115,098 £6,338,608 £6,450,363 £5,973,774 £6,017,179 £6,103,989 £6,147,394

£0 £0 £0 £0 £0 £0 £0 £0 £0 £0 £0 £0 £0 £0 £0 £0 £0 £0

Notes

Base case 12/13 assumptions Base case 14/15 assumptions Worst case 14/15 assumptions Best case 14/15 assumptions Best case 14/15 assumptions

5% reduction in A&E attendances at S Tyneside FT As per base case 12/13 except: As per Base case 14/15 except As per Base case 14/15 except As per Base case 14/15 except

15% deflection of A&E attendances to UC Hub NEL impact removed to avoid double count of impact of BCF only 2.5% reduction in A&E attendances only 50% of Jarrow WIC attends turn up at UC hub none of Jarrow WIC attends turn up at UC hub

100% reduction in Jarrow WIC activity only 7.5% A&E deflection

5% reduction in NEL admissions Activity and costs updated as follows:

UC Hub activity 31839 @ £35 tariff (Blackpool) 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

Original case @ 12/13 prices Base Case - Updated to 14/15 prices and activity Worst case - activity saving less than planned Best case - activity savings greater than planned Additional scenario - no Jarrow WIC activity transfers to hub



Page 61 of 119 
 
 

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 re-

admissions to hospital, and high rates of hospital emergency admissions for 0 and 1 

day length of stay (NHS South Tyneside CCG, 201422).  

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.  

                                                           
22

 NHS South Tyneside Clinical Commissioning Group, 2014: Urgent Care Acute Hub Case for Change  
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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 
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 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 

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, 
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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. 

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-of-

hours 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 out-

of-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: 



Page 66 of 119 
 
 

 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  

 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 easily-
accessible 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, 201423).   

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.  

                                                           
23

 NHS South Tyneside Clinical Commissioning Group, 2014: Urgent Care Acute Hub Case for Change 



Page 68 of 119 
 
 

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 multi-

disciplinary 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 28th 

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.    

 

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%).  

 

 
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.  
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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  
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 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  

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.  

 

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 
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 A&E fills a gap for those that can’t get a GP appointment and have no-where 

else to go  

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%).  

 

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).  
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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). 

 

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” 
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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.  

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”  
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“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   

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  
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 There would be confusion about which department is needed  

 It will increase waiting times  

 

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).  

 

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)   

 

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.   
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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.  

“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 walk-

in 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. 
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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: 

 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?”  
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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’.   

“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%). 
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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).    

 

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  

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).    

 

 

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)    
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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.   

 

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%).  
 
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 
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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).  

 

Figure 12: Response given by participants when asked 

if they attended the walk-in centre because they could 

not get a GP appointment   

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 

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  
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 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  

 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 non-

carers 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%).  

 

Figure 15: Response given by participants when asked if they were  
aware of the minor ailment scheme  
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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%).  

 

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.   

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 

0%

20%

40%

60%

80%

100%

Hebburn South Shields Jarrow East
Boldon/Whitburn

Yes No



Page 90 of 119 
 
 

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%).  

 
 

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).  

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%).  
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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).  

 

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  

- 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.  

0

10

20

30

40

50

60

70

80

Agree No opinion Disgaree

Survey 1 Survey 2



Page 92 of 119 
 
 

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%).  

 
 

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  

 

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.  
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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 
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problems and providing greater outreach into the community for minor eye 

conditions and ailments.  Patient feedback has demonstrated high satisfaction 

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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Title:   Update on Public Health and Health and Wellbeing Board 
From: Amanda Healy, Director of Public Health  
To:     STCCG Governing Body 
Date:  20.11.14 
 

 

 
Purpose of Report 
 

1. This report is to update the Governing Body in relation to public health 
and the Health and Wellbeing Board  

Public Health 
 

2. 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: 

 

Cancer Strategy  
 

3. The cancer strategy was presented to full Council on 16th October. The 
locality group continues to develop the implementation plan and priority 
actions under the guidance of the Clinical Lead Dr.Bill Hall and Clinical 
Director Dr. Jon Tose. It has been agreed that Professor Chris Bentley 
will return to South Tyneside in March 2015 to assess progress of the 
work following the workshop he facilitated in March. Support for 
dedicated public health campaigns for cancer e.g blood in pee 
continues to be supported by public health as well as broader public 
health campaigns such as Stoptober. A dedicated programme to 
increase awareness of cancer is underway with local partners The 
Cancer Strategy is attached. 

 
GP Better Outcomes Scheme 
 

4. Support has been provided in the development of the above scheme. It 
is excellent to see a focus on cancer and cardiovascular disease within 
the scheme and a systematic introduction of very brief advice for 
smoking and alcohol across GO practices. 

 
5. GPs and practice staff had brief intervention for stop smoking at their 

education session in October. This will be followed up by a session on 
alcohol in November.  
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Child and Adolescent Mental Health Services 
 

6. The initial scoping of the People Select Scrutiny Commission was 
presented in October. The commission will commence in December 
with key professionals, including the CCG Clinical Director for Mental 
Health Dr.Jim Gordon being called to give evidence.  A review of 
emotional wellbeing programmes in schools has been carried out and 
this will be shared in November.  
 

Commissioning 
 

7. Joint Commissioning. The Director of Public Health continues to work 
closely with the CCG in joint commissioning arrangements as part of 
the Strategic Joint Commissioning. This has a particular emphasis on 
0-5’s commissioning in September and the transition of 0-5’s 
commission from NHS England to South Tyneside Council Public 
Health in October 2015.  
 

8. In addition the group is addressing a joint approach to commissioning 
intentions across the life course and identifying interdependencies. 

 
 
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 

 

 

9. The Chief Officer of STCCG and the Director of Public Health 
presented at the Association of North East Councils Health Summit in 
October. The presentation attracted a lot of positive feedback and a 
attention from partners across the region and a sharing of current 
practice will be set up. 
 

10. First Contact Clinical was awarded the contract for ‘changing 
conversation ‘and ‘insight’ workshops. They have begun to deliver 
initially in Hebburn. Board members are invited to participate in the 
workshops. To date 177 staff and public have attended the initial 
workshop with a further 94 attending the second level workshop.FCC 
are finding numbers of GPs and practice staff attending the workshops 
are low and the Pioneer Operating Group is looking at ways to address 
this. 
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11. The health and social profile for Hebburn has been mapped, including 

community facilities, needs and assets and the local workforce. This is 
being utilised to underpin the work. 

 

12. Engagement work with the public and staff is underway within Hebburn 
which forms part of a comprehensive evaluation framework. 

 
13. The programme will be presented to Hebburn Community Area Forum 

on 24th November to ensure local elected members are engaged in the 
work in their local area. 
 

Preparation for winter 

  

14. Public health continues to work closely with the CCG and partners in 
preparation for winter. The child flu pilot is underway with only one 
school across the Borough not signing up. On-going work in relation to 
warm homes, a range of support programmes for social isolation, fuel 
poverty and excess winter mortality are in place working with other 
colleagues within the Council too.  
 

15. Additional flu vaccination is underway with staff within residential and 
nursing homes and staff employed within domiciliary care. This pilot will 
be evaluated. 

16. The CCG and Public Health gave an input at an elected member’s 
communication session to highlight the comprehensive plans that are in 
place for the preparation and response to winter pressures. 
 

Health Protection – Ebola 
 
17. Work is well underway in relation to regarding the West African 

outbreak of Ebola virus disease, including North East Management 
arrangements and preparedness. The UN has declared the outbreak of 
the Ebola virus an international public health emergency with a total of 
13,042 confirmed, probable and suspected cases of Ebola recorded 
and 4818 deaths. 

18. To strengthen local arrangements a North East Incident Management 
(Preparedness) Team has being established. This team has the lead 
role in the planning and preparedness as well as the response to 
Ebola. The Director for Public Health is a member of this Team as co-
chair of the Local Health Resilience Partnership.  
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In addition representatives of the Local Foundation Trust as well as 
Trusts across the NE are members. CCG’s are also represented at this 
group. 
 

19. The Public Health England/NHS England update for LRF’s is attached 
which has been distributed to the three North East LRF’s on 
arrangements. This has been agreed as the key means of 
communication and will be circulated on a weekly basis across the 
North East. 

 
20. The risk of an imported case of Ebola reaching the UK remains very 

low. 
 

21. The virus is only transmitted by direct contact with bodily fluids (such as 
blood, vomit, saliva) of an infected person. The individual cannot pass 
on Ebola until they themselves are ill. 

 
22. There is a higher risk for healthcare workers exposed to patients in 

hospital unless appropriate Personal Protective equipment is used. 
 

23. The PHE Health Protection Team has arrangements in place to monitor 
returning healthcare and humanitarian aid workers. 

 
24. Key actions are underway including co-ordinating the response, 

detailed work on areas such as working with Ports national guidelines 
on returning humanitarian workers and communication. 

 
25. In a response situation PHE HPT would lead the identification and 

monitoring of confirmed cases calling in relevant members of the above 
team. 

 
26. Communications guidance has been produced and we are adding local 

details into this, working closely with colleagues from PHE.  
 

27. We have received several queries, including one from a school 
requesting guidance and the relevant PHE guidance has been 
provided to them. 
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Public Health – general 
 

28. Recruitment is underway for a Consultant in Public Health holder and 
the CCG will be involved are the interview process with the vice –Chair 
being on the panel. 
 

29. A dental public health trainee will commence in South Tyneside in December 
and will be with us until October 2015. She will carry out an oral health needs 
assessment, evaluate an oral health promotion programme between 
children’s centres and dental practices and will also be identifying issues in 
relation to older people and dental care especially within nursing and 
residential homes. 

 
30. The transfer of 0-5 commissioning in October 2015 is underway working 

closely with CNTW Area Team. The Public Health Lead from the AT attended 

the Children’s Strategic Commissioning Group and outlined the current 

arrangements ( 0-5 health visiting and Family Nurse Partnership is delivered 

via South Tyneside Foundation Trust), key elements that will be mandated, 

the transformation programme and timescale for transition of contracts. A 

regional event was held on 22nd September. Co-commissioning arrangements 

are already in place with the AT for school nursing and it is anticipated that a 

smooth transition will take place. 

 

31. The 0-5’s transfer was also the subject of the Children’s Strategic Joint 

Commissioning Meeting at the beginning of September. The CCG will be kept 

fully apprised of the transition and transformation including the identification of 

any interderpendencies. 

 

Health and Wellbeing Board Update 
 

32. The Health and Wellbeing Board was held on the 5th November. Key 
issues covered are in the following paragraphs. 

 
 Making Smoking History in the North East – FRESH NE 
 

33.  “Making Smoking History in the North East Partnership” which is to 
reduce tobacco related harm and ultimately to reduce tobacco smoking 
to a suggested regional level of below 5% by 2025. 

 
34. The Partnership exists to work collectively towards the long term aim to 

‘Make smoking history for the North East’ where tobacco smoking 
ultimately becomes a thing of the past. 
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35. The Partnership acknowledges that whilst the North East has made 

significant progress in recent years to reduce adult smoking prevalence 
from 29% in 2005 to 22% in 2013, that smoking remains the key 
contributor to premature death and disease causing over preventable 
5,000 deaths annually in the North East, and over 370 in South 
Tyneside alone. 
 

36. There is a need for further progress and to maintain the short, medium 
and long term commitment and focus on tobacco control. 

 
37. The Partnership vision has been presented in June/July 2014 to the 

regional Elected Mayors and Leaders Group, Health and Wellbeing 
Chairs Group and also the Association of Directors of Adult and Social 
Care Services and Association of Directors of Children’s Services 
group and been positively received. At the Elected Mayors/Leaders 
meeting on 11th July, members were supportive of seeking local 
signup via the local Health and Wellbeing Boards to the regional vision 
and to encourage all 12 to do so as soon as possible so that a 
collective regional position could be taken and used in influencing 
political manifesto discussions and future planning. This regional vision 
is separate to any local visions and is not a performance monitoring 
target.  

 
38. The Health and Wellbeing Board supported this vision. 

 
39. The presentation also included an update on local work by South 

Tyneside NHS Foundation Trust following a review of their work 
against NICE Guidance to which they have responded to actively. 

 
40. It also highlighted local work on smoking and eye health and the 

continuing concern linked to high levels of smoking during pregnancy. 
 

High Rise Health – Evaluation of the Effect of social housing 
improvements on the health and wellbeing of residents in Jarrow high- 
rise flats. Dr. Sarah Sowden Newcastle University. Public Health, South 
Tyneside Council and South Tyneside Homes 
 

41. The findings of High-Rise Health: an evaluation of the effect of social 
housing improvements on the health and wellbeing of residents in 
Jarrow high-rise flats were presented to the Board. 
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42. This work evaluated the impact of Decent Homes housing 

improvements on the health and wellbeing of residents in Jarrow high-
rise flats. 

 
43. The evaluation showed positive benefit of the decent homes 

programme and in particular benefit to health and wellbeing and 
increased independence. 

 
44. This work is being presented Nationally and will also be published I the 

Lancet. 
 

45. The Health and Wellbeing Board recognised the relevance of this work 
and it is being presented to Lead Council Elected Members. 

 
46. The evaluation report is attached. 

 
Health and Social Care Integration /Better Care Fund 

 
47. Christine Briggs updated the Board in relation to the Better Care Fund and 

the priority work streams in relation to Integration. 
 

48. The Board agreed to have a dedicated development session on this in 
January 2015. 

 

Due North Report – Tracey Sharpe – Deputy Regional Director of Public Health 

Public Health England, North of England Region 

 
49. The Due North Report to the Health and Wellbeing Board and seek 

endorsement of the recommendations and agree actions to take forward. 

50. Due North is the report of an independent inquiry, commissioned by Public 
Health England.  Its aim was to provide further evidence on the socio-
economic determinants of health and additional insights into health 
inequalities for the North of England (covering the North East, North West and 
Yorkshire and the Humber regions).  Whilst Due North is from and about the 
North of England, the issues presented and the recommendations made will 
be of interest to every part of the country and indeed to the country as a 
whole. 

51. The report builds on the Marmot Review focusing on the following three 
themes - a fair start for children, the economy and welfare, democratic and 
community empowerment. 
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52. The report provides additional evidence on what actions are needed to tackle 
the underlying determinants of health on the scale needed to make a 
difference.  It also sets out challenges to local areas, communities, 
businesses, councils, the health sector and national political leaders about 
potential actions they could deliver which could disrupt these persistent health 
inequalities.   

53. The Health and Wellbeing Board considered the recommendations in the 
report and agreed to also focus on the report in January. 

54. The Due North Report is attached for information for STCCG. 

Blue Light Initiative – Janice Chandler Public Health 

55. The Board were informed of the commencement of the Blue Light Initiative 
which seeks to engage chronic problematic drinkers in treatment  

56. The Blue Light Initiative is a joint development between partners in South 
Tyneside and Alcohol Concern to develop and implement ways of working 
with the most hard to engage chronic drinkers who cause a significant impact 
on services and communities in the Borough.   

57. The aim of the work is to engage these drinkers in services to reduce their 
drinking, thereby reducing the problems faced by themselves, their families 
and local communities.   

58. In addition by reducing the problems both caused and faced by these 
individuals, while working in a multi-agency co-ordinated way,  this will reduce 
the significant costs to local services dealing with these clients 

59. The CCG are actively involved in this work. 

60. The Board supported this initiative. 

Draft Multi-agency Neglect Strategy Jackie Nolan Safeguarding Children’s 
Board Business Manager 

61. This report was to inform and seek the agreement from members of the 
proposed multi-agency Neglect Strategy.  
 

62. This multi-agency neglect strategy has been developed by the LSCB in 
response to the on-going increasing trend both locally and nationally of 
the number of referrals received by Children, Families and Social Care 
under the category of abuse/ neglect. 
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63. The findings of Ofsted 2013 thematic neglect inspections strongly 
indicated that the local authorities providing the strongest evidence of 
action to tackle neglect were more likely to have a neglect strategy. In 
addition this strategy would have a delivery plan that clearly outlined 
the action to be taken in terms of addressing policy, thresholds for 
action and professional practice. 

 
64. The strategy is to form the basis of a multi-agency workshop that will 

focus on the development of the delivery plan. The workshop will take 
place in November. 

 
65. The Board supported the draft strategy, asked partners for further 

feedback and appropriate attendance at the workshop. 
 
Pharmaceutical Needs Assessment – Director of Public Health 
 

66. The purpose of the report was to share the process of the Pharmaceutical 
Needs Assessment (PNA), advise on local consultation, agree the milestones 
to be reached and to inform of progress against those milestones 
 

67. The Health and Social Care Act (2012) made Health and Wellbeing Boards 
responsible for carrying out Pharmaceutical Needs Assessments (PNA’s) 
This requirement is part of the Board’s broader responsibility to develop a 
shared understanding of the health needs of the Borough’s residents and 
potential future changes to its population. NHS England will use the PNA to 
decide whether additional pharmacies are needed to fill any gaps identified. 

 
68. A PNA Steering Group has been established across South Tyneside and 

Sunderland to prepare the two PNA’s. The remit of this group is to ensure that 
Sunderland City Council and South Tyneside Council each completes, on 
behalf of its Health and Wellbeing Board, a robust pharmaceutical needs 
assessment (PNA) in accordance with the regulatory requirements of the 
Health and Social Care Bill 2012 and the National Health Service 
(Pharmaceutical and Local Pharmaceutical Services) Regulations 2013. 

 
69. This Steering Group has representation from Public Health, CCG, NECS 

Medicines Optimisation and will have relevant engagement leads. The Local 
Pharmaceutical Committee will act in an advisory capacity and as a 
consultee. 

 
70. The PNA is being carried out across South Tyneside and Sunderland to 

enable the use of scarce analytical and medicines optimisation resource. 
 

71. Work has commenced to assess the current services available from 
community pharmacies and dispensing doctors in South Tyneside. 
Information about opening hours has been collected, and data has been 
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collected about the services which are currently commissioned. A 
questionnaire is under development and will include the prescribed content. 

 
72. A formal 60 day consultation will take place from mid – December to Mid-

January. 
 

73. The Board agreed to receive an update in January and if appropriate sign iff 
the PNA in March 2015. 
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PREFACE
Life is not grim up North, but, on average, people 

here get less time to enjoy it.  Because of poorer 

health, many people in the North have shorter 

lifetimes and longer periods of ill-health than in 

other parts of the country.  That health inequalities 

exist and persist across the north of England is 

not news, but that does not mean that they are 

inevitable. 

While the focus of the Inquiry is on the North, it 

will be of interest to every area and the country as 

a whole.   

This has been an independent inquiry 

commissioned by Public Health England.  We 

particularly wanted and welcome fresh insights 

into policy and actions to tackle health inequalities 

within the North of England and with the rest 

of the country, in the context of the new public 

health responsibilities locally and nationally, 

and the increasingly live debate about greater 

economic balance.  

I would like to thank Professor Whitehead, her 

panel, witnesses to the Inquiry and the Centre for 

Local Economic Strategies for the time, energy 

and commitment that has resulted in this report

PHE’s own interim response to the issues and 

recommendations from this inquiry is published 

alongside this report and we will produce a 

fuller response at a later date, when we have 

had time to explore and consider the issues in 

greater depth. We look forward to contributing to 

stimulating discussion and debate with partners 

over the coming months.

Paul Johnstone
Public Health England 
August 2014
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FOREWORD
We have lived with a North-South health divide 

in England for a long time, illustrated by the 

shocking statistic that a baby girl in Manchester 

can expect to live 15 fewer years in good health 

than a baby girl in Richmond. This gap is not static 

but has continued to widen over recent decades. 

This regional health divide masks inequalities 

in health between different socio-economic 

groups within every region in England which are 

just as marked: health declines with increasing 

disadvantage of socio-economic groups wherever 

they live in the country. 

By and large, the causes of these health 

inequalities are the same across the country – and 

are to do with differences between socioeconomic 

groups in poverty, power and resources needed 

for health; exposure to health damaging 

environments; and differences in opportunities 

to enjoy positive health factors and protective 

conditions, for example, to give children the best 

start in life. It is, however, the severity of these 

causes that is greater in the North, contributing 

to the observed regional pattern in health. It also 

marks out the North as a good place to start 

when inquiring into what can be done about social 

inequalities in health in this country.  There may be 

lessons to be learnt for the whole country. 

There are more pressing reasons, however, for 

setting up this Inquiry on Health Equity for 

the North at this point in time. The austerity 

measures introduced as a response to the 

2008 recession have fallen more heavily on the 

North and on disadvantaged areas more than 

affluent areas, making the situation even worse.  

Reforms to the welfare system are potentially 

increasing inequalities and demand for services. 

At the same time, there are increasing calls for 

greater devolution to city and county regions 

within England. There is a growing sense that 

now is the time to influence how the process of 

devolution happens, so that budgets and powers 

are decentralised and used in ways that reduce 

economic and health inequalities. 

It is against this background that the Inquiry Panel 

developed its’ recommendations – recommendations 

that are based on an analysis of the root causes of 

the observed health inequalities. A guiding principle 

has been to build on the assets and agency of the 

North. There are plenty of ideas, therefore, about 

what agencies in the North could and should do, 

made stronger by working together, to tackle the 

causes of health inequalities. These are centred 

around the twin aims of the prevention of poverty in 

the long term and the promotion of prosperity, by 

boosting the prospects of people and places. They 

are also about how Northern agencies could make 

best use of devolved powers to do things more 

effectively and equitably.  

The Panel is keen to stress, however, that there are 

some actions that only central government can 

take. Government policy is both the cause and the 

solution to some of the problems analysed by the 

Inquiry. The report therefore sets out what central 

government needs to do, both to support action at 

the regional level and to re-orientate national policies 

to reduce economic and health inequalities. There is 

an important role too for national health agencies, 

including the NHS and Public Health England.  The 

aim of this report is to bring a Northern perspective 

to the debate on what should be done about 

a nationwide problem. We are optimistic that 

something can be done to make a difference and 

that this is the right time to try.

Margaret Whitehead
Chair, Inquiry on Health Equity for the North
August 2014   
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EXECUTIVE SUMMARY
Why have an inquiry into 
health inequalities and the 
North?

The North of England has persistently had poorer 

health than the rest of England and the gap has 

continued to widen over four decades and under 

five governments. Since 1965, this equates to 

1.5 million excess premature deaths in the North 

compared with the rest of the country. The 

latest figures indicate that a baby boy born in 

Manchester can expect to live for 17 fewer years 

in good health than a boy born in Richmond in 

London. Similarly, a baby girl born in Manchester 

can expect to live for 15 fewer years in good 

health, if current rates of illness and mortality 

persist. 

The so called ‘North-South Divide’ gives only 

a partial picture. There is a gradient in health 

across different social groups in every part of 

England: on average, poor health increases with 

increasing socio-economic disadvantage, resulting 

in the large inequalities in health between social 

groups that are observed today. There are several 

reasons why the North of England is particularly 

adversely affected by the drivers of poor health. 

Firstly, poverty is not spread evenly across the 

country but is concentrated in particular regions, 

and the North is disproportionately affected. 

Whilst the North represents 30% of the population 

of England it includes 50% of the poorest 

neighbourhoods. Secondly, poor neighbourhoods 

in the North tend to have worse health even than 

places with similar levels of poverty in the rest of 

England. Thirdly, there is a steeper social gradient 

in health within the North than in the rest of 

England meaning that there is an even greater gap 

in health between disadvantaged and prosperous 

socio-economic groups in the North than in the 

rest of the country. It is against this background 

that this Inquiry was set up.  

Aims of the inquiry

In February 2014, Public Health England (PHE) 

commissioned an inquiry to examine Health 

Inequalities affecting the North of England. This 

inquiry has been led by an independent Review 

Panel of leading academics, policy makers and 

practitioners from the North of England. This is 

part of ‘Health Equity North’ - a programme of 

research, debate and collaboration, set up by PHE, 

to explore and address health inequalities. This 

programme was launched in early 2014, with its 

first action to set up this independent inquiry.

The aim of this inquiry is to develop 
recommendations for policies that can address 
the social inequalities in health within the North 
and between the North and the rest of England.
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The Inquiry Panel
The Inquiry Panel was recruited to bring together 

different expertise and perspectives, reflecting 

the fact that reducing health inequalities involves 

influencing a mix of social, health, economic 

and place-based factors. The panel consisted of 

representatives from across the North of England 

in public health, local government, economic 

development and the voluntary and community 

sector. The members of the Inquiry Panel were:

•	 	Professor Margaret Whitehead (Chair), W.H. 

Duncan Chair of Public Health, Department 

of Public Health and Policy, University of 

Liverpool;

•  Professor Clare Bambra, Professor of Public 

Health Geography, Department of Geography, 

Durham University;

•  Ben Barr, Senior Lecturer, Department of Public 

Health and Policy, University of Liverpool;

•  Jessica Bowles, Head of Policy, Manchester City 

Council;

•  Richard Caulfield, Chief Executive, Voluntary 

Sector North West;

•  Professor Tim Doran, Professor of Health Policy, 

Department of Health Sciences, University of 

York;

•  Dominic Harrison, Director of Public Health, 

Blackburn with Darwen Council; 

•  Anna Lynch, Director of Public Health, Durham 

County Council;

•  Neil McInroy, Chief Executive, Centre for Local 

Economic Strategies; 

•  Steven Pleasant, Chief Executive, Tameside 

Metropolitan Borough Council;

•  Julia Weldon, Director of Public Health, Hull City 

Council.

The process
Recommendations were developed through 3 

focused policy sessions and 3 further deliberative 

meetings of the panel over the period February 

to July 2014. The policy sessions involved 

the submission of written discussion papers 

commissioned by the panel, as well as a wider group 

of experts and practitioners, with expertise in the 

relevant policy fields, who were invited to these 

sessions (see Appendix 1 for a list of participants). 

During the three further deliberative sessions held by 

the Inquiry the panel refined the recommendations, 

drawing on the discussions and written evidence 

from the policy sessions, and the experience and 

knowledge of the panel members. 

This report sets out a series of strategic and practical 

policy recommendations that are supported by 

evidence and analysis and are targeted at policy 

makers and practitioners working in the North of 

England. These recommendations acknowledge 

that the Panel’s area of expertise is within agencies 

in the North, while at the same time highlighting 

the clear need for actions that can only be taken 

by central government. We, therefore, give two 

types of recommendations for each high-level 

recommendation:

•  What can agencies in the North do to help reduce 

health inequalities within the North and between 

the North and the rest of England?

•  What does central government need to do to 

reduce these inequalities – recognising that there 

are some actions that only central government 

can take?
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What causes the observed 
health inequalities?
The Inquiry’s overarching assessment of the 

main causes of the observed problem of health 

inequalities within and between North and South, 

are:

•	 	Differences in poverty, power and resources 

needed for health;

•	 	Differences in exposure to health damaging 

environments, such as poorer living and 

working conditions and unemployment;

•	 	Differences in the chronic disease and disability 

left by the historical legacy of heavy industry 

and its decline;

•	 	Differences in opportunities to enjoy positive 

health factors and protective conditions that 

help maintain health, such as good quality early 

years education; economic and food security, 

control over decisions that affect your life; 

social support and feeling part of the society in 

which you live.

Not only are there strong step-wise gradients 

in these root causes, but austerity measures in 

recent years have been making the situation worse 

– the burden of local authority cuts and welfare 

reforms has fallen more heavily on the North 

than the South; on disadvantaged than more 

affluent areas; and on the more 

vulnerable population groups 

in society, such as children. 

These measures are leading to 

reductions in the services that 

support health and well-being in the very places 

and groups where need is the greatest.

Policy drivers of inequalities 
and solutions

1. Economic development and living 
conditions

The difference in health between the North 

and the rest of England is largely explained by 

socioeconomic differences, including the uneven 

economic development and poverty. One of the 

consequences of the uneven economic development 

in the UK has been higher unemployment, lower 

incomes, adverse working conditions, poorer 

housing, and higher unsecured debts in the North, 

all of which have an adverse impact on health and 

increase health inequalities. 

The adverse impact of unemployment on health is 

well established. Studies have consistently shown 

that unemployment increases the chances of poor 

health. Empirical studies from the recessions of the 

1980s and 1990s have shown that unemployment is 

associated with an increased likelihood of morbidity 

and mortality, with the recent recession leading to 

an additional 1,000 suicides in England. The negative 

health experiences of unemployment are not limited 

to the unemployed but also extend to their families 

and the wider community. Youth unemployment 

is thought to have particularly adverse long term 

consequences for mental and physical health across 

the life course. 

The high levels of chronic illness in the North also 

contribute to lower levels of employment. Disability 

and poor health are the primary reasons why people 

in the North are out of work, as demonstrated by 

the high levels of people on incapacity benefits. 

Strategies to reduce inequalities need to prevent 

The burden of local authority cuts and welfare 
reforms has fallen more heavily on the North 
than the South; 



9

people leaving work due to poor health, enable 

people with health problems to return to work and 

provide an adequate standard of living for those 

that cannot work. 

A great deal of evidence has demonstrated an 

inverse relationship between income and poor 

health, with falls in income and increases in 

poverty associated with increased risk of mental 

and physical health problems. Poor psychosocial 

conditions at work increase risk of health 

problems, in particular cardiovascular conditions 

and mental health problems. More precarious 

forms of employment, including temporary 

contracts, are also increasing and these have been 

associated with increased health risks. 

Poor housing has been shown to have numerous 

detrimental effects on physical and mental 

health. Living in fuel poverty or cold housing can 

adversely affect the mental and physical health of 

children and adults. It is estimated that this costs 

the NHS at least £2.5 billion a year in treating 

people with illnesses directly linked to living in 

cold, damp and dangerous homes. For infants, 

after taking other factors into account, living in 

fuel poor homes is associated with a 30% greater 

risk of admission to hospital or attendance at 

primary care facilities. 

People in debt are three times more likely to have 

a mental health problem than those not in debt, 

the more severe the debt more severe the health 

difficulties. In terms of physical health, debt has 

been linked to a poorer self-rated physical health, 

long term illness or disability, chronic fatigue, back 

pain, higher levels of obesity and worse health and 

health related quality of life. 

What could be done differently?

The evidence reviewed by the panel has outlined 

a number of actions that have the potential to 

address the economic and employment causes of 

health inequalities. This calls for a strategy that not 

only ameliorates the impact of poverty but also 

seeks to prevent poverty in the future, not least by 

investing in people (improving skills and health and 

hence employment prospects), as well as investing 

in places. This strategy links public service reform 

to economic development in the North, to refocus 

services on preventing poverty and promoting 

prosperity. 

2. Early childhood as a critical period

The UK has some of the worst indicators for child 

health and well-being of any high-income country. 

In 2007 a UNICEF study found that the UK had the 

worst levels of child well-being of any developed 

country and a recent study found that it had the 

second worst child mortality rate in Western Europe. 

Within England, the health of children is generally 

worse in the North, reflecting the higher levels of 

child poverty. 

There is a large body of evidence demonstrating 

that early disadvantage tracks forward, to influence 

health and development trajectories in later life, 

and that children who start 

behind tend to stay behind. 

For example, children living 

in poverty and experiencing 

disadvantage in the UK are 

more likely to: die in the first year of life; be born 

small; be bottle fed; breathe second-hand smoke; 

become overweight; perform poorly at school; die in 

an accident; become a young parent; and as adults 

they are more likely to die earlier, be out of work, 

living in poor housing, receive inadequate wages, 

and report poor health. 

This calls for a strategy that not only ameliorates 
the impact of poverty but also seeks to prevent 
poverty in the future
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Whilst the higher levels of child poverty and 

disadvantage in the North of England are 

potentially storing up problems for the future, 

none of this is inevitable. Numerous reviews of 

evidence have repeatedly shown that providing 

better support early in children’s lives is the 

most effective approach to significantly reduce 

inequalities in life chances. In the North of 

England, where large proportions of children are 

growing up in poverty, it is critical that action to 

improve early child development takes place on a 

scale that is proportionate to need. 

Some progress has been made over the past 

decade; however these gains are now under 

threat. The UK was the first European country to 

systematically implement a strategy to reduce 

health inequalities. In particular, the Government 

set targets to reduce inequalities in infant 

mortality and to cut and eventually ‘eradicate’ 

child poverty. To address these targets, a raft of 

well-funded policies were implemented including 

changes to the tax and benefits system that led to 

a reduction in child poverty and the establishment 

of Sure Start centres, which aimed to reduce 

child poverty through the targeted provision of 

pre-school education. Child poverty did reduce 

dramatically and inequalities in infant mortality 

also fell during this period. Unfortunately, we are 

now seeing signs that these achievements are 

being undone. For the first time in more than 

17 years, child poverty in the United Kingdom 

increased in absolute terms in 2011 and the 

reduction in inequalities in infant mortality ceased 

with the onset of the financial crisis in 2008. The 

Social Mobility and Child Poverty Commission has 

estimated that by 2020 3.5 million children will be in 

absolute poverty, about 5 times the number needed 

to meet the Government’s legal obligation to end 

child poverty.

What could be done differently?

Children are often not in a position to speak out for 

themselves and for this reason are offered special 

protection under the UN charter on human rights. 

The arguments are not just about the evidence, but 

also that investing in children is morally and legally 

the right thing to do. A rights-based approach to 

addressing inequalities in the 

health and well-being of children 

has the potential to engender a 

new commitment to investment 

in the early years.

The evidence indicates that 

two strands of action are required to significantly 

reduce child health inequalities at a population 

level. Firstly, a universal system of welfare support is 

needed that prioritises children, in order to eliminate 

child poverty. Well-developed social protection 

systems result in better outcomes for children and 

protect them against shocks such as economic 

crises. Those countries in Europe that do have 

more adequate social protection experience better 

child health outcomes. The recent analysis of the 

Social Mobility and Child Poverty Commission has 

shown that the Government’s current strategy for 

reducing child poverty is not credible. They conclude 

that ‘hitting the relative poverty target through 

improved parental employment outcomes alone 

is impossible’ and recommend that increases in 

parental employment and wages are supplemented 

by additional financial support for families. 

Secondly, a system of high quality universal early 

years child care and education support is also 

necessary. In Nordic countries, a child’s life chances 

are not so dependent on how privileged their 

In the North of England, where large proportions 
of children are growing up in poverty, it is 
critical that action to improve early child 
development takes place on a scale that is 
proportionate to need.
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parents were than they are in other developed 

countries. One reason for this is the provision of 

universal and high-quality early years intervention 

and support, which can have a powerful equalising 

effect. 

There is a great deal of agreement that providing 

good quality universal early years education 

and childcare proportionately across society 

would effectively reduce inequalities. Providing 

any education is not enough, though, since it is 

the quality of preschool learning that appears 

to be critical for longer-term beneficial effects. 

This needs to be supported by routine support 

to families through parenting programmes, key 

workers, and children’s centres with integrated 

health and care services and outreach into 

communities. The evidence base for these early 

interventions is strong. 

3. Devolution: having the power to 
make a difference at the right spatial 
scale

The evidence suggests that there are three ways 

through which levels of community control and 

democratic engagement have an impact on 

health. Firstly, those who have less influence are 

less able to affect the use of public resources 

to improve their health and well-being. The 

Northern regions, for example, have had limited 

collective influence over how resources and assets 

are used in the North of England and this has 

hindered action on health inequalities. Secondly 

the process of getting involved, together with 

others, in influencing decisions, builds social 

capital that leads to health benefits. Thirdly, where 

people feel they can influence and control their 

living environment, this in itself is likely to have 

psychological benefits and reduce the adverse health 

effects of stress. 

There is a growing body of evidence indicating that 

greater community control leads to better health. 

Low levels of control are associated with poor 

mental and physical health. A number of studies 

have found that the strength of democracy in a 

country is associated with better population health 

and lower inequalities. Countries with long-term 

social-democratic governments tend to have more 

developed preventive health services. US states with 

higher political participation amongst the poor have 

more adequate social welfare programmes, lower 

mortality rates and less disability. There is evidence 

indicating that the democratic participation of 

women is particularly important for the health of the 

whole population.

When community members act together to achieve 

common goals there are indirect benefits resulting 

from improved social support and supportive 

networks which can reduce social isolation and 

nurture a sense of community, trust and community 

competence. Research indicates that community 

empowerment initiatives can produce positive 

outcomes for the individuals directly involved 

including: improved health, self-efficacy, self-esteem, 

social networks, community 

cohesion and improved 

access to education leading 

to increased skills and paid 

employment. Evidence from 

the 65 most deprived local 

authorities in England shows that, as the proportion 

of the population reporting that they can influence 

decisions in their local area increases, the average 

level of premature mortality and prevalence of 

mental illness in the area declines.

Northern regions have had limited collective 
influence over how resources and assets are 
used and this has hindered action on health 
inequalities. 



12

A constraint on the capacity of local government 

to make a difference is the highly centralised 

nature of the political system in England. England 

has one of the most centralised political systems 

in Europe, both political 

and economic power are 

concentrated in London and 

the surrounding area and this 

has contributed to the large 

inequalities between regions. 

The disproportionate cuts to local government 

budgets currently being implemented are 

exacerbating the problem. Successful regions will 

have control over the prerequisites of growth, 

such as skills, transport and planning. 

What could be done differently?

Increasingly, the new combined authorities and 

core cities are demanding greater devolution 

of powers and resources to cities and local 

government. There is also a growing consensus 

across political parties that this is needed to 

drive economic growth and reduce regional 

inequalities in England. Simply devolving power to 

city regions and combined authorities, however, 

will not, on its own, address inequalities. Giving 

local areas greater control over investment for 

economic development will only reduce health 

and economic inequalities if local strategies for 

economic growth have clear social objectives 

to promote health and well-being and reduce 

inequalities, backed by locally integrated public 

services aimed at supporting people into 

employment. The public health leadership of 

local authorities will need to play a central role 

if devolution to cities and regions is going to 

reverse the trend of rising inequalities. Devolution 

of power and resources to local administrations 

needs to be accompanied by greater public 

participation in local decision-making. Decisions 

in Whitehall may seem distant and unaccountable 

to people living in the North, but decisions made by 

combined authorities or local economic partnerships 

will seem no more democratic unless there is greater 

transparency and participation.  

There is the potential for devolution within England 

to herald a new approach to health inequalities 

that is based on fundamentally shifting power from 

central government to regions, local authorities and 

communities. But only if there is real devolution, 

rather than just rhetoric, and local powers are used 

to improve health and reduce inequalities – allowing 

them to do the right things at the right spatial scale. 

None of this, however, should reduce the 

responsibilities of national government. The role 

of national government in addressing health 

inequalities remains of the utmost importance. 

Robust national policy is essential to ensure that 

there are sufficient public resources available and 

that these are distributed and used fairly to improve 

the life chances of the poorest fastest. National 

legislation remains an important mechanism for 

protecting people from the adverse consequences 

of uncontrolled commercial markets. Where services 

are delivered through national agencies, they need 

to work flexibly as part of a set of local organisations 

that can integrate services so that they address local 

needs. 

4. The vital role of the health sector

We did not consider that the observed health 

inequalities between the North and the rest of 

England and within the North are caused by poorer 

access or quality of NHS services. Although there 

are still inequalities in access to healthcare by 

deprivation, these could not account for the size 

There is the potential for devolution within 
England to herald a new approach to health 
inequalities
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and nature of the differences in health status that 

we observe. On the contrary, access to NHS care 

when ill has helped to reduce health inequalities. 

The NHS helps to ameliorate the health damage 

caused by wider determinants outside the health 

sector. To do this, NHS services in deprived areas 

need to be adequately resourced to enable them 

to reduce inequalities and the principle of the NHS 

as free at the point of need must be maintained.  

The NHS can influence health inequalities through 

3 main areas of activity. Firstly by providing 

equitable high quality health care, secondly by 

directly influencing the social determinants of 

health through procurement and as an employer, 

and thirdly as a champion and facilitator that 

influences other sectors to take action to reduce 

inequalities in health.

What could be done differently?

The most pressing concern for the NHS is to 

maintain its core principle of equitable access 

to high quality health care, 

free at the point of need. This 

will involve addressing those 

inequalities in health care that 

do exist, avoiding introducing 

policies that will increase 

health inequalities and ensuring that health care 

provision across the country is planned and 

resourced so that it reduces heath inequalities. 

Specifically the panel identified the following 

priority areas through which the health sector 

can play an important role in reducing health 

inequalities.

Firstly the NHS needs to allocate resources so that 

they reduce health inequalities within the North and 

between the North and the rest of England. There is 

evidence to indicate that the policy to increase the 

proportion of NHS resources going to deprived areas 

did lead to a narrowing of inequalities in mortality 

from some causes. This highlights the importance of 

having resource allocation policies with an explicit 

goal to reduce inequalities in outcomes. 

Secondly, local health service planning needs to 

ensure that the resources available to the NHS within 

each area are used to reduce inequalities. This means 

targeting resources to those most in need and 

investing in interventions and services that are most 

effective in the most disadvantaged groups. The 

current focus of CCGs on demand management has 

tended to mean increased investment in services for 

the elderly. Whilst this is important, it should not be 

at the expense of investment earlier in the life course, 

which is a vital component of all health inequalities 

strategies. 

Thirdly a more community-orientated model of 

primary care needs to be encouraged that fully 

integrates support across the determinants of health. 

This includes enabling people seeking help through 

the primary care system to get the support they 

need for the full range of problems that are driving 

them to seek help in the first place. These are often 

the wider determinants of their health, such as 

financial problems, unsuitable housing, hopelessness 

and generally feeling out of control of their lives.

Access to NHS care when ill has helped to reduce 
health inequalities, amelioratating the health 
damage caused by wider determinants outside 
the health sector.
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Fourthly a large-scale strategy for the North 

of England is needed to maximize the impact 

of the NHS on health inequalities through its 

procurement and its role as an employer. There are 

also promising examples indicating how local NHS 

organisations are using their commissioning and 

procurement of services to improve the economic, 

social, and environmental well-being of their 

area. If the commissioning and procurement of 

all the NHS organisations in the North of England 

focused on maximizing social value for the North, 

this could make a significant difference. 

Finally the health sector needs to be a strong 

advocate, facilitating and influencing all sectors 

to take action to reduce inequalities in health. 

With Directors of Public Health transferring 

from the NHS to local authorities there are fewer 

voices in the NHS speaking out on issues relating 

to the public’s health and health inequalities. 

Public Health England was established to be 

an independent advocate for action across all 

sectors on health inequalities. The actions that 

are required to address health inequalities involve 

radical social change. They are therefore often 

controversial. Public Health England needs to 

be supporting and challenging all government 

departments to tackle health inequalities.

Recommendations
Tackling these root causes leads to a set of 4 high-

level recommendations and supporting actions that 

build on the assets of the North to target inequalities 

both within the North and between the North 

and the rest of England. These recommendations 

are explained in detail in Section 4. These 

recommendations are formulated from a Northern 

perspective and address the core question: what 

can the North do to tackle the health equity issues 

revealed in this report? This perspective does not 

mean that we discount national actions – far from 

it – we give two types of recommendations for each 

high-level recommendation:

1)  What can agencies in the North, do to help reduce 

the health inequalities within the North and 

between the North and the rest of England?

2)  What does central government need to do to 

reduce these inequalities – recognising that there 

are some actions that only central government 

can take?

We believe that the recommended actions would 

benefit the whole country, not just the North. 

Recommendation 1: Tackle poverty and 
economic inequality within the North 
and between the North and the rest of 
England.

Agencies in the North should work together 
to:

•	 	Draw up health equity strategies that include 

measures to ameliorate and prevent poverty 

among the residents in each agency’s patch;

•	 	Focus public service reform on the prevention 

of poverty in the future and promoting the 

prosperity of the region by re-orientating services 

to boost the prospects of people and place. This 

includes establishing integrated support across 
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the public sector to improve the employment 

prospects of those out of work or entering the 

labour market.

•	 	Adopt a common progressive procurement 

approach to promote health and to support 

people back into work;

•	 	Ensure that reducing economic and health 

inequalities are central objectives of local 

economic development strategy and delivery;

•	 	Implement and regulate the Living Wage at the 

local authority level;

•	 	Increase the availability of high quality 

affordable housing through stronger regulation 

of the private rented sector, where quality is 

poor, and through investment in new housing. 

•	 	Assess the impact in the North of changes in 

national economic and welfare policies; 

Central government needs to:

•	 	Invest in the delivery of locally commissioned 

and integrated programmes encompassing 

welfare reform, skills and employment 

programmes to support people into work;

•	 	Extend the national measurement of the well-

being programme to better monitor progress 

and influence policy on inequalities;

•	 	Develop a national industrial strategy that 

reduces inequalities between the regions;

•	 	Assess the impact of changes in national 

policies on health inequalities in general and 

regional inequalities in particular;

•	 	Expand the role of Credit Unions and take 

measures to end the poverty premium;

•	 	Develop policy to enable local authorities 

to tackle the issue of poor condition of the 

housing stock at the bottom end of the private 

rental market;

•	 	End in-work poverty by implementing and 

regulating a Living Wage;

•	 	Ensure that welfare systems provide a Minimum 

Income for Healthy Living (MIHL);

•	 	Grant City and County regions greater control 

over the commissioning and use of the skills 

budget and the Work Programme to make them 

more equitable and responsive to differing local 

labour markets;

•	 	Develop a new deal between local partners and 

national government that allocates the total 

public resources for local populations to reduce 

inequalities in life chances between areas. 

Recommendation 2: Promote healthy 
development in early childhood. 

Agencies in the North should work together 
to:

•	 	Monitor and incrementally increase the proportion 
of overall expenditure allocated to giving every 
child the best possible start in life, and ensure 
that the level of expenditure on early years 
development reflects levels of need;

•	 	Ensure access to good quality universal early 
years education and childcare with greater 
emphasis on those with the greatest needs, so 
that all children achieve an acceptable level of 
school readiness; 

•	 	Maintain and protect universal integrated 
neighbourhood support for early child 
development, with a central role for health visitors 
and children’s centres that clearly articulates the 
proportionate universalism approach;

•	 	Collect better data on children in the early years 
across organisations so that we can track changes 
over time;

•	 	Develop and sign up to a charter to protect the 
rights of children to the best possible health. 
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Central government needs to:

•	 	Embed a rights based approach to children’s 

health across government;

•	 	Reduce child poverty through the measures 

advocated by the Child Poverty Commission 

which includes investment in action on the 

social determinants of all parents’ ability to 

properly care for children, such as paid parental 

leave, flexible work schedules, Living Wages, 

secure and promising educational futures for 

young women, and affordable high quality child 

care;

•	 	Reverse recent falls in the living standards of 

less advantaged families;

•	 	Commit to carrying out a cumulative impact 

assessment of any future welfare changes to 

ensure a better understanding of their impacts 

on poverty and to allow negative impacts to be 

more effectively mitigated;

•	 	Invest in raising the qualifications of staff 

working in early years childcare and education;

•	 	Increase the proportion of overall expenditure 

allocated to the early years and ensure 

expenditure on early years development is 

focused according to need;

•	 	Increase investment in universal support 

to families through parenting programmes, 

children’s centres and key workers, delivered to 

meet social needs.

•	 	Make provision for universal, good quality early 

years education and childcare proportionately 

according to need across the country. 

Recommendation 3: Share power over 
resources and increase the influence 
that the public has on how resources 
are used to improve the determinants 
of health. 

Agencies in the North should work together 
to:

•	 	Establish deep collaboration between combined 

authorities in the North to develop a Pan-Northern 

approach to economic development and health 

inequalities;

•	 	Take the opportunity offered by greater devolved 

powers and resources to develop, at scale, locally 

integrated programmes of economic growth and 

public services reform to support people into 

employment;

•	 	Re-vitalise Health and Well-being Boards to 

become stronger advocates for health both locally 

and nationally.

•	 	Develop community led systems for health equity 

monitoring and accountability; 

•	 	Expand the involvement of citizens in shaping 

how local budgets are used;

•	 	Assess opportunities for setting up publicly 

owned mutual organisations for providing public 

services where appropriate, and invest in and 

support their development;

•	 	Help develop the capacity of communities 

to participate in local decision-making and 

developing solutions which inform policies and 

investments at local and national levels;

Central government needs to:

•	 	Grant local government a greater role in deciding 
how public resources are used to improve the 
health and well-being of the communities they 
serve;
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•	 	Revise national policy to give greater 
flexibility to local government to raise funds 
for investment and use assets to improve the 
health and well-being of their communities;

•	 	Invest in and expand the role of Healthwatch 
as an independent community-led advocate 
that can hold government and public services 
to account for action and progress on health 
inequalities;

•	 	Invite local government to co-design and 
co-invest in national programmes, including 
the Work Programme, to tailor them more 

effectively to the needs of the local population.

Recommendation 4: Strengthen the 
role of the health sector in promoting 
health equity.

Public Health England should:

•	 	Conduct a cumulative assessment of the impact 

of welfare reform and cuts to local and national 

public services;

•	 	Support local authorities to produce a Health 

Inequalities Risk Mitigation Strategy; 

•	 	Help to establish a cross-departmental system 

of health impact assessment;

•	 	Support the involvement of Health and Well-

being Boards and public health teams in the 

governance of Local Enterprise Partnerships 

and combined authorities;

•	 	Contribute to a review of current systems for 

the central allocation of public resources to 

local areas;

•	 	Support the development a network of Health 

and Well-being Boards across the North of 

England with a special focus on health equity;

•	 	Collaborate on the development of a charter to 

protect the rights of children; 

•	 	Work with Healthwatch and Health and Well-

being Boards across the North of England to 

develop community-led systems for health equity 

monitoring and accountability. 

Clinical Commissioning Groups and other NHS 
agencies in the North should work together to:

•	  Lead the way in using the Social Value Act to 

ensure that procurement and commissioning 

maximises opportunities for high quality local 

employment, high quality care, and reductions in 

economic and health inequalities;

•	  Pool resources with other partners to ensure 

that universal integrated neighbourhood support 

for early child development is developed and 

maintained;

•	  Work with local authorities, the Department for 

Work and Pensions (DWP) and other agencies to 

develop ‘Health First’ type employment support 

programmes for people with chronic health 

conditions; 

•	  Work more effectively with local authority 

Directors of Public Health and PHE to address the 

risk conditions (social and economic determinants 

of health) that drive health and social care system 

demand;

•	  Support Health and Well-being Boards to 

integrate budgets and jointly direct health and 

well-being spending plans for the NHS and local 

authorities;

•	  Provide leadership to support health services and 

clinical teams to reduce children’s exposure to 

poverty and its consequences;

•	  Encourage the provision of services in primary 

care to reduce poverty among people with 

chronic illness, including, for example, debt 

and housing advice and support to access to 

disability-related benefits. 
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1  PRINCIPLES AND 
PROCESSES OF THE 
INQUIRY

and develop their collective capacity to influence 

inequalities in health. 

•	  Enable a platform for local authorities, city and 

county regions, Health and Well-being Boards and 

the other collaboratives across the North to act 

on the national stage in lobbying for policies that 

reduce inequalities and the health divide between 

the North and the rest of England. 

•	  Make the most of the new public health 

responsibilities of local government for the health 

and well-being of their local populations and the 

reduction of health inequalities. 

•	  Address the root causes of health inequalities - 

the conditions in which people grow, live, work 

and age – within the North as well as between the 

North and the rest of England. 

•	  Are supported by what is known about the 

mechanisms that generate health inequalities and 

effective policy approaches, building on previous 

reviews of health inequalities. 

Although commissioned by PHE, the evidence 

presented in this report and its recommendations 

have been independently developed by the Inquiry 

Panel. 

1.1  Introduction: the aims of 
the inquiry

In February 2014 Public Health England (PHE) 

commissioned an inquiry to examine Health 

Inequalities affecting the North of England. This 

inquiry has been led by an independent Inquiry 

Panel of leading academics, policy makers and 

practitioners from the North of England. This is 

part of ‘Health Equity North’, a programme of 

research, debate and collaboration, set up by 

PHE, to explore and address health inequalities. 

This public health call for action was launched 

in early 2014, with its first action to set up this 

independent inquiry.

The aim of this inquiry has been to develop 

recommendations for policies that can address the 

social inequalities in health within the North and 

between the North and the rest of England.

In particular the panel has sought to develop 

recommendations that:

•	  Build on the assets and resilience of the North, 

rather than presenting the North as a victim. 

This includes identifying policy that enhances 

the capacity of communities, organisations and 

enterprises in the North to build on their assets 

The aim of this inquiry has been to develop 
recommendations for policies that can 
address the social inequalities in health 
within the North and between the North and 
the rest of England.
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1.2  The Inquiry Panel
The Inquiry Panel was recruited to bring together 
different expertise and perspectives, reflecting 
the fact that reducing health inequalities involves 
influencing a mix of social, health, economic 
and place based factors. The panel consisted of 
representatives from across the North of England 
in public health, local government, economic 
development and the voluntary and community 
sector. It was chaired by Professor Margaret 
Whitehead, W H Duncan Chair of Public Health at 
the University of Liverpool and Head of the World 
Health Organisation (WHO) Collaborating Centre 
for Policy Research on the Social Determinants of 
Health. The members of the Inquiry Panel were:

•	  Professor Margaret Whitehead (Chair), W.H. 
Duncan Chair of Public Health, Department 
of Public Health and Policy, University of 
Liverpool;

•	  Professor Clare Bambra, Professor of Public 
Health Geography, Department of Geography, 
Durham University;

•	  Ben Barr, Senior Lecturer, Department of Public 
Health and Policy, University of Liverpool;

•	  Jessica Bowles, Head of Policy, Manchester City 
Council;

•	  Richard Caulfield, Chief Executive, Voluntary 
Sector North West;

•	  Professor Tim Doran, Professor of Health Policy, 
Department of Health Sciences, University of 
York;

•	  Dominic Harrison, Director of Public Health, 
Blackburn with Darwen Council; 

•	  Anna Lynch, Director of Public Health, Durham 
County Council;

•	  Neil McInroy, Chief Executive, Centre for Local 
Economic Strategies; 

•	  Steven Pleasant, Chief Executive, Tameside 
Metropolitan Borough Council;

•	  Julia Weldon, Director of Public Health, Hull City 
Council.

1.3 The process
Recommendations were developed through 3 

focused policy sessions and 3 further deliberative 

meetings of the panel over the period January 

to July 2014. The policy sessions involved 

the submission of written evidence papers 

commissioned by the panel, as well as a wider group 

of experts and practitioners, with expertise in the 

relevant policy fields, who were invited to these 

sessions (see Appendix 1 for a list of participants 

and the accompanying Appendices document for 

the submitted evidence papers). The Inquiry Panel 

discussed the evidence and policy implications with 

this wider group of experts and practitioners, at each 

of these policy sessions. The policy sessions focused 

on 3 priority areas that had been identified as having 

particular relevance for addressing health inequalities 

affecting the North of England. 

•	  Healthy economic development and ensuring an 

adequate standard of living; 

•	  Promoting healthy development in early 

childhood; and

•	  Devolution and democratic renewal. 

During the three further deliberative sessions held by 

the Inquiry, the panel refined the recommendations, 

drawing on the discussions and written evidence 

from the policy sessions, and the experience and 

knowledge of the panel members. 

The report sets out a series of strategic and practical 

policy recommendations that are supported by 

evidence and analysis and are targeted at policy 

makers and practitioners working in the North of 

England. These recommendations, acknowledge 

that the Panel’s area of expertise is within agencies 

in the North, while at the same time highlighting 

the clear need for actions that can only be taken 

by central government. We, therefore, give two 

types of recommendations for each high-level 

recommendation:
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•	  What can agencies in the North do to help 

reduce health inequalities within the North and 

between the North and the rest of England?

•	  What does central government need to do 

to reduce these inequalities – recognising 

that there are some actions that only central 

government can take?

1.4 Principles of the inquiry
The inquiry uses the term health inequalities to 

describe the systematic differences in health 

between social groups that are avoidable by 

organised action and are considered unfair 

and unjust.1 Three general principles run 

through the review and inform its analysis and 

recommendations. 

•	  Firstly that reducing health inequalities 

is a matter of social justice, as the WHO 

Commission on Social Determinants of Health 

concluded, it is a ‘social injustice that is killing 

on a grand scale.’2

•	  Secondly that inequality in health arises 

because of inequalities in power and influence. 

Reducing health inequalities ‘can be thought of 

as increasing the freedom and power among 

people with the most limited possibilities of 

controlling and influencing their own life and 

society.’3

•	  Thirdly that these inequalities in power result in 

inequalities in the resources needed for health 

including material and psychosocial working 

and living conditions, education opportunities, 

built environments and opportunities for social 

participation. 

These inequalities in power and resources 

produce a social gradient in health: people and 

communities have progressively better health 

the better their socioeconomic conditions. 

Therefore effective approaches to decrease health 

inequalities need to reduce inequalities in resources 

across the whole gradient and not just amongst 

the people at the bottom. However a shift in the 

resources for health across the social gradient will 

only be sustained if it is accompanied by an increase 

in the power and influence people have over those 

resources. 

There have been a series of reviews of health 

inequalities in the UK, Europe and globally, and the 

purpose of this inquiry is not to repeat the work of 

these reviews, but to learn from and move beyond 

them in developing action on health inequalities for 

a specific region – the North of England (the NHS 

areas of Yorkshire and the Humber, North West and 

North East). The evidence from previous reviews 

is clear. The highest priority for action should be 

to ensure a good start to life for every child and to 

maintain an adequate standard of living across the 

life course that enables everyone to participate in 

society and maintain good health. However health 

inequalities have proved themselves to be highly 

persistent. Economic and social inequalities are 

perpetuated within places and over generations. 

The 2013 WHO Europe review of Determinants and 

the Health Divide recognized that reducing health 

inequalities involves the ‘whole-of-government’ 

and ‘whole-of-society’.4 The challenge is how to 

bring about this change. Achieving and sustaining 

action will involve a step change in how the public, 

particularly the most disadvantaged groups, are 

engaged in and influence policy, a shift in the model 

of economic development and a strategy that 

prevents the perpetuation of health risks from one 

generation to the next. This led the Inquiry to focus 

on the 3 priority areas outlined in 1.3, in developing 

its recommendations:

The Inquiry has sought to bring a fresh perspective 

to the issue of health inequalities that focuses on 

preventing inequalities occurring in the future as well 

as ameliorating the impact of current inequalities. 
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The concepts of ‘place’, ‘governance’ and ‘assets’, 

have been important to the Inquiry’s approach. 

Firstly, by emphasizing the geographical 

distribution of health inequalities in England 

as well as differences between socioeconomic 

groups within the North, this inquiry highlights 

the importance of ‘place’ in both the generation 

of health inequalities and the policies that address 

them. The social, economic and political processes 

that influence health inequalities intersect in the 

places where people live and work. It is here 

that we need to start in order to bring about 

this change in the ‘whole-of-government’ and 

‘whole-of-society’. Secondly, it is important to 

recognise that previous approaches to tackle 

health inequalities in England and beyond have, in 

the main, fallen short of their objectives. The WHO 

European review of the health divide has analysed 

the reasons for this lack of progress.4 It concludes 

that they result from a failure in governance and 

accountability, which has meant that policies 

have not sufficiently addressed the root causes of 

health inequalities, in particular the inequalities in 

power and resources needed for health. Reducing 

inequalities in health requires coherence of action 

across a range of stakeholders working in the 

interests of the public. The Inquiry has therefore 

sought to develop approaches that enable new 

systems of governance and accountability for 

health equity, in particular accountability to the 

public, which support coordinated action that 

influences the places in which people live, work 

and flourish. Thirdly, the inquiry has sought to 

develop policy options that build on the assets of 

the North, enabling everyone – from communities 

to organisations and enterprises - to develop their 

collective capacity to influence inequalities in 

health. 

1.5  The role of evidence 
in developing the 
recommendations

The Inquiry has sought to develop recommendations 

that are supported by a robust analysis of the causes 

of health inequalities within the North of England 

and between the North and the rest of England. It 

is widely agreed that social policies working at the 

population, rather than individual, level have the 

greatest potential to reduce health inequalities by 

addressing the social conditions and economic and 

political systems that contribute to and sustain them. 

However these types of ‘upstream’ policies present 

the greatest challenges for researchers trying to 

evaluate health and other impacts. This results in 

the ‘inverse evidence law’ whereby the availability of 

evidence tends to vary inversely with the potential 

impact of the intervention.5 The recommendations 

have therefore been informed by a broad range 

of evidence including the experience of the panel 

members of what is feasible and what is likely to 

have the greatest impact. 
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2  CURRENT 
POLICY CONTEXT

2.1  The opportunities offered 
by public health in local 
government 

The transfer of public health from the NHS to 

local government has been welcomed. It is local 

government services, such as housing, economic 

development, culture, leisure and environmental 

health, that have the most potential to improve 

public health outcomes. Situating public health 

departments within local authorities clearly enhances 

the opportunities for them to influence these 

determinants of health. 

An important function of local government is also 

to ‘shape places’ by representing, engaging and 

leading the citizens and communities in a place to 

collectively develop local identity and promote well-

being.9 The implications of this role for improving 

the health of the people living in a place, even in the 

face of adverse national and global trends, has not 

yet been fully recognized or fully realised. The new 

public health role for local government provides an 

opportunity to develop this further. The transition 

of Directors of Public Health and their teams from 

PCTs to local authorities was not just a transition 

between organisations, it was a transition from an 

organisation whose primary responsibility was the 

commissioning of services to another organisation 

whose primary responsibility is democratic 

governance. This is an opportunity to fully integrate 

health goals into all sectors by incorporating health 

and equity considerations as a standard part of 

decision-making across sectors and policy areas. 

The inquiry comes at a time when there are 

some specific threats and opportunities for 

action on health inequalities in general and the 

North-South health divide in particular. In 2013 

public health responsibilities that had been part 

of the NHS since 1974 were transferred back to 

local government. However this happened at a 

particularly challenging time for councils. The 

programme of austerity measures that continues 

to be pursued by the UK government is hitting 

local government particularly hard and reforms 

to welfare are potentially increasing inequalities 

and demand for services.6 Increasingly, the 

new combined authorities and core cities are 

demanding greater devolution of powers and 

resources to cities and local government. There is 

also a growing consensus across political parties 

that this is needed to drive economic growth 

and reduce regional inequalities in England.7,8  

The recommendations of the Inquiry need to 

been seen in the context of these developments 

in national policy as outlined in more detail 

below. The Inquiry Panel has sought to develop 

recommendations that make the most of these 

developments whilst minimising the risks for 

health inequalities. 

The inquiry comes at a time when there are 
some specific threats and opportunities for 
action on health inequalities in general and 
the North-South health divide in particular. 
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2.2  Action on health 
inequalities in an age of 
austerity

The capacity for local government to influence the 

health and well-being of the places they represent 

is limited by a programme of austerity that is 

hitting councils hardest in some of the poorest 

parts of the North. In 2013 the Government 

allocated a ring-fenced public health budget 

to local authorities. The Secretary of State for 

Health at the time said this should be used to 

tackle ‘poverty-related health need’.10 This ‘public 

health grant’ represents approximately 3% of 

local government expenditure and only 1% of the 

combined local expenditure of the NHS and local 

government in an area.11,12 This in itself would be 

inadequate to address the health effects of poverty, 

but given that this grant was transferred to councils 

at a time when their core budgets are being cut 

by nearly 30%, it is difficult to see how, in these 

circumstances, local government can have an impact 

on health inequalities. In fact these cuts are likely 

to make health inequalities worse because they are 

disproportionately hitting the poorest areas with the 

worst health outcomes hardest (see Figures 1 and 

2). On top of these cuts to local authority budgets, 

more deprived areas are experiencing large financial 

losses due to welfare reform with the three regions 

of northern England loosing an estimated £5.2bn a 

year.13 This has an impact not just on the individuals 

and families facing reduced incomes from welfare 

benefits, but also represents a large loss to the local 

economy (see Figure 1). 

Figure 1: Map of change in local authority spending power and financial 
losses from welfare reform for each council in England.

Map shows that cuts in council funding and financial losses from welfare reform are greatest in the North

Sources: 1. DCLG - Local government financial settlement,  2.Beatty and Fothergill 2014
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Whilst the health effects of these policies may 

not be felt immediately the international evidence 

from previous periods of welfare expansion and 

contraction indicate that inequalities in both 

mortality and morbidity increase when welfare 

services are cut.14–17 There is a pressing need to 

ensure that sufficient resources are available to 

address inequalities and where a reduction in 

government spending is unavoidable it needs to 

be carried out in a way that does not exacerbate 

existing inequalities.

Figure 2: Council cuts per head correlated against premature mortality rates
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2.3  Devolution: having 
the power to make a 
difference

A further constraint on the capacity of local 

government to make a difference is the highly 

centralised nature of the political system in 

England. England has one of the most centralised 

political systems in Europe with central 

government controlling a higher proportion of 

public spending than any other OECD country 

in Europe (see section 3.5). The concentration 

of political and economic power in London 

and the surrounding area has contributed to 

the large inequalities between regions.18 The 

present Coalition Government 

has committed to greater 

decentralisation, as did the 

previous government. However 

the UK continues to become 

more centralised with local 

government controlling a declining proportion 

of public expenditure (see section 3.5). The 

disproportionate cuts to local government 

budgets currently being implemented are 

exacerbating this. 

Increasingly the new combined authorities and 

core cities in England are demanding greater 

devolution of powers and resources to cities 

and local government. There is also a growing 

consensus across political parties this is needed 

to drive economic growth and reduce regional 

inequalities in England.7,8 The focus has so far 

been on enabling greater local control over 

investment in infrastructure and skills. The review 

of economic growth commissioned from Lord 

Heseltine by the Prime Minister recommended 

devolving £49bn of central government funding 

to Local Economic Partnerships. The Coalition 

Government have begun a process of devolving 

limited responsibilities and funding to cities and their 

surrounding areas through a programme of ‘City 

Deals’ and ‘Growth Deals’. The growth review by 

Lord Adonis for the Labour party proposes making 

combined authorities (for both Cities and County 

Regions) the foundation for future devolution 

with £30bn being transferred from central to local 

government for skills, infrastructure and economic 

development. However it remains to be seen 

whether proposals from the current government or 

the opposition translate into a real commitment to 

the devolution of powers. In England the ‘history 

of the last 30 years is marked by a series of well-

intentioned devolution initiatives, which have often 

evolved into subtle instruments of control.’9 

Devolution could support effective action on health 

inequalities, but only if three conditions are met. 

Firstly, local economic growth needs to promote 

health and reduce inequalities. Giving local areas 

greater control over investment for economic 

development, will only reduce health and economic 

inequalities if local strategies for economic growth 

have clear social objectives to promote health and 

well-being and reduce inequalities. Devolution 

must be about securing a fairer share of the 

proceeds of growth. The public health leadership 

of local authorities will need to play a central role if 

devolution to cities and regions is going to reverse 

the trend of rising inequalities. How the devolved 

resources for skills, infrastructure, employment and 

business are used will have major implications for 

health inequalities. 

The concentration of political and economic 
power in London and the surrounding area has 
contributed to the large inequalities between 
regions
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Secondly, devolution needs to address the 

inequalities in power that underlie inequalities 

in health. It needs to increase the power and 

influence that local communities have over public 

policy and the use of public resources. This means 

greater public participation in local decision-

making. Decisions in Whitehall may seem distant 

and unaccountable to people living in the North, 

but decisions made by combined authorities or 

Local Economic Partnerships will seem no more 

democratic unless there is greater transparency 

and participation. Key decisions are better made 

if they can be influenced, or even made, by those 

most affected, and local decision-making and 

control can enable solutions to be developed that 

build on the assets of citizens rather than being 

imposed on them. 

Thirdly, devolution needs to enable public services 

to be developed and improved so that they 

prevent future poverty and inequalities as well 

as ameliorating the effect of 

current inequalities. This means 

integrating, coordinating and 

sequencing all public services so 

that they reflect how people live 

their lives, rather than reflecting the organisational 

boundaries of public services. Importantly, with 

greater local control and flexibility about how 

resources are used, integrated public services can 

be developed to enable all young children to get 

the best start in life, to be ready for and successful 

at school, support transitions from school into 

training and employment, prevent illness and 

the consequences of illness throughout life and 

help people who are out of work to get back into 

employment. 

There is the potential for devolution within 

England to herald a new approach to the 

challenges faced by the regions, based on 

fundamentally shifting power from central 

government to regions, local authorities and 

communities. This will only happen if there is real 

devolution, rather than just rhetoric, and local powers 

are used to improve health and reduce inequalities. 

None of this however should reduce the 

responsibilities of national government. The role 

of national government in addressing health 

inequalities remains of the utmost importance. 

Robust national policy is essential to ensure that 

there are sufficient public resources available and 

that these are distributed and used fairly to improve 

the life chances of the poorest fastest. National 

legislation remains an important mechanism for 

protecting people from the adverse consequences 

of uncontrolled commercial markets. Where services 

are delivered through national agencies, they need 

to work flexibly as part of a set of local organisations 

that can integrate services so that they address local 

needs. 

The role of national government in addressing 
health inequalities remains of the utmost 
importance. 
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3  EVIDENCE

England: on average, poor health increases with 

increasing socio-economic disadvantage, resulting 

in the large inequalities in health between social 

groups that are observed today. There are several 

reasons why the North of England is particularly 

adversely affected by the drivers of poor health. 

Firstly, poverty is not spread evenly across the 

country but is concentrated in particular regions, and 

the North is disproportionately affected. Whilst the 

North represents 30% of the population of England 

it includes 50% of the poorest neighbourhoods. 

Secondly, poor neighbourhoods in the North tend 

to have worse health even than places with similar 

levels of poverty in the rest of England. Thirdly, there 

is a steeper social gradient in health within the North 

than in the rest of England meaning that there is an 

even greater gap in health between disadvantaged 

and privileged socio-economic groups in the North 

than in the rest of the country (see Figure 3). The 

historical growth and decline of industry in the North 

has resulted in concentrations of poverty that have 

persisted in areas for generations. This exacerbates 

health inequalities and has left a legacy of high levels 

of chronic disease and disability. It is the combination 

of these factors: adverse socioeconomic conditions 

that disproportionately affect the North and a 

steeper social gradient in health that results in the 

North-South health divide shown in Figure 4. 

This section outlines the evidence and analysis 

underlying the recommendations made by the 

panel. Firstly we outline the current situation of 

health inequalities affecting the North of England 

and trends in those inequalities over the past 

decade. Next we outline the evidence for action 

across the three priority areas identified in the 

introduction:

•	  Economic development and the standard of 

living; 

•	  Early childhood; 

•	  Devolution and democratic renewal;

Finally we outline the role of the health sector in 

reducing health inequalities.

3.1 Health inequalities and 
the North of England
The North of England has persistently had poorer 

health than the rest of England and the gap has 

continued to widen over four decades and under 

five governments.19 Since 1965, this equates to 

1.5 million excess premature deaths in the North 

compared with the rest of the country.20 The 

latest figures indicate that a baby boy born in 

Manchester can expect to live for 17 fewer years 

in good health, than a boy born in Richmond in 

London. Similarly a baby girl born in Manchester 

can expect to live for 15 fewer years in good 

health, if current rates of illness and mortality 

persist. 

The so called ‘North-South Divide’ gives only 

a partial picture. There is a gradient in health 

across different social groups in every part of 

This section outlines the evidence and 
analysis underlying the recommendations 
made by the panel. 



28

Figure 3: Years of Life Lost by neighbourhood income level, the North and the rest of 
England, and the  %  of neighbourhoods at each income level that are in the North
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Figure 4: Life Expectancy amongst males and females by LA, 2009-2012

Map shows lower life expectancy in the North

Source: HSCIC.
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Between 1999 and 2010 the government pursued 

a systematic strategy to reduce inequalities in 

health in England. Although this strategy fell 

short of fully achieving its objectives, there 

are indications of some progress.21 The gap in 

mortality amenable to healthcare, infant mortality, 

and male life expectancy, between the most 

and least deprived areas all reduced during this 

time.22,23 Falls in inequalities in infant mortality 

occurred alongside large falls in child poverty (see 

section 3.4). A policy of allocating an increasing 

proportion of NHS resources to poor areas was 

associated with declining inequalities in mortality 

amenable to healthcare23 (see section 3.6). 

Reductions in inequalities in male life expectancy 

between areas were in part explained by the 

large fall in unemployment in deprived areas 

that occurred prior to the recent economic crisis.24 

However, on average, deprived areas in the North 

have experienced smaller increases in life expectancy 

than areas with similar levels of deprivation in the 

rest of England (see Figure 5). In particular deprived 

boroughs in London experienced large increases in 

life expectancy over the last decade. This suggests 

that for some reason it has been harder to gain 

the same level of health improvement in deprived 

areas in the North as compared to deprived areas 

in the South. This could reflect different levels of 

investment or that determinants of poor health in 

the North are more intractable and require different 

approaches.

Figure 5: Trend in life expectancy in deprived areas in the North and in the 
rest of England

Graph shows how life expectancy has increased less for people living in deprived areas in the North 

compared to people living in areas with a similar level of deprivation in the rest of England.
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Whilst local authorities in the North have on 

average experienced smaller improvements 

in health, these averages hide a number of 

exceptions to this pattern. Some of the most 

deprived local authorities in the North have 

bucked this trend (see Figure 6). Blackburn with 

Darwen, Halton, Hartlepool, Knowsley, Liverpool 

and Oldham all had some of the lowest levels of 

life expectancy in 20011 and since then they have all 

experienced greater improvements in life expectancy 

than the national average. An important question, 

which remains largely unanswered, is – what has 

enabled some areas to improve health outcomes 

in the face of adverse circumstances, whilst other 

places have struggled? 

Figure 6: Increase in life expectancy between 2001 and 2011, Local 
Authorities in England

Graph shows how much life expectancy increased over the past decade for people living in each local 

authority in England.  
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3.2  Economic development 
and living conditions

Disturbing trends

The pattern of economic growth 

The difference in health between the North and 

the rest of England is largely explained by socio-

economic differences.20 Whilst the historical 

growth and subsequent decline of heavy 

industry in the North has had long-term adverse 

consequences for both the economy and for 

health, more recent economic 

policy has exacerbated this 

situation. Over the last decade 

the model of economic growth 

pursued in the UK has been 

predicated upon the accumulation of debt, low 

wages in many sectors, and a disproportionately 

large financial sector.25 The North of England has 

found itself on the wrong side of policies that 

have privileged the accumulation of financial 

assets ahead of the creation of sustainable 

work. Economic growth in England has led to an 

increase in economic inequalities both between 

individuals and between regions, with the UK now 

having the largest difference in economic output 

between regions of any country in Europe.25 

In recent years many regional administrative 

structures have been dismantled, including 

Government Offices for the Regions, Regional 

Development Agencies, posts of ‘Minister for the 

Regions’ and Strategic Health Authorities. This 

has potentially limited the capacity of government 

to address English regional imbalances.26 The 

economic gap between regions has widened 

to such an extent that they could be different 

countries, whilst the GDP of London is comparable 

to Norway, the GDP of the North East is similar 

to Portugal (see figure 7). Patterns of health 

largely mirror these economic differences. The 

2008 recession, disproportionately hit areas of the 

North of England, particularly the North East, further 

widening inequalities,27 and the economic recovery 

does not appear to be addressing these issues, with 

jobs growth concentrated in London and the South 

East.28 Without a radical change in strategy the 

recovery is likely to repeat the mistakes of the past 

and further exacerbate the North-South Divide. 

Without a radical change in strategy the recovery 
is likely to repeat the mistakes of the past and 
further exacerbate the North-South Divide. 
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Figure 7: GDP per head and life expectancy levels across the regions of 
England and European countries
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Source: EUROSTAT 2010.  

The unemployment gap between the North 
and the rest of England

The difference in economic growth between the 

North and the rest of England has had major 

implications for people’s chances of employment. 

Over the past 20 years the North has consistently 

had lower employment rates than the South 

for both men and women.29 This is associated 

with the lasting effects of de-industrialisation.30 

In the latter part of the 20th century, there 

were regionally concentrated falls in the demand 

for labour (most notably in the North East and 

North West), particularly affecting those with less 

education.31 The current unemployment rate is 

markedly higher in the North at 9% as compared to 

7% in the rest of England and a higher proportion 

of the working age population are not in the labour 

market at all (24%). This ‘economic inactivity’ in the 

North is partly caused by high levels of disability 

with 9% of the working age population claiming 

disability benefits.32
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However some progress was made at narrowing 

this unemployment gap during the period of 

economic growth that followed the 1990’s 

recession. The gap in the unemployment rate 

between the North and the rest of England was 

almost eliminated by 2006, with the North East 

experiencing the largest fall in unemployment of 

any region outside London. There is evidence that 

this helped narrow health inequalities in some 

areas.24 However the onset of the economic crisis 

in 2008 has reversed this situation and the gap in 

unemployment is once again as large as it was in 

the 1990’s (see Figure 8). One of the limitations of 

economic growth that is based on unsecure forms 

of employment is that when the inevitable financial 

crisis arrives, these gains rapidly disappear.

Figure 8: Unemployment rate from 1998 to 2014 in the North and the rest of 
England

Graph shows how the gap in unemployment between the North and the rest of England” had narrowed 

until the 2008 recession, when it widened again. 
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Of particular concern are the high levels of 

unemployment amongst young people. With 

the onset of the recession in 2008 youth 

unemployment increased rapidly. By 2011, 1 in 5 

young people were out of work. The rise in youth 

unemployment was more severe in the North 

(see Figure 9). Whilst the level of unemployment 

amongst young people has started to fall, it is 

still markedly higher than its pre-recession level 

and the gap between the North and the rest of 

England remains. The current high level of youth 

unemployment has serious consequences and has 

been described as a ‘Public Health Time Bomb’ 33 

due to the long term scarring effects it can have on 

health and future employment prospects.

Figure 9: Youth unemployment rate from 2007 to 2014

Graph shows how the gap in youth unemployment, between the North and the rest of England has 

widened since the 2008 recession. 
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Falling wages, increasing wage inequality

For those in employment in the North wages are 

markedly lower and the gap between the North 

and South has widened. However this does not 

mean that families on low incomes in London 

and the South East have necessarily experienced 

greater improvements in living standards. 

Inequalities within all regions have increased. 

Figure 10 shows the trend in average wages and 

the wages of the top and bottom fifths in the North 

and in the rest of England. There has been little real 

terms growth in wages for people on low incomes 

regardless of where they live. This growth in wage 

inequality during a time of economic growth has 

been followed by a consistent fall in real wages since 

2009, the longest period of declining wages for at 

least 50 years. 

Figure 10: Growth in median weekly earnings and top and bottom fifth 
percentiles, 1996 to 2012

Graph shows how wages are lower in the North, inequalities have increased across the country and wages 

have fallen for all groups since 2009. 
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The impacts of welfare reform

A number of current reforms to the welfare 

system have the potential to widen the gaps in 

prosperity between the North and the rest of 

England and exacerbate inequalities within the 

North. The biggest financial impacts are on people 

with disabilities - it is estimated that individuals 

adversely affected by the incapacity benefit 

reforms can expect to lose an average of £3,500 

a year, and those losing out as a result of the 

changeover from Disability Living Allowance to 

Personal Independence Payments by an average 

of £3,000 a year.13 Given that the number of 

people on these benefits in the North of England 

is much higher than in the rest of England, it is 

clear that these reforms will disproportionately 

affect the North. The higher reliance on benefits 

and tax credits in deprived areas in the North of 

England means that the failure to up-rate with 

inflation and the reductions to tax credits will 

also have a greater impact here.13 The under-

occupation charge or ‘bedroom tax’ cuts an 

average of £14 a week from a 

household with one spare room. 

The higher numbers of people 

relying on housing benefit in 

the North will mean that more 

people are affected. One survey 

has found that two-thirds of households affected 

by the bedroom tax have fallen into rent arrears 

since the policy was introduced in April, while one 

in seven families have received eviction letters and 

face losing their homes.34

Increasing poverty gap

Lower wages, higher levels of unemployment, 

disability and economic inactivity in the North all 

result in higher levels of poverty. 18% of individuals 

in the North East, 17% in the North West and 19% in 

Yorkshire and Humber are in poverty as compared to 

12% in the South East.35 Rates of poverty are higher 

in the North for both people in and out of work. 

Of particular concern for the North-South divide is 

that the gap in levels of poverty between the North 

and the rest of England is increasing, with rates of 

in-work poverty rising particularly rapidly in the 

North (see Figure 11). The rise of in-work poverty 

has become a major national concern, for the first 

time the majority of households in poverty in Britain 

have at least one person working. For many, work 

is no longer the route out of poverty, that it once 

was.36 The high levels of poverty amongst those in 

work mean that the Government’s poverty reduction 

strategy is unlikely to be effective, as it relies largely 

on people being lifted out of poverty by entering 

employment.37 

The rise of in-work poverty has become a major 
national concern, for the first time the majority 
of households in poverty in Britain have at least 
one person working. 
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Figure 11: % of working age people (16-64) in out of work and in work poverty
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Graph shows how the gap in poverty between the North and the rest of England is widening.

It is not just low incomes that contribute to 

poverty, low income households also have to pay 

the highest charges for basic utilities such as gas 

and electricity (the ‘poverty premium’). Save the 

Children has calculated that this annual ‘poverty 

premium’ can amount to more than £1,280 for a 

typical low-income family. The poverty premium 

for families on a low income has increased 

significantly since 2007 and the cost of gas 

and electricity is still a major contributor to this 

inequity.

Food poverty is becoming an growing issue 

in the UK.38 A recent report commissioned by 

the Government on household food security39 

concluded that organisations providing food–aid 

are consistently reporting increases in demand, 

and there was no evidence that this was the result 

of increased provision of food aid as had been 

suggested by the Work and Pensions Minister.40 

One major food bank provider has reported a 170% 

rise in activity in the last 12 months.32 The primary 

reasons reported for this rise in use of food-aid are 

benefits sanctions, delays in welfare payments, crises 

in household income due to low wages, rising food 

costs and increasing household debt.32 

 Source: HBAI. Poverty calculated as % below 60% of 2010 median income. Poverty rates are 3 year moving average - 16-64 year olds. 
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The burden of debt

The economic growth of the past decade has 

been fuelled by a massive growth in personal 

debt. Indeed it was the high risk lending to 

households unable to repay their debts that 

brought the financial system to a standstill. The 

level of personal debt has nearly doubled in the 

past decade. People in the UK now owe £1.43 

trillion, an average of £54,000 per household, up 

from £29,000 a decade ago. Unsecured consumer 

debt has trebled since 1993, reaching £158 billion 

in 2013.41 These debts are increasingly a problem 

for households on low incomes, with those on 

incomes of £13,500 or less having total debts 

worth 6 times their income.42 Falling wages, rising 

food and energy costs, coupled with reductions 

in welfare benefits are contributing to increased 

financial exclusion and unsustainable debts.43 

Outside of London the Northern regions have the 

highest proportion of households who are spending 

more than 25% of their income on unsecured debts44 

(see Figure 12). 

Debts are more likely to become a problem for 

people on low income, not just because of their 

inadequate income levels, but also because of the 

high cost of the credit services open to them such 

as: rent-to-own stores, doorstep lenders (home 

credit companies), pawnbrokers, catalogues and 

payday loans.

Figure 12: Percentage of households across English regions with unsecured 
repayments that are above 25% of their income

Graph shows how people in the northern regions have high levels of unsecured debts. 
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The condition of housing and fuel poverty

Housing and neighbourhood conditions 

are important social determinants of health 

inequalities, with 26% of houses in the most 

deprived areas failing to meet the decent 

home standard, compared to 17% in the most 

affluent areas. There have been considerable 

improvements in the quality of social housing 

in recent years, with the North having a higher 

proportion of social housing that meets the 

decent homes standard than the rest of the country. 

However there remains a major issue with parts of 

the private rented sector particularly in poor areas. 

Of all tenure types it is the private rented sector 

which has the highest proportion of homes which 

do not meet the decent homes standard.45 This is 

particularly an issue in the North West where over 

40% of houses in the private rented sector did not 

meet this standard in 2011 (see Figure 13). 

Figure 13: Graph showing the percentage of households not meeting decent 
homes standard, by region and tenure, 2012

Graph shows high levels of poor housing in the private rented sector.  
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The private rented sector is also growing rapidly, 

increasing by 88% between 2001 and 2011.46 This 

has contributed to a large increase in expenditure 

on housing benefits.47 The housing benefit bill 

in the North of England has nearly doubled in 

the past 10 years from £3 billion in 2002 to £5.5 

billion in 2012. The proportion of this going to 

private landlords increased from 10% to 15% 

during this time.48 Since 2010 expenditure on 

housing benefits to private landlords in the North 

of England is now higher than the total public 

expenditure on building new homes (see Figure 

14). It is recognised that this shift in public spending 

from investment in high quality affordable homes to 

subsidising rents in poor quality housing is not an 

efficient use of public resources and is not helping 

to address the housing problems in the North.47 As 

families on low incomes increasingly have to rely on 

private rented accommodation, strategies to reduce 

health inequalities will need to implement policies 

that improve the quality of housing at the lower 

end of this sector as well as developing affordable 

alternatives.

Figure 14: Public expenditure on new homes and housing benefit to private 
landlords in the North of England 2008- 2012

Graph shows that more public funds in the North are spent on housing benefits to private landlords than 

on new housing. 

500

1000

1500

2000

2500

M
illi

on
s 

£

20
08

20
09

20
10

20
11

20
12

Year

Expenditure on housing beneÞt to private landlords Expenditure on new housing

 Sources: PESA and DWP.



41

Poor housing along with high energy bills and 

low incomes, all contribute to fuel poverty. In 2011, 

the number of fuel poor households in England 

was estimated at around 2.4 million, representing 

approximately 11 per cent of all English 

households.32 The poorest tenth of households 

spent more than a fifth of their budget on fuel 

and the number of UK children living in fuel poverty 

has risen to 1.6 million - 130,000 more than in 2010.32 

The West Midlands, North East and North West have 

some of the highest levels of fuel poverty in England, 

whilst London and the South East have the lowest 

(Figure 15).

Figure 15: % of households in fuel poverty, 2012

Graph shows higher levels of fuel poverty in the North of England

Source: Department for Energy and Climate Change. Low Income High Costs (LIHC) definition of fuel poverty. 
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How unequal economic development 
and poorer living conditions 
contribute to health inequalities

One of the consequences of the uneven 

economic development in the UK has been higher 

unemployment, lower incomes, adverse working 

conditions, poorer housing, and higher debts in 

the North, all of which adversely impact health 

and increase health inequalities. 

The adverse impact of unemployment on health 

is well established. Studies have consistently 

shown that unemployment increases the chances 

of poor health.49 Empirical studies from the 

recessions of the 1980s and 1990s have shown 

that unemployment is associated with an 

increased likelihood of morbidity and mortality, 

with the recent recession leading to an additional 

1,000 suicides in England. 50,51 The negative health 

experiences of unemployment are not limited to 

the unemployed but also extend to their families 

and the wider community.52 Youth unemployment 

is thought to have particularly adverse long term 

consequences for mental and physical health 

across the life course. 53,54

The high levels of chronic illness in the North 

also contribute to lower levels of employment. 

Disability and poor health are the primary 

reasons why people in the North are out of work, 

as demonstrated by the high levels of people 

on incapacity benefits. Strategies to reduce 

inequalities need to prevent people leaving work 

due to poor health, enable people with health 

problems to return to work and provide an 

adequate standard of living for those that cannot 

work. 

A great deal of evidence has demonstrated an 

inverse relationship between income and poor 

health, with falls in income and increases in 

poverty associated with increased risk of mental 

and physical health problems.55 A number of studies 

have shown that psychosocial conditions at work 

increase the risk of health problems, in particular 

cardiovascular conditions and mental health 

problems. This has been found to explain a large 

proportion of inequalities in health between social 

groups.56–58 More precarious forms of employment 

including temporary contracts are also increasing 

and these have been associated with increased 

health risks.59

Poor housing has been shown to have numerous 

detrimental effects on physical and mental health. 

Living in fuel poverty or cold housing can adversely 

affect the mental and physical health of children and 

adults. It is estimated that this costs the NHS at least 

£2.5 billion a year in treating people with illnesses 

directly linked to living in cold, damp and dangerous 

homes 60 For infants, after taking other factors into 

account, living in fuel poor homes is associated 

with a 30% greater risk of admission to hospital or 

attendance at primary care facilities.61

People in debt are three times more likely to have 

a mental health problem than those not in debt, 

the more severe the debt more severe the health 

difficulties.62 In terms of physical health, debt has 

been linked to a poorer self-rated physical health,63 

long term illness or disability,62 chronic fatigue,64 

back pain,65 higher levels of obesity and worse 

health and health related quality of life.66

What could be done differently?

A new approach is needed to prevent the causes 

of economic inequalities and poverty in the North 

of England. This needs to involve a long-term plan 

to transform how the £136 billion of public money 

that is spent in the North each year is used to 

promote the well-being and capabilities of people 

in the North. At present 40% of this money is spent 

on mitigating the effects of poverty and inequality 

through the provision of welfare benefits. Clearly the 
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provision of adequate welfare benefits for people 

who are unable to work due to unemployment, 

disability or old age is of central importance for 

reducing poverty. But over the long term, investing 

public resources in the development of people 

(e.g. in their education, skills and health) and 

places (e.g. in good housing and infrastructure) 

will be a more effective and efficient use of 

resources, promoting prosperity and reducing 

inequalities in the future. Prevention is better than 

treatment. Public service reform and economic 

development are therefore interlinked. Better 

public services that focus on developing people 

and places and preventing poverty result in a 

healthier, more skilled population which in turn 

helps to make the region prosperous, increasing 

the public resources available through taxation 

that can be invested in public services. 

The evidence reviewed by the panel has outlined 

a number of actions that have the potential to 

address these causes of economic inequalities 

and poverty that underlie health inequalities, 

whilst ensuring adequate social protection for 

those who need it. Firstly, there are actions related 

to national and regional economic strategy and 

investment. Secondly, there are approaches that 

could improve employment prospects. Thirdly 

there are actions to raise the standard of living 

of those people in and out of work; fourthly 

proposals to reduce problem debts, and finally 

actions to improve housing conditions. Evidence 

and analysis supporting actions in each of these 

areas is outlined below. 

Economic strategy and investment

To address the regional imbalances in the economy 

of England and the inequalities within the North, the 

economy of the North will need to grow at a faster 

rate than the rest of the country, whilst ensuring the 

proceeds of growth are shared more equitably within 

the North. Growth in the North needs to be based 

on retaining and developing the assets of the North. 

This means people, skills, talent, culture, arts and 

the environment and not just industry. The Adonis 

and Heseltine reviews propose similar solutions 

to the regional imbalance in Britain’s economy. 

These include greater investment in infrastructure, 

developing skills, investment in research, increasing 

investment in small to medium sized enterprises 

(SMEs) and crucially devolving power and resources 

to cities and regions. This is echoed by the early 

thinking of the RSA’s City 

Growth Commission.67 It is 

recognized that decisions 

about infrastructure, skills and 

investment are best made 

locally if they are to reflect local 

contexts and have a better 

chance of bringing a local growth dividend, reducing 

regional inequalities. 

The UK’s infrastructure is lagging behind other 

developed countries and this has been cited as a 

major barrier to economic growth in the North.28 

The North currently loses out in public investment 

in infrastructure, which is focused on London and 

the South East. For example public spending on 

transport per head of population is markedly lower 

in the North compared to the rest of England (see 

figure 16). The imbalances in public investment 

exacerbate regional economic inequalities and the 

North will need to secure greater public and private 

investment in infrastructure in order to reduce these 

inequalities. 

Investing public resources in the development 
of people and places will be a more effective and 
efficient use of resources, promoting prosperity 
and reducing inequalities in the future
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Figure 16: Government capital expenditure on transport per head of 
population in the North and the rest of England from 2002 to 2012
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Graph shows lower levels of investment in transport infrastructure in the North of England.

Increasing investment and devolving additional 

resources to cities and regions so that they can 

invest in infrastructure, skills and business will not 

in itself reduce economic or health inequalities. 

Economic growth in the major cities in the North 

has tended to be characterised by increasing 

inequalities as it has the rest of England. To reduce 

economic and health inequalities these need to 

be embedded as a core objective of economic 

strategies.25 Some industries will be better placed 

than others to achieve these objectives and this 

should guide where local and central governments 

intervene to promote growth.68 Economic models 

that integrate social objectives are possible and 

increasingly being pursued through strong local 

leadership. 

Governments are increasingly realizing that 

economic growth needs to be about more than 

just increased economic output. A number of 

governments, following the work of Joseph 

Stiglitz,69 have begun to develop indicators of well-

being, sustainability and equity as measures of 

economic progress, that can be used alongside more 

traditional measures such as GDP. However for these 

programmes to be effective, they must be aligned to 

policy-making and address inequalities as well as just 

monitoring average improvements in well-being.

Adjusted for inflation using GDP deflator, Source: PESA. 
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Promoting good employment

It is crucial that economic growth generates good 

employment for all. An important mechanism to 

achieve this is to ensure that the money spent 

by the public sector on services in the North 

of England is used to achieve social benefits 

including a skilled and strong labour market. 

Procurement processes can be used for this 

purpose and the Social Value Act provides some 

mechanisms to support this. 

With higher youth unemployment in the North 

of England, action to develop the skills and 

employment opportunities of young people 

is essential to address inequalities. Ineffective 

school-to-work transitions for those young 

people that do not go to university has been 

identified as a problem that is increasing youth 

unemployment.28 This has led to calls for an 

increase in technical apprenticeships to develop 

the skills that are needed by employers.28 Whilst 

there has been a large increase in apprenticeships 

in recent years, there has not been sufficient 

growth in the technical subjects needed by 

employers. The public sector has been criticized 

for being significantly underrepresented in 

apprenticeships, despite having the requisite 

roles.28 The public sector remains a large employer 

in the North of England and should be leading the 

way in expanding the number of apprenticeships 

available in the required technical fields. 

There is potential to build a far more integrated 

system locally, that joins up schools, vocational 

training, apprenticeships and employment support 

to ensure that young people are given the best 

chance to develop the skills they need to get a 

good job, particularly those young people who don’t 

go to university. This would involve giving local areas 

greater control over resources administered by the 

Skills Funding Agency, so that they can shape further 

education and training provision and apprenticeships 

to support local economic priorities and sectors now 

and in the future. Public sector partners along with 

private sector employers can then maximise the 

opportunities for training through apprenticeships. 

Better integrating vocational training into 

employment support programmes such as the Work 

Programme would further improve employment 

prospects for those out of the labour market. 

Current welfare reforms have been justified on 

the basis that they will improve financial work 

incentives and this will encourage more people into 

work. However the evidence base indicates that 

reducing adequacy and access to benefits is not an 

effective approach to help people into employment, 

particularly for people with disabilities, the main 

cause of economic inactivity in the North.70,71 The 

evidence is stronger for active labour market policies 

such as return-to-work programmes. Research has 

shown that return-to-work programmes can mitigate 

the health effects of unemployment as well as 

improve employment prospects, particularly those 

that involve training and increased social contact 

and support.72 However there is also evidence that 

some return to work programmes can be more 

harmful than unemployment on its own.73 The 

evidence indicates that effective 

approaches use integrated 

case management to combine 

vocational training, rehabilitation 

and involve employers in return-

to-work planning. They provide long-term, sustained 

and staged support for those furthest from the 

labour market and address underlying health issues 

alongside other barriers to employment.74–77 

Return-to-work programmes can mitigate 
the health effects of unemployment as well as 
improve employment prospects
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The Government’s flagship active labour market 

policy, the Work Programme, has been criticized 

for poor performance and in particular failing 

people with disabilities. Only around 2-4% of 

the clients on disability benefits referred the 

programme have found work after a year, a figure 

that is worse than the programme it replaced.78,79 

The payment by results model of the Work 

Programme exacerbates inequalities, as it means 

that the service is more profitable for providers 

working in the areas with the best labour 

markets.78 Several organisations have called for 

a localisation of return-to-work programmes80 

such as the Work Programme, which are currently 

centrally commissioned by the DWP. This would 

enable these programmes to better link with skills 

and training, local employers 

and integrated support across 

the public sector including 

the NHS: a model that better 

reflects the evidence base for 

effective approaches. An example of how such 

localisation might work is Greater Manchester’s 

‘Working Well’ programme, which was launched in 

March 2014 and will run for 5 years. It will support 

5,000 Employment and Support allowance (ESA) 

claimants across Greater Manchester to overcome 

their barriers to work. Under the scheme, 

individuals will receive integrated and intensive 

support from key workers, who will coordinate 

public services to ensure issues which are holding 

claimants back from work are tackled at the 

right time and right order. Central government is 

providing 80% of the funding for the pilot, with 

the remaining 20% made up by the ten Greater 

Manchester local authorities.

Raising living standards

The evidence presented to the panel outlined 

a number of promising approaches to raising 

the standard of living of those people in and 

out of work on low incomes. Firstly there are 

approaches to extend the Living Wage.  Since 

2010, several local authorities, including Blackpool, 

Islington, Liverpool, Newcastle, Sheffield, Newport, 

Plymouth, Southampton, Leicester, Tower Hamlets 

and York have established ‘Fairness Commissions’ 

to investigate and implement ways of reducing 

inequality in their areas and have recommended 

implementing and campaigning for the payment 

of a Living Wage.81 The recent report of the Living 

Wage Commission has concluded that bringing an 

additional 1 million workers up to the Living Wage 

is achievable by 2020. They outline a roadmap of 

recommendations to achieve this, including, ensuring 

that all directly employed public sector employees 

are paid a Living Wage and that the public sector 

considers whether contractors pay a Living Wage 

when procuring services.82

A Living Wage even if widely implemented is 

however only part of the solution. Being out of work 

continues to carry a much higher risk of poverty 

than being in low-paid work. Current changes to 

the level of welfare benefits are being justified 

on the basis that they will improve financial work 

incentives. However to reduce health inequalities 

benefits need to be set at a level that ensures health 

is not adversely affected. The evidence-base for 

a Minimum Income for Healthy Living (MIHL) has 

established a benchmark for the level of income that 

enables consumption of a healthy diet, expenses 

related to exercise costs, as well as costs related to 

social integration and support networks.55 The MIHL 

provides a systematic approach to setting welfare 

benefit levels, so that they effectively counteract 

poverty, improve living standards and reduce health 

inequalities. This led the Marmot review of health 

inequalities to recommend that standards for 

minimum income for healthy living were developed 

and implemented. 

To reduce health inequalities benefits need to be 
set at a level that ensures health is not adversely 
affected. 
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Reducing debt

There is a growing recognition that credit unions 

can have a positive influence on the financial 

capability and hence the well-being of their 

members, particularly in low-income areas.83 They 

have the potential to provide more secure access 

to credit for people on low incomes by addressing 

the power imbalances between creditor and 

debtor that characterize the current pay-day 

lending market. As democratic organisations 

credit unions are more likely to work in the 

interests of their members particularly those 

that have poor financial capability. However a 

study by the DWP found that the credit union 

sector would need to overcome a number of 

weaknesses to fully realise its potential.42 A recent 

report by the IPPR has proposed a strategy for 

overcoming these weaknesses and expanding 

local not-for profit institutions such as credit 

unions. They propose establishing an Affordable 

Credit Trust (ACT) – a statutory body that would 

expand access to affordable short-term credit 

provided by non-profit-making, member-owned 

and democratically run institutions. This would 

be achieved by the ACT issuing ‘charters’ to 

these institutions based on a set of minimum 

conditions, providing them with capital, enabling 

risk sharing between institutions, and monitoring 

and supporting their work.42 

The case for the introduction of a cap on the 

cost of credit in the UK was previously explored 

by the Office of Fair Trading (OFT) in its review 

of high cost credit.32 There is a need to limit 

the cost of credit to low income households 

through properly enforcing current legislation 

and potentially developing new legislation to 

cap either the interest rate or total cost of credit 

(the total amount paid, including interest and 

other charges such as compulsory insurance). 

Whilst there is concern that this would reduce 

credit opportunities for low income customers, who 

potentially would turn to illegal money lenders, 

research has shown that a cap on interest rates can 

protect low income consumers without negative 

impacts.84

Improving housing

Improving housing conditions, making homes 

warmer, affordable and reducing fuel poverty 

in the North of England would reduce health 

inequalities.60 As noted above, there have been 

large improvements in the condition of social 

housing. Between 2000 and 2010 the Decent Homes 

Programme improved the housing condition of over 

a million households in social housing. Registered 

Social Landlords (housing associations, trusts and 

cooperatives) were particular effective, reducing the 

percentage of their non-decent homes from 21% to 

8%. The majority of these homes were improved at 

no direct cost to the taxpayer.85 

Between 2003 and 2011 the government 

implemented a Housing Market Renewal (HMR) 

programme to tackle problems of poor housing in 

areas of intense deprivation, largely in northern inner 

cities and towns. £2.2 billion was invested directly 

through the programme, and more than £1 billion 

additional investment came from other partners. 

The National Audit Office concluded that the 

achievements of this investment were considerable, 

improving the quality of the housing stock, reducing 

crime as well as increasing jobs and training 

opportunities in the implementation areas.86 Others 

have criticised the HMR programme for insufficiently 

engaging with local communities.47 The cessation 

of the HMR programme in 2011 has led a number 

of local authorities to look for new approaches to 

address underlying problems in the housing market. 

Public expenditure on housing has fallen 

considerably since the recession and it is unlikely 

that this trend will reverse in the near future.80 



48

Therefore new sources of finance are needed 

to improve housing conditions in the North of 

England. In Scotland Alex Salmond has called for 

pension fund investment in a major house building 

programme, and local authorities in England have 

begun to consider similar schemes.87 For example 

in Greater Manchester the Housing Investment 

Board is developing new approaches to promote 

investment in affordable housing including using 

public sector land and investment from local 

authority pension funds.88 There is a need for 

local areas to shift from ‘benefits to bricks’, in 

other words to be able to build more affordable 

high quality homes which would save money over 

the long term by reducing local housing benefit 

spending. This has led some to call for councils 

to be allowed to retain and reinvest a share of 

any savings achieved by local action to reduce 

housing benefit levels.80 Others have highlighted 

that housing policy is overly centralised indicating 

that decentralizing funding to regional funds could 

enable public resources to more efficiently meet 

housing needs.47 

As well as increasing the amount of affordable 

housing in the North there is a need to improve 

the condition of the private rented housing 

particularly at the low end of the market. This has 

led to a third of councils in England considering 

proposals for the compulsory licensing of private 

landlords in some areas to improve housing 

conditions.89
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3.3  Development in early 
childhood

Disturbing trends

The UK has some of the worst indicators for 

child health and well-being of any high-income 

country. In 2007 a UNICEF study found that the 

UK had the worst levels of child well-being of any 

developed country and a recent study found that 

it had the second worst child mortality rate in 

Western Europe.90,91 Within the UK the health of 

children is generally worse in the North, reflecting 

higher levels of child poverty (see Figure 17). 

There is a large body of evidence demonstrating 

that early disadvantage tracks forward, to 

influence health and development trajectories in 

later life, and that children who start behind tend to 

stay behind. For example, children living in poverty 

and experiencing disadvantage in the UK are more 

likely to: die in the first year of life; be born small; 

be bottle fed; breathe second-hand smoke; become 

overweight; perform poorly at school; die in an 

accident; become a young parent; and as adults they 

are more likely to die earlier, be out of work, living in 

poor housing, receive inadequate wages, and report 

poor health.92 

Whilst the higher levels of child poverty and 

disadvantage in the North of England are potentially 

storing up problems for the future, none of this 

is inevitable. Numerous reviews of evidence have 

Figure 17: Child poverty rate and under 15 year old mortality per 100,000 
population by local authority area in England

Map shows higher levels of child poverty and mortality in the North of England.

Sources: 1. HSCIC. 2. HMRC - Children in families receiving WTC and CTC, and income <60% median. 
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repeatedly shown that providing better support 

early in children’s lives is one of the most effective 

approaches to reduce inequalities in life chances. 

As the Marmot review of health inequalities in 

England concluded: 

‘Disadvantage starts before 

birth and accumulates 

throughout life. Action to 

reduce health inequalities 

must start before birth and be 

followed through the life of the child. Only then 

can the close links between early disadvantage 

and poor outcomes throughout life be broken.’

In the North of England, where large proportions 

of children are growing up in poverty, it is critical 

that action to improve early child development 

takes place on a scale that is proportionate to 

need. 

Some progress has been made over the past 

decade; however these gains are now under 

threat. The UK was the first European country to 

systematically implement a strategy to reduce 

health inequalities.93 In particular, the Government 

set targets to reduce inequalities in infant 

mortality and to cut and eventually ‘eradicate’ 

child poverty.94 In order to address these targets 

a raft of well-funded policies were implemented 

including changes to the tax and benefits system 

that led to a reduction in child poverty and the 

establishment of Sure Start centres, which aimed 

to reduce child poverty through the targeted 

provision of pre-school education. Child poverty 

did reduce dramatically and inequalities in infant 

mortality also fell during this time (see Figure 

18). However we are now seeing signs that these 

achievements are being undone.95 For the first 

time in more than 17 years, child poverty in the 

United Kingdom increased in absolute terms in 

2011 and the reduction in inequalities in infant 

mortality ceased with the onset of the financial 

crisis in 2008. The Social Mobility and Child Poverty 

Commission has estimated that by 2020 3.5 million 

children will be in absolute poverty, about 5 times 

the number needed to meet the Government’s legal 

obligation to end child poverty.96 

For the first time in more than 17 years, child 
poverty in the United Kingdom increased in 
absolute terms in 2011
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Figure 18: Reduction in inequalities in Infant Mortality (IM) and child poverty 
from 2001 to 2008, and trends following recession to 2012

Graph shows reduction in inequalities in infant mortality and child poverty

Recent analyses of austerity policies in the UK 

suggest that children are amongst the groups 

being hit hardest.97 A number of the changes 

to the welfare and benefits system have been 

detrimental to children, including the abolition 

of the education maintenance allowance, health 

in pregnancy grants and child trust funds, 

the freezing of child benefit, the removal of 

working tax credit from couples working 16–24 

hours, and the failure to uprate child tax credit 

with inflation.79 Spending on children’s centres 

has fallen by 28%, 580 children’s centres have 

closed and local government spending on early 

childhood development programmes has fallen 

by £28 per person.98 The largest cuts to children’s 

services are however yet to come, with a number 

of councils in the North of England announcing 

further drastic cuts to children’s centres, following 

the 2015/16 local government finance settlement. 

For instance Liverpool City Council announced 

proposals to cut the children’s centre budget by 

70%, reducing the number of centres from 27 down 

to 3. Sheffield’s 36 Children’s Centres are being 

re-organised into 17 hub centres and Rotherham 

Council has proposed to close 13 of its 22 Children’s 

Centres.98 This level of disinvestment from support 

for early years interventions is likely to increase 

health inequalities and the gap in health outcomes 

between the North and the rest of England.

Source: 1. HSCIC.  2. HBAI, poverty rate defined as 60% of 2010 median income. 
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How insufficient investment in early 
child development contributes to 
health inequalities 

The benefits of investing in the early years are 

well demonstrated. Investing in improving the 

life chances of children in the North of England 

will reduce inequalities in the North and between 

the North and the rest of England. Disinvesting 

in children will increase these inequalities. The 

repercussions of not providing high quality 

support early in children’s lives are severe, not 

just for the health of children, but also for the 

sustainability of public services in the future. 

Tackling many of life’s inequalities at the earliest 

age yields improvements across 

the life-course, which in turn 

can result in large financial 

savings.99 The Nobel Prize-

winning economist James 

Heckman has set out a compelling economic 

case that shows that the rate of economic return 

on early year’s investment is significantly higher 

than for any other stage in the education system. 

Heckman states that investment in the early years 

is ‘a rare public policy initiative that promotes 

fairness and social justice and at the same time 

promotes productivity in the economy and in 

society at large’100 Shifting resources significantly 

to support the early years of life has the potential 

to not only impact on the health divide but also 

could help reduce the economic divide as well. 

What could be done differently?

Children are often not in a position to speak out 

for themselves and for this reason are offered 

special protection under the UN charter on 

human rights. The arguments are not just about 

the evidence, but also that investing in children is 

morally and legally the right thing to do. A rights-

based approach to addressing inequalities in the 

health and well-being of children has the potential 

to engender a new commitment to investment in the 

early years.

Actions to promote healthy development in early 

childhood need to address the immediate issue of 

children living in poverty today, whilst investing in 

the early years to prevent poverty in the future. This 

requires two strands of action. Firstly, a universal 

system of welfare support is needed that prioritises 

children, in order to eliminate child poverty. Secondly, 

universal early years education, childcare and 

integrated neighbourhood support for early child 

development is needed to break the link between 

parental poverty and a child’s life chances. 

Well-developed social protection systems result 

in better outcomes for children and protect them 

against shocks such as economic crises.101,102 Those 

countries in Europe that do have more adequate 

social protection experience better child health 

outcomes (see Figure 19). The recent analysis of 

the Social Mobility and Child Poverty Commission 

has shown that the Government’s current strategy 

for reducing child poverty is not credible. They 

conclude that ‘hitting the relative poverty target 

through improved parental employment outcomes 

alone is impossible’ and recommend that increases in 

parental employment and wages are supplemented 

by additional financial support for families.

Well-developed social protection systems result 
in better outcomes for children and protect them 
against shocks such as economic crises.
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Figure 19: Social welfare spending on families and children and infant 
mortality in 27 EU countries - 2011

Graph shows how greater levels of social spending are associated with improved child health. 

Income transfers alone, however, are not a 

sustainable approach to reduce poverty and 

inequalities in child health.103 A system of high 

quality universal early years child care and 

education support is also necessary. In Nordic 

countries the links between a child’s life chances 

and that of their parents are weaker than in 

other developed countries. One reason for this is 

the provision of universal and high-quality early 

years intervention and support, which can have a 

powerful equalising effect.104

There is a great deal of agreement that providing 

good quality universal early years education and 

childcare proportionately across the gradient 

would effectively reduce inequalities. Providing 

any education is not enough, since it is the quality 

of preschool learning that appears to be critical 

for longer-term beneficial effects.105 

Considerable progress has been made over the 

past 2 decades at increasing the level of public 

investment in early years childcare and education. 

Current levels of free entitlement benefit almost 

all families with young children and the evidence 

indicates that this is making the most difference 

to children from disadvantaged backgrounds.106 

Families are currently entitled to 15 hours of pre-

school childcare for 3-4 years old, 38 weeks a year. 

The current Coalition Government has extended this 

to 2 year olds for the most deprived 20% of families 

and this will be widened to the most deprived 40% 

of families from September 2014. However this offer 

is restricted and will still limit parent’s employment 

opportunities. A universal entitlement ensures 

that all families have a stake in childcare provision, 

this engenders popular support for childcare and 

promotes sustainability. Analysis indicates that 

extending the universal free entitlement of early 

years child care and education to 15 hours a week for 

48 weeks per year, for all children from the age of 

Source: EUROSTAT. 
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two until they enter school, and guaranteeing an 

additional 20 hours of subsidised childcare a week 

for working parents, would increase maternal 

employment and improve child development.106 

Analysis by IPPR indicates that with government 

subsidising 95% of the costs of these additional 

hours for families on Universal Credit and 30% 

for other families, this extension of early years 

provision could be affordable through changes to 

the marriage tax allowance, child benefit and tax 

relief on pensions.106 

This needs to be supported by routine support 

to families through parenting programmes, key 

workers, and children’s centres with integrated 

health and care services and outreach into 

communities.107 The evidence base for these early 

interventions is strong, and has been extensively 

reviewed elsewhere.108,109 It is vital that these 

interventions are sustained over the long term and 

supported by sufficient investment. As the review 

of child poverty by Frank Field has recommended 

government should be gradually moving funding 

to the early years and this should be weighted to 

the most disadvantaged areas.103
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3.4  Devolution and 
democratic renewal 

Disturbing trends

Amatya Sen, the Nobel prize winning economist 

has concluded that a fundamental cause of 

inequalities in health is the relative lack of control 

and powerlessness of less privileged groups.110 

According to the Marmot review of health 

inequalities in England55, strategies to reduce 

health inequalities should ‘create the conditions 

for people to take control over their lives...the 

review puts empowerment of individuals and 

communities at the centre of actions to reduce 

health inequalities.’ 

People need to have resources in order to 

have control over the environment in which 

they live and the decisions that affect them. So 

the proposals outlined to tackle poverty and 

economic inequality, fairly distribute resources and 

invest in early child development are all essential 

to promote greater control. Ensuring that all 

people have adequate resources to participate 

in society is good for society as a whole not 

just those who are disadvantaged. More equal 

societies work better for everyone, whatever their 

social position.111 

How resources are used, and how fairly they 

are distributed depends in part on the control 

and influence of different social groups. Those 

societies that have stronger democratic 

institutions, where disadvantaged groups 

have more control and influence tend to have 

fairer distribution of resources. Addressing the 

inequalities in power and resources that underlie 

health inequalities involves influencing those 

who have the power to make a difference and 

increasing the power of those who are powerless. 

Devolution and democratic renewal are therefore 

central for addressing health inequalities within 

the North and between the North and the rest of 

England. Devolution means regions in the North 

retaining more power and resources to collectively 

develop solutions that build on the assets and 

resilience of the North. Democratic renewal means 

people in the North having greater influence over 

how resources are used and the decisions that 

affect their lives. Democracy is not just about 

voting. Although representation is important, 

increasing the influence people have also requires 

greater participation (direct mechanisms through 

which citizens can influence decision making) and 

deliberation (developing decisions through public 

debate and reasoning of the alternatives and their 

consequences). 

The UK has one of the most centralised political 

systems in the OECD.112 Figure 20 shows the 

proportion of government expenditure in each OCED 

country that is controlled by central government, 

rather than sub-national levels of government. In 

more centralised countries political institutions may 

appear unrepresentative and distant. European 

countries that have stronger local government tend 

to have higher turnout in elections,113 potentially 

reflecting that government is more in touch with the 

day-to-day problems that people face.114
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Figure 20: Proportion of total government expenditure controlled by central 
government, OECD countries, in 2009
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Whilst both the current and previous governments 

have promoted localism, the rhetoric of public 

policy is often different from the reality. 

Government in the UK continues to become 

more centralized. Local government expenditure 

as a proportion of total public expenditure 

has been declining for a number of years and 

recent austerity measures are exacerbating this 

(see Figure 21).115 Since 2010 local government 

has received some of the largest cuts to their 

budgets an average reduction of around 33%, 

compared to a 12% reduction in other government 

departments.116 (see Figure 21).

The centralised nature of government in the UK 
limits the capacity for local governments and 
regions in the North to take action to really make a 
difference to people’s life chances. For example, of 
the £22bn public funds spent in Greater Manchester 
each year, central government controls how £16bn 
is spent and has significant influence on the rest.  
Localism and democratic engagement are therefore 
closely related; where power and resources are 
actually devolved to local areas, this has the 
potential to enhance the influence people have over 
the way their communities are run. But this will only 
be the case if devolution of power and resources 
to local administrations is accompanied by greater 
public participation in local decision-making.

Figure 21: Local government expenditure in England from 2005 to 2012, and 
local government expenditure as a % of total government expenditure

Graph shows the decline in public resources controlled by Local Government since 2005 and how this is 

exacerbated by cuts in council budgets. 
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It is well recognized that democratic engagement 

in the UK, as in many other ‘wealthy’ countries has 

declined in recent years. But this decline is not 

being experienced equally across all social groups. 

The decline in political engagement is occurring 

at a faster rate in more disadvantaged groups. 

Political inequality and economic inequality 

are interrelated and the declining influence 

of disadvantaged groups on public policy 

exacerbates inequalities. For example a recent 

report has shown that it is those who are most 

disengaged from the democratic process (and do 

not vote) who are being hit hardest through current 

changes to welfare policy in the UK.117 

The pattern of voter turnout in England closely 

mirrors patterns of poverty and poor health (see 

Figure 22). Whilst this is only a sign of democratic 

disengagement it means that people living in 

disadvantaged places lack influence over whether 

and how public resources and community assets are 

used to improve their health.

Figure 22: Voter turnout by parliamentary constituency in the 2010 General 
Election

The North South Democratic Divide. Map shows the lower levels of voter turnout in poorer areas in the 

North of England.

Source: Electoral Commission. 
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Inequalities in democratic participation are greater 

in the UK than many other European countries 

(Figure 23). A number of other measures of 

democratic engagement (signing a petition, 

discussing politics, expressing views to an elected 

representative, attending political meetings) are 

also lower in more disadvantaged groups and 

people living in deprived areas are less likely to 

report that they can influence decisions affecting 

their local area.117,118 

Figure 23: Voter turnout in high income groups relative to low income group 
in selected European countries – most recent election before 2012

Graph shows high inequalities in voter turnout in the UK. Ratio of the voter turnout in high income group 

relative to low income group. 
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How the lack of influence and 
democratic engagement contributes 
to health inequalities 

There are three ways through which levels of 

community control and democratic engagement 

have an impact on health. Firstly those who have 

less influence are less able to affect the use of 

public resources to improve their health and well-

being. For example the Northern regions have had 

limited collective influence over how resources 

and assets are used in the North of England and 

this has potentially hindered action on health 

inequalities. Secondly the process of getting 

involved, together with others, in influencing 

decisions, builds social capital that leads to health 

benefits. Thirdly, where people feel they can 

influence and control their living environment, this 

in itself is likely to have psychological benefits and 

reduce the adverse health effects of stress.118 

There is a growing body of evidence indicating 

that greater community control leads to better 

health. Low levels of control are associated 

with poor mental and physical health.57,119–122 A 

number of studies have found that the strength of 

democracy in a country is associated with better 

population health and lower inequalities.118,123–126 

Countries with long-term social-democratic 

governments tend to have more developed 

preventive health services.127 US states with 

higher political participation amongst the poor 

have more adequate social welfare programmes, 

lower mortality rates and less disability.128,129 

There is evidence indicating that the democratic 

participation of women is particularly important 

for the health of the whole population.130–135

When community members act together to 

achieve common goals there are indirect benefits 

resulting from improved social support and 

supportive networks which can reduce social 

isolation and nurture a sense of community, trust 

and community competence.136 Research indicates 

that community empowerment initiatives can 

produce positive outcomes for the individuals 

directly involved including: improved health, self-

efficacy, self-esteem, social networks, community 

cohesion and improved access to education leading 

to increased skills and paid employment.136 Figure 

24 shows the level of mortality and mental illness 

amongst the 65 most deprived local authorities 

in England divided into 4 groups based on the 

proportion of the population reporting that they can 

influence decisions in their local area. As the level of 

influence increases, the average level of premature 

mortality and prevalence of mental illness in the area 

declines.
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Figure 24: Average levels of mortality and mental illness split amongst four 
graded groups of deprived local authority areas

Graph shows that health is better in poor areas where people have more control. 

Concerns have been raised that devolving power 

to local areas, particularly where they are given 

greater freedom to raise funds through taxation 

and develop divergent systems of welfare (in 

health, education, housing and social protection 

for example), could disadvantage economically 

under-developed areas and result in differences 

between areas in the level of welfare provision. 

However there is limited empirical evidence to 

support these concerns. Regional devolution 

in some countries has resulted in a decline 

rather than an increase in inequalities between 

regions.137 However this has tended to occur 

in countries where there are strong popular 

movements demanding devolution, and devolution 

has occurred alongside greater democratic 

accountability at the regional level. It has been 

suggested that the greater dispersal of power in 

more devolved systems has actually helped prevent 

some of the reductions in welfare provision that are 

being experienced in many countries.138

The evidence presented to the panel therefore 

supports the conclusions of the Marmot review of 

health inequalities in England that the empowerment 

of individuals and communities should be at the 

centre of actions to reduce health inequalities. 

Policies that enhance the democratic engagement 

and collective influence of the North as a whole and 

of the communities within the North will contribute 

to reducing health inequalities. 
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What could be done differently? 

England’s eight largest cities outside London, five 

of which are in the North, recently launched a 

major national campaign demanding more power 

over how they spend their money.139 Northern 

local authorities are strengthening their ability to 

work together and are lobbying government for 

greater devolution of powers and responsibilities. 

The Greater Manchester Combined Authority is 

looking for a deal with the Government that would 

give it greater control over significant blocks of 

funding, enabling it to implement a programme of 

economic development and public service reform 

that aims to eliminate, by 2020, the current gap 

between spending on public services in Greater 

Manchester and the tax generated in the area.140 

The referendum on Scottish Independence is 

adding momentum to these demands for greater 

devolution for the North of England141 and the 

economic development strategies of both the 

Government and the opposition are also strongly 

focused on devolving power and resources to city 

and county regions (see section 4.3).  

In the past, a barrier to effective action on health 

inequalities has been that centrally imposed 

constraints on services and the use of different 

budgets has prevented joint working across the 

determinants of health inequalities (e.g. education, 

training, employment, health, social care, and 

housing). For local communities and organisations 

to effectively shape services in an area, sufficient 

resources need to be controlled locally and there 

needs to be greater flexibility for all public service 

organisations to be able to co-design services, 

share budgets, systems of management and 

governance. The previous Government’s ‘Total 

Place’ programme, which has been taken forward 

in the coalition’s ‘Community Budget’ programme, 

is an approach to address this issue. This could 

be extended further with budgets allocated over 

longer time scales to enable organisations to work 

with local communities and develop sustainable 

new approaches for integrated public services. This 

approach to public service reform that provides 

the right support at the right time, reflecting how 

people live their lives, rather than the organisational 

boundaries of public services, is needed to prevent 

poverty and inequalities. When people develop 

chronic illness, for example, integrated support 

across agencies to keep people in employment 

and maintain financial security can help prevent a 

downward spiral of poverty and poor health that 

exacerbates inequalities. 

Present strategies for devolution and integration, 

however, say very little about how they will address 

inequalities or enhance democratic accountability. 

The international evidence137 indicates that 

devolution can lead to greater public investment 

in welfare systems, but only if it occurs alongside 

greater democratic accountability at the regional 

level. Proposals for devolution need to develop 

democratic mechanisms that enhance the capacity 

for communities, organisations and enterprises 

across the North to work collectively to address 

inequalities. Strategies to enhance community 

control need to start with the issues that people 

face on a day-to-day basis and the services they use. 

The decentralisation of budgets and services could 

significantly enhance local democratic engagement 

as long as this happens alongside an expansion of 

the influence that local communities have over how 

these resources are used.

Participatory Budgeting (PB) provides a promising 

approach that could support this. Whilst there 

have been a number of small PB projects in the 

UK, this would need to be carried out on a large 

scale involving a significant proportion of public 

resources if it is to be effective. It needs to involve 

the widespread participation of residents in the 

deliberation and agreement of local budgets. In 
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Latin American Countries, PB is now used as a 

mainstream mechanism to allocate a significant 

proportion of the budget of over 1,000 local 

authorities, with 43% of the population in Brazil 

now living in municipalities with Participatory 

Budgets.142,143 The evaluation of the 5 PB pilots 

in the UK found that the introduction of PB 

increased turnout in elections, improved social 

cohesion, attracted additional funds into deprived 

areas, and improved the self-confidence of 

individuals and organisations.144 International 

evidence shows that PB can produce more 

equitable public spending.145 Although a National 

Strategy for PB was published in 2008 with 

the stated aim that PB should be used in every 

local authority area by 2012, there has been little 

progress in expanding the use of PB in recent 

years.146

Approaches to enhance the power and control 

that people have over the institutions that affect 

their lives have tended to focus on the people 

themselves. However it is often the institutions 

that are limiting the influence that people have. 

The institutions (for example government, councils 

and providers of services) need to change to 

enable people to participate in, negotiate with, 

influence, control, and hold them to account. 

There is evidence indicating that where the 

public are involved in and have some control 

over services this improves their uptake and 

effectiveness. Community-owned social housing 

for example has been found to perform better 

than local-authority managed housing in terms 

of both the quality of services and community 

cohesion.136 A number of national policies have 

been introduced in recent years that aim to enable 

communities to take over public services and 

assets. These will only enhance community control 

and reduce inequalities, however, if resources are 

invested to enable disadvantaged communities to 

take on this role and if these assets are transferred to 

truly democratic organisations. Mutuals, cooperatives 

and similar types of organisations, where people 

using the services have a voice in their operation, 

have the potential to increase genuine participation 

of disadvantaged groups in the provision of 

services.147

Whilst it is perhaps more important that public 

institutions change to enable greater participation, 

people do also need the skills and resources to be 

able to engage and influence public services. There 

is evidence indicating the important components 

of effective community engagement. Guidance 

issued by the National Institute of Health and 

Clinical excellence highlights a number of elements 

that should be included in approaches that seek 

to increase levels of engagement. These include 

building on established networks to recruit 

individuals from the local community and investing 

in a process of training and action to engage them 

with community members to influence the planning 

and delivery of services. It is also important to ensure 

that mechanisms are in place to adequately reward 

people for participating.148 
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3.5  The role of the health 
sector 

Promising and disturbing trends

Whilst the focus of this inquiry has been to 

develop policies that have an impact on the 

social determinants of health inequalities, health 

care systems also have an important role to play. 

In most international comparisons the NHS is 

rated favourably compared to other countries, 

particularly in terms of equity of access and 

strength of primary care149 Whilst socioeconomic 

inequalities in access to healthcare do exist 

in England, the assessment of the Panel was 

that these were unlikely to account for the size 

and nature of the differences in health status 

that exist between the North and the rest of 

England. International evidence suggests that 

health services have made a valuable, if modest, 

contribution to recent declines in mortality in 

England and other countries. Estimates indicate 

that improvements in health 

care account for between 

15% to 25% of these declines 

in mortality, the rest being 

explained by factors outside the 

health service.150

Timely appropriate access to high quality care is 

more effective at preventing deaths from some 

health conditions (for example heart disease), 

than others (such as accidents). Mortality 

that could be preventable through action by 

the health service is referred to as ‘mortality 

amenable to health care’. The risk of dying from 

these conditions is increased by factors outside 

the health service, such as the circumstances in 

which people live and work, but this risk can be 

ameliorated through high quality health care. 

Figure 25 shows the pattern of mortality from 

these ‘amenable’ causes across England in 2012. 

The North continues to experience higher rates of 

mortality amenable to health care than the rest of 

England, with the deprived areas within the North of 

England experiencing some of the highest levels in 

the country. 

Mortality amenable to health care has been falling 

dramatically in recent years. This is explained by a 

number of different factors. These include reductions 

in risk factors such as smoking, increased investment 

in health care, and improvements in treatment. 

The NHS has implemented a wide range of quality 

improvement initiatives since the 1990s, including 

the establishment of the National Institute for Health 

and Care Excellence (NICE), the introduction of 

more robust clinical governance arrangements, 

expanding use of information technology, issuing 

national service frameworks for chronic conditions, 

and pioneering financial and reputational incentives 

for providers. These have contributed to rapid 

improvements in quality of care, particularly in 

primary care.151 

In England, these improvements in amenable 

mortality have been greatest in the more deprived 

parts of the country,23 as a result of which the 

mortality gap between local authorities in the 

North and those in the rest of England has 

narrowed slightly over the past decade, particularly 

for men (see figure 26). A number of countries 

have experienced similar declines in absolute 

inequalities in mortality amenable to health care. 

This led Mackenbach (2003) to conclude that 

‘The introduction of effective medical care, aided 

by perhaps not a perfect but a nonetheless very 

considerable degree of access to health care for the 

lower socio-economic groups, has caused mortality 

differences to narrow, at least in absolute terms’152

The NHS is rated favourably compared to other 
countries, particularly in terms of equity of 
access and strength of primary care.
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Figure 25: The pattern of mortality amenable to health care across England in 2012

Map shows higher levels of mortality amenable to healthcare in the North.  

Source: HSCIC. 

Figure 26: Trend in mortality amenable to healthcare in the North and the 
rest of England

Graph shows how the mortality gap from causes amenable to health care between the North and rest of 

England has reduced. 

10

15

20

25

30

35

10

15

20

25

30

35

50

100

150

200

50

100

150

200

20
01

20
02

20
03

20
04

20
05

20
06

20
07

20
08

20
09

20
10

20
11

20
01

20
02

20
03

20
04

20
05

20
06

20
07

20
08

20
09

20
10

20
11

Female Male

North Rest of England Difference

<7
5 

m
or

ta
lity

 ra
te

  /
10

0,
00

0

Year

Source: HSCIC. Population weighted averages of local authority rates 



66

How the NHS has contributed to 
action on health inequalities 

The NHS can influence health inequalities through 

three main areas of activity. Firstly by providing 

equitable high quality health care, secondly by 

directly influencing the social determinants of 

health through procurement and as an employer, 

and thirdly as a champion and facilitator that 

influences other sectors to take action to reduce 

inequalities in health.

One way the NHS promotes equitable health care 

is to allocate resources to local areas based on 

levels of need. The NHS has used various formulae 

since the 1970’s to achieve this aim. Between 1999 

and 2011 the UK Government added an additional 

objective for the allocation of resources in the NHS in 

England: ‘to contribute to the reduction in avoidable 

health inequalities’.153 As a consequence, increases in 

allocations during that time tended to favour more 

deprived areas with the North gaining a greater 

increase in resources than the rest of England (see 

Figure 27).

Figure 27: Expenditure on healthcare in the North and the rest of England

Graph shows how health care expenditure increased more in the North than in the rest of England. 
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Recent research in England has shown that the 

policy of allocating an increasing proportion of 

NHS resources to deprived areas led to a decline 

in inequalities in mortality from causes amenable 

to healthcare. This has contributed to a decline in 

the gap in mortality between 

the North and the rest of 

England.23 However a large 

gap still remains indicating 

that there is substantial scope 

for health services to further 

reduce inequalities in amenable mortality in 

England. There is still evidence indicating that for 

some health services there is an ‘inverse care law’ 

whereby ‘the availability of good medical care 

tends to vary inversely with the need for it in the 

population served.’154 Systematic reviews have 

concluded that whilst in the UK there is evidence 

of reasonably equitable access to primary health 

care by different socioeconomic groups, there is 

also evidence of the over-use of specialist hospital 

services by more affluent groups.155,156 

Although the NHS has clearly prevented some 

health inequalities, some of the principles 

that made this possible are now under threat. 

Expenditure on the NHS as a whole has increased 

each year since its establishment. This trend 

accelerated between 1999 and 2009.157 Since 

then, as a result of the Government’s austerity 

policy, for the first time in its history, the amount 

of money available to the NHS per head of 

population has declined (see figure 27). This 

coupled with rising demand largely due to an 

ageing population, is putting the NHS under huge 

strain. It is compromising its capacity to provide 

a comprehensive health service free at the point 

of use. Changes to the way NHS resources are 

allocated, including the abolition of the previous 

‘health inequalities’ policy, mean that cuts in 

funding are hitting the poorest areas hardest.158 

These constraints on funding have prompted some 

commentators to suggest that user-charges should 

be introduced for some core services such as seeing 

a GP, but to date the British Medical Association has 

opposed this change to funding.159 There is strong 

evidence that such developments would increase 

health inequalities. For example, The Wanless 

Report presented evidence that charges can not 

only discourage people from seeking treatment, 

but can also direct people to other parts of the 

healthcare system that do not make charges or 

cause them to delay until treatment is more urgent 

and expensive.160 There is also no evidence that 

changing the mix of funding for health care increases 

productivity or reduces overall expenditure, and it 

is likely that increasing the routes of funding from 

households to providers will limit the potential for 

cost containment and actually be inflationary.161

The Government has also introduced a major 

reorganisation of the NHS that has continued and 

accelerated a process started by the previous 

Government to expand the role of competition, 

private sector provision and markets in the delivery 

of health care. International evidence indicates that 

these policies have a negative impact on equity 

in health care.162 The combination of funding 

constraints and the expansion of market reforms 

are jeopardising the capacity of the NHS to take 

effective action on health inequalities. 

Following the transfer of some public health 

responsibilities from the NHS to Local Authorities, 

the role of the NHS in reducing health inequalities 

has been downplayed.10 The health system has a 

key role in acting as a champion and facilitator to 

Changes to the way NHS resources are allocated, 
including the abolition of the previous ‘health 
inequalities’ policy, mean that cuts in funding are 
hitting the poorest areas hardest
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influence other sectors to take action to reduce 

inequalities in health. Whilst Primary Care Trusts 

had a clear role in leading local partnerships 

to address the determinants of health in their 

resident populations, the evidence reviewed by 

the panel indicates that Clinical Commissioning 

Groups (CCGs) are not yet fulfilling this role to 

the same extent. The focus of the work of CCGs 

so far has been on developing the quality of 

health services and their primary goal has been 

to reduce demand for health services. Their 

engagement with local authorities has focused on 

the integration of health and social care services, 

rather than advocating for action on the social 

determinants of health. Whilst a great deal of 

effort is being put into managing high users 

of services in order to reduce demand, there 

is a danger that the NHS has lost its focus and 

influence on the social factors that are giving rise 

to these high levels of demand in the first place. 

It is not only through the delivery of health care 

that the NHS has an impact on health. The NHS 

spends £30 billion pounds each year in the North 

of England and employs around 350,000 people. 

How these funds are spent and the working 

conditions of its staff, will have a major impact on 

health inequalities and the economy in the North 

of England. The NHS has been criticised for its 

poor track record of workplace health, and has 

some of the highest levels of sickness absence 

of any employer.163 The Social Value Act enables 

public service commissioning to factor in social 

value when procuring services. The NHS has yet 

to take full advantage of the positive impact it can 

have on health and local economies through its 

employment and procurement processes. The NHS 

also provides opportunities for training, however its 

involvement in providing apprenticeships has been 

limited.164 There is clearly more the NHS can do as 

an employer and an economic force to influence the 

social determinants of health inequalities. 

What could be done differently? 

The most pressing concern for the NHS is to 

maintain its core principle of equitable access to high 

quality health care, free at the point of need. This 

will involve addressing those inequalities in health 

care that do exist, avoiding introducing policies that 

will increase health inequalities and ensuring that 

health care provision across the country is planned 

and resourced so that it reduces heath inequalities. 

Specifically the panel identified the following priority 

areas through which the health sector can play an 

important role in reducing health inequalities. 

Firstly, the NHS needs to 

allocate resources so that they 

reduce health inequalities within 

the North and between the 

North and the rest of England. 

As outlined above there is 

evidence to indicate that the policy to increase the 

proportion of NHS resources going to deprived areas 

did lead to a narrowing of inequalities in mortality 

from some causes.23 This highlights the importance 

of having resource allocation policies with an explicit 

goal to reduce inequalities in outcomes. The health 

inequalities objective for NHS resource allocation 

policy has been discontinued and needs to be re-

instated. To reduce inequalities the policy should be 

to distribute resources based on population health 

outcomes with an explicit objective to reduce the 

gap in those outcomes between the most deprived 

and most affluent areas. 

The NHS has yet to take full advantage of 
the positive impact it can have on health and 
local economies through its employment and 
procurement processes. 
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Secondly, local health service planning needs to 

ensure that the resources available to the NHS 

within each area are used to reduce inequalities. 

This means targeting resources to those most in 

need and investing in interventions and services 

that are most effective in the most disadvantaged 

groups. The current focus of CCGs on demand 

management has tended to mean increased 

investment in services for the elderly. Whilst 

this is important, it shouldn’t be at the expense 

of investment earlier in the life course, which 

is given a high priority in all health inequalities 

strategies.92 The recent reorganisation of the NHS 

has had a detrimental impact on its capacity to 

plan health services. Roles and responsibilities are 

now split between multiple organisations each 

working on a different geographical footprint and 

responsible for different populations. Regional 

bodies for planning services over wider areas 

have been dismantled. Mechanisms for the local 

planning of health service investment need to 

be strengthened and more focused on effective 

approaches to reduce health inequalities, rather 

than solely focusing on short-term strategies 

to reduce demand. This would be helped by 

re-establishing the principle of having one NHS 

organisation, which is responsible for all of the 

health care for people living in an area. Action 

to address inequalities requires joint action 

across public services, this means that local NHS 

organisations need to plan services, integrate 

budgets and co-design provision in partnership 

with local authorities and other local agencies. 

Thirdly, a more community-orientated model of 

primary care needs to be developed that fully 

integrates support across the determinants of 

health. Primary care is the jewel in the crown of 

the NHS. It is recognized as one of the strongest 

primary care systems in the world.165 Nearly 300 

million consultations take place in general practice 

each year, 90% of all health-care encounters in the 

NHS.150 Several cross-country comparative studies 

have demonstrated the importance of good access 

to primary care for improving health and reducing 

health inequalities.150 The primary care system, 

however, is experiencing an unprecedented increase 

in workload with the RCGP and the BMA reporting 

that it is close to breaking point.166,167 A number 

of factors are coming together to exacerbate this. 

Demand across the NHS is growing, primarily 

because the average age of the population is 

increasing. But on top of this primary care is being 

seen as the solution to the NHS funding gap, with 

improved community care preventing people 

requiring expensive hospital care. This is shifting 

activity from hospitals into primary care. GPs are 

also reporting increases in workload as a direct result 

of the Government’s reforms to the welfare system.6

The Government has responded to these issues with 

a plan to ensure that the top 1% of the population 

with complex health and care needs have a 

personalised care plan, a named GP and same-day 

telephone consultations.168 Focusing on managing 

the conditions of the 1% of the population with the 

highest levels of health care utilisation will not solve 

these problems. The top 1% of people using primary 

care only account for a small proportion of the 300 

million consultations in primary care each year. In 

addition, high health care utilisation in one year 

does not necessarily predict high utilisation in the 

following year, so such interventions frequently miss 

the most demanding patients.  A better approach 

may be to enable people seeking help through the 

primary care system to get the support they need 

for the full range of problems that are driving them 

to seek help in the first place. These are often the 

wider determinants of their health, such as financial 

problems, unsuitable housing, hopelessness and 

generally feeling out of control of their lives.169
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The Marmot review55 (and an associated report 

with the BMA recommended that to address 

health inequalities GPs should take a more 

holistic approach in considering the patient as 

a whole person within the context of his/her 

family, community and workplace. There has 

been a long history of some GP practices using 

primary care as a focus to integrate support 

across the social determinants of health together 

with community groups, local authorities and 

other organisations.170–172 This is linked to a wider 

theory of community oriented primary health care 

long advocated by the WHO.173 A recent report 

by a group of GPs working in deprived areas of 

Scotland, has recommended that to develop this 

model GPs should be supported by a new lay 

worker role. They would link practices with a wide 

range of sectors in the locality, including social 

services, the police, education, housing, work 

and employability, welfare rights and advocacy, 

culture and leisure, using the strong relationships 

with that exist with patients in general practice to 

develop it as a natural community hub.169 Practices 

also need to be supported with sufficient 

resources to allow additional 

time for consultations with 

patients with complex needs 

and to support the development 

of long-term relationships.174

Fourthly, a large-scale strategy for the North 

of England is needed to maximize the impact 

of the NHS on health inequalities through its 

procurement and its role as an employer. There 

are also promising examples indicating how local 

NHS organisations are using their commissioning 

and procurement of services to improve the 

economic, social, and environmental well-being 

of their area.175,176 However there is no national 

or regional strategy setting out how the Social 

Value Act should be interpreted by the health and 

social care system making the most of economies 

of scale. This is something that benefits from being 

coordinated on a larger scale. If the commissioning 

and procurement of all the NHS organisations in 

the North of England focused on maximizing social 

value for the North, this could make a significant 

difference.177

Finally, the health sector needs to be a strong 

advocate, facilitating and influencing all sectors to 

take action to reduce inequalities in health. With 

Directors of Public Health transferring from the 

NHS to local authorities there are fewer voices in 

the NHS speaking out on issues relating to the 

public’s health and health inequalities. Public Health 

England was established to be an independent 

advocate for action across all sectors on health 

inequalities. The actions that are required to address 

health inequalities involve radical social change. 

They are therefore often controversial. The House 

of Commons Health Committee recently expressed 

concern that Public Health England was not 

sufficiently independent of government and that it 

might avoid speaking out on important public health 

issues that are seen as ‘too controversial.‘ 

Public Health England needs to be supporting 

and challenging all government departments to 

tackle health inequalities. Its expertise in Health 

Impact Assessment needs to be used to ensure that 

decisions from across government take into account 

their impact on health inequalities.177 

Whilst the new public health responsibilities of 

local government have the potential to strengthen 

joint action on the social determinants of health 

inequalities, effective action across central 

Public Health England needs to be supporting 
and challenging all government departments to 
tackle health inequalities. 
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government departments is crucial. With national 

targets for health inequalities no longer in place 

and the abolition of the cross-government public 

health structures in Whitehall,178 the cross-

government focus on health inequalities has 

been lost. This needs to be re-established, and 

Public Health England needs to be at the centre 

of leading a cross cross-government programme 

coordinating action on health inequalities. 
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4  RECOMMENDATIONS

England and within the North are caused by poorer 
access or quality of NHS services. Although there 
are still inequalities in access to healthcare by 
deprivation, they could not account for the size and 
nature of the differences in health status that we 
observe. On the contrary, access to NHS care when 
ill has helped to reduce health inequalities. The NHS 
helps to ameliorate the health damage caused by 
wider determinants outside the health sector. To 
do this NHS services in deprived areas need to be 
adequately resourced to enable them to reduce 
inequalities and the principle of the NHS as free at 
the point of need, must be maintained.  

The Inquiry has sought to bring a fresh perspective 
to the issue of health inequalities that focuses on 
preventing inequalities occurring in the future as well 
as ameliorating the impact of current inequalities. 
Tackling the root causes of health inequalities 
leads to a set of 4 high-level recommendations and 
supporting actions that build on the assets of the 
North to target inequalities both within the North 
and between the North and the rest of England. 
These recommendations, acknowledge that most 
of the Panel’s area of expertise is within agencies 
in the North, while at the same time highlighting 
the clear need for actions that can only be taken 
by central government. We, therefore, give two 
types of recommendations for each high-level 
recommendation:

•	 	What can agencies in the North do to help reduce 
health inequalities within the North and between 
the North and the rest of England?

•	 	What does central government need to do to 
reduce these inequalities – recognising that there 
are some actions that only central government 
can take?

What causes the observed 
health inequalities?
The Inquiry’s overarching assessment of the 
main causes of the observed problem of health 
inequalities within and between North and South, 
are:

•	 	Differences in poverty, power, and resources 
needed for health;

•	 	Differences in exposure to health damaging 
environments, such as poorer living and 
working conditions and unemployment;

•	 	Differences in the chronic disease and disability 
left by the historical legacy of heavy industry 
and its decline;

•	 	Differences in opportunities to enjoy positive 
health factors and protective conditions that 
help maintain health, such as good quality early 
years education; economic and food security, 
control over decisions that affect your life; 
social support and feeling part of the society in 
which you live.

Not only are there strong step-wise gradients 
in these root causes, but austerity measures in 
recent years have been making the situation 
worse – the burden of local authority cuts and 
welfare reforms has fallen more heavily on the 
North than the South; on disadvantaged than 
more affluent areas; and on the more vulnerable 
population groups in society, such as children. 
These measures are leading to reductions in the 
services that support health and well-being in 
the very places and groups where need is the 
greatest.

We did not consider that the observed health 
inequalities between the North and the rest of 

This section presents the key 
recommendations from the Inquiry into 
Health Equity in the North explaining why 
each recommendation is needed, with more 
detail on possible actions under each one. 
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Why is this needed?

Levels of economic inequality have risen rapidly 

in the UK and other western countries since the 

1970’s. These levels of inequality have been shown 

to be associated with adverse health and social 

outcomes. This has resulted in persistent social 

and economic differences between the North and 

the South that underlie the health inequalities 

observed. 

Economic strategy in the UK is primarily based 

around economic growth and creating more jobs. 

These economic objectives are not anchored in 

wider social objectives, such as reducing the large 

economic differences between regions in the UK, 

reducing inequalities or promoting health and 

well-being. There needs to be a shift in economic 

development activity to promote healthier 

economic policies and social inclusion. This 

means an approach to economic development 

that maximizes the social value from economic 

activity, promotes economic democracy, reduces 

inequality and provides employment that is good 

for health and is a route out of poverty. 

Poverty, unemployment and poor housing are 

all markedly higher in the North. A low wage 

economy means that having a job does not 

necessarily protect against poverty in the way 

that it once did. The lack of growth in wages 

that has particularly affected the North has led 

to an accumulation of unsecured personal debt, 

which is also linked to poor health. Those on low 

incomes are also adversely effected by having to 

pay higher prices than better-off families for basic 

necessities like gas, electricity and banking. For 

those who cannot work due to unemployment, 

disability or age, the value of welfare benefits in the 

UK is low compared to other European countries. 

There is good evidence linking low incomes to poor 

health over the course of people’s lives and this has 

led to calls for a minimum income for healthy living 

(MIHL) for those on benefits. Additionally, reforms to 

the welfare system are adversely affecting the most 

vulnerable groups, particularly children and people 

with disabilities. To improve the health of poorer 

people, there is a need to ensure the welfare system 

provides an adequate standard of living for those 

who can’t work. In addition, whilst there have been 

large improvements in the quality of social housing, 

families on low income are increasingly relying on 

poor quality private rented accommodation that is in 

inadequate condition, and this is especially affecting 

families with children. 

Public services, as currently configured, have 

concentrated on ameliorating the impact of 

poverty – treating the consequences - rather than 

engaging in the prevention of poverty in the longer-

term, which could have a major impact on health 

inequalities. Public service reform could help to 

prevent poverty and promote economic prosperity 

if it were focused on investing in people and places: 

for example, helping people to get back into work, 

gain better quality work and remain in work, through 

local integrated systems for skills and employment 

support; using public sector procurement to 

promote local high quality employment, good 

working conditions and training; raising living 

standards through action to increase wages and 

reduce the burden of debt; investing in affordable 

quality housing; and finally developing seamless 

universal and targeted support to families through 

early years education, childcare and parenting 

programmes.  

4.1  Recommendation 1: Tackle poverty and economic inequality 
within the North and between the North and the rest of 
England 
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The way public resources are allocated to local 

areas does not ensure sufficient resources are 

distributed to areas with the greatest needs or 

that the total public sector investment in places 

is used effectively to reduce health inequalities. 

The Government’s policy of reducing public 

expenditure is adversely affecting populations 

with the worst health outcomes and falling 

more heavily on the North than the South. This 

is potentially increasing health inequalities. 

Additionally the current system for allocating 

central government funds to local areas through 

separate departmental silos is a barrier to joint 

work on health inequalities. It involves numerous 

complex separate formulae for different services 

and often comes with significant strings attached 

that make co-ordinated delivery, co-design 

and joint investment challenging. Whilst these 

formulae do seek to take into account differences 

in need as well as other factors, their objectives 

are often unclear and their development is not 

coordinated.179 The level of resources allocated 

to local areas from across sectors should be 

focused on reducing inequalities in outcomes. 

How resources are allocated does appear to make 

a difference. The health inequalities objective for 

resource allocation in the NHS, that was in place 

between 2000 and 2011, for example, led to a 

reduction in health inequalities between LAs in 

disadvantaged areas and the average for England 

as a whole. 

Agencies in the North should work 
together to:
—		 Draw	up	health	equity	strategies	that	
include	measures	to	ameliorate	and	prevent	
poverty	among	residents	in	each	agency’s	patch.	

These measures could range from supporting 

networks of credit unions and other community 

finance initiatives to reduce the cost of credit for 

poor communities, controlling payday lenders, 

combating illegal money lending, providing debt 

counselling and benefits advice and working with the 

voluntary and community sectors to combat poverty, 

in addition to the following economic development 

recommendations.

—		 Focus	public	service	reform	on	the	
prevention	of	poverty	in	the	future	and	promoting	
the	prosperity	of	the	region	by	reorientating	
services	to	boost	the	prospects	of	people	and	
places.	

One key priority would be to establish integrated 

support across the public sector to improve the 

employment prospects of those out of work or 

entering the labour market. This should include 

improving transitions from school to work for young 

people and providing support for adults out of 

work particularly those with chronic illnesses and 

disabilities. There is potential to build a far more 

integrated system locally, that joins up schools, 

vocational training, apprenticeships, employers and 

employment support to ensure that young people 

are given the best chance to develop the skills they 

need to get a good job and to support out of work 

adults into employment. This would involve local 

authorities, the NHS and other agencies developing 

integrated support to enable people to overcome 

barriers to employment. For people with chronic 

illness and disabilities this should involve integrated 

case management, which combines health support 

with training and workplace adjustment. The extent 

that local agencies can achieve this will depend in 

part on whether funding for skills and return-to-
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work programmes (e.g. the Work programme) 

is devolved to local areas rather than being 

controlled centrally (see recommendation for 

central government below)

—		 Adopt	a	common	progressive	
procurement	approach	to	promote	health	and	to	
support	people	back	into	work.	

Through the Social Value Act Public sector 

bodies have the means to procure in ways which 

maximise the social benefit for local communities. 

Procurement decisions must consider how 

they will improve the economic, social and 

environmental well-being of an area. Public sector 

organisations within each area should, therefore, 

develop progressive procurement strategies to 

achieve the following objectives:

•	 	Promoting high quality local employment 

particularly for people living in disadvantaged 

circumstances, including the long term 

unemployed;

•	 	Improving working conditions for people in the 

local economy, including promoting the Living 

Wage; and

•	 	Expanding training and apprenticeships to 

support young people into work. 

—			 Ensure	that	reducing	economic	and	
health	inequalities	are	central	objectives	of	local	
economic	development	strategy	and	delivery.	

Reducing poverty and health inequalities have 

not been a significant consideration of Local 

Enterprise Partnerships (LEP) to date. With the 

Government increasingly emphasising the role 

of combined authorities and Local Enterprise 

Partnerships in driving economic growth, it is 

essential that this changes. There is a need, 

therefore, to ensure that all combined authorities 

and/or Local Enterprise Partnerships have 

promoting health and reducing economic and 

health inequalities as central objectives and 

that this is reflected in strategy, delivery and 

monitoring of performance.

—			 Implement	and	regulate	the	Living	Wage	at	
the	local	authority	level.	

Local authorities and other local public sector 

organisations should implement the Living Wage and 

explore the potential for requiring that a Living Wage 

is paid for contracted and procured services. Local 

authorities should also work with local businesses 

to promote the Living Wage, for example through 

recognition schemes. 

—			 Increase	the	availability	of	high	quality	
affordable	housing	through	stronger	regulation	of	
the	private	rented	sector,	where	quality	is	poor,	
and	through	investment	in	new	housing.	

Many local authorities are exploring approaches to 

improve housing conditions in the private rented 

sector, including voluntary accreditation and 

compulsory schemes through the use selective 

licensing. These approaches need to be extended 

and evaluated. The increased reliance on poor quality 

private rented housing is being driven by a lack of 

high quality affordable housing. Public investment 

in new affordable homes has declined rapidly in 

recent years, but a number of local authorities are 

looking a new ways to bring in additional investment 

to build new affordable homes. There is scope for 

the creative use of local authority pension funds. For 

example a project in Manchester is using the Greater 

Manchester Pension Fund to invest in new affordable 

homes. 

—			 Assess	the	impact	in	the	North	of	changes	
in	national	economic	and	welfare	policies	on	health	
inequalities	in	general	and	regional	inequalities.	

Northern agencies could make a concerted 

effort to collect and collate the evidence on the 

consequences of central government policies, 

particularly the impact on the most disadvantaged 

communities in the region. This evidence can then 

be used to devise ways of ameliorating adverse 

consequences locally, as well as to lobby central 

government for change. 
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Central government needs to:

—			 Invest	in	the	delivery	of	locally	
commissioned	and	integrated	programmes	
encompassing	welfare	reform,	skills	and	
employment	programmes	to	support	people	in	
work.

—			 Extend	the	measuring	national	well-being	
programme	to	better	monitor	progress	and	
influence	policy	on	inequalities. 

The measuring national well-being programme of 

the ONS develops and publishes a set of National 

Statistics which are used to monitor national well-

being across 10 domains. These include health 

and the main determinants of health. At present 

this programme just monitors average levels of 

well-being and does not assess socio-economic 

inequalities in these measures. Indicators should 

be developed as part of this programme to 

track inequalities in health and well-being across 

all domains. Government strategy in particular 

strategies related to economic development 

should be more closely aligned to these measures 

of national well-being with progress regularly 

assessed against these indicators. 

—			 Develop	a	national	industrial	strategy	that	
reduces	inequalities	between	regions.	

At present the Government has invested £2 

billion in an industrial strategy that is focused on 

supporting growth in particular sectors such as 

emerging technologies. Whilst this is important, 

there also needs to also be a clear objective to 

use industrial strategy to help spatially rebalance 

the economy and promote sustainable and quality 

employment that is good for health.  A national 

industrial strategy should support decentralisation 

of decision-making to more effectively target 

resources to where they will make the greatest 

difference.

—			 Assess	the	impact	of	changes	in	national	
policies	on	health	inequalities	in	general	and	
regional	inequalities	in	particular.

—			 Expand	the	role	of	Credit	Unions	and	take	
measures	to	end	the	poverty	premium.	

Central government could help to create a regional 

infrastructure to support and greatly expand the 

role of local not-for-profit member owned and 

democratically run institutions that offer affordable 

credit, such as Credit Unions. The Government 

is currently rolling out a credit union expansion 

project with the Association of British Credit Unions 

(ABCUL) which involves £38m of funding over 3 

years, to help credit unions expand and modernise. 

This now needs to be extended to develop a model 

that can realistically provide for the expansion of 

credit unions into disadvantaged communities on 

a scale that ensures they are an alternative to pay-

day lenders. In addition, central government should 

take action to end the poverty premium, where the 

poorest often pay more for goods and services, such 

as utilities and banking. 

—			 Develop	policy	to	tackle	the	issue	of	the	
poor	condition	of	the	housing	stock	at	the	bottom	
end	of	the	private	rental	market	and	to	support	
local	investment	in	affordable	housing.	

Local authorities already have some powers to 

regulate the private rented sector where housing 

conditions are poor. Central government needs to 

work with local government to strengthen their 

ability to improve the quality of housing in the 

private rented sector. Greater flexibility needs to 

be given to local government to increase housing 

investment, including local borrowing and enabling 

local government to ‘earn back’ savings made to the 

housing benefit bill through investment in affordable 

housing. 



77

—			 End	in-work	poverty	by	implementing	and	
regulating	a	Living	Wage	by:	

•	 	Legislating so that all public sector contractors 

and government departments pay the Living 

Wage. 

•	 	Providing incentives for private sector 

organisations to pay the Living Wage such as 

tapered tax breaks over a limited timeframe.   

—			 Ensure	that	welfare	systems	provide	a	
Minimum	Income	for	Healthy	Living	(MIHL):

Changes to the benefit system should take place 

to ensure that they provide a minimum level 

of income for those out of work and receiving 

benefits so that they can maintain health and 

well-being. The MIHL provides a benchmark for 

what is a safe minimum standard of living, which 

provides equality of opportunity for health and is 

supported by the World Health Organisation, Age 

UK and the Marmot Review of Health Inequalities 

in England. At the same time, current measures 

that are causing hardship, such as the ‘Bedroom 

Tax’, should be stopped. 

—			 Grant	city	and	county	regions	greater	
control	over	the	commissioning	and	use	of	the	
skills	budget	and	the	Work	Programme,	to	make	
them	more	equitable	and	responsive	to	differing	
local	labour	markets.	

Greater control over the use of the skills budget 

would allow city and county regions to address 

local skills gaps, improve school to work 

transitions, and develop integrated approaches 

that move those out of work into employment. At 

present, funding for adult further education (16-

19+) and skills training, including apprenticeships, 

is mainly controlled centrally. Commissioning, 

accountability and planning of the Work 

Programme has been centrally managed by the 

DWP and this has not led to effective models of 

provision. A number of organisations and reviews 

have already called for some type of localisation 

of the Work Programme. Local partners including 

Local employers, local authorities and community 

and voluntary organisations are best placed to 

set local priorities and budgets and develop 

integrated approaches that support transitions into 

employment and progression within the workplace 

whilst delivering what is needed to achieve local 

economic priorities. This would include establishing 

integrated support across the public sector to 

improve the employment prospects of those out 

of work, shaping further education and training 

provision and apprenticeships, joining up schools, 

vocational training apprenticeships and employment 

support and better integrating skills and training into 

the Work Programme. 

—			 Develop	a	new	deal	between	local	partners	
and	national	government	that	allocates	the	total	
public	resources	for	local	populations	to	reduce	
inequalities	in	life	chances	between	areas.	

There needs to be a review of current systems for 

the central allocation of public resources to local 

areas to develop a coordinated approach across 

government departments that is focused on the 

objective of reducing the gap in joint public service 

outcomes (including for example health, well-being, 

education, housing, safety etc) between the most 

and least deprived areas. This must take into account 

the differential ability for areas to raise funds through 

other means such as local taxation and business 

rates. It must also show an appreciation of poverty 

in rural areas across the north, which has been 

underestimated in the past. For example there could 

be a place based weighting within funding formulas 

which applies across the public sector, from schools, 

local authorities, to the NHS, where the objective is 

to reduce the gap in outcomes between the most 

affluent and most deprived areas. Just allocating 

resource based on need will not on its own close 

the gap – for this to happen resources need to be 

distributed so that outcomes improve at a faster 

rate in poorer areas. This may require even greater 

investment than that solely based on an assessment 

of need. 
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Why is this needed?

Children’s health is a key indicator of the success 

or failure of national policies. Many health 

outcomes for children and young people in the UK 

remain poor and despite important improvements 

more children and young people are dying in 

the UK than in other countries in Western and 

Northern Europe. Children born in the North 

of England are expected to live for two years 

less than their counterparts in the south, and 

experience a range of worse health outcomes. 

These inequalities are unfair, and have their origins 

in early life experiences and the environmental 

and social conditions in which children grow up. 

To effectively reduce health inequalities we 

need to invest a greater proportion of public 

resources in the early years. However at present 

the opposite is happening. There are clear 

indications that children’s services are being 

disproportionately hit by current austerity 

measures, with early years budgets facing 

significant cuts. A key issue is that actions need 

to be taken at scale, since just targeting the most 

disadvantaged groups is not enough. 

All children have a right to the best possible 

health. A high level commitment to a rights 

based approach to improve child health will be 

an important driver of policies to reduce health 

inequalities. For example Newcastle City Council 

and Leeds City Council last year became only 

two of six local authorities in the UK to sign up to 

a new partnership with UNICEF, which is about 

committing to respect, protect and fulfil children’s 

rights. 

Agencies in the North should work 
together to:

—			 Monitor	and	incrementally	increase	the	
proportion	of	overall	expenditure	allocated	to	
giving	every	child	the	best	possible	start	in	life,	and	
ensure	that	the	level	of	expenditure	on	early	years	
development	reflects	levels	of	need.	

—			 Ensure	access	to	good	quality	universal	
early	years	education	and	childcare	with	greater	
emphasis	on	those	with	the	greatest	needs	to	
ensure	that	all	children	achieve	an	acceptable	level	
of	school	readiness.	

—			 Maintain	and	protect	universal	integrated	
neighbourhood	support	for	early	child	
development,	with	a	central	role	for	health	visitors	
and	children’s	centres	that	clearly	articulates	the	
proportionate	universalism	approach.	

This should include reviving a model of children’s 
centres that is based on community ownership, 
involving strong outreach and hubs for all services 
working with children, not just those provided by 
councils. This should include providing evidenced-
based parenting programmes and services that 
promote children and young people’s resilience. 

—			 Collect	better	data	on	children	in	the	
early	years	so	that	we	can	track	changes	over	
time,	monitor	inequalities	in	child	development	
and	evaluate	services	for	their	effects	on	early	
disadvantage.	

—			 Develop	and	sign	up	to	a	Charter	to	protect	
the	rights	of	children	to	the	best	possible	health.	

A Charter would mean that participating local 
authorities would have a transformative look at the 
services they deliver to children and young families. 
It would also help in getting the message about the 
importance of early years embedded across different 
organisations. Putting child rights into public 
services would change practice, and in the long term 
deliver better outcomes for children and families.

4.2  Recommendation 2: Promote healthy development in early 
childhood
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Central government needs to:

—			 Embed	a	rights	based	approach	to	
children’s	health	across	government.

This would mean a high level commitment to 

children’s rights with the aim of improving child 

health and reducing health inequalities. The 

arguments are not just about the evidence but 

also that investing in children is morally and legally 

the right thing to do. The benefits of investing in 

the early years are well demonstrated, and large 

numbers of children stand to benefit.

—			 Reduce	child	poverty	through	the	
measures	advocated	by	the	Child	Poverty	
Commission	

which includes investment in action on the social 

determinants of all parents’ ability to properly 

care for children, such as paid parental leave, 

flexible work schedules, Living Wages, secure and 

promising educational futures for young women, 

and affordable high quality child care;

—			 Reverse	recent	falls	in	the	living	
standards	of	less	advantaged	families	

Recent economic improvements do not outweigh 

the damage inflicted during the downturn to the 

incomes of the poorest people across the country. 

Poorer members of society (both in and out of 

work) are under severe pressure. Urgent action 

is needed to address the cost of living faced 

especially by low income families, and to ensure all 

families can afford the ‘basics’.

—			 Commit	to	carrying	out	a	cumulative	
impact	assessment	of	any	future	welfare	changes	

To ensure a better understanding of their impacts 

on poverty and to allow negative impacts to be 

more effectively mitigated. This would focus 

on the impact on people living in vulnerable 

situations, especially children.

—			 Invest	in	raising	the	qualifications	of	staff	
working	in	early	years	childcare	and	education.	

The priority should be to raise the qualifications for 

all existing staff to level 3 and at least 30 per cent of 

staff trained to Level 6. The evidence clearly shows 

that it is essential that early years education and 

childcare is of high quality if children are to benefit. 

Extending access to childcare must therefore be 

supported by improvements in the quality and 

standards of childcare provision. The Nutbrown 

review commissioned by the Coalition Government 

has recommended that level 3 qualifications should 

become the baseline standard for all staff working 

with children.

—			 Increase	the	proportion	of	overall	
expenditure	allocated	to	early	years,	and	ensure	
expenditure	on	early	years	development,	is	focused	
according	to	need. 

The Government should gradually move funding 

to the early years and this funding should be 

weighted toward the most disadvantaged children. 

The Government should assess and monitor the 

level of public expenditure on the early years by all 

government departments and how this funding is 

distributed within the country, reporting progress 

on shifting resources to the early years annually. The 

Government appointed Frank Field to conduct a 

review of ‘Poverty and Life Chances’. That review has 

recommended that resources are shifted to the early 

years. At present, however, it is not possible to assess 

the proportion of public resources from across 

government departments, that is being invested in 

the early years or to fully understand the impact on 

this of cuts in public expenditure. 
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—			 Increase	investment	in	universal	
integrated	neighbourhood	support	to	families	
through	parenting	programmes,	children’s	
centres	and	key	workers,	delivered	to	meet	
social	needs.	

The Government needs to re-affirm its 

commitment to providing key services through 

children’s centres. Rather than reducing their 

capacity, children’s centres should be the 

community hubs providing a range of support 

services for parents and children under one roof, 

including health services. Linked to health visiting 

and outreach work, children’s centres should reach 

all families. 

—			 Make	provision	for	universal,	good	
quality	early	years	education	and	childcare	
proportionately	according	to	need	across	the	
country.	

Providing any education is not enough, since it 

is the quality of pre-school learning that appears 

to be critical for longer-term beneficial effects. 

The evidence indicates that current universal 

entitlement to childcare is making the most 

difference to children from disadvantaged 

backgrounds and that expanding this would 

increase maternal employment and improve 

child development.106 The Government should 

extend universal free entitlement of early years 

child care and education to 15 hours a week for 

48 weeks per year, for all children from the age 

of two until they enter school, and guarantee 

an additional 20 hours of subsidised childcare a 

week for families in which all parents are in work. 

This recommendation would greatly expand the 

current free entitlement, reflecting the evidence 

base that this would benefit all families, with 

the benefits most pronounced for those on low 

incomes. 
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Why is this needed?
The diminishing proportion of public expenditure 
controlled by local government and limitations 
on local government’s capacity to raise additional 
resources reduces its ability to develop solutions 
based on local priorities. The capacity of local 
government to shape how public resources are 
used to improve outcomes for their population 
has been undermined by successive governments. 
The proportion of public expenditure in local 
areas controlled by local government has declined 
for a number of years and recent cuts to local 
government budgets have exacerbated this. 

There are growing calls from across the political 
spectrum for greater devolution to city and county 
regions within England. There is an opportunity 
to influence how the process happens so that 
budgets and powers are decentralised and used 
in a way that reduces inequalities. Devolution has 
the potential to be a powerful force for reducing 
health inequalities. Giving local government more 
control over more public resources and enabling 
them to raise additional funds and use these 
more flexibly would help them have a greater 
impact on health inequalities. For devolution to 
have the desired impact, however, local economic 
development must address social objectives, be 
accountable to local populations and be inclusive 
of less connected places. Devolution has to be 
about more than just providing more powers for 
economic development and growth: it is about 
authorities having the ability to do what is right 
for the population they serve at the right spatial 

scale. 

The most disadvantaged members of society 

lack influence over how public resources are 

used. Democratic engagement in the UK, as in 

many other ‘wealthy’ countries has declined in 

recent years. The decline in political engagement 

is occurring at a faster rate in more disadvantaged 

groups. The UK has some of the lowest levels of 

voter turnout and some of the highest inequalities 

in democratic participation in Europe. The lack 

of influence that people from disadvantaged 

communities have has a number of consequences for 

policies to reduce health inequalities. It means that 

policies that could improve the health of people in 

these communities are less likely to be implemented 

and sustained and that there is less likely to 

be resistance to policies that exacerbate these 

inequalities. There is a growing body of evidence 

that people’s health is improved when they have a 

greater say in the decisions that affect them and feel 

they can influence these. If solutions are developed 

locally rather than nationally, and tailored to local 

contexts, then they are more likely to be effective. 

4.3  Recommendation 3: Share power over resources and 
increase the influence that the public has on how resources 
are used to improve the determinants of health 
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Agencies in the North should work 
together to:

—			 Establish	deep	collaboration	between	
combined	authorities	in	the	North	to	develop	
a	pan-Northern	approach	to	economic	
development	and	health	inequalities. 

Democratic structures such as combined 

authorities need to be used as a central vehicle 

to develop a pan Northern approach to economic 

development and health inequalities. There are 

already combined authorities in Liverpool City 

Region, Greater Manchester, Sheffield City Region, 

West Yorkshire and the North East. Together they 

could work to drive a programme of devolution 

and investment that promotes equitable economic 

growth, public service reform that addresses the 

determinants of health inequalities whilst using 

their combined scale to influence national policy 

that has an impact on health inequalities. 

—			 Take	the	opportunity	offered	by	the	
greater	devolved	powers	and	resources	to	
develop,	at	scale,	locally	integrated	programmes	
of	economic	growth	and	public	services	reform	
to	support	people	in	employment.

—			 Re-vitalise	Health	and	Well-being	Boards	
to	become	stronger	advocates	for	health	both	
locally	and	nationally.	

Northern Health and Well-being Boards need 

to take responsibility for advocating for health 

equity to central government, in addition to 

their work with other local agencies and with 

neighbourhoods. Many of the determinants 

of local health and well-being require action 

at national, European or Global levels. Health 

and Well-being Boards in the North of England 

therefore could: 

•	 	Establish a Health Equity North Board with 

high-level political representation. 

•	 	Collectively produce an annual report detailing 

how regional and national policy needs to change 

to reduce health inequalities within the North and 

between the North and the rest of England. 

—			 Develop	community-led	systems	for	health	
equity	auditing	and	accountability. 

This requires local and national action to: 

•	 	Ensure the public reporting of actions and 

progress on health inequalities to encourage 

debate and challenges on progress by 

communities and other groups. Health and Well-

being Boards, for example should report annually 

on the level of investment that has been made, 

actions that have been taken, and progress that 

has been made on reducing health inequalities. 

•	 	Make intelligence and data on health, equity and 

social determinants more accessible within the 

public domain – locally and nationally. The UK 

Government has led the way in developing an 

‘Open Data’ policy in order promote transparency 

and accountability of public services.181 This needs 

to be extended with a focus on health inequalities. 

All public services that have a direct and indirect 

impact on health should collect data and report 

on differential access and outcomes of services by 

socioeconomic group. This should include services 

commissioned with public money from the private 

or voluntary sector. Data should be published to 

high ‘open data’ standards providing a national 

view down to at least the local authority level and 

where possible enable analysis by socioeconomic 

group and life course stage. 
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•	 	Develop indicators of progress with local 

communities. Healthwatch could, for example, 

work with community groups and Public 

Health England to develop measures of 

progress on health inequalities at the national 

and local authority levels. They could involve 

communities in tracking progress both in terms 

of the community as a whole and inequalities 

within and between communities. 

—			 Expand	the	involvement	of	citizens	in	
shaping	how	local	budgets	are	used: 

Use participatory budgeting processes to involve 

citizens in influencing how public resources are 

used so that these inform the use of a significant 

proportion of the total public sector investment 

in each area. This should involve the widespread 

participation of citizens in each area alongside 

elected representatives in the deliberation and 

agreement of local budgets. It should support 

rather than undermine the role of councilors in 

ensuring that public services within an area meet 

the needs of all citizens. 

—			 Assess	opportunities	for	setting	up	
publicly	owned	mutual	organisations	for	
providing	public	services	where	appropriate,	and	
invest	in	and	support	their	development.

This would involve reviewing services contracted 

to the private and voluntary sectors as well as 

those directly provided by the public sector, to 

assess the potential for them to be provided 

through public sector mutual organisations, for 

example tenant and employee owned social 

housing organisations. It will be important for 

systems to be in place to ensure that public sector 

mutuals are democratically owned and governed 

by services users and employees and that there is 

sufficient representation from all sections of the 

community.

—			 Help	communities	to	develop	the	capacity	
to	participate	in	local	decision-making	and	in	
developing	solutions	which	inform	policies	and	
investments	at	local	and	national	levels:	

this should include action by local government and 

local NHS organisations to:

•	 	Invest in voluntary and community sector 

organisations that can effectively support 

the greater participation of disadvantaged 

communities in the decisions that affect their 

environment. 

•	 	Invest in a process of training and action to 

engage community members in influencing the 

planning and delivery of services and to develop 

community assets that enhance the support 

available to the community.
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Central government needs to:

—			 Grant	local	government	a	greater	role	
in	deciding	how	public	resources	are	used	
to	improve	the	health	and	well-being	of	the	
communities	they	serve.	

This could include: 

•	 	A specific aim to incrementally increase 

the proportion of total public expenditure 

controlled locally. This can help to rebalance the 

economy, bring national and local government 

closer to people, and curb inequality, but only 

if resources are allocated fairly and used to 

develop local social and economic policy that 

addresses health inequalities. 

•	 	Agreements between national and local 

government that ensure devolved funds 

address health equity. Any new devolution 

agreement or deal needs to have specific 

objectives to improve outcomes for 

disadvantaged residents - and therefore 

address economic and health inequalities 

(focusing on for example stronger communities, 

good quality employment, and focused help 

for those experiencing social and economic 

exclusion). 

—			 Revise	national	policy	to	give	greater	
flexibility	to	local	government	to	raise	funds	for	
investment	and	use	assets	to	improve	the	health	
and	well-being	of	their	communities.	

This could include, for example:

•	 	Granting councils greater freedom within 

prudential financial guidelines, to borrow to 

make investments that provide social and 

economic returns and improve health and well-

being. 

•	 	Reviewing restrictions on investments by local 

authority pension schemes so that they can 

be used to make investments that promote 

economic development in the North that improves 

health and well-being, as well as providing a return 

on investment. 

•	 	Exploring the possibilities of giving local 

authorities in England a greater share of the 

existing tax base to make investments that 

provide social and economic returns and improve 

health and well-being. This would strengthen local 

democracy, allowing local people to see more 

clearly what their taxes pay for locally and enable 

local government to shape spending priorities. 

This must however be done in a way that does not 

increase inequalities between more prosperous 

and less economic successful places. 

—			 Invest	in	and	expand	the	role	of	Healthwatch	
as	an	independent	community	led	advocate	
that	can	hold	government	and	public	services	
to	account	for	action	and	progress	on	health	
inequalities. 

Healthwatch was established to have ‘a role in 

promoting public health, health improvements and 

in tackling health inequalities’. However its focus 

has primarily been on promoting consumer rights 

for users of health and social care services. We 

recommend that local and national Healthwatch 

organisations are given a clearer remit to 

monitor progress and advocate for action on 

health inequalities and to hold local and national 

government to account for progress. 

—			 Invite	local	government	to	co-design	and	
co-invest	in	national	programmes,	including	the	
Work	Programme,	to	tailor	them	more	effectively	
to	the	needs	of	the	local	population. 
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Why is this needed

The health sector can still do much more to 

champion action on health inequalities and 

facilitating and influencing action across all 

sectors. Whilst action needs to be taken by a 

number of different agencies, the NHS and Public 

Health England have a specific role in leading 

change and advocating for health inequalities 

to be addressed in all policies. Following the 

transfer of some public health responsibilities 

from the NHS to local authorities, there has been 

a tendency to downplay the role of the NHS 

in reducing health inequalities. With Directors 

of Public Health transferring from the NHS to 

local authorities there are fewer voices in the 

NHS speaking out on issues relating to health 

inequalities. The House of Commons Health 

Committee recently expressed concern that Public 

Health England was not sufficiently independent 

of government and that it might avoid speaking 

out on important public health issues that are 

seen as ‘too controversial.‘ It concluded that:

‘Public Heath England was created by Parliament 

to provide a fearless and independent national 

voice for public health in England. It does not 

believe that this voice has yet been sufficiently 

clearly heard.’ 

Primary care is central to action on health 

inequalities, but it is under increasing strain and to 

remain effective needs to integrate effectively with 

support for the wider determinants of health and 

support for early child development. Increasing 

numbers of people are seeking help in primary 

care. Integrating support across agencies for the 

full range of problems that are driving them to 

seek help (e.g. employment support, debt, welfare 

advice, housing), will reduce pressure on GPs and 

enable early intervention to prevent the exacerbation 

of problems, reducing poverty among people with 

chronic illness and reducing children’s exposure to 

poverty, and its consequences

The £100 billion spent every year by the NHS has 

huge potential to influence health inequalities, not 

just through the provision of services, but also 

through its impact on local economies. To date the 

NHS has not made the most of its procurement 

processes and employment conditions to promote 

high quality local employment, improve working 

conditions and expand training and apprenticeships. 

4.4  Recommendation 4: Strengthen the role of the health 
sector in promoting health equity
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Public Health England should:

—			 Conduct	a	cumulative	assessment	of	the	
impact	of	welfare	reform	and	cuts	to	local	and	
national	public	services,	in	particular	focusing	
on	the	impact	on	children	and	people	with	
disabilities.	

This should include specific work to assess the 

health inequalities impact of the Government’s 

reforms to disability benefits, return-to-work 

programmes (i.e. the Work Programme and Help 

to Work) and cuts to local government budgets 

and should lead to recommendations on how 

the policies can be modified to reduce health 

inequalities and how changes to the tax and 

benefit system can ensure a minimum Income 

for Healthy Living (MIHL) for those in and out of 

work.

—			 Support	local	authorities	to	produce	a	
Health	Inequalities	Risk	Mitigation	Strategy	for	
the	financial	years	2015/16-2017/18.

—			 Help	to	establish	a	cross-departmental	
system	of	health	impact	assessment.	

This should ensure that the health inequalities 

impact of all relevant national policies, including 

the Government’s industrial and economic 

strategies, is assessed with a particular focus 

on spatial inequalities to ensure that they do 

not widen regional inequalities and the North-

South divide in particular. Many government 

departments currently carry out Equality Impact 

Assessments to assist in compliance with 

equality duties and the current Government 

requires impact assessments to be carried out 

on regulatory policies as part of its drive to 

reduce the impact of regulation on businesses 

and individuals. The Acheson Inquiry in 1998 

recommended that all relevant policies should 

be evaluated in terms of their impact on health 

inequalities; however health inequalities impact 

assessment is still not routinely carried out on 

national government policy. Such assessments 

should be systematically carried out as an extension 

to current impact assessments processes, with 

a particular emphasis on the impact on regional 

inequalities. Public Health England should strongly 

advocate and influence government to ensure these 

policies are developed so that they can reduce 

health inequalities. 

—			 Support	the	involvement	of	Health	and	
Well-being	Boards	and	public	health	teams	in	
the	governance	of	Local	Enterprise	partnerships	
and	combined	authorities	to	ensure	that	reducing	
economic	and	health	inequalities	and	promoting	
health	and	well-being	are	central	objectives	in	
economic	development	strategies.	

—			 Contribute	to	a	review	of	current	systems	
for	the	central	allocation	of	public	resources	to	
local	areas,	including	systems	for	the	allocation	
of	NHS	resources	to	maximise	their	impact	on	
reducing	health	inequalities.	

—			 Support	the	development	of	a	network	of	
Health	and	Well-being	Boards	across	the	North	of	
England	with	a	special	focus	on	health	equity

This would include establishing a Health Equity 

North Board with high-level political representation 

providing a stronger voice enabling them to 

influence national policy that has an impact on 

health inequalities (see recommendation 3).

—			 Collaborate	in	the	development	of	a	
Charter	to	protect	the	rights	of	children	to	the	best	
possible	health	that	local	authorities	and	other	
organisations	across	the	North	can	sign	up	to. 

This should affirm the duty to protect the rights 

of all children to the best possible health. (see 

recommendation 2)

—			 Work	with	Healthwatch	and	Health	and	
Well-being	Boards	across	the	North	of	England	to	
develop	community	led	systems	for	health	equity	
auditing	and	accountability.



87

Clinical Commissioning Groups and 
other NHS agencies in the North 
should work together to: 
—			 Lead	the	way	in	using	the	Social	Value	
Act	to	ensure	that	all	of	its	procurement	and	
commissioning	maximises	opportunities	for	high	
quality	local	employment,	high	quality	care	and	
reductions	in	economic	and	health	inequalities.

—			 Pool	resources	with	other	partners	to	
ensure	that	universal	integrated	neighbourhood	
support	for	early	child	development	is	
developed	and	maintained.

—			 Work	with	the	local	authority	and	other	
agencies	including	the	Department	for	Work	
and	Pensions	to	develop	‘Health	First’	type	
employment	support	programmes	for	people	
with	chronic	health	conditions	

This would help people off-sick from work and 
to enable incapacity-related benefit recipients to 
enter or return to work. This should be based on 
implementing the recommendations outlined by 
NICE.

—			 Work	more	effectively	with	Local	
authority	Directors	of	Public	Health	and	PHE	
to	address	the	risk	conditions	(social	and	
commercial	determinants	of	health)	that	drive	
health	and	social	care	system	demand.	

This would mean CCGs and the local health 
system engaging more actively in lobbying, 
advocacy and public education on the prime 
causes of health and social care system demand. 
This should include ensuring that Directors of 
Public Health are members of their local CCG 
boards. This could include placing a duty to 
‘co-operate and collaborate’ on CCGs, local 
authorities, and NHS Trusts.

—			 Support	Health	&	Well	Being	Boards	to	
integrate	budgets	and	jointly	direct	health	and	
well-being	spending	plans	for	the	NHS	and	local	
authorities,	including	mechanisms	to	support	
their	governance,	leadership,	performance	
monitoring	and	democratic	accountability.

—			 Provide	leadership	to	support	health	
services	and	clinicians	to	reduce	children’s	
exposure	to	poverty	and	its	consequences.	

CCGs and NHS agencies should take a leading 
role. There is a need for better data, improved 
monitoring, and an increased awareness of the 
health impacts of poverty for staff working in 
health services. The medical profession also has an 
important role in assessing the adequacy of welfare 
benefits for supporting health and for maintaining 
the principles of equity in the NHS. Furthermore, 
health commissioners have a key role in influencing 
decisions on where the cuts fall in local services, 
and can advocate for more equitable reforms, with 
the test that they must protect the most vulnerable, 
particularly children. 

Services should develop an increased focus on a 
whole family approach to the care of children, with 
care pathways that ensure linkage to the full range 
of social services support available to children and 
families living in disadvantaged circumstances 
in order to mitigate some of the effects of 
disadvantage. This would include supporting parents 
to access all the benefits and services that they are 
entitled to, and working to reduce any perceived 
stigma associated with using these services. Support 
with the additional costs of childcare, travel to 
clinic appointments, and any additional medical 
expenditure would also help reduce the financial 
burden on the most disadvantaged families. This 
should be coupled with support to develop patient 
and family self-management skills for children with 
chronic conditions.

—			 Encourage	the	provision	of	services	in	
primary	care	to	reduce	poverty	among	people	with	
chronic	illness.	

This could include for example debt and housing 
advice and support to access to disability-related 

benefits. 
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APPENDIX 1 
Session three: Economic development 
and welfare policies

•	 	Dr Paul Williams, GP in Stockton-on-Tees

•	 	Charlotte Harrison, Northern Housing Consortium

•	 	Isobel Mills (former) BIS Regional Director, 

Yorkshire and Humber

•	 	Mark Jones, Head of Economic Development, Hull 

City Council

•	 	Phil Witcherley, Head of Policy, York City Council

•	 	Andrea Edwards, Stockton Food Bank 

Wintnesses to the Inquiry
At stated at the introduction of this report, there 
were three focused policy sessions over the 
course of the Inquiry which played a key role in 
the development of the recommendations. Each 
of these sessions was attended by panel members 
and invited practitioners, with expertise in the 
relevant policy fields. The invited witnesses were. 

Session one: Community and 
democracy
•	 	Jo Whaley, Policy Lead, Regional Voices 

(Voluntary and Community Sector partnership)

•	 	Robin Lawler, Chief Executive, Northwards 
Housing

•	 	Alyson McGregor, Director, Altogether Better

•	 	Craig Sharp, Assistant Director of 
Environmental Health, Preston City Council

•	 	Paul Foley, Health Lead, UNISON North West

•	 	Councillor Margaret Morris, Assistant Mayor, 
Health and Well-being, Salford City Council

Session two: Early years 
•	 	Wendy Meredith, Director of Public Health 

(Greater Manchester early years lead), Bolton 
Council

•	 	Hazel Paterson, Service Manager, Children’s 
Centres, Early Help Team, Liverpool City 
Council

•	 	Liz Gaulton, Director of Public Health, St Helens 
Council

•	 	Beatrice Merrick, Chief Executive, Early 
Education (membership organisation providing 
support for early years work and education)

•	 	Bev Morgan, Chief Executive, Homestart Wirral

•	 	Councillor Mark Dennet, Halton Borough 
Council (Chairman of Halton’s Young People 
and Families and Policy and Performance 

Board)
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PREFACE 
 
In 2000 the NHS Cancer Plan was published which set out a 10-year national 
strategy to reorganise, standardise and rejuvenate cancer services to compare with 
the best in Europe. In 2007 the Cancer Reform Strategy was published which built 
on the progress made since the publication of the NHS Cancer Plan (2000) and set a 
clear direction for cancer services until 2012 and beyond.  
 
The Department of Health in ‘Improving Outcomes: A Strategy for Cancer 2011’ 
made a pledge to set the following challenges;  

• Reduce the incidence of cancers which are preventable  

• Improve access to screening and introduce new screening programmes 

• Achieve earlier diagnosis of cancer  

• Ensure all patients have equal access to the best possible treatment  
 
There has been considerable progress made on cancer over the past decade. 
Cancer mortality has fallen, survival rates are improving for many cancers and 
patients’ experience of their care has improved. Progress has also been made 
against smoking, detecting more cancers early through screening and delivering 
faster diagnosis and treatment. Multi-disciplinary teams now provide more co-
ordinated and higher quality care for patients and there has been considerable 
financial investment in cancer which has helped to deliver an expanded cancer 
workforce and more equipment.  
 
The third annual Improving Outcomes published Dec 2013: A Strategy for Cancer 
report, in partnership with NHS England and Public Health England, reports on: 

• significant developments in cancer screening - particularly on the first phase 
of introducing Bowel Scope Screening (BSS) 

• activity to promote earlier diagnosis of symptomatic cancers through the Be 
Clear on Cancer campaigns and the associated work with primary and 
secondary care 

• progress in ensuring better access for all to the best possible treatment 

• significant developments in the collection and reporting of new datasets and 
the analysis of information to drive improvements and inform patients 

 
Endoscopy capacity and training remain a major challenge, especially as we start to 
roll-out BSS. 
 
In South Tyneside we have made significant progress in the last decade, in particular 
there has been considerable improvement in the management of lung and colorectal 
cancers, two of our biggest killers. There has been a year on year reduction in 
mortality due to cancer although we still have one of the highest mortality rates in the 
country. The gap in the underlying trend between South Tyneside and England 
remains.  
 
We are committed to continuously improving cancer care in South Tyneside and 
over the next 5 years we will continue to work with partners, including NHS England 
and Public Health England, on priority areas for action. 
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We commend this strategy to you. 
 
 

    
Dr David Hambleton   Amanda Healy 
Chief Officer    Director of Public Health 
NHS South Tyneside CCG  South Tyneside Council 
 
 
 

 
 
Lorraine Lambert 
Chief Executive 
South Tyneside NHS Foundation Trust 
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Introduction 
 
Cancer is a group of conditions where cells in a specific part of the body grow and 
reproduce uncontrollably. It accounts for a quarter of all deaths in England, and 
survival is generally lower among patients in more deprived areas.1 
 
The number of people diagnosed with cancer is rising, reflecting the impact of 
England’s ageing population as well as improvements in diagnosis. More than one in 
three people in the UK will develop some form of cancer during their lifetime.2 The 
largest increase will be in the elderly. Additionally, more people will live for longer 
with their cancer diagnosis as treatments improve. 
 
Locally, South Tyneside has the highest cancer mortality rates in the North East and 
is currently ranked 146th out of a 150 local authority areas in the country.3 High death 
rates due to lung cancer make a large contribution locally to the life expectancy gap.  
 
In order to tackle our local challenges a workshop took place in March 2014 to look 
at the systematic delivery of interventions to reduce cancer mortality and increase 
cancer survival for the residents of South Tyneside.  
 
Appropriate prevention, screening, diagnosis, treatment and rehabilitation and 
support services will be required to address the changing cancer agenda. 
 
This strategy document sets out how we will develop cancer care in South Tyneside 
over the next five years to tackle the identified challenges; this includes reducing 
cancer mortality rates and improving the health of our local population. 
 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

                                                           
1
 http://longerlives.phe.org.uk/health-intervention/cancer#are/E08000023/par/E92000001 

2
 Annual Report of the Chief Medical Officer: Volume 1, 2011: On the State of the Public’s Health 

3
 http://longerlives.phe.org.uk/area-details#are/E08000023/par/E92000001 
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Some key actions over the next 5 years will be to ………… 
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The Challenge 
 
The challenges which we face are wide and far reaching: the Joint Strategic Needs 
Assessment (JSNA) highlighted that residents of South Tyneside die an average of 8 
years earlier than the people who live in the healthiest parts of England. There is a 
gap of over 10 years between the most deprived and least deprived communities 
within the borough. The area has a legacy of a post-industrial and mining economy 
which over the past half century has seen a decline in prosperity and a subsequent 
increase in deprivation which bring increasing health and social care problems.  
 
This is compounded by higher than average levels of smoking, drinking and obesity 
leading to cancer and heart disease being the highest causes of death.  
 
Figure 1: National ‘Longer Lives’: Premature mortality due to cancer (PHE) 
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Average life expectancy for both males and females living in South Tyneside is rising 
over time. However, the gap in the underlying trend in life expectancy between South 
Tyneside and England is widening among both males and females.4 40% of the life 
expectancy gap between South Tyneside and England is due to higher rates of 
mortality due to cancer alone.  
 
Figure 2: Excess mortality by cause: South Tyneside compared to England 

 
 
South Tyneside has the highest cancer mortality rates in the North East and is 
currently ranked 146th out of a 150 local authority areas in the country.5  
 
Figure 3: National ‘Longer Lives’ comparison (PHE) 

 
                                                           
4
 Joint Strategic Needs Assessment, 2012 

5
 http://longerlives.phe.org.uk/area-details#are/E08000023/par/E92000001 
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When compared to 14 similar Local Authorities across the country with a comparable 
socioeconomic deprivation level, for example Bolton, Gateshead and Sunderland, 
South Tyneside has the highest death rate.  
 
Figure 4: Similar Local Authorities ‘Longer Lives’ comparison (PHE) 

 
 
Although there are more than 200 different types of cancer, lung, breast, prostate 
and bowel cancers account for more than half of cancer diagnoses each year.6  
 
High death rates due to lung cancer make a large contribution locally to the life 
expectancy gap and smoking is a key contributory risk factor.7 Overall smoking 
prevalence in the borough fell from 25.6% in 2008 to 21.4% in 2012 and locally 
around 11% of smokers’ access stop smoking services each year. However rates of 
smoking are higher in men, in young adults, people in routine and manual 
occupations, and some wards within the borough. The percentage of pregnant 
women still smoking at time of delivery is about 26% in South Tyneside compared to 
21% in the region and 13% in England as a whole.  
 
The incidence of bowel cancer in South Tyneside has risen recently and is now 
highest among all North East CCG populations. Uptake of the bowel screening 
programme is currently at 55%. There is local evidence that shows a social gradient 
in screening uptake.  
 
All cancer mortality rates are significantly above the England average among males 
and females, while cancer registration rates are significantly higher than England 
among males. 
 
Despite the ongoing challenge in South Tyneside we have made significant progress 
in the last decade, in particular there has been considerable improvement in the 
management of lung and colorectal cancers, two of our biggest killers. 
 
The national Lung Cancer Audit Database (LUCADA) report showed an 
improvement locally. Surgery is the treatment of choice for early stage non-small 
lung cancer and in South Tyneside the surgical rates are now 68% compared to 43% 
the previous year and small cell lung cancer chemotherapy rates are now 69% 

                                                           
6
 http://longerlives.phe.org.uk/health-intervention/cancer#are/E08000023/par/E92000001 

7
 Joint Strategic Needs Assessment, 2012 
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compared to 53% the year before.  South Tyneside is the best in the region for 5 of 
the measures. 
 
In relation to colorectal cancer we now have a fully established Laparoscopic 
Colorectal Surgery. South Tyneside NHS Foundation Trust exceeds the national 
standard for laparoscopic colorectal cancer resections. This performance 
improvement is remarkable and puts the Trust amongst the top 10 performing 
colorectal units in the country with regard to this compliance standard. 
 
We have already increased the profile of cancer in South Tyneside by: 
 

• Adopting it as a key strategic priority of the Health and Wellbeing Strategy; 
http://www.southtyneside.info/CHttpHandler.ashx?id=21002&p=0  

• Including it as a major element of the GP Improvement Scheme; 

• Increasing the profile of cancer in the Joint Strategic Needs Assessment; 
http://www.southtyneside.info/article/13236/joint-strategic-needs-assessment  

 
South Tyneside Council has adopted an assets-based approach to promoting health; 
assets are the skills, resources, knowledge or capacity that exists within 
communities that enhance or sustain health and wellbeing.  This engagement 
method was used to across the Borough with 2,789 people involved and over 5,600 
comments received.   We will continue to identify and build on the strengths within 
communities, families and individuals to shape services and improve health. This will 
inform our work across the cancer strategy from prevention and screening through to 
treatment, living with and beyond cancer, and end of life care. 
 

Aim of the Cancer Strategy 
 
The aim of this strategy is to ensure that appropriate prevention, screening, 
diagnosis, treatment and rehabilitation and support services for cancer are in place 
to enable South Tyneside to become one of the best performing areas in the country; 
reducing cancer mortality and improving the health of our local population.  
 
We will raise the profile of cancer across South Tyneside to broaden the ownership 
of this critical issue, to ensure that priority is given to reduction of cancer excess 
mortality. We will work together to ensure the delivery of these outcomes.  
 

Prevention 
 
Preventing cancer is a local and national priority and will play a major part in the 
reduction of cancer deaths and ill health. It involves the promotion of health and 
wellbeing and the reduction of cancer risk factors. Prevention will have a strong 
focus on reducing inequalities in cancer mortality in South Tyneside. 
 
Reducing above average rates of smoking, poor diets and alcohol consumption will 
have significant impacts on our local population. Smoking is by far the most 
important preventable cause of cancer. It is responsible for one in four UK cancer 
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deaths, and nearly a fifth of all cancer cases.8 After smoking, poor diet, obesity and 
lack of exercise are some of the most important avoidable causes of cancer. 
South Tyneside’s Alcohol and Tobacco Strategies are informed by local and national 
data and evidence and are aligned to the key elements of the cancer strategy. 
 
 
 

 
 
Screening 
 
Screening for cancer aims to find cancers as early as possible. This involves looking 
for early signs of a particular cancer in healthy people who do not currently have any 
symptoms. 
 
There are three National Screening Programmes established for breast, bowel 
(including bowel screening using FOB and bowel scope screening) and cervical 
cancers. Screening coverage in South Tyneside for all three is typically lower than 
among similar local populations and it is vital that we begin to address this.  
 

Table 1: Uptake of Screening Programmes in South Tyneside (2013) 

Screening  
Programme 

Uptake in  
South Tyneside 

Uptake  
Nationally 

Breast 75.2% 72.1% 
Bowel 57.9% 58.8% 

Cervical 74.6% 74.0% 
 

 

                                                           
8
 http://publications.nice.org.uk/tobacco-lgb1 
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Early Diagnosis & Referral 
 
For many cancers, the earlier a cancer is diagnosed and treated, the greater the 
prospect of survival and improved quality of life. 
 
We must continually raise public awareness of cancer symptoms, encouraging 
people to seek help early and promote early diagnosis in primary care. 
 

 
 

Treatment 
 
Cancer care is complex and relies on highly skilled staff using the most up to date 
evidence and equipment to provide the best care possible for patients.  
 
Great efforts have been made to ensure timely and high quality care for cancer 
patients in South Tyneside. A number of drivers for ensuring better treatment have 
been introduced nationally, at a regional level and local level. 
 
Currently, South Tyneside patients may access treatment at a number of local 
hospitals, including South Tyneside, Sunderland, Gateshead, Newcastle and 
Durham. We will ensure that safe and effective care and treatment is provided 
ensuring a balance is maintained between centralisation of services and local 
accessibility. 

 

We will:

Review provision of local access to Radiotherapy services in light of the national 

review and recommendations.

Review Oncology provision.

Roll-out E-prescribing for Chemotherapy.

Work to optimise treatment for the major cancers by monitoring the key 

performance indicators of the relevant Site Specific Cancer Groups.
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Living with and beyond cancer 
 
The cancer story is changing: there are two million people living with or beyond 
cancer in the UK. This figure is set to rise to four million by 2030.9 Cancer incidence 
is increasing and survival rates are improving.  
 
While there is plenty of information and support available to people during their 
treatment, it can be hard to adjust afterwards and get back to as normal a life as 
possible. Patients and families may be left with physical, psychological, social and 
economic effects following diagnosis and treatment.  
 
We will support and encourage local people to manage their own conditions and 
create a pathway of care focused on the needs of patients and families linking with 
the South Tyneside Pioneer project. Staff across health, social care and the third 
sector will work collectively on a joined up self care 'offer' to reduce fragmentation of 
service delivery and improve the lives of local people. 
 
To help support local patients and their families’ access is available to emotional and 
practical support to help people who are trying to return to ‘normal life’ after the roller 
coaster experience of cancer. Cancer Connections and Coping with Cancer are both 
local charities whose work is carried out by volunteers, most of whom have first-hand 
experience of cancer. 
 

 
 
End of Life 
 
A significant proportion of all deaths are due to cancer and so ensuring appropriate 
end of life services and support are available in the right place at the right time is 
essential. 
 
We must ensure that appropriate support is provided that meets the needs of both 
the person who is dying and the people close to them. There will be a strong focus 
on managing symptoms to keep a person comfortable, helping them to adapt to the 
changes in lifestyle and cope with the emotional impact of their illness. To ensure 
that the patient is at the centre of this process, we will support the Cancer Network in 
developing guidelines for end of life care. 
 

                                                           
9
 http://www.macmillan.org.uk/GetInvolved/Campaigns/Weareaforceforchange/Survivorship/Livingwithorbeyondcancer.aspx 
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Governance 
 
We are committed to continuously improving cancer care in South Tyneside and to 
support us in achieving our goal we have identified a number of cross pathway 
priorities. 
 

 

How will the Cancer Strategy be implemented? 
 
South Tyneside’s Cancer Strategy maps out the key priorities and actions for 
improving the quality of cancer care in South Tyneside. It is a strategic plan which 
requires the involvement of key partners and stakeholders.  
 
Clinical Leadership 
NHS South Tyneside CCG has a dedicated Clinical Lead for Cancer who has been 
heavily involved in the development of this strategy and will be tasked with delivering 
it. The development of this strategy has not been undertaken in isolation and nor will 
its delivery.   
 
Working with Stakeholders 
South Tyneside Partnership will not be able to realise this strategy without working 
closely with other key stakeholders including local provider organisations (City 
Hospitals NHS FT, Gateshead Health FT, Northern Centre for Cancer Care and 
County Durham and Darlington NHS FT), Primary Care, third sector partners and 
patients, carers and others who are affected by cancer. We will develop models of 
delivery with our stakeholders to ensure the successful delivery of the actions linked 
to this strategy. 
 
South Tyneside Cancer Locality Group 
The implementation of this plan will be overseen by the South Tyneside Cancer 
Locality Group, chaired by NHS South Tyneside CCG’s Clinical Lead. The 
governance of the Cancer Strategy will be overseen by NHS South Tyneside CCG’s 
Executive Committee and the South Tyneside Health and Wellbeing Board. 
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To ensure successful implementation we will review the Terms of Reference and 
membership of the group to ensure there is representation from all relevant groups 
necessary to oversee the delivery of this strategy. This will ensure that the level of 
representation is sufficient to provide comprehensive leadership. 
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Appendix 1 –––– South Tyneside Cancer Work Plan 

PREVENTION 
Project Action Timescale Lead 
Build cancer awareness into the ‘Every 
Contact a Health Improvement Contact’ 
programme within the health service, as well 
as with partner frontline service agencies 

Action underway to further develop ECHIC linked to 
South Tyneside Council Social Care Cancer 
Awareness Project 

31st March 2014 Sue Collins,  
ST Public Health 

Implement a Change 4 life integrated lifestyle 
model in one joined-up service. For young 
people this will often focus on to strengthening 
resilience and emotional wellbeing to prevent 
risk-taking behaviours. But it will also help 
smokers to quit, increase physical activity, 
reduce obesity and reduce the impact of 
alcohol – for young people and adults alike. 

 1st April 2015 
 

Sue Collins,  
ST Public Health 

Strengthen current measures to reduce the 
use of tobacco, tackle obesity and alcohol both 
through prevention and treatment services 

Establish a coordinated approach to key 
messages/campaigns run locally 

  

Implement a Change for life integrated lifestyle 
model to have one joined up service to help 
smokers to quit, increase physical activity, reduce 
obesity and reduce the impact of alcohol 

1st April 2015 
 

Sue Collins,  
ST Public Health 

Implement the outcome of the obesity review 
focusing on the outcomes of improved nutrition, 
greater physical activity take up and the 
development of obesegenic environment 

1st April 2015 
 

Sue Collins,  
ST Public Health 

Refresh and review priority actions in Tobacco 
Strategy 

 Paul Madill,  
ST Public Health 

Examine variation in referral by GPs to Stop 
Smoking Services and Alcohol referrals 

 Dr Bill Hall,  
CCG  

GP Outcomes Improvement Scheme Ensure all practice nursing and GP staff have 
attended very brief advice training for smoking 
cessation and code on practice system accordingly 

June 2015 CCG 

Ensure all practice nursing staff have attended 
training for alcohol screening and VBA and code on 

June 2015 CCG 
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practice system appropriately 
Maintain and increase current levels of HPV 
vaccination. 

Monitor the take up of HPV vaccination  NHS England / 
ST Public Health 

Identify and respond to population segments  with 
poor take up  

 NHS England / 
ST Public Health 

Review the delivery of the HPV promotion 
campaign 

 NHS England / 
ST Public Health 

Use social marketing data and methods to 
tailor preventive messages to at-risk 
communities and groups  

Support the development of a coordinated local 
approach to national work social marketing 
campaigns around early identification of symptoms 
for specific cancers including audit of effectiveness. 
Use evidence from other health improvement 
interventions to tailor campaigns to the known or 
likely priorities and values of local populations. 

  

All organisations to identify early awareness 
programme interventions, using existing local 
intelligence on people’s knowledge. 

  

Preparing and managing the impact on services of 
the raising awareness campaigns. 

  

Identify projects to take forward for funding.   

South Tyneside Council Social Care Cancer 
Awareness Project 

Improve awareness of signs and symptoms of 
cancer, and uptake of cancer screening 
programmes within vulnerable and marginalised 
population groups through training social and 
community care practitioners’ organisations to 
provide targeted support.    

31st January 
2014 

Sue Collins,  
ST Public Health 

Community engagement    
    

SCREENING 
Project Action Timescale Lead 
GP Outcomes Improvement Scheme To actively support the national screening 

programmes and advertising campaigns through 
wider use of social media and technology including 
texting patients 

June 2015 CCG 
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Identify the cohort of patients due for a first invite to 
each screening programme and send a “birthday 
card” endorsement of that invite 

  

Use the Learning Disability register to identify 
people with a Learning Disability about to receive a 
first invite to each screening programme and flag 
up to screening programmes to allow appropriate 
invite method 

  

Use chronic disease management appointments to 
ask about screening status and offer advice  and 
information about screening 

  

Increase awareness and uptake of screening. 
 
Ensure evidence-based interventions and 
national guidance is implemented, and that all 
new initiatives have audit built in at the 
planning stage.  
 
Reduce inequalities by working with specific 
groups / neighbourhoods / localities where 
uptake is low. 
 

 

Monitor uptake of Bowel Scope pathway.    
Map uptake against deprivation and cancer 
morbidity/mortality to identify high priority areas for 
practice and population-level interventions to 
promote uptake. 

 NECS 

Profile every GP practice for each of the following: 
lung; bowel; breast, cervical and prostate cancer, 
showing as appropriate smoking and cessation 
data; screening uptake rates, deprivation, 
prevalence & mortality (ward level?). 

  

Use profiles mentioned above to prioritise practices 
for actions, and give specifics, e.g. “To reach your 
target for cervical screening, an extra x number of 
women registered at your practice would need to 
take up a screening offer next year”. 

  

Repeat for council ward, and provide briefing for 
local Councillors. 

 ST Public Health 

Develop specific advice about effective 
interventions / barriers to screening uptake. 

 ST Public Health 

Review actions of CNTW-wide screening uptake 
equity audit of 2014 to enable future targeting of 
take up with specific groups, geographic take up 
and identify poor take up in specific communities. 
All initiatives to improve uptake should include an 

 Paul Madill,  
ST Public Health 
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element of audit.  
Engage with local and national programmes to 
reduce inequalities in screening coverage, e.g. 
Learning Disability. 

  

    
EARLY DIAGNOSIS AND REFERRAL 
Project Action Timescale Lead 
Map differences in cancer presentation, 
registration and staging, treatment adherence 
and survival to geography defined by 
deprivation scores 

 

  

Use an established differential needs 
assessment to target programmes of 
awareness raising and support early 
presentation 

 

  

Undertake an audit across the whole pathway 
– focused on lung cancer initially 

 
  

GP Outcome Improvement Scheme 14/15 To review all patient notes diagnosed with cancer 
not referred on a 2ww pathway to determine 
whether there were missed opportunities for earlier 
referral and implement appropriate changes 
(reflective audit). 

June 2015 CCG 

Consider validated cancer risk tool 
opportunistically. 

June 2015 CCG 

To ensure that every patient being referred on a 
2ww pathway knows that they are being referred to 
exclude cancer. 

June 2015 CCG 

Ensure all information is available on colorectal two 
week referrals in order that patient can follow direct 
to test pathway where appropriate 

June 2015 CCG 

Review the evidence base for open access 
chest X-ray 

 
  

Monitor waiting time targets with a particular 
focus on urgent referral to treatment within 62 

Explore opportunities to reduce referral to 
diagnostic time 
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days in order to understand any delays in the 
current pathway, whether client or service led, 
and look to reduction in inequalities in 
treatment 

Reduce Turn Around Time for reporting of GP-
requested diagnostic tests specific to Non-Obstetric 
USS and Endoscopy - Urgent referral for suspicion 
of cancer 

  

Improve pathway for patients with a dermatological 
lesion on the head or neck 

  

Monitor waiting times, expectations and stage 
of diagnosis where possible by cancer type 
and survival rate to determine where there are 
particular issues for any cancer type 

Feed in outcomes from Root Cause Analysis for 62 
day breaches  

Ongoing  

Identify themes and areas for improvements to 
deliver on waiting times targets 

Ongoing  

Identify mechanism to analyse local staging data – 
work with local analysts to understand trends. 
Evidence tells us that early stage diagnosis 
requires less extensive treatment and shorter 
admissions 

  

Training Provide cancer training for GP practices, based on 
detailed practice profiles and reminders of evidence 
on key interventions relating to early diagnosis and 
screening 

  

    

TREATMENT    

Project Action Timescale Lead 
Review provision of local access to 
Radiotherapy services in light of the national 
review and recommendations 

 

Review of current state to understand if there is still 
a case for need of a more locally based service in 
light of improved capacity, perceived improved 
access and the National Review  

 NHS England 

Rollout E-prescribing for Chemotherapy Completion of rollout of E-prescribing December 2014 Elaine Criddle,  
STFT 

Review Oncology provision Monitor the situation in relation to 5-days a week 
oncology cover. 

December 2014 Elaine Criddle, 
STFT 

Work to optimise treatment for the major 
cancers by monitoring the key performance 
indicators of the relevant Site Specific Cancer 
Groups 

Use annual reports of NSSGs to assess and 
benchmark local performance in treating the major 
cancers in South Tyneside. 
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LIVING WITH AND BEYOND CANCER 
Project  Action Timescale Lead 

Ensure that patients, carers and families of 
those who have had cancer have access to 
quality information and support services, 
including access to physical, psychological, 
social and economic support when needed 

   

Support the implementation of a standardised 
local approach to Self Care to support 
independence and wellbeing 

   

Raise the awareness to ensure all health 
professionals are vigilant for signs of 
recurrence or treatment complications 

Support the North of England Cancer Network to 
undertake a scoping exercise to understand what 
current services are available to support patients 
on completion of treatment, leading to the 
development of specific recommendations for 
South Tyneside. 

 Mathew Crowther, 
NECN 

Survivorship    
    

END OF LIFE 
Project  Action Timescale Lead 

GP Outcome Improvement Scheme 14/15 Application of advance care planning. June 2015 CCG 
Further developing end of life/palliative registers.   June 2015 CCG 
To implement an event review when a patient has 
not died at preferred place of death. 

June 2015 CCG 

Once on EoL register, implement medicines review 
on a face to face basis with the patient 
incorporating principles of shared decision making. 

June 2015 CCG 

Ensure correct documentation re DNACPR and 
ACP are in place. 

June 2015 CCG 

Support the review and development of 
specialist palliative care services 
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Appendix 2 –––– Evidence on Screening Uptake: effective interventions and barriers 

2a) Interventions which the evidence base suggests are likely to be effective in reducing inequity of screening uptake 
 

Screening Programmes 

  Cervical Breast Bowel general 

s
u
b
-p

o
p

u
la

ti
o

n
s
 

All 
  past screening civic responsibility (motivator)   

  clinical record tags     

BME 

Patient navigation with telephone support / education     

  

Whole system approach: practice staff 
training; system alerts; GP-endorsed 
invites; well-women pilots; text invites. 
Talking invites?     

  
Narrative v. Informational videos  
(women with less formal education)     

  GP recommendation   community interventions 

  address misconceptions   addressing lang. barriers 

  improve accessibility   navigational assistance 

  better info on benefits   cultural awareness 

  f/u of non-attenders   outreach workers 

      address misconceptions 

Gender     workplace health (differing approaches)   

Age       emphasis on first invite 

LD 

GPs identify before 1st invite health trainers   promote LD health check 

      better registration of PwLD 

      awareness-raising for carers 

D
e
p
ri
v
a
ti
o

n
 

tailored info via social media community mentors Community interventions: phone; multi-
media; counselling; systematic targeting 
of under-served communities 

phone reminders 

facebook videos real women   tags on clinical records 

review whole pt journey   phone calls re. specific barriers 

training plan for any service changes    economic assistance 

    telephone follow-up 

    community group education logistical assistance 

n
o
n
- 

 
re

s
p
o
n
d

e
r

s
 

    GP recommendation   

    coding to identify   

    responsibility for f/u   

    screening champions   
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2b) Known barriers to screening uptake from the evidence base 
 

Screening Programmes 

Cervical Breast Bowel All  

s
u
b
-p

o
p

u
la

ti
o

n
s
 

All 

screening seen as unimportant when 
young young children 

some chose to be screened  
out of civic responsibility 

twice-yearly screening stakeholder 
events 

reports of bad experiences   reason for refusal include: use of technology for appts 

poor knowledge of purpose   

fear of result; disgust at handling  
faeces; hygiene concerns; scepticism 
about effective treatment incentivisation 

BME 

  poor breast screening knowledge      

  pain     

  embarrassment     

Age       flexible appts (weekends?) 

Gender     Men in lower part of cohort   

LD inappropriate information inappropriate information   competency of carers to inform? 

 
practical barriers practical barriers   work with relatives and carers 

 D
e
p
ri
v
a
ti
o

n
 

staff attitudes staff attitudes     

lack of training & awareness lack of training & awareness     

knowledge deficit knowledge deficit     

physical health physical health     

poor GP access       

carer assumptions       

prof assumptions       

lack of flexibility     fund travel costs 

young children     community engagement 

own health low priority       

knowledge deficit       

embarassment       

fear       

negative exp (ripple effect)       

Unwieldy / inappropriate information 
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Appendix 3 –––– Glossary 

 

TERM DEFINITION 

Breast Screening Breast screening is a method of detecting breast 
cancer at a very early stage. The first step involves 
an x-ray of each breast - a mammogram - which is 
taken while carefully compressing the breast. Most 
women find it a bit uncomfortable and a few find it 
painful. The mammogram can detect small changes 
in breast tissue which may indicate cancers which 
are too small to be felt either by the woman herself or 
by a doctor. 

Bowel Screening Bowel cancer screening aims to detect bowel cancer 
at an early stage (in people with no symptoms). 
Men and women eligible for screening receive an 
invitation letter explaining the programme, and an 
information leaflet. About a week later, a faecal 
occult blood (FOB) test kit is sent out along with 
step-by-step instructions for completing the test at 
home and sending the samples to the hub 
laboratory. The test is then processed and the results 
sent within two weeks. 

Bowel Scope Screening Bowel scope screening is an examination called 
'flexible sigmoidoscopy' which looks inside the lower 
bowel. The aim is to find any small growths called 
'polyps', which may develop into bowel cancer if left 
untreated. 

Cervical Screening Cervical screening is not a test for cancer. It is a 
method of preventing cancer by detecting and 
treating early abnormalities which, if left untreated, 
could lead to cancer in a woman's cervix (the neck of 
the womb). A sample of cells is taken from the cervix 
for analysis. 

Chemotherapy Chemotherapy is the use of anti-cancer (cytotoxic) 
drugs to destroy cancer cells, including leukaemia 
and lymphoma. 

FOB or Faecal Occult Blood Also known as ‘Stool testing’, this test looks for 
hidden (occult) blood in your stool (faeces). 

Palliative Care Palliative care is treatment that’s given to help 
improve quality of life but not to cure the cancer. 
Palliative treatment aims to meet the physical, 
spiritual, psychological and social needs of a person 
with cancer. 

Radiotherapy Radiotherapy treats cancer by using high-energy x-
rays to destroy cancer cells, while doing as little 
harm as possible to normal cells. It can help to shrink 
and control the cancer and relieve symptoms. 

Screening Screening means looking for early signs of a disease 
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in healthy people who do not have symptoms. 
Staging Staging is the process where doctors use tests and 

investigations to find out the size and position of a 
cancer and to see whether it has begun to spread. 
Knowing the stage of a cancer can help doctors to 
decide on the best treatment. 
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5. Introduction 

 
5.1 For the purposes of this policy, South Tyneside Clinical Commissioning 

Group will be referred to as “the CCG”.  
 

5.2 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).   Through 
this Policy individuals will be aware of their own responsibilities as well 
as the CCG’s responsibilities as corporate bodies (including the 
constituent Member Practices).  The Policy also sets out the 
responsibilities of the CCG as an employer, especially in light of the 
individual and corporate obligations set out in the Bribery Act 2010. 

 
5.3 Importantly, the policy draws attention to the consequences of non-

compliance with its requirements which may include disciplinary action 
and/or legal action.    

 
5.4 The production of this policy draws on the wide range of guidance 

issued over the years for NHS bodies in relation to this important 
matter and to guidance published specifically for Clinical 
Commissioning Groups.  

 

6. Guidance and Legal Framework 

 
6.1  The NHS Management Executive published guidance, “Standards of 

business conduct for NHS staff”, (HSG (93) 5), which remains extant 
and which provides specific guidance on: 

 

 The standards of conduct expected of all NHS staff where their 
private interests may conflict with their public duties; and 

 The steps which NHS employers should take to safeguard 
themselves and the NHS against conflicts of interest. 

 
6.2 Specifically, it makes it clear that it is the responsibility of staff to 

ensure that they are not placed in a position which risks, or appears to 
risk, conflict between their private interests and their NHS duties. 

 
6.3 The Department of Health’s document, “Code of Conduct for NHS 

Managers”, (October 2002), provides guidance on core standards of 
conduct expected of NHS Managers to act in the best interests of the 
public and patients/clients to ensure that decisions are not improperly 
influenced by gifts or inducements. Professional Codes of Conduct 
governing health care professionals are also pertinent. Similarly, the 
General Medical Council’s guidance, “Leadership and management for 
all doctors” (March 2012), details the standards and expectations 
required of clinicians in leadership and management positions. 
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6.4 Other important guidance on conduct is to be found in “The Code of 

Conduct: Code of Accountability in the NHS” (Appointments 
Commission/DOH – 2nd Rev: 2004) and the Department of Health’s 
guidance on “Commercial Sponsorship – Ethical Standards for the 
NHS” (Department of Health, November 2000).  

 
6.5 The underpinning legal framework is provided by the Bribery Act 2010, 

which repeals the Prevention of Corruption Acts, and which; 
 

 creates two general offences covering the offering, promising or 
giving of an advantage, and requesting, agreeing to receive or 
accepting an advantage, 

 creates a new offence of failure by a commercial organisation to 
prevent a bribe being paid for or on its behalf (it will be a defence 
though if the organisation has adequate procedures in place to 
prevent bribery). 

 
6.6 Bribery is defined as giving someone a financial or other advantage to 

encourage that person to perform their functions or activities improperly 
or to reward that person for having already done so.  

 
6.7 Any employee breaching the provisions of this Act will be liable to 

prosecution which may also lead to the loss of their employment and 
superannuation rights in the NHS.  

 
6.8 Section 25 of Health and Social Care Act 2012 imposes duties on 

CCGs in relation to maintaining registers of interest and managing 
conflicts of interest.   Guidance has been set out in ‘Towards 
establishment: Creating responsive and accountable CCGs’ Technical 
Appendix A (Managing conflicts of interest)’ and an associated Code of 
Conduct where GP practices are potential providers of clinical 
commissioning group-commissioned services. This guidance has been 
embodied in documentation published by NHS England in March 2013 
on managing conflicts of interest; Managing conflicts of interests: 
Guidance for clinical commissioning groups. 

 
6.9 This policy has been produced taking into account all of the current 

guidance and legal framework. 
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7. Application of Public Service Values and Principles to the 
NHS 

 
7.1 Public service values must be at the heart of the NHS. High standards 

of corporate and personal conduct, based on recognition that patients 
come first, have been a requirement throughout the NHS since its 
inception. Moreover, since the NHS is publicly funded, it is accountable 
to Parliament for the services it provides and for the effective and 
economic use of taxpayers’ money. 

 
7.2 The Code of Conduct: Code of Accountability in the NHS 

(Appointments Commission/DOH - 2nd Rev: 2004) defines three 
crucial public service values which must underpin the work of the 
health service: 

 

 Accountability – everything done by those who work in the NHS 
must be able to stand the test of parliamentary scrutiny, public 
judgements on propriety and professional codes of conduct. 

 

 Probity – there should be an absolute standard of honesty in 
dealing with the assets of the NHS: integrity should be the hallmark 
of all personal conduct in decisions affecting patients, staff and 
suppliers, and in the use of information acquired in the course of 
NHS duties. 

 

 Openness – there should be sufficient transparency about NHS 
activities to promote confidence between the NHS body and its 
staff, patients and the public. 

 
7.3 Following the findings of the Nolan Committee in 1994, a set of 

recommendations was published by the government setting out ‘Seven 
Principles of Public Life’ which apply to all in the public service and 
which are embodied within the CCG’s Constitution. These are attached 
in Appendix A. 

 

8. Responsibilities 

 
8.1 NHS employers 

 
8.1.1 The CCG is responsible for ensuring that the requirements of this 

policy and supporting documents are brought to the attention of all staff 
and that machinery is put in place for ensuring that the guidelines are 
effectively implemented. These responsibilities are particularly 
important given the corporate responsibility set out in the Bribery Act 
for organisations to ensure that their anti-corruption procedures are 
robust.  
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8.1.2 Such awareness will be promoted in: 
 

 A clause in written statements of terms and conditions of 
employment. 

 Publication on the CCG’s intranet site for staff. 
 

8.2 NHS staff 
 

8.2.1 NHS staff are expected to: 

 Ensure that the interests of patients remain paramount at all times. 

 Be impartial and honest in the conduct of their official business. 

 Use the public funds entrusted to them to the best advantage of the 
service, always ensuring value for money. 

 Register with the CCG any interest outside the workplace which 
could be construed as affecting any part of their work within the 
CCG. 

 
8.2.2 It is also the responsibility of staff to ensure that they do not: 

 Abuse their official position for personal gain or to benefit their 
family or friends; 

 Seek to advantage or further private business or other interests, in 
the course of their official duties. 

 
8.2.3 It is the responsibility of all staff to raise any concerns regarding staff 

business conduct.  
 

8.2.4 All NHS staff should ensure that they are not placed in a position that 
risks, or appears to risk, conflict between their private interests and 
their NHS duties.  

 
8.3 Member Practices, Governing Body and Committee/Sub-

Committee members and individuals acting on behalf of the CCG. 
 

8.3.1 Governing Body, Committee/Sub-Committee members and individuals 
acting on behalf of the CCG (and its constituent Member Practices), 
must act in accordance with this policy in circumstances whether they 
are either employed fully by the CCG, hold appointments with the 
CCG, are employed on a sessional basis or on an honorary contract, or 
provide services under a service level agreement with the CCG. 

 
8.3.2 Member Practices and individuals of those individual Practices acting 

on their behalf in exercise of the CCG’s commissioning functions must 
act in accordance with this policy. 
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9. The Guidance in Practice 

 
9.1 Overriding Principle 

 
9.1.1 Employees of the CCG, individuals of Member Practices, Governing 

Body and Committee members and individuals acting on behalf of the 
CCG must not accept any fee or reward for work done whilst on CCG 
duty other than that agreed under their terms and conditions of 
employment.   As a general rule employees should not accept gifts or 
hospitality arising from their employment or appointment with the CCG, 
except where these are of a token nature only, in which case 
employees should inform their manager. This includes gifts or 
hospitality offered by suppliers and potential suppliers of goods and 
services to the CCG, and any participation in quasi-official and social 
events either within or outside normal working hours. 

 
9.1.2 Any offers of gifts, hospitality or sponsorship shall be recorded in 

accordance with section 10. 
 

9.2 Gifts 
 

9.2.1 Casual gifts of intrinsic value offered by contractors or others, (for 
example, at Christmas time), may not be in any way connected with the 
performance of duties so as to constitute an offence at law. Such gifts 
should, nevertheless, be politely but firmly declined.   Articles of low 
intrinsic value, i.e. less than £25.00 per gift, such as diaries or 
calendars, or small tokens of gratitude from patients or their relatives, 
need not necessarily be refused. However, gifts over £25 should be 
declared and generally declined.  If several small gifts worth a total of 
over £200 are received from the same or closely related source in a 12 
month period they should generally be declined. In cases of doubt, 
advice should be sought from the line manager/chief officer or the gift 
should be politely declined. 

 
9.3 Acceptance of Hospitality 

 
9.3.1 Modest hospitality, provided it is usual, responsible and proportionate 

in the circumstances, (e.g., lunch in the course of working visits), may 
be acceptable, though it should be similar to the scale of hospitality 
which the NHS as an employer would be likely to offer.   

 
9.3.2 All other offers of hospitality or entertainment (e.g. such as theatre or 

concert tickets etc.) should be politely declined.  In cases of doubt, 
advice should be sought from the line manager/chief officer or the gift 
should be politely declined. 
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9.4 The Provision of Hospitality 
 

9.4.1 The Code of Conduct: Code of Accountability in the NHS advises that 
the use of NHS monies for hospitality and entertainment, including 
hospitality at conferences or seminars, should be carefully considered. 
It advises that all expenditure on these items should be capable of 
justification as reasonable in the light of general practice in the public 
sector. It reminds NHS organisations that hospitality or entertainment is 
open to challenge by auditors and that ill-considered actions can 
damage respect for the NHS in the eyes of the community. 

 
9.5 Payment for speaking at a meeting/conference  

 
9.5.1 Should a member of staff, Member Practices, Governing Body and 

Committee members and individuals acting on behalf of the CCG, be 
asked to speak at an event relating to CCG business for which a 
payment is offered and it is delivered in working hours then there are 
two choices open to the member of staff which must be agreed with 
their line manager: 

 

 The payment should be credited to the CCG 
 

 The member of staff takes annual leave or unpaid leave and the 
payment is made to the member of staff as a private matter 
between the organisation making the payment and the individual 
member of staff. The member of staff remains responsible for any 
tax liability which arises. 

  
9.6 Commercial sponsorship 

 
9.6.1 In recognition that NHS bodies work together and in collaboration with 

other agencies to improve health services for the populations they 
serve, the Department of Health published guidance “Commercial 
Sponsorship: Ethical Standards for the NHS” (November 2000). 

 
9.6.2 The guidance acknowledges that collaborative partnerships with 

industry can have a number of benefits. It advises that it is important to 
have a transparent approach about any proposed sponsorship which 
would benefit the CCG and for the CCG to consider fully the 
implications of a proposed sponsorship deal before entering into any 
arrangement. If any such partnership is to work there must be trust and 
reasonable contact between the sponsoring company and the NHS.  
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9.6.3 For the purpose of this policy, commercial sponsorship is defined as 
including “[NHS funding] from an external source, including funding of 
all, or part of, the costs of a member of staff, NHS research, staff 
training, pharmaceuticals, equipment, meeting rooms, costs associated 
with meetings, meals, gifts, hospitality, hotel and transport costs 
(including trips abroad), provision of free services (speakers), buildings 
or premises”. 

 
9.6.4 In all these cases, CCG employees, Member Practices, Governing 

Body and Committee members and individuals acting on behalf of the 
CCG must declare sponsorship or any commercial relationship linked 
to the supply of goods or services and be prepared to be held to 
account for it. This should be recorded in the Hospitality, Gifts or 
Sponsorship Register (see section 10). 

 
9.6.5 Where such collaborative partnerships involve a pharmaceutical 

company, the proposed arrangements must also comply fully with the 
relevant regulations.  

  
9.6.6 As a general rule, sponsorship arrangements involving the CCG will be 

at a corporate, rather than individual level. 
 

9.6.7 If publications are sponsored by a commercial organisation, that 
organisation should have no influence over the content of the 
publication. The company logo can be displayed on the publication but 
no advertising or promotional information should be displayed. The 
publication should contain a disclaimer which states that sponsorship of 
the publication does not imply that the CCG endorses any of the 
company’s products or services. 

 
9.6.8 All CCG employees, Member Practices, Governing Body and 

Committee members and individuals acting on behalf of the CCG 
should discuss the implications, with their manager/chief officer, before 
accepting an invitation to speak at a meeting organised by a 
pharmaceutical company. The company should have no influence over 
the content of any presentation made by the CCG’s 
employee/representative. It should be made clear that CCG’s presence 
does not imply that the CCG endorses any of the company’s products 
or services. 

 
9.6.9 Under no circumstances will the CCG agree to ‘linked deals’ whereby 

sponsorship is linked to future purchase of particular products or to 
supply from particular sources.  

 
9.6.10 Before entering into any sponsorship agreement, reference should be 

made to the Department of Health’s Policy ‘Commercial Sponsorship – 
Ethical Standards for the NHS’. 
http://www.dh.gov.uk/prod_consum_dh/groups/dh_digitalassets/@dh/
@en/documents/digitalasset/dh_4076078.pdf  

 

http://www.dh.gov.uk/prod_consum_dh/groups/dh_digitalassets/@dh/@en/documents/digitalasset/dh_4076078.pdf
http://www.dh.gov.uk/prod_consum_dh/groups/dh_digitalassets/@dh/@en/documents/digitalasset/dh_4076078.pdf
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9.7 Placing of orders and contracts 
 

9.7.1 Fair and open competition between prospective contractors or suppliers 
for CCG contracts (including where the CCG is commissioning a 
service through Any Qualified Provider) is a requirement of NHS 
Standing Orders and of EC Directives on Public Purchasing for Works 
and Supplies. This means that: 

 

 No private, public or voluntary organisation or company which 
may bid for CCG business should be given any advantage over its 
competitors, such as advance notice of CCG requirements. This 
applies to all potential contractors, whether or not there is a 
relationship between them and the CCG, such as a long-running 
series of previous contracts 

 

 Each new contract should be awarded solely on merit, taking into 
account the requirements of the CCG and the ability of the 
contractors to fulfil them 

 

 No special favour is to be shown to current or former employees 
or their close relatives or associates in awarding contracts to 
private or other businesses run by them or employing them in any 
capacity. Contracts may be awarded to such businesses when 
they are won in fair competition against other tenders but 
scrupulous care must be taken to ensure that the selection 
process is conducted impartially and that staff who are known to 
have a relevant interest play no part in the selection. 

 
9.7.2 All staff, Member Practices, Governing Body, Committee members and 

individuals acting on behalf of the CCG, in contact with suppliers and 
contractors (including external consultants), and in particular those who 
are authorised to sign orders or place contracts for goods, materials or 
services, are expected to adhere to professional standards of a kind set 
out in the ethical code of the Institute of Purchasing and Supply 
(attached at Appendix B).  They are also required to declare any 
interest if they are participating in a specific procurement and tendering 
process. 
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9.8 Commissioning of Services where GP Practices are potential 
providers of CCG-commissioned services. 

 
9.8.1 In the circumstances of commissioning of such services including Local 

Enhanced Services all individuals must comply with the principles and 
main content of the NHS Commissioning Board's Code of Conduct in 
this area.  Arrangements for managing any such declarations of 
interest are set out in section 11.  

 
9.9 Private Transactions 

 
9.9.1 Individual staff, Member Practices, Governing Body and Committee 

members and individuals acting on behalf of the CCG, must not seek 
or accept preferential rates or benefits in kind for private transactions 
carried out with companies with which they have had, or may have, 
official dealings on behalf of the CCG. (This does not apply to 
concessionary agreements negotiated with companies by NHS 
management, or by recognised staff interests, on behalf of all staff – for 
example, NHS staff benefits schemes). 

 
9.10 Employees’ outside employment 

 
9.10.1 The standard contract used across the CCG sets out terms concerning 

outside employment: ‘You shall not be employed by any other person, 
firm or company, without the express permission of the CCG.  If you 
have employment other than your employment with the CCG, you must 
write to your Manager  giving details of the hours and days worked and 
duties carried out, seeking agreement that this work will not be 
detrimental to your employment within the CCG. 

 
9.10.2 Any employee who may be considering outside employment should 

discuss this in the first instance with their Manager before undertaking 
the employment.  

 
9.10.3 Employees should be advised not to engage in outside employment 

during any periods of sickness absence from the CCG. To do so may 
lead to a referral being made to the Local Counter Fraud Specialist for 
investigation which may lead to criminal and/or disciplinary action in 
accordance with the CCG’s Anti-Fraud Policy. 

 
9.11 Donations in relation to the organisation 

 
9.11.1 Employees must check with their line manager or director before 

making any requests for donations to clarify appropriateness and/or 
financial or contractual consequences of acquisition. Requests for 
equipment or services should not be made without the express 
permission of a senior manager. 

 
9.11.2 Donations/Gifts from individuals, charities, companies (as long as they 

are not associated with known health-damaging products) – often 
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related to individual pieces of equipment or items – provide additional 
benefits to patients but may have resource implications for the CCG. 
Further guidance regarding charitable funds and gifts and donations 
can be requested from the Chief Finance Officer. 

 
9.11.3 Any gifts to the organisation should be receipted and a letter of thanks 

should be sent.  
 

9.12 Donations to an individual 
 

9.12.1 Personal monetary gifts to an employee or appointed member should 
be politely but firmly declined. Where a member of staff is a beneficiary 
to a Will of a patient who has been under their care, the member of 
staff must inform their line manager of the gift or gifts so that 
consideration can be given to whether or not it is appropriate in all the 
circumstances for that member of staff to retain the gift or gifts in order 
to avoid subsequent claims by the beneficiaries to the Estate of 
inducement, reward or corruption. 

 
9.12.2 In order to determine whether the bequest should be accepted it may 

be necessary to have the gift valued and where the gift has a value 
over a certain amount for the gift to either be returned to the Estate or 
the gift to be donated to a Charity of the member of staff’s choice. 
Where the gift is to be returned to the Estate and the Trustees of the 
Estate are of the view having regards to all the circumstances that the 
member of staff should retain the gift regardless of its value, it may be 
appropriate for the Trustees to provide a disclaimer for future claims 
against the gift to avoid subsequent claims on the gift or allegations of 
inducement or reward being made against the member of staff or the 
CCG at some point in the future. 

 
9.13 Rewards for Initiative 

 
9.13.1 The CCG will identify potential intellectual property rights (IPR), as and 

when they arise, so that they can protect and exploit them properly, and 
thereby ensure that they receive any rewards or benefits (such as 
royalties), in respect of work commissioned from third parties, or work 
carried out by individuals in the course of their NHS duties.   Most IPR 
are protected by statute; e.g. patents are protected under the Patents 
Act 1977 and copyright (which includes software programmes) under 
the Copyright Designs and Patents Act 1988. To achieve this, NHS 
organisations and employers should build appropriate specifications 
and provisions into the contractual arrangements which they enter into 
before the work is commissioned, or begins. They should always seek 
legal advice if in any doubt, in specific cases. 

 
9.13.2 With regard to patents and inventions, in certain defined circumstances 

the Patents Act gives employees or individuals in the course of their 
duties a right to obtain some reward for their efforts, and the CCG will 
see that this is effected. Other rewards may be given voluntarily to 
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employees or other individuals who, within the course of their 
employment or duties, have produced innovative work of outstanding 
benefit to the NHS. 

 
9.13.3 In the case of collaborative research and evaluative exercises with 

manufacturers, the CCG will obtain a fair reward for the input it 
provides. If such an exercise involves additional work for a CCG 
employee or individual outside that paid for by the CCG under his or 
her contract of employment, or sessional arrangements, arrangements 
will be made for some share of any rewards or benefits to be passed on 
to the employee(s) or individuals concerned from the collaborating 
parties. Care will, however, be taken that involvement in this type of 
arrangement with a manufacturer does not influence the purchase of 
other supplies from that manufacturer. 

 
9.14 Candidates for appointment 

 
9.14.1 Candidates for any appointment with the CCG must disclose in writing 

if they are related to or in a significant relationship with (e.g. spouse or 
partner) any Governing Body member or employee of the CCG. The 
NHS Jobs application form requests this information and therefore must 
be disclosed before submission. 

 
9.14.2 A member of an appointment panel which is to consider the 

employment of a person to whom he/she is related must declare the 
relationship before an interview is held. 

 
9.14.3 Candidates for any appointment with the CCG shall, when applying, 

also disclose cases where they or their close relatives or associates 
have a controlling and/or significant financial interest in a business 
(including a private company, public sector organisation, other NHS 
employer and/or voluntary organisation), or in any other activity or 
pursuit, which may compete for an NHS contract to supply either goods 
or services to the CCG.  

 
  



 

Standards of Business Conduct and Declarations of Interest Policy Page 17 of 39 
V2.1 

9.15 Canvassing for appointments 
 

9.15.1It is acknowledged that informal discussions concerning an advertised 
post can be part of the recruitment process. Canvassing or lobbying of 
CCG employees, Governing Body members or any members of an 
appointments committee, either directly or indirectly, shall disqualify a 
candidate. This shall not preclude a member from giving a written 
reference or testimonial of a candidate’s ability, experience or 
character for submission to an appointments panel. Jobs will be 
awarded on the merit of the individual candidate and not through any 
such canvassing or lobbying. 

 

10. Recording of gifts, hospitality and sponsorship 

 
10.1 All offers of gifts and hospitality with a value in excess of £25 per item 

must be declared and recorded.  Gifts should be declared if several 
small gifts worth a total of over £200 are received from the same or 
closely related source in a 12 month period. 

 
10.2 Gifts, hospitality and sponsorship will be recorded in a central Register 

in accordance with the guidelines. The form at Appendix C should be 
completed and returned to the relevant governance lead within two 
weeks so that the details can be recorded on the central Register. 
Failure to notify the CCG may lead to disciplinary action against a 
member of staff. 

 
10.3 Where gifts, hospitality or sponsorship are offered, but declined, the 

offer should still be recorded in the register using the form attached at 
Appendix C. 

 
10.4 It is acknowledged that there may be circumstances where hospitality 

may be offered by an organisation, as an integral element of a strategic 
partnership relationship.  A fund should be established so that the CCG 
may meet the costs of that hospitality, thus enabling the benefits to the 
strategic relationship, but not compromising compliance with the 
Standards of Business Conduct.  Acceptance of such hospitality and 
associated funding agreement will be authorised by the Chief Officer 
and recorded in the Register of Hospitality, Gifts and Sponsorship. 

 

11. Declaration of Interests 

 
11.1 Interest will include 

 
11.1.1 Where an individual, i.e. an employee, group member, member of its 

committees or sub-committees, the Governing Body, or a member of 
its committees or sub-committees has an interest, or becomes aware 
of an interest which could lead to a conflict of interest in the event of 
the CCG considering an action or decision in relation to that interest, 
that must be considered as a potential conflict, and is subject to the 
provisions of the CCG’s Constitution and this Policy.  
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11.1.2 Such interests will include 

 

 A direct pecuniary interest: where an individual may financially 
benefit from the consequences of a commissioning decision (for 
example, as a provider of services); 

 

 An indirect pecuniary interest: for example, where an individual is a 
partner, member or shareholder in an organisation that will benefit 
financially from the consequences of a commissioning decision; 

 

 A non-pecuniary interest: where an individual holds a non-
remunerative or not-for profit interest in an organisation, that will 
benefit from the consequences of a commissioning decision (for 
example, where an individual is a trustee of a voluntary provider 
that is bidding for a contract); 

 

 A non-pecuniary personal benefit: where an individual may enjoy a 
qualitative benefit from the consequence of a commissioning 
decision which cannot be given a monetary value (for example, a 
reconfiguration of hospital services which might result in the closure 
of a busy clinic next door to an individual’s house); 

 

 Where an individual is closely related to, or in a relationship, 
including friendship, with an individual in the above categories. 

 
11.1.3 Note that the Declaration of Interest Form in use sets out the range of 

interests as a reminder of the types of interests which should be 
declared. 

 
11.2 Questions to ask when declaring Interests 
 
11.2.1 In determining what needs to be declared, individuals should ask 

themselves the following questions: 
 

 Am I, or might I be, in a position where I or my family or associates 
gain from the connection between my private interests and my 
employment with the CCG? 

 Do I have access to information which could influence purchasing 
decisions? 

 Could my outside interest be in any way detrimental to the CCG or 
to patient’s interests? 

 Do I have any other reason to think I may be risking a conflict of 
Interest? 

 
11.2.2 If in doubt, the individual concerned should assume that a potential 

conflict of interest exists. 
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11.3 Declaring and Registering Interests 
 

11.3.1 It is a requirement of the relevant legislation (Section 14O of the 2006 
Act, as inserted by Section 25 of the 2012 Act) for the CCG to maintain 
registers of the interests of:  

 

 Members of the group; 
 

 The members of its Governing Body; 
 

 The members of its committees or sub-committees and the 
committees or sub-committees of its Governing Body; and  

 

 Its employees (Bands 7 and above). 
 

11.3.2 The registers will be published on the CCG’s website. They will also be 
available upon request for inspection at the CCG’s headquarters, upon 
application by post. 

 
11.3.3 Individuals will declare any interest that they have, in relation to a 

decision to be made in the exercise of the commissioning functions of 
the CCG, in writing to the Chief Officer as soon as they are aware of it 
and in any event no later than 28 days after becoming aware.  

 
11.3.4 Where an individual is unable to provide a declaration in writing, for 

example, if a conflict becomes apparent in the course of a meeting, 
they will make an oral declaration, and provide a written declaration as 
soon as possible thereafter.  

 
11.3.5 The Chief Officer will ensure that the registers of interest are reviewed 

regularly (every six months), and updated as necessary. 
   

11.3.6 In addition, all CCG Governing Body and Executive members are 
required to formally sign their compliance with the Code of Conduct for 
NHS Boards.  

 
11.3.7 The Declaration of Interest proforma for completion by members of the 

group, Governing Body members, members of a committee or sub-
committee of the group or Governing Body, and senior staff within the 
CCG (grade 7 and above) is available at Appendix D. Failure to notify 
the CCG of an appropriate conflict of interest, additional employment or 
business may lead to disciplinary action against the member of staff 
and/or criminal action (including prosecution) under the relevant 
legislation. 
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11.4 Managing Conflicts of Interest: general 
 

11.4.1 Members of the groups, committees or sub-committees of the group, 
the Governing Body and its committees or sub-committees and 
employees will comply with the arrangements determined by the CCG 
for managing conflicts or potential conflicts of interest as set out in this 
Policy. 

 
11.4.2 The Chief Officers will ensure that for every interest declared, either in 

writing or by oral declaration, arrangements are in place to manage the 
conflict of interests or potential conflict of interests, to ensure the 
integrity of the group’s decision making processes. 

 
11.4.3 They will write to the relevant individual with the arrangements for 

managing the specific conflict of interest or potential conflicts of 
interest, within a week of declaration. The arrangements will confirm 
the following:  

 

 when an individual should withdraw from a specified activity, on a 
temporary or permanent basis; 
 

 monitoring of the specified activity undertaken by the individual, 
either by a line manager, colleague or other designated individual. 

 
11.4.4 Where an interest has been declared, either in writing or by oral 

declaration, the declarer will ensure that before participating in any 
activity connected with the CCG’s exercise of its commissioning 
functions, they have received confirmation of the arrangements to 
manage the conflict of interest or potential conflict of interest from the 
Chief Officer. 

 
11.4.5 Declaration of Interests is, in addition, an agenda item on all Governing 

Body and Committee agendas.  Declarations should be made with 
regard to any specific agenda items.  If a conflict of interest is 
established with regard to a specific agenda item, the conflict of interest 
should be recorded in the minutes.  

 
11.4.6 Where an individual member, employee or person providing services to 

the CCG is aware of an interest which: 
 

i. Has not been declared, either in the register or orally, they will 
declare this at the start of the meeting;  
 

ii. Has previously been declared, in relation to the scheduled or likely 
business of the meeting, the individual concerned will bring this to 
the attention of the chair of the meeting, together with details of 
arrangements which have been confirmed for the management of 
the conflict of interests or potential conflict of interests. 
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11.4.7 The chair of the meeting will then determine how this should be 
managed and inform the member of their decision. Where no 
arrangements have been confirmed, the chair of the meeting may 
require the individual to withdraw from the meeting or part of it.  They 
will not be able to vote on the issue under any circumstances.  Where 
a prejudicial interest is identified, that person must leave the room 
during the discussion of the relevant item, and cannot seek to 
improperly influence the decision in which they have a prejudicial 
interest.  The Chair’s decision will be final in the matter and the 
individual will then comply with these arrangements, which must be 
recorded in the minutes of the meeting. 

 
11.4.8 Where the chair of any meeting of the groups, including committees or 

sub-committees, or the Governing Body, including committees and 
sub-committees of the Governing Body, has a personal interest, 
previously declared or otherwise, in relation to the scheduled or likely 
business of the meeting, they must make a declaration and the deputy 
chair will act as chair for the relevant part of the meeting.  Where 
arrangements have been confirmed for the management of the 
conflict of interests or potential conflicts of interests in relation to the 
chair, the meeting must ensure these are followed.  Where no 
arrangements have been confirmed, the deputy chair may require the 
chair to withdraw from the meeting or part of it.  Where there is no 
deputy chair, the members of the meeting will select one.  

 
11.4.9 Any declarations of interests, and arrangements agreed in any 

meeting of the groups, including committees or sub-committees, or 
the Governing Body, including committees and sub-committees of the 
Governing Body, will be recorded in the minutes.  The interest must 
be subsequently reported to the designated governance lead for 
recording in the Register. 

 
11.4.10 Where more than 50% of the members of a meeting are required to 

withdraw from a meeting or part of it, owing to the arrangements 
agreed for the management of conflicts of interests or potential 
conflicts of interests, the chair (or deputy) will determine whether or 
not the discussion can proceed.  

 
11.4.11 In making this decision the chair will consider whether the meeting is 

quorate, in accordance with the number and balance of membership 
set out in the CCG standing orders.  Where the meeting is not 
quorate, owing to the absence of certain members, the discussion will 
be deferred until such time as a quorum can be convened.  Where a 
quorum cannot be convened from the membership of the meeting, 
owing to the arrangements for managing conflicts of interest or 
potential conflicts of interests, the chair of the meeting shall consult 
with the Chief Officer on the action to be taken. 

 
11.4.12 This may include requiring another of the groups’ committees or sub-

committees, the Governing Body or its committees or sub-committees 



 

Standards of Business Conduct and Declarations of Interest Policy Page 22 of 39 
V2.1 

(as appropriate) which can be quorate to progress the item of 
business. These arrangements must be recorded in the minutes. 

 
11.4.13 In any transaction undertaken in support of the CCG’s exercise of its 

commissioning functions (including conversations between two or 
more individuals, e-mails, correspondence and other 
communications), individuals must ensure, where they are aware of 
an interest, that they conform to the arrangements confirmed for the 
management of that interest.  Where an individual has not had 
confirmation of arrangements for managing the interest, they must 
declare their interest at the earliest possible opportunity in the course 
of that transaction, and declare that interest as soon as possible 
thereafter.  The individual must also inform either their line manager 
(in the case of employees), or the Chief Officer of the transaction.  

 
11.4.14 The Chief Officer will take such steps as deemed appropriate, and 

request information deemed appropriate from individuals, to ensure 
that all conflicts of interest and potential conflicts of interest are 
declared 

 
11.5  Managing Conflicts of Interest: contractors and people who 

provide services to the CCG  
 

11.5.1 Anyone seeking information in relation to procurement, or 
participating in a procurement, or otherwise engaging with the CCG 
in relation to the potential provision of services or facilities to the 
CCG, will be required to make a declaration of any relevant conflict / 
potential conflict of interest. 

  
11.5.2 Anyone contracted to provide services or facilities directly to the 

CCG will be subject to the same provisions of the CCG’s 
Constitution and this policy in relation to managing conflicts of 
interests. This requirement will be set out in the contract for their 
services. 
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11.6 Managing Conflicts of interest: where GP practices are potential 
providers of CCG-commissioned services 

 
11.6.1 “The Code of Conduct: Managing conflicts of interest where GP 

practices are potential providers of CCG- commissioned services” 
(NHS Commissioning Board, July 2012) sets out additional safeguards 
that CCGs are advised to use when commissioning services for which 
GPs could be potential providers. The proposed additional safeguards 
are designed to: 

 

 Maintain confidence and trust between patients and GPs; 

 Enable CCGs and member practices to demonstrate that they are 
acting fairly and transparently and that members of CCGs will 
always put their duty to patients before any personal financial 
interest; 

 Ensure that CCGs operate within the legal framework but are not 
bound by over-prescriptive rules that risk stifling innovation or 
slowing down services they wish to commission to improve quality 
and productivity; and 

 Build on existing guidance, in particular the Procurement Guide for 
commissioners of NHS-funded services and Principles & Rules of 
Cooperation & Competition. 

 
11.6.2 The Code adds to the general guidance in “Towards establishment: 

Creating responsive and accountable CCGs” by providing advice on; 
 

 The additional factors that CCGs should address when drawing 
up plans for services that might be provided by GP practices; 

 The steps that CCGs should take to assure their Audit 
Committees, Health and Wellbeing Board and, where necessary, 
their auditors that these services are appropriately commissioned 
from GP practices; 

 Recommended procedures for decision-making in cases where all 
the GPs (or other practice representatives) sitting on a decision-
making group have a potential financial interest in the decision; 

 Arrangements for publishing details of payments to GP practices; 
and 

 The potential role of commissioning support services; and  

 The supporting role of NHS England. 
 

11.6.3 The template attached at Appendix E sets out the factors that the 
Governing Body or its Committees will assure itself upon when 
commissioning services from GP practices, including provider consortia 
or organisations in which GPs have a financial interest. That may 
include scenarios in which one of more of the CCG’s Member Practices 
are anticipated to bid, whether that is under competitive tender, under 
Any Qualified Provider procurement  or through single tender. 
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11.6.4 Where decisions are being made on such matters either at the 
Governing Body or at a committee or sub-committee of the CCG, GP 
practice members who have declared a specific interest in the matter, 
or all GP practice members at the meeting (where it is likely that all or 
most practices would wish to be qualified providers for a service under 
AQP) will be excluded from relevant parts of the meeting.  Alternatively 
if deemed appropriate by the Chair of the meeting (or Vice Chair of the 
meeting if the Chair of the meeting has declared an interest in the 
matter) they may join in the discussions, but not take part in the 
decision making itself and would normally be asked to leave the room 
until a decision has been made. In such circumstances the quorum 
arrangements for the Governing Body as set out in Standing Orders will 
apply. 

 
11.6.5 If the Governing Body considers it prudent in a particular circumstance, 

to seek additional scrutiny for assurance purposes on such a decision 
they may refer the matter to the CCG’s own Audit Committee for 
additional review ,or alternatively  may invite an individual(s) from 
another CCG to review the proposal or alternatively they  may invite the 
Health and Wellbeing Board  to review the proposal;  this will take place 
prior to a final decision on the matter by the CCG’s own 
Board/Governing Body or one of its committees as relevant.  

 
11.7 Managing Conflicts of Interests: Local CCG Incentive Schemes 

 
11.7.1 GP Practice members will be required to declare an interest in any 

discussions at Governing Body or Committee meetings relating to 
Local Incentive Schemes which relate to their GP Practice.  Whilst GP 
practice members may participate in discussions at those meetings of 
the CCG regarding the recommendations for development of the Local 
Incentive Scheme they shall withdraw from any decisions at the 
Governing Body or Committee regarding approval of the Scheme.  Any 
approval of payments to GP Practices under the Incentive Scheme will 
be made (as a minimum) by the Chief Officer together with the Chief 
Finance Officer, or their nominated representatives in line with the 
CCG's financial scheme of delegation. 
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11.8 Concerns re conflicts of interests or ethical misconduct 
 

11.8.1 Individuals who have concerns regarding conflict of interest or ethical 
misconduct either in respect of themselves or colleagues, should raise 
it in the first instance with their manager.  Alternatively, they can raise it 
as an issue using the Whistleblowing Policy.  If the concern relates to 
any suspected fraudulent practice, staff should follow the advice given 
in section 14 of this document. 

 

12. Confidentiality 

 
12.1   Employees, CCG members, members of the Governing Body, or a 

member of a committee or a sub-committee of the CCG or its 
Governing Body should be particularly careful using or making public, 
internal information of a confidential nature, particularly regarding 
details covered under the Data Protection Act 1998 or other legislation 
whether or not disclosure is prompted by the expectation of personal 
gain. 

 
12.2 Disclosure of information which counts as “commercial in confidence” 

and which might prejudice the principle of a purchasing system based 
on fair competition may be subject to scrutiny and disciplinary or 
criminal action or both. 

 
12.3 This does not affect the CCG’s grievance or complaints procedures in 

terms of freedom of expression and is not intended to restrict any of the 
freedoms protected under Article 10 of the Human Rights Act 1998.  It 
is designed to complement professional and ethical rules, guidelines 
and codes of conduct on an individual’s freedom of expression. 

 
12.4 An employee or individual who has exhausted all the locally 

established procedures, including reference to the Whistleblowing 
Policy, and who has taken account of advice which may have been 
given, may wish to consult their MP or the Secretary of State for Health 
in confidence. Extreme caution should be exercised by anyone 
considering contacting the media.   

 
12.5 Section 43B (1) of the Public Interest Disclosure Act 1998 provides 

protection for disclosure of information where the reasonable belief of 
the worker making the disclosure, tends to show that:- 

 
a. A criminal offence has been committed, is being committed or is 

likely to be committed, 
 

b. That a person has failed, is failing or is likely to fail to comply with 
any legal obligation to which he is subject,  

 
c. That a miscarriage of justice has occurred, is occurring or is likely to 

occur,  
 



 

Standards of Business Conduct and Declarations of Interest Policy Page 26 of 39 
V2.1 

d. That the health or safety of any individual has been, is being or is 
likely to be endangered,  

 
e. That the environment has been, is being or is likely to be damaged, 

or 
 

f. That information tending to show any matter falling within points a. 
to e. has been, is being or is likely to be deliberately concealed. 

 
12.6 Protection from disclosure to the media is highly unlikely to be given, if 

the person making the disclosure has not exhausted all internal and 
external avenues. 

 
12.7 Any employee, member of the Governing Body, or a member of a 

committee or a sub-committee of the Governing Body making a 
disclosure to the media should be mindful that any information that they 
provide may be misinterpreted thus undermining their genuine concern 
and potentially wrongly threatening the reputation of colleagues and 
the CCG. In addition, if they choose to contact the media and the 
disclosure is not protected by the Public Interest Disclosure Act 1998 
their actions might constitute misconduct and will be considered in 
accordance with the CCG Disciplinary Policy and Procedure. 

 

13. Use of resources 

 
13.1 All managers are required (under the Code of Conduct for NHS 

Managers) to use the resources available to them in an effective, 
efficient and timely manner having proper regard to the best interests 
of the public and patients.  

 

14. Fraud/Theft 
 

14.1 If you suspect theft, fraud, or other untoward events taking place at 
work you should: 

 

 Make a note of your concerns and; 

 In the case of theft contact your Local Security Management 
Specialist via the North of England CSU Governance (Health and 
Safety) service ; 

 In the case of fraud contact the Local Counter Fraud Specialist or 
the Chief Finance Officer; 

 You can also report to the national NHS Fraud and Corruption 
Reporting Line on 0800 028 40 60 or www.reportnhsfraud.nhs.uk.  

 
14.2 Staff should not be afraid of raising concerns and will not experience 

any blame or recrimination as a result of making any reasonably held 
suspicion known. 

 

http://www.reportnhsfraud.nhs.uk/
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14.3 If staff have any concerns about any of the issues raised in this 
document, they should contact their manager or Human Resources 
Manager. 

 
 

15. Non-compliance with Policy  
 

15.1 Failure to notify the CCG of an appropriate conflict of interest, 
additional employment or business may lead to disciplinary action 
against the individual and/or criminal action (including prosecution) 
under the relevant legislation. 

 

16. Linked Policies/Guidance 
  

 CCG Constitution 

 ABPI Code of Professional Conduct relating to hospitality/gifts from 
pharmaceutical/external industry 

 Fraud Policy and Response Plan 

 Whistleblowing Policy 

 Guidance to staff on completion of travel and subsistence claims 

 Intellectual Property Policy 

 Research Governance Policy 

 Secondary Employment guidance as referred to in the standard contract of 
employment for staff with their respective CCG 

 Standards of Business Conduct for NHS Staff (HSG (93) 5): 
Copies of this document are available on the Department of Health 
website: 
http://www.dh.gov.uk/en/Publicationsandstatistics/Lettersandcirculars/Heal
thserviceguidelines/DH_4017845 

 Code of Conduct and Code of Accountability for NHS Boards 

 Code of Conduct for NHS Managers 
Copies of this document are available on the Department of Health 
website: 
http://www.dh.gov.uk/en/Publicationsandstatistics/Publications/Publication
sPolicyAndGuidance/Browsable/DH_4097226  

 Institute of Purchasing and Supply 
A copy of the ethical code of the Institute of Purchasing and Supply is 
shown in Appendix B. 

 Commercial Sponsorship – Ethical Standards for the NHS 
Copies of this document are available on the Department of Health 
website: 
http://www.dh.gov.uk/prod_consum_dh/groups/dh_digitalassets/@dh/@en
/documents/digitalasset/dh_4076078.pdf  

 NHS England - Managing conflicts of interests: Guidance for clinical 
commissioning groups 

 
  

http://www.dh.gov.uk/en/Publicationsandstatistics/Lettersandcirculars/Healthserviceguidelines/DH_4017845
http://www.dh.gov.uk/en/Publicationsandstatistics/Lettersandcirculars/Healthserviceguidelines/DH_4017845
http://www.dh.gov.uk/en/Publicationsandstatistics/Publications/PublicationsPolicyAndGuidance/Browsable/DH_4097226
http://www.dh.gov.uk/en/Publicationsandstatistics/Publications/PublicationsPolicyAndGuidance/Browsable/DH_4097226
http://www.dh.gov.uk/prod_consum_dh/groups/dh_digitalassets/@dh/@en/documents/digitalasset/dh_4076078.pdf
http://www.dh.gov.uk/prod_consum_dh/groups/dh_digitalassets/@dh/@en/documents/digitalasset/dh_4076078.pdf
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17. Further information 

 
17.1 If there are any queries on declaration of interests, acceptance or 

registering of gifts etc. the designated governance lead should be 
contacted via the North of England CSU Governance service. 

 

 

18. Monitoring, Review and Archiving 

 
18.1 Monitoring  

 
18.1.1The Governing Body will agree a method for monitoring the 

dissemination and implementation of this policy. Monitoring information 
will be recorded in the policy database.  

 
18.2 Review  

 
18.2.1 The Governing Body will ensure that this policy document is reviewed 

in accordance with the timescale specified at the time of approval.  No 
policy or procedure will remain operational for a period exceeding three 
years without a review taking place.  

 
18.2.2 Staff who become aware of any change which may affect a policy 

should advise their line manager as soon as possible. The Governing 
Body will then consider the need to review the policy or procedure 
outside of the agreed timescale for revision.  

 
18.2.3 For ease of reference for reviewers or approval bodies, changes should 

be noted in the ‘version control’ table on the second page of this 
document.  

 
18.2.4 NB: If the review consists of a change to an appendix or procedure 

document, approval may be given by the sponsor director and a 
revised document may be issued. Review to the main body of the 
policy must always follow the original approval process. 

 
18.3 Archiving  

 
18.4 The Governing Body will ensure that archived copies of superseded 

policy documents are retained in accordance with Records 
Management: NHS Code of Practice 2009.  
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19. Equality Analysis 
 

Title of Policy: 
CCG CO19 Standards of Business Conduct and 
Declarations of Interest Policy 

Short description 
of Policy (e.g. 
aims and 
objectives): 

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).   
Through this Policy individuals will be aware of their 
own responsibilities as well as the CCG’s 
responsibilities as a corporate body (including the 
constituent Member Practices).  The Policy also sets 
out the responsibilities of the CCG as employers, 
especially in light of the individual and corporate 
obligations set out in the Bribery Act 2010. 

Directorate Lead:  

Is this a new or 
existing policy? 

New  

 

Equality Group  
Does this policy have a positive, neutral or 
negative impact on any of the equality groups? 
Please state which for each group. 

Age Neutral 

Disability Neutral 

Gender 
Reassignment 

Neutral 

Marriage And 
Civil Partnership 

Neutral 

Pregnancy And 
Maternity 

Neutral 

Race Neutral 

Religion Or Belief  Neutral 

Sex Neutral 

Sexual 
Orientation  

Neutral 

Carers Neutral 

 

Screening 
Completed By 

Job Title and 
Directorate 

Organisation Date 
completed 

Liane Cotterill 
Senior Governance 
Manager  

North of 
England CSU 

20 October 
2014 
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Director’s 
Name  

Director’s Signature Organisation Date 
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20. Appendix A 

 
The Nolan Principles on Standards in Public Life 

 
The Nolan Committee was set up in 1994 to examine concerns about standards of 
conduct of all holders of public office, including arrangements relating to financial 
and commercial activities, and make recommendations as to any changes in 
arrangements which might be required to ensure the highest standards of propriety 
in public life.  The committee published “seven principles of Public Life”, which it 
believes should apply to all those operating in the public sector.  These principles 
should be adopted by CCG staff and are as follows: 
 
Selflessness 
Holders of public office should act solely in terms of the public interest.  They should 
not do so in order to gain financial or other benefits for themselves, their family or 
their friends. 
 
Integrity 
Holders of public office should not place themselves under any financial or other 
obligation to outside individuals or organisations that might seek to influence them in 
the performance of their official duties. 
 
Objectivity 
In carrying out public business, including making public appointments, awarding 
contracts, or recommending individuals for rewards and benefits, holders of public 
office should make choices on merit. 
 
Accountability 
Holders of public office are accountable for their decisions and actions to the public 
and must submit themselves to whatever scrutiny is appropriate to their office. 
 
Openness 
Holders of public office should be as open as possible about all the decisions and 
actions that they take.  They should give reasons for their decisions and restrict 
information only when the wider public interest clearly demands. 
 
Honesty 
Holders of public office have a duty to declare any private interests relating to their 
public duties and to take steps to resolve any conflicts arising in a way that protects 
the public interest. 
 
Leadership 
Holders of public office should promote and support these principles by leadership 
and example. 
 
All staff will be expected to adopt these principles when conducting official business 
for and on behalf of the CCG so that appropriate ethical standards can be 
demonstrated at all times. 
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21. Appendix B 
 

Institute of Purchasing and Supply (IPS) – Ethical Code 
(Reproduced by kind permission of IPS) 

 
1. Introduction 
 

The code set out below was approved by the Institute's Council on 26 
February 1977 and is binding on IPS members. 

 
2. Precepts 
 

Members shall never use their authority or office for personal gain and shall 
seek to uphold and enhance the standing of the Purchasing and Supply 
profession and the Institute by: 

 
a. maintaining an unimpeachable standard of integrity in all their business 

relationships both inside and outside the organisations in which they are 
employed; 
 

b. fostering (the highest possible standards of professional competence 
amongst those for whom they are responsible; 

 
c. optimising the use of resources [or which they are responsible to provide 

the maximum benefit to their employing organisation; 
 

d. complying both with the letter and the spirit of; 
i. the law of the country in which they practise; 
ii. such guidance on professional practice as may be issued by the 

Institute from time to time; 
iii. contractual obligations; 

 
e. rejecting any business practice which might reasonably be deemed 

improper. 
 
3. Guidance 
 

In applying these precepts, members should follow the guidance set out 
below: 

 
a. Declaration of interest.    

Any personal interest which may impinge or might reasonably be deemed 
by others to impinge on a member's impartiality in any matter relevant to 
his or her duties should be declared. 
 

b. Confidentiality and accuracy of information 
The confidentiality of information received in the course of duty should be 
respected and should never be used for personal gain; information given 
in the course of duty should be true and fair and never designed to 
mislead. 
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c. Competition.  
While bearing in mind the advantages to the member's employing 
organisation of maintaining a continuing relationship with a  supplier, any  
relationship which might, in the long term, prevent the effective operation 
of fair competition should be avoided. 
 

d. Business Gifts. 
Business gifts other than items of very small intrinsic value such as 
business diaries or calendars should not be accepted. 
 

e. Hospitality.  
Modest hospitality is an accepted courtesy of a business relationship.   
However, the recipient should not allow him or herself to reach a position 
whereby he or she might be deemed by others to have been influenced in 
making a business decision as a consequence of accepting such 
hospitality; the frequency and scale of hospitality accepted should not be 
significantly greater than the recipient's employer would be likely to provide 
in return. 
 

f. When it is not easy to decide between what is and is not acceptable in 
terms of gifts or hospitality, the offer should be declined or advice sought 
from the member's superior. 

 
  



 

Standards of Business Conduct and Declarations of Interest Policy Page 34 of 39 
V2.1 

22. Appendix C 

 
Notification of Receipt of Hospitality, Gifts or Sponsorship 

 

Name (please print) 
 

 

Position within CCG  
 

 

Contact Telephone Number 
 

 

Details of the Hospitality, Gift or 
Sponsorship and the approximate 
value.   
 
 
Please also give details of the form in 
which the hospitality was accepted 
e.g. tickets, cheque, and voucher. 
 
 

 

Organisation/Person offering the 
hospitality, gif or sponsorship. 
 
Please include the address and 
contact number. 
 
 

 

The reason for accepting the offer 
 
OR 
 
The reason for refusing the offer 
 

 

Any other relevant information 
 
 
 

 

 
Signed: 

 
Date: 

Signature of Line Manager (where 
relevant): 

 

Please forward to: Designated Governance Lead 
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23. Appendix D 

 
Declaration of Interest Form 

 
This form is required to be completed in accordance with the Constitution and 

the Standards of Business Conduct and Conflicts of Interest Policy. 
 
Requirement: All members of the group, Governing Body members, members of 
any committee or sub-committee of the group or Governing Body and employees 
(grade 7 and above) are required to declare any relevant and material personal or 
business interest(s) and any relevant and material personal or business interest(s) of 
their spouse; civil partner; cohabitee; family member or any other relationship which 
may influence or may be perceived to influence their judgement.  
 
Interests that must be declared include: 
 

1. Roles and responsibilities held within member practices; 
2. Directorships, including directorships, held in private companies or PLCs; 
3. Ownership or part-ownership of private companies, businesses or 

consultancies likely or possibly seeking to do business with the CCG; 
4. Material shareholdings of companies in the field of health and social care; 
5. Positions of authority in an organisation (e.g. charity or voluntary organisation) 

in the field of health and social care; 
6. Any connection with a voluntary or other organisation contracting for NHS 

services; 
7. Research/funding grants that may be received by the individual or any 

organisation they have an interest or role in; 
8. Any other role or relationship which the public could perceive would impair or 

otherwise influence the individual’s judgement or actions in their role with the 
CCG. 

 
Guidance Notes:  
 

 Within 28 days of a relevant event, members and senior staff (grade 7 and 
above) need to register their financial and other interests. 

 If any assistance is required to complete this form please contact the 
designated governance lead 

 The signed hard copy of the completed form should be sent to the designated 
governance lead 

 Any changes to interests declared must also be registered within 28 days of 
the relevant event by completing and submitting a new declaration form. 

 The register will be published in the Annual Report. 

 Members and employees completing this declaration form must provide 
sufficient detail of each interest so that a member of the public would be able 
to understand clearly the sort of financial or other interest the member has 
and the circumstances in which a conflict of interest with the business or 
running of the CCG might arise. 

 If in doubt as to whether a conflict of interest could arise, a declaration of the 
interest should be made. 
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Declaration: 
 

Name: 
 

 

Position with the CCG 
 

 

Type of Interest Details  Personal interest or that of 
a family member, close 
friend or other 
acquaintance? 

Roles and Responsibilities 
held within member practices 

  

Directorships, including 
directorships, held in private 
companies or PLCs 

  

Ownerships or part – 
ownership of private 
companies, businesses or 
consultancies likely or 
possibly seeking to do 
business with the CCG 

  

Material Shareholdings of 
companies in the field of 
health and social care 

  

Positions of authority in an 
organisation (e.g. charity or 
voluntary organisation) in the 
field of health and social care 

  

Any connection with a 
voluntary or other 
organisation contracting for 
NHS services 

  

Research funding/ grants that 
may be received by the 
individual or any organisation 
they have an interest or role 
in. 

  

Any other role or relationship 
which the public could 
perceive would impair or 
otherwise influence the 
individual’s judgement or 
actions in their role within the 
CCG 

  

No Interests to declare 
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To the best of my knowledge and belief, the above information is complete and 
correct. I undertake to update as necessary the information provided and to review 
the accuracy of the information provided regularly and no longer than annually. I give 
my consent for the information to be used for the purposes described in the CCG 
Constitution and published accordingly. 
 
Signed: ……………………………………………………………………….         
 
Date:……………………………………………………………………………  
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24. Appendix E 
 

Template 
(to be used when commissioning services from GP Practices, including 

provider consortia, or organisations in which GPs have a financial interest) 
 

Service: 

Question Comment/Evidence 

Questions for all three procurement routes 

How does the proposal deliver good or 
improved outcomes and value for 
money – what are the estimated costs 
and the estimated benefits? 
How does it reflect the CCG’s proposed 
commissioning priorities? 

 

How have you involved the public in the 
decision to commission this service? 

 

What range of health professionals have 
been involved in designing the proposed 
service? 

 

What range of potential providers have 
been involved in considering the 
proposals? 

 

How have you involved your Health and 
Wellbeing Board(s)? How does the 
proposal support the priorities in the 
relevant joint health and wellbeing 
strategy (or strategies)? 

 

What are the proposals for monitoring 
the quality of the service? 

 

What systems will there be to monitor 
and publish data on referral patterns? 

 

Have all conflicts and potential conflicts 
of interests been appropriately declared 
and entered in registers which are 
publically available? 

 

Why have you chosen this procurement 
route?* 

 

What additional external involvement 
will there be in scrutinising the proposed 
decisions? 

 

How will the CCG make its final 
commissioning decision in ways that 
preserve the integrity of the decision-
making process? 
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Additional question for AQP or single tender (for services where national tariffs do 
not apply) 

How have you determined a fair price 
for the service? 

 

 

Additional questions for AQP only (where GP practices are likely to be qualified 
providers) 

How will you ensure that patients are 
aware of the full range of qualified 
providers from whom they can chose? 

 

 

Additional questions for single tenders from GP providers 

What steps have been taken to 
demonstrate that there are no other 
providers that could deliver this service? 

 

In what ways does the proposed service 
go above and beyond what GP 
practices should be expected to provide 
under the GP contract? 

 

What assurances will there be that a GP 
practice is providing high-quality 
services under the GP contract before it 
has the opportunity to provide any new 
services? 

 

 
 
*Taking into account S75 regulations and NHS Commissioning Board guidance that 
will be published in due course, Monitor guidance, and existing procurement rules. 



 

 

NHS England Core Standards 2014-15 

CORE STANDARDS IMPROVEMENT PLAN 

Core Standard Clarifying information Action to be taken Lead Timescale 

 

2 

Organisations have an annual work 

programme to mitigate against identified 

risks and incorporate the lessons identified 

relating to Emergency Preparedness, 

Resilience and Response (EPRR) 

including details of training and exercises 

and past incidents and improve response. 

 CCG is required to take 
part in emergency 
planning exercises as part 
of the emergency planning 
annual work programme.    

 NORLAND 100 and PRIORITAS Emergency 
planning exercises scheduled in Nov/Dec 
lessons learned to be documented and 
shared with Governing Body  
 

AT 
November / 

December 2014 

4 

The accountable emergency officer will 

ensure that the Board and/or Governing 

Body will receive as appropriate reports, 

no less frequently than annually, regarding 

EPRR, including reports on exercises 

undertaken by the organisation, significant 

incidents, and that adequate resources are 

made available to enable the organisation 

to meet the requirements of these core 

standards. 

 CCG required take core 
standard assurance and 
compliance statement to 
governing body 

 Core standards action plan to be taken to 
Governing Body 20

th
 November 2014  

CB 

 

 

AT 

 

NECS – 

Head of 

Governance 

 

November 2014 

 CCG is required to take 
an annual EPRR report to 
the Governing Body. 

 NORLAND 100 and PRIORITAS exercises 
scheduled in Nov/Dec lessons learned to 
documented and shared with governing body 

 NECS to add to cycle of business for 
governing body 

January 2015 

8 

Effective arrangements are in place to 

respond to the risks the organisation is 

exposed to, appropriate to the role, size 

and scope of the organisation, and there is 

a process to ensure the likely extent to 

 CCG is required to have 

Major Incident Plan 

including provision for 

pandemic flu, fuel 

shortages and infectious 

 Action to review Business Continuity Plan 

(BCP) to include Major Incident Plan 

elements, pandemic flu, fuel shortages and 

infectious disease outbreak,  

 Plan to be renamed as Incident and Business 

 

CB  

NECS – 

Head of 

March 2015 



 

Core Standard Clarifying information Action to be taken Lead Timescale 

which particular types of emergencies will 

place demands on your resources and 

capacity.  

disease outbreak. Continuity Plan(IBCP) Governance 

 

9 

Ensure that plans are prepared in line with 

current guidance and good practice which 

are compliant with EPRR core standards  

 Plans are prepared in line 
with current guidance and 
good practice. 

 IBCP aligned against core standards 
template developed by NECS. 

 IBCP needs to be completed and signed off 
at Executive committee and governing body. 

CB 

NECS – 

Head of 

Governance 

 

January 2015 

11 

Arrangements include how to continue 

your organisation’s prioritised activities 

(critical activities) in the event of an 

emergency or business continuity incident 

insofar as is practical. 

 CCG BCP (IBCP) needs 

to include critical 

functions, acceptable level 

of service in the event of 

emergency situations. 

Identifying risk 

assessments business  

 Risks assessments to be completed and 

added to the risk matrix within IBCP.  

 

CB 

NECS – 

Head of 

Governance 

 

December 2014 

16 

Those on-call must meet identified 

competencies and key knowledge and 

skills for staff. 
 NHS England published 

competencies are based 
upon National Occupation 
Standards 

 Staff on-call have had training in legacy 
organisation (PCT) however it would 
beneficial to have refresher training.  

 CCG to request additional training from Area 
Team    

AT NECS – 

Head of 

Governance 

 

December 2014 

24 

Arrangements contain information sharing 

protocols to ensure appropriate 

communication with partners. 

 CCG to have information 
sharing protocols to 
ensure appropriate 
communication with 
partners 

 Local Resilience Forum (LRF) sharing 
protocol in place, testing of protocol at the 
PRIORITAS exercise in December 

AT 
December 2014 



 

25 

Organisations actively participate in or are 

represented at the Local Resilience Forum 

(or Borough Resilience Forum in London if 

appropriate) 

 CCG to be represented at 
the Local Resilience 
Forum  

 Representative from the Alliance CCG to 
represent all CCGs at the LRF 

 STCCG to ensure links with Alliance CCG on 
this 

 Awaiting minutes from LRF to be circulated  

AT 
November 2014 

34 

Arrangements include a training plan with 

a training needs analysis and ongoing 

training of staff required to deliver the 

response to emergencies and business 

continuity incidents 

 Staff are clear about their 
roles in a plan, and have 
received appropriate 
refresher training.  

 NORLAND 100 exercise provides test event 
training – November 2014   

 CCG to request additional training from Area 
Team  operational and strategic 
management in a crisis 

AT 
November 2014 

35 

Arrangements include an ongoing exercise 

programme that includes an exercising in  

needs analysis and informs future work.   

 CCG to take part in 
relevant exercises to 
consider the implication for 
local plans 

 NORLAND 100 exercise provides test event 
training – November 2014   

  

AT 
November 2014 

36 

Demonstrate organisation wide (including 

oncall personnel) appropriate participation 

in multi-agency exercises 

 CCG to take part in 
relevant exercises to 
consider the implication for 
local plans 

 NORLAND 100 exercise provides test event 
training – November 2014   

  

 

AT 
November 2014 

37 

Preparedness ensures all incident 

commanders (oncall directors and 

managers) maintain a continuous personal 

development portfolio demonstrating 

training and/or incident /exercise 

participation. 

 CCG to take part in 
relevant exercises to 
consider the implication for 
local plans 

 NORLAND 100 exercise provides test event 
training – November 2014   

  

AT 
November 2014 

 

Aaron Tucker  

Commissioning Manager & EPRR Operational Lead 

October 2014 
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FOREWORD 
 

NHS South Tyneside Clinical Commissioning Group has been established as a Clinical 
Commissioning Group to work collaboratively across South Tyneside to improve health and 
commission excellent health care. We intend to do this by: 

 
Integrating health and social care services 

Improving the patient experience 

Making the best use of resources 
 

We provide care for patients in South Tyneside on a day to day basis so are best placed to 
understand their needs and the issues which are most important to them. Our holistic work with 
patients, their families and their carers in our surgeries and their homes gives us a comprehensive 
view across all the services our patients use and all the organisations they come into contact with. 
We believe that these insights put us in a unique position to identify and implement the changes 
needed in local services for our patients and develop and maintain a range of effective relationships 
with our stakeholders in South Tyneside, including a renewed focus on clinical relationships. 

 
Our aims and objectives are underpinned by our values of being innovative, responsive, aspirational 
and inclusive in our approach to delivery of services and which is aligned with public sector values 
of equality and transparency. 

 
This constitution sets out the arrangements made by the Clinical Commissioning Group to meet its 
responsibilities for commissioning care for the people for whom it is responsible. It describes the 
governing principles, rules and procedures that the group will establish to ensure probity and 
accountability in the day to day running of the Clinical Commissioning Group; to ensure that 
decisions are taken in an open and transparent way and that the interests of patients and the public 
remain central to the goals of the Group. 

 
The Constitution includes: 

 
The name of the group. 

The membership of the group. 

The area of the group. 

The arrangements for the discharge of the group’s functions and those of its governing body. 

The procedure to be followed by the group and its governing body in making decisions 
and Securing transparency in its decision making. 

Arrangements for discharging the group’s duties in relation to registers of interests and 
managing conflicts of interests. 
Arrangements for securing the involvement of persons who are, or may be, provided with 
services commissioned by the group in certain aspects of those commissioning arrangements 
and the principles that underpin these. 

 
The Constitution applies to the following, all of whom are required to adhere to it as a condition of 
their appointment: 

 
The group’s member practices. 

The group’s employees. 

Individuals working on behalf of the group.  

Anyone who is a member of the group’s governing body (including the governing body’s Audit 

And Risk Committee, Remuneration Committee and Quality and Patient Safety Committee). 
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Anyone who is a member of any other committee(s) or sub-committees established by the group or 

its governing body. 

 
Dr Matthew Walmsley 

Chair, NHS South Tyneside Clinical Commissioning Group 
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1. INTRODUCTION AND COMMENCEMENT 
 
1.1. Name 

 
1.1.1. The name of this Clinical Commissioning Group is NHS South Tyneside Clinical 

Commissioning Group. 
 
1.2. Statutory Framework 

 
1.2.1. Clinical commissioning groups are established under the Health and Social Care Act 

2012 (“the 2012 Act”).1   They are statutory bodies which have the function of 
commissioning services for the purposes of the health service in England and are 

treated as NHS bodies for the purposes of the National Health Service Act 2006 (“the 
2006 Act”).2   The duties of clinical commissioning groups to commission certain health 
services are set out in section 3 of the 2006 Act, as amended by section 13 of the 2012 
Act, and the regulations made under that provision.3 

 
1.2.2. The NHS Commissioning Board is responsible for determining applications from 

prospective groups to be established as clinical commissioning groups4 and undertakes 

an annual assessment of each established group.5   It has powers to intervene in a 
clinical commissioning group where it is satisfied that a group is failing or has failed to 

discharge any of its functions or that there is a significant risk that it will fail to do so.6 

 
1.2.3. Clinical commissioning groups are clinically led membership organisations made up of 

general practices.  The members of the clinical commissioning group are responsible for 
determining the governing arrangements for their organisations, which they are required 

to set out in a constitution.7 

 
1.3. Status of this Constitution 

 
1.3.1. This Constitution is made between the members of NHS South Tyneside Clinical 

Commissioning Group and has effect from 22nd day of March 2013,, when the NHS 

Commissioning Board established the group.8   The Constitution is published on the 
group’s website at  http://www.southtynesideccg.nhs.uk/ 

 
 
 
 
 

1 
See section 1I of the 2006 Act, inserted by section 10 of the 2012 Act 

2 
See section 275 of the 2006 Act, as amended by paragraph 140(2)(c) of Schedule 4 of the 2012 Act 

3 
Duties of clinical commissioning groups to commission certain health services are set out in section 3 

of the 2006 Act, as amended by section 13 of the 2012 Act 
4 

See section 14C of the 2006 Act, inserted by section 25 of the 2012 Act 
5 

See section 14Z16 of the 2006 Act, inserted by section 26 of the 2012 Act 
6 

See sections 14Z21 and 14Z22 of the 2006 Act, inserted by section 26 of the 2012 Act 
7 

See in particular sections 14L, 14M, 14N and 14O of the 2006 Act, inserted by section 25 of the 2012 

Act and Part 1 of Schedule 1A to the 2006 Act, inserted by Schedule 2 to the 2012 Act and any 
regulations issued 

8 
See section 14D of the 2006 Act, inserted by section 25 of the 2012 Act 

http://www.southtynesideccg.nhs.uk/
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A copy of the Constitution is also available upon request for inspection at the group’s 
headquarters, upon application by post at NHS South Tyneside CCG, Monkton Hall, 
Monkton Lane, Jarrow, NE32 5NN. 

 

 
 
 
1.4. Amendment and Variation of this Constitution 

 
1.4.1. This Constitution can only be varied in two circumstances.9 

 
i. Where the group applies to the NHS Commissioning Board and that application is 

granted. 
 

ii. Where in the circumstances set out in legislation the NHS Commissioning Board 

varies the group’s constitution other than on application by the group. 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 
9 

See sections 14E and 14F of the 2006 Act, inserted by section 25 of the 2012 Act and any regulations 
issued 
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2.  AREA COVERED 
 

 
 

2.1.  The geographical area covered by NHS South Tyneside Clinical Commissioning Group 

is co-terminous with the boundary of South Tyneside Metropolitan Borough Council. 
 
 
 
 

NHS South of Tyne and Wear- Location of Practice Premises across South Tyneside May 2012 
Source: NHS South ofTyne and Wear Business Information Team·NHS Choices·www.nhs.uk/Ser;ices!Trusts!GPs 
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9    Dr Oowsett a Partners 

10   Dr Galagler And Partners 

11  Dr Haque a Partner 

11b Dr Haque a Partner (.a.ternati\'e Prem 

Dr Kulkorni 

Dr h4c""""s a Portner 

Dr Muchal & Partners 

Dr PerrrlS a Partners 

Dr Sond38ch  And Partners 

Dr Si son And Partners 

Dr Thorniey.Woker And Portners 

 
Dr Zoi<l & Partner 

 

21b   Dr Vinayak a Partner (AIIernati\'e Pre 

22  Jorrow GP Proctice 

Dr Vis-Nalh&'l & Partners 

 
Dr Vis-Nalh&'l 

The Pork S\rgery 

The Trmy Riverside Practice 

 
Dr Cervenak & O'nel 

 
Contains Ordnance Survey data (C) Crown Copyright and database 2011 
Ordnance Survey PSMA Membership 2011. 
All rights reserved. Ucence number 1C0050059 
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3. MEMBERSHIP 
 

3.1. Membership of the Clinical Commissioning Group 

 
3.1.1. The following practices comprise the members of NHS South Tyneside Clinical 

Commissioning Group for which membership is confirmed by the individual practice 
number: 

 

Practice 
Code 

 

 
Practice Name 

 

 
Address 

 

A88001 
 

Victoria Medical Centre 
12-28 Glen Street, Hebburn. Tyne and 
Wear. NE31 1NU 

 

A88002 
 

Farnham Medical Centre 
435 Stanhope Road, South Shields. 
Tyne and Wear. NE33 4QY 

 
A88003 

 
Marsden Road Health Centre 

Marsden Road, South Shields, NE34 
6RE 

 

A88004 
 

Mayfield Medical Centre 
Park Road, Jarrow. Tyne and Wear. 
NE32 5SE 

 

A88005 
 

Dr A Haque 
171, Wenlock Road, South Shields. 
Tyne and Wear. NE34 9BP 

 

A88006 
 

Talbot Medical Centre 
Stanley Street, South Shields. Tyne 
and Wear. NE34 0BX 

 

A88007 
 

Wawn Street Surgery 
Wawn Street, South Shields. Tyne and 
Wear. NE33 4DX 

 

A88008 
 

Trinity Medical Centre 
New George Street, South Shields. 
Tyne and Wear. NE33 5DU 

 

A88009 
 

Dr Thorniley-Walker and Partners 
Gibson Court, Boldon Colliery. Tyne 
and Wear. NE35 9AN 

 

A88010 
 

Dr McManus 
118 Albert Road, Jarrow. Tyne and 
Wear. NE32 5AG 

 
A88011 

 
Westoe Surgery 

Stanhope Parade Health Centre, 
Gordon Street, South Shields. Tyne 
and Wear. NE33 4JP 

 

A88012 
 

Hebburn Health Centre 
Campbell Park Road, Hebburn. Tyne 
and Wear. NE31 2SP 

 
A88013 

 
Central Surgery 

Cleadon Park Primary Care Centre, 
Prince Edward Road, South Shields. 
Tyne and Wear. NE34 7QD 

 
A88014 

 
Dr Kulkarni 

Stanhope Parade Health Centre, 
Gordon Street, South Shields. Tyne 
and Wear. NE33 4JP 

 

A88015 
 

St George Medical Centre 
New George Street, South Shields. 
Tyne and Wear. NE33 5DU 

 
A88016 

 
Colliery Court Medical Group 

The Medical Centre, Gibson Court, 
Boldon Colliery. Tyne and Wear. NE35 
9AN 

 

A88020 
 

Dr Chander 
Dale Street, South Shields. Tyne and 
Wear. NE33 2PG 

 

A88022 
 

The Glen Medical Group 
The Glen Primary Care Centre, 
Hebburn. Tyne and Wear. NE31 1NU 

A88023 Whitburn Surgery 3 Byers Street, Whitburn, Sunderland. 
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  Tyne and Wear. SR6 7EE 

 
A88025 

 
Drs Dowsett and Overs 

Palmer Community Hospital, Wear 
Street, Jarrow. Tyne and Wear. NE32 
3UX 

 

A88601 
 

Dr Curry 
78 Imeary Street, South Shields. Tyne 
and Wear. NE33 4EG 

 
A88603 

 
The Park Surgery 

The Glen Primary Care Centre, Glen 
Street, Hebburn. Tyne and Wear. NE31 
1NU 

 

A88608 
 

Ravensworth Surgery 
Horsley Hill Road, South Shields. Tyne 
and Wear. NE33 3ET 

 

A886611 
 

Chichester Practice 
Stanhope Parade, Gordon Street, 
South Shields, NE33 4JP 

 
A88613 

 
Dr Zaidi and Partners 

East Wing Surgery, Palmers 
Community Hospital, Wear Street, 
Jarrow. NE32 3UX 

 
A88614 

 
Dr Win 

Flagg Court Health Centre, Dale Street, 
South Shields, Tyne and Wear, NE33 
2PG 

 
Y00915 

 
Trinity Riverside Practice 

Flagg Court Medical Centre, Dale 
Street, South Shields, Tyne and Wear, 
NE33 2PG 

 
Y02999 

 
Jarrow GP Practice 

Palmer Community Hospital, Wear 
Street, Jarrow. Tyne and Wear. NE32 
3UX 

 

 
  3.1.2  Appendix B of the Constitution contains the list of practices, together with the signature of  

                 each practice member confirming their agreement to the Constitution. 
 

3.2           Eligibility 

 
3.2.1     Providers of primary medical services to a registered list of patients under a General   
               Medical Services, Personal Medical Services or Alternative Provider Medical Services  
               contract provided from premises within the boundary of South Tyneside Metropolitan  

               Borough Council, will be eligible to apply for membership of this group. 10
 

 
3.2.2 The definition of “provider of primary medical services” is as set out in the National Health  
               Service (Clinical Commissioning Groups) Regulations 2012, Section 2 and is described as  

               “essential primary medical services to registered patients during core hours”. 11
 

 
 
 
 
 
 
 
 
 
 
 
 
 
 

10 
See section 14A(4) of the 2006 Act, inserted by section 25 of the 2012. 

11 
See section 14A(4) of the 2006 Act, inserted by section 25 of the 2012. 
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4. VISION AND VALUES 
 
4.1. Mission 

 
   4.1.1.      The mission of NHS South Tyneside Clinical Commissioning Group is to work  

              collaboratively across South Tyneside with our partners and stakeholders to improve  
              health and commission excellent and safe health care. 

 
   4.1.2. The group will promote good governance and proper stewardship of public resources in    
                   pursuance of its goals in meeting its statutory duties. 

 
 4.2.         Values 
 
4.2.1.     Good corporate governance arrangements are critical to achieving the group’s 

                objectives. 
 
4.2.2. The values that lie at the heart of the group’s work are: 

 
Innovating by introducing new ideas and challenging old ones 

Responding to local health needs 

Striving to ensure equality and reduce inequalities 

Behaving with transparency and so work in an open and honest way 

Working inclusively with patients, service users and their carers, as well as our 
stakeholders, in discharging our commissioning functions 

              Being aspirational, not accepting mediocrity and always striving for the best 
 

4.3. Aims  
 

4.3.1. The group’s aims are to improve health and commission excellent health care by: 

 
Integrating health and social care services 

Improving patient experience 

Making the best use of resources 

 
4.4.    Principles of Good Governance 

 
4.4.1.    In accordance with section 14L(2)(b) of the 2006 Act,12 the group will at all times  

                    observe “such generally accepted principles of good governance as are relevant to it” in  
                    the way it conducts its business. These include: 
 

  i. The highest standards of propriety involving impartiality, integrity and   
        objectivity in relation to the stewardship of public funds, the management of  
       the organisation and the conduct of its business; 

 
ii.  The Good Governance Standard for Public Services;13

 

 
iii. The standards of behaviour published by the Committee on Standards in Public  

          Life (1995) known as the ‘Nolan Principles’14
 

 
12 

Inserted by section 25 of the 2012 Act 
13 

The Good Governance Standard for Public Services, The Independent Commission on Good 

Governance in Public Services, Office of Public Management (OPM) and The Chartered Institute of 
Public Finance & Accountability (CIPFA), 2004 
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iv. The seven key principles of the NHS Constitution15
 

 
v. The Equality Act 201016

 

 
vi. The Standards for Members of NHS Boards and Governing Bodies in England 

 
4.5. Accountability 

 
4.5.1. The group will demonstrate its accountability to its members, local people, stakeholders 

and the NHS Commissioning Board in a number of ways, including by: 
 

 i. Publishing its constitution 
 

 ii. Appointing independent lay members and non GP clinicians to its governing  
             body 

 
 iii. Holding meetings of its governing body in public (except where the group 
             considers that it would not be in the public interest in relation to all or part of a   
             meeting) 

 
 iv. Publishing annually a commissioning plan 

 
 v. Complying with local authority health overview and scrutiny requirements; 

 
 vi. Meeting annually in public to publish and present its annual report (which 

must be published) 
 

 vii. Producing annual accounts in respect of each financial year which   
must be externally audited 

 
                         viii.      Having a published and clear complaints process 
 

 ix. Complying with the Freedom of Information Act 2000 
 
                         x. Providing information to the NHS Commissioning Board as required 
 

 
 

4.5.2.   The governing body of the group will throughout each year have an ongoing role in    
                  reviewing the group’s governance arrangements to ensure that the group continues to  
                  reflect the principles of good governance. 

 

 
 
 
 
 
 
 
 
 
 
 

14 
See Appendix F 

15 
See Appendix G 

16 
See http://www.legislation.gov.uk/ukpga/2010/15/contents 

http://www.legislation.gov.uk/ukpga/2010/15/contents


NHS South Tyneside Clinical Commissioning Group’s Constitution 
Version: Final 22 March 2013 (amended 28 June 2013) (amended November 2014) NHS 
Commissioning Board Effective Date: [ 

] 

Page 12 

 

5. FUNCTIONS AND GENERAL DUTIES 
 
5.1. Functions 

 
5.1.1. The functions that the group is responsible for exercising are largely set out in the 2006 

Act, as amended by the 2012 Act.  An outline of these appears in the Department of 
Health’s Functions of clinical commissioning groups: a working document. They relate 
to: 

 
 i.    Commissioning certain health services (where the NHS Commissioning Board is not 

under a duty to do so) that meet the reasonable needs of: 
 

i.)  A ll people registered with member GP practices, and 
ii) P eople who are usually resident within the area and are not registered with a 
    member of any clinical commissioning group. 

 
  ii. Commissioning emergency care for anyone present in the group’s area. 

 
   iii. Paying its employees’ remuneration, fees and allowances in accordance with the   
         determinations made by its governing body and determining any other terms and  
         conditions of service of the group’s employees. 

 
   iv.  Determining the remuneration and travelling or other allowances of members of   
          its governing body. 

 
5.1.2. In discharging its functions the group will: 

 
a)  Act, when exercising its functions to commission health services, consistently with 

the discharge by the Secretary of State and the NHS Commissioning Board of their 

duty to promote a comprehensive health service17 and with the objectives and 

requirements placed on the NHS Commissioning Board through the mandate18 

published by the Secretary of State before the start of each financial year by: 
 

i.         Delegating responsibility to the group’s governing body. 
ii. Ensuring that this duty is discharged on behalf of the governing body by the 

group’s executive committee in accordance with its Terms of Reference. 
iii. Developing an annual commissioning plan in accordance with the requirement 

of the Health and Social Care Act 2012. 
iv. Requiring progress of delivery of the duty to be monitored through the group’s 

reporting mechanisms. 
 

b)  Meet the public sector equality duty19 by: 
 

i.        Delegating responsibility to the group’s governing body 
     ii.      Specifying a policy which sets out how the group intends to discharge this 

duty 
iii.      Adopting the Equality Delivery System (EDS) or future variation to enable the 

                                   CCG to meet its requirements in relation to the public sector equality duty 
 
 
 

17 
See section 3(1F) of the 2006 Act, inserted by section 13 of the 2012 Act 

18 
See section 13A of the 2006 Act, inserted by section 23 of the 2012 Act 

19 
See section 149 of the Equality Act 2010, as amended by paragraphs 184 and 186 of Schedule 5 of 
the 2012 Act 
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   iv.    Publishing, at least annually, sufficient information to demonstrate compliance   
        with this general duty across all their functions 

                           v.     Preparing and publishing specific and measurable equality objectives, revising 
                                  these at least every four years. 

vi.     Requiring progress of delivery of the duty to be monitored through the group’s 
                                 reporting mechanisms 

 
c)    Work in partnership with its local authority to develop joint strategic needs   
       assessments20 and joint health and wellbeing strategies21 by: 

 
  i)       Developing with South Tyneside Metropolitan Borough Council a joint strategic 
           needs assessment and a health and wellbeing strategy. 

                          ii)      Working with partners on the South Tyneside Health and Wellbeing Board, of  
       which the Clinical Commissioning Group is a member, to contribute to 

                                   addressing the wider determinants of health and to contribute to implementing   
                                   the Health and Wellbeing Strategy in relation to commissioning of health 
                                   services. 
 

5.2         General Duties – in discharging its functions the group will: 

 
5.2.1    Make arrangements to secure public involvement in the planning, development and  

      consideration of proposals for changes and decisions affecting the operation of  

      commissioning arrangements22 by: 
 

a)   E nsuring that patients and the public are consulted with and involved in  
     accordance with the relevant legislation,  including publishing a strategy for  
         communications, involvement and engagement. 
b)     Delegating responsibility to the group’s governing body 
c)   Ensuring that this duty is discharged on behalf of the governing body by the 
         Accountable Officer 
d)   Adopting the following Statement of Principles: 

 
                                   i        Create an organisational culture that encourages and enables  

            involvement.   

ii.      Be inclusive and proactive in resolving barriers to effective   

            involvement     and participation. 

     iii.      Make clear the purpose of involvement and the extent to which  

              people can expect their views to influence development of local  

              health services. 

iv      Recognise the importance of providing feedback to people who have   

                    made their views known. 

    v.      Work in partnership with other agencies to avoid duplication where 
             possible when approaching the public. 
    vi.      Build upon best practice and be open to innovative and proven  
             approaches from within and out with the NHS. 

       vii.      Provide support and training to staff to equip them for this role. 
 
 

20 
See section 116 of the Local Government and Public Involvement in Health Act 2007, as amended by 

section 192 of the 2012 Act 
21 

See section 116A of the Local Government and Public Involvement in Health Act 2007, as inserted by 

section 191 of the 2012 Act 
22 

See section 14Z2 of the 2006 Act, inserted by section 26 of the 2012 Act 
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 In delivering the Statement of Principle the CCG will: 
- Work in partnership with patients and the local community to secure the best   

                                 care for them 
- Adapt engagement activities to meet the specific needs of the different patient 

groups and communities 
- Publish information about health services on the group’s  website and through 

other media 
- Encourage and act on feedback 
- Identify how the group will monitor and report its compliance against this 

statement of principles 
 

      e)     Having regard to the Cabinet Office’s Code of Practice on Consultation. 

 
5.2.2   Promote awareness of, and act with a view to securing that health services   

              are   provided in a way that promotes awareness of, and have regard to the  

             NHS Constitution23 by: 
 

a)     D elegating responsibility to the group’s governing body 
b)     Ensuring the group’s values reflect the values set out in the NHS Constitution 
c)     Ensuring that policies have regard to the NHS Constitution in their development 
d)     Ensuring that all decisions made by the governing body are assessed for   

        regard to the NHS Constitution 
e)     P romoting the NHS Constitution on the group’s website and internally with all  

        staff 
f)        Incorporating a requirement for compliance with the NHS Constitution in   

        all contracts with commissioned services 
 

5.2.3  Act effectively, efficiently and economically24 by: 
 

a) Delegating responsibility to the group’s governing body 
b) Ensuring that this duty is discharged on behalf of the governing body by the 

Accountable Officer and Chief Finance Officer in accordance with the 
responsibilities of their roles 

c) Delegating responsibility to the governing body’s Audit Committee to assist 
the governing body in regard to discharge of the duty and in accordance 
with the Committee’s Terms of Reference 

d) Delegating responsibility to the executive committee to assist in optimising the 
allocation and adequacy of the group’s resources in accordance with its 
Terms of Reference 

e) Requiring progress of delivery of the duty to be monitored through the group’s 
reporting mechanisms 

 
5.2.4 Act with a view to securing continuous improvement to the quality of services25

 

 by: 
 

a) Delegating responsibility to the group’s governing body 
 
 

 
23 

See section 14P of the 2006 Act, inserted by section 26 of the 2012 Act and section 2 of the Health 

Act 2009 (as amended by 2012 Act) 
24 

See section 14Q of the 2006 Act, inserted by section 26 of the 2012 Act 
25 

See section 14R of the 2006 Act, inserted by section 26 of the 2012 Act 
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b) Ensuring that this duty is discharged on behalf of the governing body by the 
                                     Accountable Officer. 

c) Delegating responsibility to the governing body’s Quality and Patient Safety   
Committee to assist the governing body in regard to discharge of the duty and 
in accordance with the Committee’s Terms of Reference. 

d) Having a strategy which will set the framework for securing continuous 
improvements in the quality of commissioned services and outcomes for 
patients with regard to clinical effectiveness, safety and patient experience 
to contribute to improved patient outcomes across the NHS Outcomes 
Framework. 

e) Requiring progress of delivery of the duty to be monitored through the group’s 
reporting mechanisms. 

 
5.2.5 Assist and support the NHS Commissioning Board in relation to the Board’s duty to 

improve the quality of primary medical services26 by: 
 

a) Delegating responsibility to the group’s governing body 
b) Ensuring that this duty is discharged on behalf of the governing body by the 

                                      Accountable Officer. 
c) Delegating responsibility to the governing body’s Quality and Patient Safety 

Committee to assist the governing body in regard to discharge of the duty and 
in accordance committee’s Terms of Reference. 

d) Having processes in place with the group’s members to secure improvements 
in the quality of primary care with regard to clinical effectiveness, safety and 
patient experience in GP practices contributing to improved patient 
outcomes across the NHS Outcomes Framework 

e) Requiring progress of delivery of the duty to be monitored through the group’s 
reporting mechanisms 

 
5.2.6 Have regard to the need to reduce inequalities27 by: 

 
a) Delegating responsibility to the group’s governing body. 
b)        Ensuring that this duty is discharged on behalf of the governing body by the 

                                    group’s executive committee in accordance with their Terms of Reference. 
c) Ensuring that this duty is discharged on behalf of the governing body by the 

                                     Accountable Officer. 
d) Ensuring that this duty is discharged on behalf of the governing body by the 

Accountable Officer and the specific lead officer delegated by the 
Accountable Officer to oversee its discharge. 

e) Developing an annual commissioning plan in accordance with the requirement 
of the Health and Social Care Act 2012 which sets out the group’s role 
and plans in relation to reducing the gap in health inequalities. 

f) Working with partners on the Health and Wellbeing Board to contribute to 
addressing the wider determinants of health and to contribute to 

                                      implementing the Health and Wellbeing Strategy in relation to 
                                     commissioning of health services. 

g) Developing and agreeing a Joint Strategic Needs Assessment. 
h) Working with the Director of Public Health. 
i) Requiring progress of delivery of the duty to be monitored through the group’s 

reporting mechanisms. 
 
 

26 
See section 14S of the 2006 Act, inserted by section 26 of the 2012 Act 

27 
See section 14T of the 2006 Act, inserted by section 26 of the 2012 Act 
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     5.2.7 Promote the involvement of patients, their carers and representatives in 

                         decisions about their healthcare28 by: 
 

a) Delegating responsibility to the group’s governing body. 
b) Ensuring that this duty is discharged on behalf of the governing body by the 

                                     Accountable Officer and the specific lead officer delegated by the 
                                     Accountable Officer to oversee its discharge. 

c) Ensuring that standards are contained within contracts with commissioned 
services requiring procedures to be in place in commissioned services to 
ensure patients, their carers and representatives are able to make informed 
decisions about their healthcare. 

d) Requiring progress of delivery of the duty to be monitored through the group’s 
                                    reporting mechanisms. 
 

5.2.8 Act with a view to enabling patients to make choices29 by: 
 

a) Delegating responsibility to the group’s governing body. 
b) Ensuring that this duty is discharged on behalf of the governing body by the 

                                     Accountable Officer. 
c) Embodying the requirements of patient choice within the Group’s Choice 

                                     Policy in accordance with the NHS Constitution. 
d) Requiring progress of delivery of the duty to be monitored through the group’s 

                                    reporting mechanisms. 

 
5.2.9 Obtain appropriate advice30 from persons who, taken together, have a broad range 

of professional expertise in healthcare and public health by: 
 

a) Delegating responsibility to the governing body to ensure that it obtains 
appropriate advice in the exercise of its functions, either through individual 
members of the governing  body, or where appropriate through invitation to 
individuals to attend as appropriate to provide advice, or by seeking advice 
through external bodies such as a Clinical Senate, Public Health England, or 
other expert or independent organisation, or through the group’s agreed 
Public Health core offer from the Local Authority. 

 
b) Delegating responsibility within their Terms of Reference to the Chair of each 

Committee or sub committee to ensure that they obtain appropriate advice in 
the exercise of its functions, either through individual members of the 
Committee or sub committee, through invitation to individuals to attend as 
appropriate to provide advice or by seeking advice through external bodies 
such as a Clinical Senate, Public Health England, or other expert or 
independent organisation, or through the group’s 

                                     agreed Public Health core offer from the Local Authority. 
 

c) Engaging as appropriate with the Local Medical Committee (LMC) in their 
role as statutory representatives of individual GPs and GP Practices. 

 
 

28 
See section 14U of the 2006 Act, inserted by section 26 of the 2012 Act 

29 
See section 14V of the 2006 Act, inserted by section 26 of the 2012 Act 

30 
See section 14W of the 2006 Act, inserted by section 26 of the 2012 Act 
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5.2.10    Promote innovation31 by: 
 

a) Delegating responsibility to the group’s governing body. 
b) Ensuring that this duty is discharged on behalf of the governing body by the 

                                     Accountable Officer. 
c) Seeking out and adopting best practice, by supporting research and adopting 

and disseminating transformative, innovative ideas, products, services 
and clinical practice both within the group and within its commissioned 
services, which add value in relation to quality and productivity. 

 
5.2.11    Promote research and the use of research32 by: 

 
a) Delegating responsibility to the group’s governing body 
b) Ensuring that this duty is discharged on behalf of the governing body by the 

Accountable Officer 
c) Delegating responsibility to the governing body’s Quality and Patient Safety 

Committee to assist the governing body in regard to oversight of research 
governance and in accordance with the group’s Terms of Reference 

d) Collaborating with key stakeholders such as Clinical Research Networks and 
academic institutions to establish evidence of best practice 

e) Collaborating with key stakeholders such as Clinical Research Networks and 
academic institutions and commissioning where appropriate independent 
research and evaluation as a means of developing or evaluating care 
pathways, evidence based practice and the translation of research 
evidence into clinical practice 

f) Requiring progress of delivery of the duty to be monitored through the group’s 
reporting mechanisms 

 
5.2.12     Have regard to the need to promote education and training33 for persons who   

            are employed, or who are considering becoming employed, in an activity which  
            involves or is connected with the provision of services as part of the health service  
            in England so as to assist the Secretary of State for Health in the discharge of his  

                          related duty34 by: 
 

a) Delegating responsibility to the group’s governing body 
b) Ensuring that this duty is discharged on behalf of the governing body by the 

Accountable Officer 
c) Encouraging and supporting the continuous learning and development of its 

employees so that they are able to carry out their role confidently and 
effectively, achieve their individual potential and contribute fully to the 
objectives of the group 

d) Requiring progress of delivery of the duty to be monitored through the group’s 
reporting mechanisms 

e) Working in partnership with the Local Education and Training Board 

 
5.2.13     Act with a view to promoting integration of both health services with other health 

services and health services with health-related and social care services where the 
 

31 
See section 14X of the 2006 Act, inserted by section 26 of the 2012 Act 

32 
See section 14Y of the 2006 Act, inserted by section 26 of the 2012 Act 

33 
See section 14Z of the 2006 Act, inserted by section 26 of the 2012 Act 

34 
See section 1F(1) of the 2006 Act, inserted by section 7 of the 2012 Act 
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group considers that this would improve the quality of services or reduce 
inequalities35 by: 

 
 a) Delegating responsibility to the group’s governing body 

                          b) Ensuring that this duty is discharged on behalf of the governing body by the   
                                     group’s executive committee in accordance with their Terms of Reference 

c) Developing an annual commissioning plan in accordance with the requirement 
of the Health and Social Care Act 2012 which sets out the group’s role 
and plans in relation to promoting integration 

d) Working in partnership with others to take forward plans so that pathways of 
care are seamless and integrated within and across organisations, and seek 
to reduce inequalities in access and outcomes 

e) Working in partnership in particular with the Health and Wellbeing Board in the 
implementation of the joint health and wellbeing strategy 

 f) Requiring progress of delivery of the duty to be monitored through the group’s 
reporting mechanisms 

 
5.3 General Financial Duties – the group will perform its functions so as to: 

 
5.3.1 Ensure its expenditure does not exceed the aggregate of its allotments for the 

financial year36 by 
 

a)     Delegating responsibility to the group’s governing body. 
b)     Developing an annual commissioning plan (which incorporates the financial 

plan) in accordance with the requirement of the Health and Social Care Act 
2012. 

c)     E nsuring that this duty is discharged on behalf of the governing body by the  
           Chief Finance Officer in accordance with the responsibilities of the role. 
d)     Specifying Prime Financial Policies (at Appendix E) and detailed 

underpinning financial policies. 
e)       Delegating responsibility to the governing body’s Audit and Risk Committee to   
           assist the governing body in regard to discharge of the duty and in accordance 
           with the Committee’s Terms of Reference. 
f)  Delegating responsibility to the executive committee to assist in optimising the 

allocation and adequacy of the group’s resources in accordance with its 
Terms of reference. 

g)     Requiring progress of delivery of the duty to be monitored through the group’s 
reporting mechanisms. 

 
5.3.2 Ensure its use of resources (both its capital resource use and revenue resource 

use) does not exceed the amount specified by the NHS Commissioning Board 

for the financial year37 by 
 

a)     Delegating responsibility to the group’s governing body. 
b)     Developing an annual commissioning plan (which incorporates the financial 

plan) in accordance with the requirement of the Health and Social Care Act 
2012. 

c)     Ensuring that this duty is discharged on behalf of the governing body by the  
           Chief Finance Officer in accordance with the responsibilities of the role. 
d)     Specifying Prime Financial Policies (at Appendix E) and detailed 

underpinning financial policies. 
 

35 
See section 14Z1 of the 2006 Act, inserted by section 26 of the 2012 Act 

36 
See section 223H(1) of the 2006 Act, inserted by section 27 of the 2012 Act 
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37 
See sections 223I(2) and 223I(3) of the 2006 Act, inserted by section 27 of the 2012 Act 

 
 

e)     Delegating responsibility to the governing body’s Audit and Risk Committee 
to assist the governing body in regard to discharge of the duty and in 
accordance with the Committee’s Terms of Reference. 

f)  Delegating responsibility to the executive committee to assist in optimising the 
allocation and adequacy of the group’s resources in accordance with its 
Terms of reference. 

g)     Requiring progress of delivery of the duty to be monitored through the group’s 
                                    reporting mechanisms. 

 
5.3.3 Take account of any directions issued by the NHS Commissioning Board, in  
            respect of specified types of resource use in a financial year, to ensure the  
            group does not exceed an amount specified by the NHS Commissioning Board 

 by 
 

a)     Delegating responsibility to the group’s governing body 
b)     Developing an annual commissioning plan (which incorporates the financial                
           plan) in accordance with the requirement of the Health and Social Care Act    
          2012. 
c)     Ensuring that this duty is discharged on behalf of the governing body by the  
           Chief Finance Officer in accordance with the responsibilities of the role. 
d)     Delegating responsibility to the executive committee to assist in    
           optimising the allocation and adequacy of the group’s resources in   
           accordance with its Terms of reference. 
e)     Requiring progress of delivery of the duty to be monitored through the group’s 

                                    reporting mechanisms 

 
5.3.4 Publish an explanation of how the group spent any payment in respect of 

quality made to it by the NHS Commissioning Board39 by 
 

 
 

a)     Delegating responsibility to the group’s governing body 
b)     Ensuring that this duty is discharged on behalf of the governing body by the 

Accountable Officer and the specific lead officer delegated by the 
Accountable Officer to oversee its discharge 

c)     Publishing the explanation on the group’s website at 
http://www.southtynesideccg.nhs.uk/  available upon request for inspection at 
the group’s headquarters, or upon application by post (insert postal address 
of HQ) or by e-mail (insert e-mail address). 

 
5.4   Other Relevant Regulations, Directions and Documents 

 
5.4.1  The group will: 

 
a)     Comply with all relevant regulations; 
b)     Comply with directions issued by the Secretary of State for Health or 

the NHS Commissioning Board; and 
c)       Take account, as appropriate, of documents issued by the NHS Commissioning 

                 Board. 
 

38 
See section 223J of the 2006 Act, inserted by section 27 of the 2012 Act 

39 
See section 223K(7) of the 2006 Act, inserted by section 27 of the 2012 Act 

http://www.southtynesideccg.nhs.uk/
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5.4.2  The group will develop and implement the necessary systems and processes to 

comply with these regulations and directions, documenting them as necessary in this 

constitution, its scheme of reservation and delegation and other relevant group 

policies and procedures. 
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6. DECISION MAKING: THE GOVERNING STRUCTURE 
 

6.1 Authority to act 

 
6.1.1         The clinical commissioning group is accountable for exercising the statutory functions 

of the group. It may grant authority to act on its behalf to: 
 

a)   Any of its members 

b)    Its governing body; c) Employees; 

d)    A committee or sub-committee of the group. 
 

6.1.2          The extent of the authority to act of the respective bodies and individuals depends  
           on the powers delegated to them by the group as expressed through: 

 
a)   The group’s scheme of reservation and delegation 

b)    For committees, their terms of reference 

6.2            Scheme of Reservation and Delegation
40

 

 
       6.2.1 The group’s scheme of reservation and delegation sets out: 
 

a)    Those decisions that are reserved for the membership as a whole; 
 
                         b)    Those decisions that are the responsibilities of its governing body (and its 

       committees), the group’s committees and sub-committees, individual  
       members and employees. 

 
6.2.2 The clinical commissioning group remains accountable for all of its functions, 

including those that it has delegated. 
 

6.3 General 
 

 6.3.1 In discharging functions of the group that have been delegated to its governing body, 
its committees, any sub-committees and individuals must: 

 
a)    Comply with the group’s principles of good governance,41

 

 
b)     Operate in accordance with the group’s scheme of reservation and delegation,42

 

 
c)     Comply with the group’s standing orders,43

 

 
d)     Comply with the group’s arrangements for discharging its statutory duties,44

 
 

 
40 

See Appendix D 
41 See section 4.4 on Principles of Good Governance above 
42 See appendix D 
43 See appendix C 
44 See chapter 5 above 
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e)     Where appropriate, ensure that member practices have had the opportunity to 
         contribute to the group’s decision making process. 

 
6.3.2           When discharging their delegated functions, committees and any sub-committees  

           must also operate in accordance with their approved terms of reference. 
 

6.3.3           Where delegated responsibilities are being discharged collaboratively, the joint 
          (collaborative) arrangements must: 

 
a)      Identify where authority lies to enter into the arrangements. 

 
b)      Identify the roles and responsibilities of those clinical commissioning groups  
         who are working together. 

 
c)      Identify any pooled budgets and how these will be managed and reported  
          in annual accounts; 

 
d)      Specify under which clinical commissioning group’s scheme of reservation  
          and delegation and supporting policies the collaborative working  
         arrangements will operate. 

 
e)      Specify how the risks associated with the collaborative working arrangement  
          will be managed between the respective parties. 

 
f)       Identify how disputes will be resolved and the steps required to terminate  
          the working arrangements. 

 
g)      Specify how decisions are communicated to the collaborative partners. 

 
6.4             Committees of the group 

 
6.4.1           The group shall have the authority to delegate any of its activities to a committee or  

          sub- committee of the group. Such committee or sub committee shall be made up  
          of either members or employees, or members of the governing body or any others  
          approved by the group. 

 
6.4.2           The group has established the committees identified in sections 6.6.3 and 6.7 below. 

 
6.4.3           Committees will only be able to establish their own sub-committees, to assist them in  

           discharging their respective responsibilities, if this responsibility has been delegated  
           to them by the group or the committee they are accountable to. 

 
6.5 Joint Arrangements and Joint Committees 

 
6.5.1    The group may enter into the following types of joint working arrangements: 

 
a) Joint (or collaborative) arrangements with other clinical commissioning groups45

 

                   b)      Joint committees in respect of designated functions as defined in an  
 agreement under sections 75 or sections 256 of the 2006 Act with a    

 local authority. 
 

45 In accordance with Section 14Z3 of the 2006 Act, inserted by Section 26 of the 2012 Act 
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6.5.2     In establishing joint (or collaborative) arrangements with other clinical 
                  commissioning groups, the group will have regard to any guidance published by the     
                  NHS Commissioning Board. 
 

6.5.3     In circumstances where the group establishes a joint committee with another  
    clinical commissioning group, the group will provide details in its Scheme of  
    Reservation and Delegation of the individual who has delegated authority to make  
    decisions on its behalf, although the group will retain liability for the decision. 

 
6.5.4     The group may set up joint committee(s) with the Local Authority to discharge  
              its responsibilities under Sections 75 and 256 of the 2006 Act. 

 
6.6       The Governing Body 

 
6.6.1     Functions – the governing body has the following functions conferred on it by  
               Sections 14L(2) and (3) of the 2006 Act, inserted by section 25 the 2012 Act,  
              together with any other functions connected with its main functions as may be  

              specified in this Constitution. 46 The governing body has responsibility for: 

 
a)     Ensuring that the group has appropriate arrangements in place to exercise its  
        functions effectively, efficiently and economically and in accordance with the  

        groups principles of good governance47 (its main function). 
 

b)    Determining the remuneration, fees and other allowances payable to employees  
       or other persons providing services to the group and the allowances payable  
       under any pension scheme it may establish under paragraph 11(4) of Schedule  
       1A of the 2006 Act, inserted by Schedule 2 of the 2012 Act. 

 
c)     Functions as delegated by the clinical commissioning group to the governing  
        body as set out in paragraph 5.1.2 a) to c). 

 
d)     Functions as delegated by the clinical commissioning group to the governing  
        body relating to the clinical commissioning group’s General Duties as set out in  
        paragraphs 5.2.1 and 5.2.13. 

 
e)     Functions as delegated by the clinical commissioning group to the governing  
        body relating to the clinical commissioning group’s General Financial Duties as 
        set out in paragraphs 5.3.1 to 5.3.4. 

 
6.6.2   Composition of the Governing Body – the governing body must have not less than  
            6 members and for the CCG membership consists of: 

 
a)     The chair 

 
b)     At least two and up to five GPs or primary care health professionals 

 
c)      Three lay members 

 
i.   One to lead on audit, remuneration and conflict of interest  
    matters  
ii.  One to lead on patient and public participation matters 

46 
See section 14L(3)(c) of the 2006 Act, as inserted by section 25 of the 2012 Act 

47 
See section 4.4 on Principles of Good Governance above 
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iii.  One to lead on quality and strategic partnerships 
 

             d)       One Registered Nurse 
 

e)      One Secondary Care Specialist Doctor 
 

f)       The Accountable Officer 
 

g)      The Chief Finance Officer 
 

Additionally, the following will be invited to attend meetings of the Governing Body in an 
advisory (non-voting) capacity: 

 
h)       The Director of Public Health; 

 
i)        The Corporate Director of Children, Adults & Families, South Tyneside  
          Metropolitan Borough Council. 

 
6.6.3 Committees of the Governing Body – the governing body has appointed the 
following committees and sub-committees: 

 
a)     Audit and Risk Committee – the audit committee, which is accountable to the 

group’s governing body, provides the governing body with an independent and 
objective view of the group’s financial systems, financial information and 
compliance with laws, regulations and directions governing the group in so far as 
they relate to finance.  The Committee reviews the establishment and 
maintenance of an effective system of integrated governance, risk management 
and internal controls across the whole of the group’s activities that supports the 
achievement of the group’s objectives. 

 
The governing body has approved and keeps under review the terms of  
reference for the Audit Committee, which includes information on the  
membership of the Audit and Risk Committee. 

 
The terms of reference of the Audit and Risk Committee are available at 
website address http://www.southtynesideccg.nhs.uk/ or on request to: NHS 
South Tyneside CCG, Monkton Hall, Monkton Lane, Jarrow, NE32 5NN. 

 
b)       Remuneration Committee – the remuneration committee, which is  
 accountable to the group’s governing body is an advisory committee which  

makes recommendations to the governing body on determinations about the 
remuneration, fees and other allowances for employees and for people who 
provide services to the group and on determinations about allowances under 
any pension scheme that the group may establish as an alternative to the NHS 
pension scheme.  The governing body has approved and keeps under review 
the terms of reference for the remuneration committee, which includes 
information on the membership of the remuneration committee. 

 
The terms of reference of the Remuneration Committee are available at website 
address  http://www.southtynesideccg.nhs.uk/ or on request to: NHS South 
Tyneside CCG, Monkton Hall, Monkton Lane, Jarrow, NE32 5NN. 

 
In addition the group or the governing body has conferred or delegated the 
following functions, connected with the governing body’s main function, to its 
remuneration committee: 

http://www.southtynesideccg.nhs.uk/
http://www.southtynesideccg.nhs.uk/
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i.       Approving severance payments of the accountable officer, the  
chief finance  officer and of other staff. 

 
 

ii.      Fulfilling the role, as necessary, associated with that of a  
Nominations Committee to oversee and where relevant lead the 
process for governing body appointments, ensuring the governing 
body has the balance of skills and expertise to discharge its duties 
and responsibilities, and ensuring succession planning for members 
of the governing body. 

 
c)      Quality and Patient Safety Committee – the Quality and Patient Safety     

Committee, which is accountable to the group’s governing body, is responsible 
for reviewing and providing assurance to the governing body about the quality, 
safety and patient safety- related risks of the services being commissioned. It 
supports the governing body in relation to its duty to promote a culture of 
continuous improvement and innovation with respect to safety of services, 
clinical effectiveness and patient experience. The governing body has approved 
and keeps under review the terms of reference for the Quality and Patient Safety 
Committee, which includes information on the membership of the committee. It 
has authority to make decisions as set out within its Terms of Reference and the 
group’s scheme of delegation. 

 
The terms of reference of the Quality and Patient Safety Committee are 
available at website address  http://www.southtynesideccg.nhs.uk/ or on 
request to: NHS South Tyneside  CCG, Monkton Hall, Monkton Lane, Jarrow, 
NE32 5NN. 

 
d)     Executive Committee – the Executive Committee is established as a 

management committee to support the group, its governing body and the 
accountable officer in the discharge of their functions. Its remit includes 
development and implementation of strategy, monitoring and delivery of 
statutory duties, operational, financial, contractual and clinical performance as 
well as ensuring the coordination and monitoring of risks and internal controls. It 
has authority to make decisions as set out within its Terms of Reference and the 
group’s scheme of delegation. 

 
The terms of reference of the Executive Committee are available at website 
address http://www.southtynesideccg.nhs.uk/ or on request to: NHS South 
Tyneside CCG, Monkton Hall, Monkton Lane, Jarrow, NE32 5NN. 

 
6.7   Committees of the Clinical Commissioning Group 

 
6.7.1              The following committee has been established by the Clinical Commissioning Group; 

 
a)    Council of Practices   - the Council of Practices has been established as a 

Committee of the Clinical Commissioning Group comprising the individuals 
selected by each of the member practices to represent their practices’ views 
and to act on its behalf in its dealings between the practice and the group. 

 
The Council of Practices has been established as a Committee within 
which the individual Member Practice Representatives will meet together 
to collectively make decisions reserved to the Council of Practices as set 
out in the group’s scheme of delegation and within the Council of 
Practice’s Terms of Reference. 

http://www.southtynesideccg.nhs.uk/
http://www.southtynesideccg.nhs.uk/
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    The terms of reference of the Council of Practices are available at website   
    address   http://www.southtynesideccg.nhs.uk/ or on request to: NHS 
south     
     Tyneside CCG, Monkton Hall, Monkton Lane, Jarrow, NE32 5NN. 

 

      b)   Members of the Council of Practices – Members of the Council of   
              practices represent their practice’s views and act on behalf of the practice in  
               matters   relating to the group. The role of each practice representative is to: 

 
i.    Attend general meetings of the Council of Practices to represent their   
      practice’s views. 

 
ii.    Secure the effective participation of their practice in exercising of the  
        group’s functions. 

 
                                       iii.    Ensure clinical commissioning business is on the agenda of the practice  
              meeting. 
 

iv.    Ensure all staff attend training or otherwise ensure education   
       appropriate to their practice development plans and compliance with 
       accredited pathways, protocols and policies. 

 
v.    Ensure their practice uses all reasonable endeavours so as to meet the  
       objectives and assist in the development and delivery of the group’s  
       commissioning plans 

 
vi.   Ensure that their practice shares lessons learned and adopts  
        good practice as agreed by the group. 

 
vii.   Commit to work collaboratively within the group 

 
viii.  Act in accordance with the group’s Standards of Business Conduct and  
       Conflicts of Interest Policy, ensuring that they declare any conflicts of  
       interest which they are aware of as an individual and within their  
       practice (as a Member of the group) which may affect the integrity of  
       the group’s decision making process. 

 

 
6.8                Transparency 

 
6.8.1   In accordance with the National Health Service (Clinical Commissioning Groups – 

Responsibilities) Regulations 2012, Regulation 16, the CCG will make the following 
arrangements to ensure transparency: 

 
a)        Publish papers considered at its meetings except where the governing body  
            considers that it would not be in the public interest to do so in relation to a  
            particular paper or part of a paper. 

 
b)        Publish the following information relating to determinations made under   
           subsection (3)(a) and (b) of section 14L of the 2006 Act (which relates to  
           remuneration, fees and allowances payable under certain pension schemes) – 

 
i.   In relation to each senior employee of the CCG, any determination of the    

employee’s salary (which need only specify a band of £5,000 into which 
the salary falls), or of any travelling and other allowances payable to the 

http://www.southtynesideccg.nhs.uk/
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employee,  
 
 

  including any allowances payable under a pension scheme established 
under paragraph 11(4) of Schedule 1A to the 2006 Act. 

 
ii.    Any recommendation of the remuneration committee in relation to any  

such determination c) in the event that the governing body considers 
that it would    not be in the public interest to publish such information; it 
will not publish    the above information. 
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7.  ROLES AND RESPONSIBILITIES 
 

7.1    All Members of the Group’s Governing Body 

 
7.1.1 Guidance on the roles of members of the group’s governing body is set out in a separate 

document48. In summary, each member of the governing body should share responsibility as 
part of a team to ensure that the group exercises its functions effectively, efficiently and 
economically, with good governance and in accordance with the terms of this constitution. 
Each brings their unique perspective, informed by their expertise and experience. 
Notwithstanding this, all members of the governing body have joint responsibility for every 
decision of the governing body regardless of their individual skills and experience. 

  
7.2     The Chair of the Governing Body 

 
7.2.1  The chair of the governing body is responsible for: 

 
a) Leading the governing body, ensuring it remains continuously able to discharge its 
duties and responsibilities as set out in the constitution; 

 
b) Building and developing the group’s governing body and its individual members; 

 
c) Ensuring that the group has proper constitutional and governance arrangements in 
place; 

 
d) Ensuring that, through the appropriate support, information and evidence, the 
governing body is able to discharge its duties; 

 
e) Supporting the accountable officer in discharging the responsibilities of the 
organisation; 

 
f) Contributing to building a shared vision of the aims, values and culture of the 
organisation; 

 
g) Leading and influencing to achieve clinical and organisational change to enable the 
group to deliver its commissioning responsibilities; 

 
h) Overseeing governance and particularly ensuring that the governing body and the 
wider group behaves with the utmost transparency and responsiveness at all times; 

 
i) Ensuring that public and patients’ views are heard and their expectations 
understood and, where appropriate as far as possible, met: 
 
j) Ensuring that the organisation is able to account to its local patients, stakeholders 
and the NHS Commissioning Board; 

 
k) Ensuring that the group builds and maintains effective relationships, particularly 
with the individuals involved in overview and scrutiny from the relevant local authority 

 
l) Ensuring the group participates fully in Health and Wellbeing Board arrangements 
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Clinical commissioning group Governing Body Members – Roles Attributes and Skills, NHS 

Commissioning Board, October 2012 
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7.2.2    Where the chair of the governing body is also the senior clinical voice of the group they will  
            take the lead in interactions with stakeholders, including the NHS Commissioning Board. 

 
7.2.3    In circumstances where the Accountable Officer is a GP or primary care health 

professional, the chair cannot be a GP or primary care health professional. 
 

 
 

7.3     The Deputy Chair of the Governing Body 

 
7.3.1   In circumstances where the Chair is a GP or other primary care health professional the 

deputy chair of the governing body, who will be a lay member, deputises for the chair of the 
governing body where he or she has a conflict of interest or is otherwise unable to act. 

 
7.4     Role of the Accountable Officer 

 
7.4.1   The accountable officer of the group is a member of the governing body. 

 
7.4.2   The role of the accountable officer has been summarised in national guidance49 as: 

 
a) being responsible for ensuring that the clinical group fulfils its duties to exercise its 
functions effectively, efficiently and economically thus ensuring improvement in the 
quality of services and the health of the local population whilst maintaining value for 
money; 

 
b) at all times ensuring that the regularity and propriety of expenditure is discharged, 
and that arrangements are put in place to ensure that good practice (as identified 
through such agencies as the National Audit Office) is embodied and that 
safeguarding of funds is ensured through effective financial and management 
systems. 

 
c) working closely with the chair of the governing body, the accountable officer will 
ensure that proper constitutional, governance and development arrangements are 
put in place to assure the members (through the governing body) of the 
organisation’s ongoing capability and capacity to meet its duties and responsibilities. 
This will include arrangements for the ongoing developments of its members and 
staff. 

 
d) exercise the functions as delegated by the clinical commissioning group to the 
accountable officer as set out in paragraph 5.1.2 a) to c) 

 
e) exercise the functions as delegated by the clinical commissioning group to the 
accountable officer relating to the clinical commissioning group’s General Duties as 
set out in paragraphs 5.2.1 and 5.2.13 

 

f) ensure that the registers of interest are reviewed regularly, and updated as 
necessary. 

 
 
 
 
 
 
 

49 
See the NHS Commissioning Board Clinical commissioning group governing body members: Role 
outlines, attributes and skills 
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7.5    Role of the Chief Finance Officer 

 
7.5.1   The chief finance officer is a member of the governing body and is responsible for  
           providing financial advice to the clinical commissioning group and for supervising financial  
           control and accounting systems. 

 
7.5.2   This role of chief finance officer has been summarised in a national document as: 

 
a) being the governing body’s professional expert on finance and ensuring, through 
robust systems and processes, the regularity and propriety of expenditure is fully 
discharged; 

 
b) making appropriate arrangements to support, monitor on the group’s finances; 

 
c) overseeing robust audit and governance arrangements leading to propriety in the 
use of the group’s resources; 

 
d) being able to advise the governing body on the effective, efficient and economic 
use of the group’s allocation to remain within that allocation and deliver required 
financial targets and duties; and 

 
e) producing the financial statements for audit and publication in accordance with the 
statutory requirements to demonstrate effective stewardship of public money and 
accountability to the NHS Commissioning Board. 

 
f) The chief finance officer will also exercise the functions as delegated by the clinical 
commissioning group to the Chief Finance Officer relating to the clinical 
commissioning group’s General Financial Duties as set out in paragraphs 5.3.1 to 
5.3.4 

 

 
   7.6    Other GP and Primary Care Health Professionals 

 
        7.6.1     The group has identified a number of other GPs / primary care health professionals  

         from member practices to either support the work of the group and / or represent the  
          group rather than represent their own individual practices.  These GPs and primary  
         care health professional participate as members of the Executive Committee whose  
         role as a committee of the governing body is set out in section 6.6.3 d) above. 

 

 
 

   7.7      Joint Appointments with other Organisations 
 
        7.7.1   The group may enter into joint staff appointments with other organisations. 
 

   7.7.2     Where the group chooses to have a joint appointment such arrangement will be  
 supported by a memorandum of understanding between the organisations who are  

      party to these joint appointments. 
 

 
 
 
 

50 
See the NHS Commissioning Board Clinical commissioning group governing body members: Role 
outlines, attributes and skills 
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8. STANDARDS OF BUSINESS CONDUCT AND MANAGING 
CONFLICTS OF INTEREST 

 
8.1 Standards of Business Conduct 

 
8.1.1       Employees, members, committee and sub-committee members of the group and  
               members of the governing body (and its committees) will at all times comply with this  
               constitution and be aware of their responsibilities as outlined in it. They should act in  
               good faith and in the interests of the group and should follow the Seven Principles of  
               Public Life, set out by the Committee on Standards in Public Life (the Nolan Principles)  
               The Nolan Principles are incorporated into this constitution at Appendix F. 

 
   8.1.2        They must comply with the group’s policy on business conduct, including the  
                   requirements set out in the policy for managing conflicts of interest. This policy will be 
                   available on the group’s website at  http://www.southtynesideccg.nhs.uk/ It will also be  
                   available upon request for inspection at the group’s headquarters or by post upon  
                   application to NHS South Tyneside CCG, Monkton Hall, Monkton Lane, Jarrow,  

       NE32 5NN. 
 

 8.1.3       Individuals contracted to work on behalf of the group or otherwise providing services or  
                facilities to the group will be made aware of their obligation with regard to declaring  
                conflicts or potential conflicts of interest. This requirement will be written into their  
                contract for services. 

 
8.2          Conflicts of Interest 

 
  8.2.1        As required by section 14O of the 2006 Act, as inserted by section 25 of the 

      2012 Act, the clinical commissioning group will make arrangements to manage conflicts   
                  and potential conflicts of interest to ensure that decisions made by the group will be taken   
                  and seen to be taken without any possibility of the influence of external or private interest. 
 

       8.2.2         Where an individual, i.e. an employee, group member, member of the governing body, or a 
member of a committee or a sub-committee of the group or its governing body has an 
interest, or becomes aware of an interest which could lead to a conflict of interests in the 
event of the group considering an action or decision in relation to that interest, that must 
be considered as a potential conflict, and is subject to the provisions of this constitution. 

 
8.2.3         A conflict of interest will include: 

 
a)     A direct pecuniary interest: where an individual may financially benefit from the  
        consequences of a commissioning decision (for example, as a provider of services). 

 
b)      An indirect pecuniary interest: for example, where an individual is a partner,    

member or shareholder in an organisation that will benefit financially from the 
consequences of a commissioning decision. 

 
c)     A non-pecuniary interest: where an individual holds a non-remunerative or not-for   
         profit interest in an organisation, that will benefit from the consequences of a  
         commissioning decision (for example, where an individual is a trustee of a voluntary  
         provider that is bidding for a contract). 

http://www.southtynesideccg.nhs.uk/
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d)    A non-pecuniary personal benefit: where an individual may enjoy a qualitative 
benefit from the consequence of a commissioning decision which cannot be given 
a monetary value (for example, a reconfiguration of hospital services which might 
result in the closure of a busy clinic next door to an individual’s house); 

 
e)     Where an individual is closely related to, or in a relationship, including 

friendship, with an individual in the above categories. 
 
  8.2.4           If in doubt, the individual concerned should assume that a potential conflict of interest  
                     exists. 
 

  8.3 Declaring and Registering Interests 
 
  8.3.1       The group will maintain one or more registers of the interests of: 
 

a)     The members of the group 
 

b)     The members of its governing body 
 

c)     The members of its committees or sub-committees and the committees or sub- 
        committees of its governing body 
 
d)     Its employees (Bands 7 and above)  

 
8.3.2        The registers will be published on the group’s website at 

http://www.southtynesideccg.nhs.uk/ They will also be available upon request for 
inspection at the group’s headquarters or upon application by post to NHS South 
Tyneside CCG, Monkton Hall, Monkton Lane, Jarrow, NE32 5NN. 

 
8.3.3         Individuals will declare any interest that they have, in relation to a decision to be made in 

the exercise of the commissioning functions of the group, in writing to the governing body, 
as soon as they are aware of it and in any event no later than 28 days after becoming 
aware. 

 
8.3.4         Where an individual is unable to provide a declaration in writing, for example, if a conflict 

becomes apparent in the course of a meeting, they will make an oral declaration before 
witnesses, and provide a written declaration as soon as possible thereafter. 

 

       8.3.5          The accountable officer will ensure that the registers of interest are reviewed regularly, 
and updated as necessary. 

 
8.4   Managing Conflicts of Interest: general 

 
8.4.1         Individual members of the group, the governing body, committees or sub- committees, the 

committees or sub-committees of its governing body and employees will comply with the 
arrangements determined by the group for managing conflicts or potential conflicts of 
interest. 

 
8.4.2         The accountable officer will ensure that for every interest declared, either in writing or 

by oral declaration, arrangements are in place to manage the conflict of 

http://www.southtynesideccg.nhs.uk/


NHS South Tyneside Clinical Commissioning Group’s Constitution 
Version: Final 22 March 2013 (amended 28 June 2013) (amended November 2014) NHS  
Commissioning Board Effective Date: [ 

] 

Page 34 

 

interests or potential conflict of interests, to ensure the integrity of the group’s 
decision making processes. 

 
8.4.3        Arrangements for the management of conflicts of interest are to be determined by the 

accountable officer and will include the requirement to put in writing to the relevant 
individual arrangements for managing the conflict of interests or potential conflicts of 
interests, within a week of declaration. The arrangements will confirm the following: 

 
a)  When an individual should withdraw from a specified activity, on a  
      temporary or permanent basis; 

 

b)   Monitoring of the specified activity undertaken by the individual, either by a line   

      manager, colleague or other designated individual. 
 

8.4.4           Where an interest has been declared, either in writing or by oral declaration, the declarer   
                 will ensure that before participating in any activity connected with the 
                 group’s exercise of its commissioning functions, they have received confirmation of the    
                  arrangements to manage the conflict of interest or potential conflict of interest from  

                    the accountable officer. 
 

8.4.5         Where an individual member, employee or person providing services to the group is 
aware of an interest which: 

 
a)    Has not been declared, either in the register or orally, they will declare this at the    

start of the meeting. 
 

b)    Has previously been declared, in relation to the scheduled or likely business of the  
        meeting, the individual concerned will bring this to the attention of the chair of the  
        meeting, together with details of arrangements which have been confirmed for the     
        management of the conflict of interests or potential conflict of interests. 

 
                            The chair of the meeting will then determine how this should be managed and  
                               inform the member of their decision. Where no arrangements have been   
                               confirmed, the chair of the meeting may require the individual to withdraw from the  
                                meeting or part of it. The   individual will then comply with these arrangements,  
                              which must be recorded in the minutes of the meeting. 
 

     8.4.6            Where the chair of any meeting of the group, including committees, sub- committees, or 
the governing body and the governing body’s committees and sub- committees, has a 
personal interest, previously declared or otherwise, in relation to the scheduled or likely 
business of the meeting, they must make a declaration and the deputy chair will act as 
chair for the relevant part of the meeting. Where arrangements have been confirmed for 
the management of the conflict of interests or potential conflicts of interests in relation to 
the chair, the meeting must ensure these are followed.  Where no arrangements have 
been confirmed, the deputy chair may require the chair to withdraw from the meeting or 
part of it. Where there is no deputy chair, the members of the meeting will select one. 

 
8.4.7           Any declarations of interests, and arrangements agreed in any meeting of the clinical 

commissioning group, committees or sub-committees, or the governing body, the 
governing body’s committees or sub-committees, will be recorded in the minutes. 
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8.4.8             Where more than 50% of the members of a meeting are required to withdraw from a  
                  meeting or part of it, owing to the arrangements agreed for the management of   
                conflicts of interests or potential conflicts of interests, the chair (or deputy) will  
                 determine whether or not the discussion can proceed. 

 
  8.4.9             In making this decision the chair will consider whether the meeting is quorate, in 

accordance with the number and balance of membership set out in the group’s 
standing orders. Where the meeting is not quorate, owing to the absence of certain 
members, the discussion will be deferred until such time as a quorum can be 
convened. Where a quorum cannot be convened from the membership of the 
meeting, owing to the arrangements for managing conflicts of interest or potential 
conflicts of interests, the chair of the meeting shall consult with the accountable officer 
on the action to be taken. 

 
8.4.10           This may include: 

 
a)    Requiring another of the group’s committees or sub-committees, the    

group’s governing body or the governing body’s committees or sub-          
committees (as appropriate) which can be quorate to progress the item of 
business, or if this is not possible. 

 
b)   Inviting on a temporary basis one or more of the following to make up the  

quorum (where these are permitted members of the governing body or  
committee / sub-committee in question) so that the group can progress the 
item of business: 

 
i.   A member of the clinical commissioning group who is an individual; 

 
ii.  An individual appointed by a member to act on its behalf in the 
dealings between it and the clinical commissioning group; 

 
iii.  A member of a relevant Health and Wellbeing Board; 

 
iv.  A member of a governing body of another clinical commissioning   
      group. 

 
                         These arrangements must be recorded in the minutes. 
 

8.4.11              In any transaction undertaken in support of the clinical commissioning group’s 
exercise of its commissioning functions (including conversations between two or 
more individuals, e-mails, correspondence and other communications), individuals 
must ensure, where they are aware of an interest, that they conform to the 
arrangements confirmed for the management of that interest. Where an individual 
has not had confirmation of arrangements for managing the interest, they must 
declare their interest at the earliest possible opportunity in the course of that 
transaction, and declare that interest as soon as possible thereafter.  The individual 
must also inform either their line manager (in the case of employees), or the 
accountable officer of the transaction. 

 

8.4.12              The accountable officer will take such steps as deemed appropriate, and request 
information deemed appropriate from individuals, to ensure that all conflicts of 
interest and potential conflicts of interest are declared. 
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8.5 Managing Conflicts of Interest: contractors and people who provide services to the 
group 

 

 
 
  8.5.1    Anyone seeking information in relation to a procurement, or participating in a procurement, or   
             otherwise engaging with the clinical commissioning group in relation to the potential provision  
              of services or facilities to the group, will be required to make a declaration of any relevant  
              conflict / potential conflict of interest. 
 

8.5.2    Anyone contracted to provide services or facilities directly to the clinical commissioning 
group will be subject to the same provisions of this constitution in relation to managing 
conflicts of interests. This requirement will be set out in the contract for their services. 

 
8.6 Transparency in Procuring Services 

 
8.6.1    The group recognises the importance in making decisions about the services it procures in a 

way that does not call into question the motives behind the procurement decision that has 
been made. The group will procure services in a manner that is open, transparent, non- 
discriminatory and fair to all potential providers. 

 
 8.6.2     The group will publish a Procurement Strategy approved by its governing body which will 

ensure that: 
 

     a)     All relevant clinicians (not just members of the group) and potential providers,  
             together with local members of the public, are engaged in the decision-making  
             processes used to procure services; 

 
        b)    Service redesign and procurement processes are conducted in an open,     
               transparent, non-discriminatory and fair way 

 
8.6.3    Copies of this Procurement Strategy will be available on the group’s website at 

http://www.southtynesideccg.nhs.uk/ It will also be available upon request for inspection at 
the group’s headquarters, or upon application by post to NHS South Tyneside CCG, 
Monkton Hall, Monkton Lane, Jarrow, NE32 5NN. 
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9. DISPUTE RESOLUTION 
 

 
9.1 If a dispute arises between the CCG and a member practice or between member 
practices, then all parties are required to follow the Disputes Resolution Procedures detailed 
in Appendix H. 

 

 
 

10. THE GROUP AS EMPLOYER 
 

10.1 The group recognises that its most valuable asset is its people.  It will seek to enhance 
their skills and experience and is committed to their development in all ways relevant to the 
work of the group. 

 
10.2 The group will seek to set an example of best practice as an employer and is committed 
to offering all staff equality of opportunity.  It will ensure that its employment practices are 
designed to promote diversity and to treat all individuals equally. 

 
10.3 The group will ensure that it employs suitably qualified and experienced staff who will 
discharge their responsibilities in accordance with the high standards expected of staff 
employed by the group. All staff will be made aware of this constitution, the commissioning 
strategy and the relevant internal management and control systems which relate to their field 
of work. 

 
10.4 The group will maintain and publish policies and procedures (as appropriate) on the 
recruitment and remuneration of staff to ensure it can recruit, retain and develop staff of an 
appropriate caliber. The group will also maintain and publish policies on all aspects of 
human resources management, including grievance and disciplinary matters 

 
10.5 The group will ensure that its rules for recruitment and management of staff provide for 
the appointment and advancement on merit on the basis of equal opportunity for all 
applicants and staff. 

 
10.6 The group will ensure that employees’ behavior reflects the values, aims and 
principles set out above. 

 
10.7 The group will ensure that it complies with all aspects of employment law. 

 
10.8 The group will ensure that its employees have access to such expert advice and 
training opportunities as they may require in order to exercise their responsibilities 
effectively. 

 
10.9 Staff within the group will adopt the NHS Code of Conduct for Senior Managers and will 
maintain and promote effective ‘whistleblowing’ procedures to ensure that concerned staff 
have means through which their concerns can be voiced. 

 
10.10 The group recognises and confirms that nothing in or referred to in this constitution 
(including in relation to the issue of any press release or other public statement or 
disclosure) will prevent or inhibit the making of any protected disclosure (as defined in the 
Employment Rights Act 1996, as amended by the Public Interest Disclosure Act 1998) by 
any member of the group, any member of its governing body, any member of any of its 
committees or sub-committees or the committees or sub-committees of its governing body, 
or any employee of the group or of any of its members, nor will it affect the rights of any 
worker (as defined in that Act) under that Act. 
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10.11. Copies of the NHS Code of Conduct for Senior Managers, together with the other 

policies and procedures outlined in this chapter, will be available on the group's website at 

http://www.southtynesideccg.nhs.uk/  They will also be available upon request for inspection 

at the group's headquarters, or upon application by post to NHS South Tyneside CCG, 

Monkton Hall, Monkton Lane, Jarrow, NE32 5NN. 
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11. TRANSPARENCY, WAYS OF WORKING AND STANDING ORDERS 
 

11.1 General 
 

11.1.1 The group will publish annually a commissioning plan and an annual report, 
presenting the group’s annual report to a public meeting. 

 
11.1.2 Key communications issued by the group, including the notices of procurements, 
public consultations, governing body meeting dates, times, venues, and certain papers will 
be published on the group’s website at  http://www.southtynesideccg.nhs.uk/ 

 

11.1.3 The group may use other means of communication, including circulating information 
by post, or making information available in venues or services accessible to the public. 

 
11.2 Standing Orders 

 
11.2.1 This constitution is also informed by a number of documents which provide further 
details on how the group will operate. They are the group’s: 

 
a) Standing orders (Appendix C) – which sets out the arrangements for meetings 
and the appointment processes to elect the group’s representatives and appoint to 
the group’s committees, including the governing body; 

 
b) Scheme of reservation and delegation (Appendix D) – which sets out those 
decisions that are reserved for the membership as a whole and those decisions that 
are the responsibilities of the group’s governing body, the governing body’s 
committees and sub-committees, the group’s committees and sub-committees, 
individual members and employees; 

 
c) Prime financial policies (Appendix E) – which sets out the arrangements for 
managing the group’s financial affairs. 
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APPENDIX A 
DEFINITIONS OF KEY DESCRIPTIONS USED IN THIS CONSTITUTION 

 

2006 Act National Health Service Act 2006 

2012 Act Health and Social Care Act 2012 (this Act amends the 2006 Act) 

Accountable officer An individual, as defined under paragraph 12 of Schedule 1A of the 2006 Act (as 
inserted by Schedule 2 of the 2012 Act), appointed by the NHS Commissioning 
Board, with responsibility for ensuring the group: 

    complies with its obligations under: 
o Sections 14Q and 14R of the 2006 Act (as inserted by section 26 of the 

2012 Act), 

o sections 223H to 223J of the 2006 Act (as inserted by section 27 of the 
2012 Act), 

o paragraphs 17 to 19 of Schedule 1A of the NHS Act 2006 (as inserted by 
Schedule 2 of the 2012 Act), and 

o any other provision of the 2006 Act (as amended by the 2012 Act) 
specified in a document published by the Board for that purpose; 

          exercises its functions in a way which provides good value for money. 

Area The geographical area that the group has responsibility for, as defined in Chapter 
2 of this constitution 

Chair of the 
governing body 

 
The individual appointed by the group to act as chair of the governing body 

Chief finance officer The qualified accountant employed by the group with responsibility for financial 
strategy, financial management and financial governance 

Clinical 
commissioning group 

A body corporate established by the NHS Commissioning Board in accordance 
with Chapter A2 of Part 2 of the 2006 Act (as inserted by section 10 of the 2012 
Act) 

Committee A committee or sub-committee created and appointed by: 

o the membership of the group 
o a committee / sub-committee created by a committee created / 

appointed by the membership of the group 
o    a committee / sub-committee created / appointed by the   
       governing body 

Council of Practices A committee of the group comprising practice representatives who act on behalf 
of their practices in dealings with the group and which on behalf of the group, 
through the Scheme of Reservation and Delegation, has certain decision-making 
reserved to itself 

Financial year This usually runs from 1 April to 31 March, but under paragraph 17 of Schedule 
1A of the 2006 Act (inserted by Schedule 2 of the 2012 Act), it can for the 
purposes of audit and accounts run from when a clinical commissioning group is 
established until the following 31 March 

Group  
NHS South Tyneside Clinical Commissioning Group, whose constitution this is 

Governing body The body appointed under section 14L of the NHS Act 2006 (as inserted by 
section 25 of the 2012 Act), with the main function of ensuring that a clinical 
commissioning group has made appropriate arrangements for ensuring that it 
complies with: 
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    Its obligations under section 14Q under the NHS Act 2006 (as inserted by 
section 26 of the 2012 Act), and 

   such generally accepted principles of good governance as are relevant to it. 

Governing body 
member 

 
 
Any member appointed to the governing body of the group 

Lay member A lay member of the governing body, appointed by the group. A lay member is an 
individual who is not a member of the group or a healthcare professional 
(i.e. an individual who is a member of a profession regulated by a body 
mentioned in section 25(3) of the National Health Service Reform and Health 
Care Professions Act 2002) or as otherwise defined in regulations 

Member A provider of primary medical services to a registered patient list, who is a 
member of this group (see tables in Chapter 3 and Appendix B) 

Practice 
representatives 

An individual appointed by a practice (who is a member of the group) to act on its 
behalf in the dealings between it and the group, under regulations made under 
section 89 or 94 of the 2006 Act (as amended by section 28 of the 2012 Act) or 
directions under section 98A of the 2006 Act (as inserted by section 49 of the 
2012 Act) 

Registers of interests Registers a group is required to maintain and make publicly available under 
section 14O of the 2006 Act (as inserted by section 25 of the 2012 Act), of the 
interests of: 

o the members of the group; 
o the members of its governing body; 
o the members of its committees or sub-committees and committees or 

sub- committees of its governing body; and 

o its employees. 
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APPENDIX B – LIST OF MEMBER PRACTICES AND 
APPROVAL OF THE CONSTITUTION 

 
 
Appendix B of the Constitution contains details of the signatories to the Constitution. The list below 
details all the Member Practices which are signatories to this Constitution. 

 

 
 

Practice 
Code 

 

 
Practice Name 

 

 
Address 

 
Constitution Signatory 

 

A88001 
Victoria Medical 
Centre 

12-28 Glen Street, Hebburn. Tyne 
and Wear. NE31 1NU 

 

 

A88002 
Farnham Medical 
Centre 

435 Stanhope Road, South Shields. 
Tyne and Wear. NE33 4QY 

 

 
A88003 

 

Marsden Road 
Health Centre 

Marsden Road Health Centre, 
Marsden Road, South Shields, NE34 
6RE 

 

 

A88004 
Mayfield Medical 
Centre 

Park Road, Jarrow. Tyne and Wear. 
NE32 5SE 

 

 

A88005 
 

Dr A Haque 
171, Wenlock Road, South Shields. 
Tyne and Wear. NE34 9BP 

 

 

A88006 
Talbot Medical 
Centre 

Stanley Street, South Shields. Tyne 
and Wear. NE34 0BX 

 

 

A88007 
Wawn Street 
Surgery 

Wawn Street, South Shields. Tyne 
and Wear. NE33 4DX 

 

 

A88008 
Trinity Medical 
Centre 

New George Street, South Shields. 
Tyne and Wear. NE33 5DU 

 

 

A88009 
Dr Thorniley-Walker 
and Partners 

Gibson Court, Boldon Colliery. Tyne 
and Wear. NE35 9AN 

 

 

A88010 
 

Dr McManus 
118 Albert Road, Jarrow. Tyne and 
Wear. NE32 5AG 

 

 
A88011 

 
Westoe Surgery 

Stanhope Parade Health Centre, 
Gordon Street, South Shields. Tyne 
and Wear. NE33 4JP 

 

 

A88012 
Hebburn Health 
Centre 

Campbell Park Road, Hebburn. Tyne 
and Wear. NE31 2SP 

 

 
A88013 

 
Central Surgery 

Cleadon Park Primary Care Centre, 
Prince Edward Road, South Shields. 
Tyne and Wear. NE34 7QD 

 

 
A88014 

 
Dr Kulkarni 

Stanhope Parade Health Centre, 
Gordon Street, South Shields. Tyne 
and Wear. NE33 4JP 

 

 

A88015 
St George Medical 
Centre 

New George Street, South Shields. 
Tyne and Wear. NE33 5DU 

 

 
A88016 

 

Colliery Court 
Medical Group 

The Medical Centre, Gibson Court, 
Boldon Colliery. Tyne and Wear. 
NE35 9AN 

 

 

A88020 
 

Dr Chander 
Dale Street, South Shields. Tyne 
and Wear. NE33 2PG 

 

 
A88022 

 

The Glen Medical 
Group 

The Glen Primary Care Centre, 
Hebburn. Tyne and Wear.            
NE311NU 
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A88023  
Whitburn Surgery 

3 Byers Street, Whitburn, 
Sunderland. Tyne and Wear. SR6 
7EE 

 

 
A88025 

 

Drs Dowsett and 
Overs 

Palmer Community Hospital, Wear 
Street, Jarrow. Tyne and Wear. 
NE32 3UX 

 

 

A88601 
 

Dr Curry 
78 Imeary Street, South Shields. 
Tyne and Wear. NE33 4EG 

 

 
A88603 

 
The Park Surgery 

The Glen Primary Care Centre, Glen 
Street, Hebburn. Tyne and Wear. 
NE31 1NU 

 

 

A88608 
Ravensworth 
Surgery 

Horsley Hill Road, South Shields. 
Tyne and Wear. NE33 3ET 

 

 

A88611 
 

Chichester Practice 
Stanhope Parade, Gordon Street, 
South Shields, NE33 4JP 

 

 
A88613 

 

Dr Zaidi and 
Partners 

East Wing Surgery, Palmers 
Community Hospital, Wear Street, 
Jarrow. NE32 3UX 

 

 
A88614 

 
Dr Win 

Flagg Court Health Centre, Dale 
Street, South Shields, Tyne and 
Wear, NE33 2PG 

 

 
Y00915 

 

Trinity Riverside 
Practice 

Flagg Court Medical Centre, Dale 
Street, South Shields, Tyne and 
Wear, NE33 2PG 

 

 
Y02999 

 
Jarrow GP Practice 

Palmer Community Hospital, Wear 
Street, Jarrow. Tyne and Wear. 
NE32 3UX 
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APPENDIX C – STANDING ORDERS 
 
1. STATUTORY FRAMEWORK AND STATUS 

 
1.1. Introduction 

 
1.1.1. These standing orders have been drawn up to regulate the proceedings of the NHS 

South Tyneside Clinical Commissioning Group so that group can fulfil its obligations, as 
set out largely in the 2006 Act, as amended by the 2012 Act and related regulations. 
They are effective from the date the group is established. 

 
1.1.2.         The standing orders, together with the group’s scheme of reservation and delegation51 

and the group’s prime financial policies52, provide a procedural framework within which 
the group discharges its business. They set out: 

 
a) the arrangements for conducting the business of the group; 

 
b) the appointment of member practice representatives; 

 
c) the procedure to be followed at meetings of the group, the governing body and any 

committees or sub-committees of the group or the governing body; 
 

d) the process to delegate powers, 
 

e) the declaration of interests and standards of conduct. 

 
These arrangements must comply, and be consistent where applicable, with 
requirements set out in the 2006 Act (as amended by the 2012 Act) and related 

regulations and take account as appropriate53 of any relevant guidance. 
 
1.1.3. The standing orders, scheme of reservation and delegation and prime financial policies 

have effect as if incorporated into the group’s constitution.  Group members, employees, 
members of the governing body, members of the governing body’s committees and sub- 
committees, members of the group’s committees and sub-committees and persons 
working on behalf of the group should be aware of the existence of these documents 
and, where necessary, be familiar with their detailed provisions.  Failure to comply with 
the standing orders, scheme of reservation and delegation and prime financial policies 
may be regarded as a disciplinary matter that could result in dismissal. 

 
1.2. Schedule of matters reserved to the clinical commissioning group and the 

scheme of reservation and delegation 
 
1.2.1. The 2006 Act (as amended by the 2012 Act) provides the group with powers to delegate 

the group’s functions and those of the governing body to certain bodies (such as 
committees) and certain persons. The group has decided that certain decisions may 
only be exercised by the group in formal session. These decisions and also those 

 
 

51 
See Appendix D 

52 
See Appendix E 

53 
Under some legislative provisions the group is obliged to have regard to particular guidance but under 

other circumstances guidance is issued as best practice guidance. 
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delegated are contained in the group’s scheme of reservation and delegation (see 
Appendix D). 

 

2. THE CLINICAL COMMISSIONING GROUP: COMPOSITION OF 
MEMBERSHIP, KEY ROLES AND APPOINTMENT PROCESS 

 
2.1. Composition of membership 

 
2.1.1. Chapter 3 of the group’s constitution provides details of the membership of the group 

(also see Appendix B). 
 
2.1.2. Chapter 6 of the group’s constitution provides details of the governing structure used in 

the group’s decision-making processes, whilst Chapter 7 of the constitution outlines 
certain key roles and responsibilities within the group and its governing body, including 
the role of practice representatives (section 7.1 of the constitution). 

 
2.2 Key Roles 

 
2.2.1 Paragraph 6.6.2 of the group’s constitution sets out the composition of the group’s 

governing body whilst Chapter 7 of the group’s constitution identifies certain key 
roles and responsibilities within the group and its governing body. These standing 
orders set out how the group appoints individuals to these key roles. 

 
2.2.2 Individuals disqualified from membership of the governing body are as set out in the 

NHS (Clinical Commissioning Groups) Regulations, Schedule 5 (Regulation 12(6)). 
 
2.2.3 The Chair, as listed in paragraph 6.6.2 a of the group’s constitution, is subject to the 

following appointment process: 
 

a) Nominations  – by nomination, including self-nomination 
 

b) Eligibility  – a practising or recently retired (within the last twelve months) GP 
practising in NHS South Tyneside who meets the requirements for governing body 
membership as set out in The National Health Service  (Clinical Commissioning 
Groups) Regulations 2012; 

 
c) Appointment process – the initial appointment of the Chair, prior to establishment 

of the CCG, was undertaken by the Local Medical Committee in accordance with an 
agreed process. For subsequent appointments, by a process to be determined by 
the Remuneration Committee (acting in its role as a Nominations Committee). The 
process to include assessment and interview of the candidate(s) against agreed 
competency criteria by a panel and election (to be carried out by the Local Medical 
Committee) based on one doctor one vote and “first past the post” voting system. 
The Council of Practices at a general meeting shall be responsible for approving 
the appointment of the Chair; 

 
d) Term of office – three years commencing on the establishment of the CCG. For 

the avoidance of doubt, the initial appointment period, prior to establishment of the 
CCG, is not to be counted towards the period of the term of office; 

 
e) Eligibility for reappointment - the Chair is eligible for re-appointment and re- 

election for a further term of three years subject to a process which has been 
determined by the Remuneration Committee (acting in its role as a Nominations 
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Committee) confirming the satisfactory performance of the Chair and a re-election 
process in keeping with the initial appointment. The Council of Practices at a 
general meeting shall be responsible for approving the re-appointment of the Chair; 

 
f) Grounds for removal from office - the Chair shall cease to be eligible to be Chair 

where that person; 
 

(i)  During the term of office fulfils the disqualification criteria set out in The National 
     Health Service (Clinical Commissioning Groups) Regulations 2012; 

 
(ii)  In the opinion of the governing body (having taken appropriate professional   

advice in cases where it is deemed necessary) they become or are deemed to 
be of unsound mind; 

 
(iii)  Is suspended from providing primary medical services in which case the 

removal or suspension shall be at the discretion of the governing body; 
 

(iv) Has been absent for a period of five consecutive meetings of the governing 
       body, except in circumstances agreed at the governing body’s discretion; 

 
(v)  Has behaved in a manner or exhibited conduct which has or is likely to be 

detrimental to the reputation and interest of the group and is likely to bring the 
group into disrepute. This includes but is not limited to dishonesty, 
misrepresentation (either knowingly or fraudulently), defamation of any 
member of the governing body, abuse of position, non declaration of a known 
conflict of interest, seeking to lead or manipulate a decision of the governing 
body in a manner that would ultimately be in favour of that person whether 
financially or otherwise; 

 
(vi)  Has become ineligible to stand for the position as a result of the declaration of   
       any overriding conflict of interest. 

 
g) Notice period – the Chair will serve for the full term of office, unless removed from 

office or they choose to resign. In the event of the Chair wishing to resign, they 
should give a minimum of 90 days’ notice, in writing, addressed to the Deputy Chair 
who will make arrangements for the appointment of a new Chair. 

 
2.2.4            The GPs or primary care health professionals who serve on the CCG’s governing 

body, as listed in paragraph 6.6.2 b) of the group’s constitution, are subject to the 
following appointment process: 

 
a) Nominations – by nomination, including self-nomination 

 
b) Eligibility – a practising or recently retired (within the last twelve months) GP or 

primary care health professional practising in NHS South Tyneside who meets the 
requirements for governing body membership as set out in The National Health 
Service (Clinical Commissioning Groups) Regulations 2012; 

 
c) Appointment process – the initial appointment of the GP members, prior to 

establishment of the CCG, was undertaken by the Local Medical Committee in 
accordance with an agreed process. For subsequent appointments, by a process 
to be determined by the Remuneration Committee (acting in its role as a 
Nominations Committee). The process to include assessment and interview of the 
candidate(s) 
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against agreed competency criteria by a panel and election (to be carried out by the 
Local Medical Committee) based on one doctor one vote and “first past the post” 
voting system. In circumstances where the number of GPs or primary care health 
professionals on the governing body (for reasons other than the expiry of the term of 
office or resignation) is below the upper ceiling number identified in 6.6.2 b) then the 
Council of Practices may request the Local Medical Committee to hold election and 
selection procedures to ensure appointment to the upper ceiling number of GPs or 
primary care health professionals; 

 
d)   Term of office - three years commencing on the establishment of the CCG. For the 

avoidance of doubt, the initial appointment period, prior to establishment of the 
CCG, is not to be counted towards the period of the term of office; 

 
e) Eligibility for reappointment – the GP governing body member is eligible for re- 

appointment and re-election for a further term of three years subject to a process 
which has been determined by the Remuneration Committee (acting in its role as a 
Nominations Committee) confirming the satisfactory performance of the GP 
governing body member and a re-election process in keeping with the initial 
appointment. 

 
f) Grounds for removal from office - the GP governing body member shall cease to 

be eligible to be a member of the governing body where that person. 
 

(i)   During the term of office fulfils the disqualification criteria set out in The National 
   Health Service (Clinical Commissioning Groups) Regulations 2012. 

 
 (ii)   In the opinion of the governing body (having taken appropriate professional   
        advice in cases where it is deemed necessary) they become or are deemed to     
         be of unsound mind. 

 
 (iii)  Is suspended from providing primary medical services in which case 
        the removal or suspension shall be at the discretion of the governing     
        body. 

 
                            (iv)  Has been absent for a period of five consecutive meetings of the  

       governing body, except in circumstances agreed at the governing body’s  
       discretion. 

 
                            (v)   Has behaved in a manner or exhibited conduct which has or is likely to be 

   detrimental to the reputation and interest of the group and is likely to bring   
        the group into disrepute. This includes but is not limited to dishonesty,  

    misrepresentation (either knowingly or fraudulently), defamation of any  
    member of the governing body, abuse of position, non declaration of a  
    known conflict of interest, seeking to lead or manipulate a decision of the  
    governing body in a manner that would ultimately be in favour of that person  
    whether financially or otherwise. 

 
(vi)  Has become ineligible to stand for the position as a result of the declaration of   
       any overriding conflict of interest. 

 
g) Notice period – the GP governing body member will serve for the full term of office,  

unless removed from office or choosing to resign. In the event of the GP governing 
body member wishing to resign, they should give a minimum of 90 days’ notice, in 
writing, addressed to the Chair who will make arrangements for the appointment of a 
new GP governing body member. 
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2.2.5      The Lay members as listed in paragraph 6.6.2 of the group’s constitution are subject to 
the   following appointment process: 

 
a) Nominations – Individuals wishing to serve as lay members on the governing 

body will be invited to do so by application and selection following advertising of 
the position; 

 
b) Eligibility – Applicants must meet the requirements for governing body 

membership as set out in The National Health Service (Clinical Commissioning 
Groups) Regulations 2012. Applicants must be local residents, preferably 
residing in the group’s area, and possess relevant skills and experience to 
enhance the governing body, offering challenge to the clinicians and managers; 
enabling a beneficial contribution to be made to the wider functioning of the 
group, including leading on audit and governance, and patient and public 
engagement and participation; 

 
c)    Appointment process – by a process to be determined by the Remuneration 

Committee (acting in its role as a Nominations Committee). The process to 
include assessment and interview of the candidate(s) against agreed 
competency criteria by a suitably qualified panel; 

 
d)    Term of office – for a period up to three years commencing on the 

establishment of the CCG; 
 

e)    Eligibility for reappointment - the Lay Member is eligible for re-appointment 
for a further term of up to three years subject to a process which has been 
determined by the Remuneration Committee (acting in its role as a Nominations 
Committee) confirming the satisfactory performance of the Lay Member; 

 
f) Grounds for removal from office - the Lay Member shall cease to be eligible 

to be a member of the governing body where that person; 
 

(i) during the term of office fulfils the disqualification criteria set out in The National 
Health Service (Clinical Commissioning Groups) Regulations 2012; 

 
(ii) has been absent for a period of five consecutive meetings of the 
governing body, except in circumstances agreed at the governing body’s 
discretion; 

 
(iii) in the opinion of the governing body (having taken appropriate professional 
advice in cases where it is deemed necessary) they become or are deemed to 
be of unsound mind; 

 
(iv) has behaved in a manner or exhibited conduct which has or is likely to be 
detrimental to the reputation and interest of the group and is likely to bring the 
group into disrepute. This includes but is not limited to dishonesty, 
misrepresentation (either knowingly or fraudulently), defamation of any 
member of the governing body, abuse of position, non declaration of a known 
conflict of interest, seeking to lead or manipulate a decision of the governing 
body in a manner that would ultimately be in favour of that person whether 
financially or otherwise; 

 
(v) has become ineligible to continue in the appointment as a result of 
the declaration of any overriding conflict of interest. 
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 g) Notice period – the Lay Member will serve for the full term of office, unless 
removed from office or choosing to resign. In the event of the Lay Member wishing to 
resign, they should give a minimum of 90 days’ notice, in writing, addressed to the 
Chair who will make arrangements for the appointment of a new Lay Member. 

 h) Lay Member as Deputy Chair - in circumstances where the Chair is a GP or other 
primary care health professional a lay member of the governing body will be appointed 
as Deputy Chair, such appointed to be approved by the governing body. The term of 
office of the Deputy Chair will be commensurate with their term of office as a lay 
member or for a shorter period in agreement with the Chair and governing body. In 
circumstances where the Deputy Chair resigns from such appointment they shall 
continue as a lay member for the remainder of their term of office unless they have 
also resigned as a lay member. 

 

 
 

2.2.6       The Registered Nurse, as listed in paragraph 6.2.2.of the group’s constitution, is subject to 
 the following appointment process: 

  
 a)   Nominations – a registered nurse will be appointed to the governing 

body,   following an application and selection process; 
 

   b)   Eligibility – Applicants must meet the requirements for governing body 
membership as set out in The National Health Service (Clinical Commissioning 
Groups) Regulations 2012. Applicants must at the time of membership of the 
governing body be registered with the Nursing and Midwifery Council, be able to 
demonstrate senior level nursing and/or senior level managerial level experience, 
and meet the requirements of person specification criteria for the position. 

 
   c)   Appointment process – by a process to be determined by the Remuneration 

Committee (acting in its role as a Nominations Committee). The process to 
include assessment and interview of the candidate(s) against agreed 
competency criteria by a suitably qualified panel. 

 
  d)    Term of office – the Registered Nurse will serve for the duration of their 

employment with the CCG, or otherwise for a period of three years, subject to 
continuing to meet the eligibility criteria at 2.2.6 b) above. 

 
e)    Eligibility for reappointment – the Registered Nurse will serve for the duration of 

their employment with the CCG, or otherwise for a period of three years, subject to 
continuing to meet the eligibility criteria at 2.2.6 b) above. In the event that the 
Registered Nurse is not employed by the CCG,  they will be eligible for re-
appointment for a further term of three years subject to a process which has been 
determined by the Remuneration Committee (acting in its role as a Nominations 
Committee) confirming the satisfactory performance of the Registered Nurse; 

 
f)   Grounds for removal from office - the Registered Nurse shall cease to be 

eligible to be a member of the governing body where that person; 
 

(i) During the term of office fulfils the disqualification criteria set out in The     
National Health Service (Clinical Commissioning Groups) Regulations 2012. 

 
(ii) In the case of an employee, where that employment is terminated by   

resignation, redundancy or as a result of disciplinary proceedings 
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(iii)  In the opinion of the governing body (having taken appropriate professional 
advice in cases where it is deemed necessary) they become or are deemed 
to be of unsound mind. 

 
(iv)  Has been absent for a period of five consecutive meetings of the governing 
       body, except in circumstances agreed at the governing body’s discretion. 

 
(v)   Has behaved in a manner or exhibited conduct which has or is likely to be 

detrimental to the reputation and interest of the group and is likely to bring 
the group into disrepute. This includes but is not limited to dishonesty, 
misrepresentation (either knowingly or fraudulently), defamation of any 
member of the governing body, abuse of position, non declaration of a 
known conflict of interest, seeking to lead or manipulate a decision of the 
governing body in a manner that would ultimately be in favour of that 
person whether financially or otherwise. 

 
(vi)   Has become ineligible to continue in the appointment as a result   
        of the declaration of any overriding conflict of interest. 

 
g)  Notice period – the Registered Nurse wishing to resign should give a minimum of 
90 days’ notice, in writing, addressed to the Accountable Officer of the governing body, 
notwithstanding any notice requirements where the Registered Nurse is an employee of 
the CCG. 

 
2.2.7 The Secondary Care Specialist Doctor, as listed in paragraph 6.2.2 of the group’s 
                 constitution, is subject to the following appointment process: 

 
a) Nominations – Individuals wishing to serve as the Secondary Care Doctor on the 

governing body will be invited to so by application and selection following 
advertising of the position; 

 
b) Eligibility –  Applicants must meet the requirements for governing body 

membership as set out in The National Health Service (Clinical Commissioning 
Groups) Regulations 2012. 

 
c) Appointment process – by a process to be determined by the Remuneration 

Committee (acting in its role as a Nominations Committee). The process to include 
assessment and interview of the candidate(s) against agreed competency criteria 
by a suitably qualified panel; 

 
d) Term of office - three years commencing on the establishment of the CCG; 

 
e) Eligibility for reappointment - the Secondary Care Doctor is eligible for re- 

appointment for a further term of three years subject to a process which has 
been determined by the Remuneration Committee (acting in its role as a 
Nominations Committee) confirming the satisfactory performance of the 
Secondary Care Doctor; 

 
f) Grounds for removal from office - the Secondary Care Doctor shall cease to be 

eligible to be a member of the governing body where that person; 
 

(i) during the term of office fulfils the disqualification criteria set out in The National 
Health Service (Clinical Commissioning Groups) Regulations 2012; 
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(ii)   Has been absent for a period of five consecutive meetings of the governing 
body, except in circumstances agreed at the governing body’s discretion. 

 
(iii) In the opinion of the governing body (having taken appropriate professional 

advice in cases where it is deemed necessary) they become or are deemed to 
be of unsound mind. 

 
(iv)  Has behaved in a manner or exhibited conduct which has or is likely to be 

detrimental to the reputation and interest of the group and is likely to bring the 
group into disrepute. This includes but is not limited to dishonesty, 
misrepresentation (either knowingly or fraudulently), defamation of any 
member of the governing body, abuse of position, non declaration of a known 
conflict of interest, seeking to lead or manipulate a decision of the governing 
body in a manner that would ultimately be in favour of that person whether 
financially or otherwise.; 

 
(v)    Has become ineligible to continue in the appointment as a result of 

the declaration of any overriding conflict of interest. 
 

g) Notice period - the Secondary Care Doctor will serve for the full term of office, 
unless removed from office or choosing to resign. In the event of the Secondary 
Care Doctor wishing to resign, they should give a minimum of 90 days’ notice, in 
writing, addressed to the Chair who will make arrangements for the appointment 
of a new Secondary Care Doctor. 

 
2.2.8  The Accountable Officer, as listed in paragraph 6.2.2 of the group’s constitution, is 

subject to the following appointment process: 
 

a) Nominations – by appointment of the NHS Commissioning Board. 
 

b)    Eligibility – applicants must meet the requirements for governing body membership   

as set out in The National Health Service (Clinical Commissioning Groups)   
Regulations 2012 and the requirements of Schedule 2, Part 2, Section 12 (4) of the  
Health and Social Care Act 2012. 

 
c)   Appointment process – appointment process to be determined by the governing   

body, on the advice of the Remuneration Committee (acting in its role as a 
Nominations Committee) and in accordance with any requirements of the NHS 
Commissioning Board. The process to include assessment and interview of the 
candidate(s) against agreed competency criteria by a suitably qualified panel 
following advertising of the post. The governing body to make nomination of their 
preferred candidate to the NHS Commissioning Board for approval. 

 
d) Term of office – the Accountable Officer will serve for the duration of their 

employment, providing the post holder continues to meet the eligibility criteria at 
2.2.8 (b). 

 
e) Eligibility for reappointment – provided the post holder continues to meet the 

eligibility criteria at 2.2.8 (b) above, and remains in employment with the group, 
there is no reappointment process. 

 
f) Grounds for removal from office - the Accountable Officer shall cease to be 

eligible to be a member of the governing body where that person. 
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(i)  During the term of office fulfils the disqualification criteria set out in The National 
Health Service (Clinical Commissioning Groups) Regulations 2012. 

 
(ii)   Has their employment terminated by resignation, redundancy or as a result 

of disciplinary proceedings. 
 

(iii)   In the opinion of the governing body (having taken appropriate professional 
advice in cases where it is deemed necessary) they become or are deemed to 
be of unsound mind. 

 
                            (iv)  Has been absent for a period of five consecutive meetings of the governing 

       body, except in circumstances agreed at the governing body’s discretion. 
 

          (v)   Has behaved in a manner or exhibited conduct which has or is likely to be 
detrimental to the reputation and interest of the group and is likely to bring the 
group into disrepute. This includes but is not limited to dishonesty, 
misrepresentation (either knowingly or fraudulently), defamation of any 
member of the governing body, abuse of position, non declaration of a known 
conflict of interest, seeking to lead or manipulate a decision of the governing 
body in a manner that would ultimately be in favour of that person whether 
financially or otherwise; 

 
       (vi)  Has become ineligible to continue in the appointment as a result of 
                                   the declaration of any overriding conflict of interest. 
 

h) Notice period – the Accountable Officer wishing to resign should give a minimum 
of 90 days’ notice, in writing, addressed to the Chair of the governing body, 
notwithstanding the notice requirements of the post holder’s employment. 

 
2.2.9 The Chief Finance Officer as listed in paragraph 6.2.2 of the group’s constitution, is 

        subject to the following appointment process: 
 

a)    Nominations – the Chief Finance Officer will be appointed to the governing body, 
following an application and selection process. 

 
b) Eligibility – the Chief Finance Officer must meet the requirements for governing 

body membership as set out in The National Health Service (Clinical 
Commissioning Groups) Regulations 2012. 

 
c) Appointment process – appointment process to be determined by the governing 

body, on the advice of the Remuneration Committee (acting in its role as a 
Nominations Committee) and in accordance with any requirements of the NHS 
Commissioning Board. The process to include assessment and interview of the 
candidate(s) against agreed competency criteria by a suitably qualified panel 
following advertising of the post. Where the candidate has participated in any 
assessment centre set up by the    NHS Commissioning Board, the outcome of this 
process will be taken in to account   by the appointment panel in reaching its 
decision. 

 
d)    Term of office - the Chief Finance Officer will serve for the duration of their   
       employment, providing the post holder continues to meet the eligibility criteria at   
       2.2.9 (b). 
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e) Eligibility for reappointment - provided the post holder continues to meet the 
eligibility criteria at 2.2.8 (b) above, and remains in employment with the group, 
there is no reappointment process. 

  
f)   Grounds for removal from office - the Chief Finance Officer shall cease to 
        be eligible to be a member of the governing body where that person. 

 
(i)  During the term of office fulfils the disqualification criteria set out in The National 

Health Service (Clinical Commissioning Groups) Regulations 2012. 

 
(ii)   Has their employment terminated by resignation, redundancy or as a result 

of disciplinary proceedings. 
 

(iii)   In the opinion of the governing body (having taken appropriate professional 
advice in cases where it is deemed necessary) they become or are deemed to 
be of unsound mind. 

 
(iv)  Has been absent for a period of five consecutive meetings of the governing  

body, except in circumstances agreed at the governing body’s discretion. 
 

(v)   Has behaved in a manner or exhibited conduct which has or is likely to be 
detrimental to the reputation and interest of the group and is likely to bring the 
group into disrepute. This includes but is not limited to dishonesty, 
misrepresentation (either knowingly or fraudulently), defamation of any 
member of the governing body, abuse of position, non declaration of a known 
conflict of interest, seeking to lead or manipulate a decision of the governing 
body in a manner that would ultimately be in favour of that person whether 
financially or otherwise. 

 
(vi)   Has become ineligible to continue in the appointment as a result of 

the declaration of any overriding conflict of interest. 
 

g) Notice period – the Chief Finance Officer wishing to resign should give a      
minimum of 90 days’ notice, in writing, addressed to the Accountable Officer of 
the governing body, notwithstanding the notice requirements of the post holder’s 
employment. 

 
2.2.10 The roles and responsibilities of each of these key roles are set out either in Chapter 7 of 

the group’s constitution. 

 
3. MEETINGS OF THE CLINICAL COMMISSIONING GROUP 

 

 
The following procedures will apply to meetings of the governing body and will apply in 
principle to all committees and sub committees of the group and the governing body. 
The specific procedures of committees and sub committees will be set out in their 
individual Terms of Reference. 

 
3.1. Calling meetings 

 
3.1.1. Ordinary meetings of the group shall be held at regular intervals at such times and 

places as the group may determine. 
 

3.2. Agenda, supporting papers and business to be transacted 
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3.2.1. Items of business to be transacted for inclusion on the agenda of a meeting need to be 
notified to the chair of the meeting at least 15 working days (i.e. excluding weekends 
and bank holidays) before the meeting takes place.  Supporting papers for such items 
need to be submitted at least [9] working days before the meeting takes place. The 
agenda and supporting papers will be circulated to all members of a meeting 5 working 
days before the date the meeting will take place and not less than 3 clear working days 
before the meeting, save in an emergency or in exceptional circumstances. 

 
3.2.2. The agenda will be agreed between by the Chair and the accountable officer 

 
3.2.3. Agendas and certain papers for the group’s governing body – including details about 

meeting dates, times and venues - will be published on the group’s website at 
http://www.southtynesideccg.nhs.uk/ 

 

3.3. Petitions 

 
3.3.1. Where a petition has been received by the group, the chair of the governing body shall 

include the petition as an item for the agenda of the next meeting of the governing body. 
 

3.4. Chair of a meeting 
 

3.4.1. At any meeting of the group or its governing body or of a committee or sub-committee, 
the chair of the group, governing body, committee or sub-committee, if any and if 
present, shall preside. If the chair is absent from the meeting, the deputy chair, if any 
and if present, shall preside. 

 
3.4.2. If the chair is absent temporarily on the grounds of a declared conflict of interest the 

deputy chair, if present, shall preside.  If both the chair and deputy chair are absent, or 
are disqualified from participating, or there is neither a chair or deputy a member of the 
group, governing body, committee or sub-committee respectively shall be chosen by the 
members present, or by a majority of them, and shall preside. 

 
3.5. Chair's ruling 

 
3.5.1. The decision of the chair of the governing body on questions of order, relevancy and 

regularity and their interpretation of the constitution, standing orders, scheme of 
reservation and delegation and prime financial policies at the meeting, shall be final. 

 
3.6. Quorum 

 
3.6.1. i No business shall be transacted at the meeting unless at least one-third of the whole 

number of the Chair and members (including at least one lay member and one GP 
members and either the accountable officer or chief finance officer are present. 

 
Ii   A member may, if the Chair agrees in advance of the meeting and in exceptional 

circumstances, participate in the meeting by way of tele-conferencing. In the 
exceptional circumstances of the chair participating by tele conference, the Deputy 
chair will preside at the meeting. 

 
iii  Representatives of members will count towards the quorum where the representative 

either has formal acting up status or has been agreed with the Chair as the member’s 
representative in advance of the meeting. 

http://www.southtynesideccg.nhs.uk/
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iv  If the quorum is lost due to a member or members being disqualified from taking part 
in a vote or discussion due to a declared interest the chair of the meeting will 
determine the action to be taken in accordance with paragraphs 8.4.9 and 8.4.10 of 
the Constitution. 

 
3.6.2. For all other of the group’s committees and sub-committees, including the governing 

body’s committees and sub-committees, the details of the quorum for these meetings 
and status of representatives are set out in the appropriate terms of reference. 

 
3.7. Decision making 

 
3.7.1. Chapter 6 of the group’s constitution, together with the scheme of reservation and 

delegation, sets out the governing structure for the exercise of the group’s statutory 
functions.  Generally it is expected that at the group’s / governing body’s meetings 
decisions will be reached by consensus. Should this not be possible then a vote of 
members will be required, the process for which is set out below. 

 
a) Eligibility –members of the governing body will be eligible to vote. 

Representatives of governing body members will be eligible to vote where the 
representative either has formal acting up status or has been agreed with the Chair 
as the member’s representative in advance of the meeting 

b) Form of vote – at the discretion of the chair any question put to a vote shall be by 
oral expression or by a show hands, unless the Chair directs otherwise, or it is 
proposed, seconded and carried that a vote be taken by paper ballot. 

 
c) Majority necessary to confirm a decision – the decision will be determined by 

the majority of the votes cast by members present. 
 

d) Casting vote – in the case of an equal vote, the person presiding (i.e. the Chair 
of the meeting) will have a second, and casting vote. 

 
e) Dissenting views - members taking a dissenting view but losing a vote may have 

their dissent recorded in the minutes. 
 

3.7.2. Should a vote be taken the outcome of the vote, and any dissenting views, must be 
recorded in the minutes of the meeting. 

 
3.7.3. For all other of the group’s committees and sub-committees, including the governing 

body’s committees and sub-committee, the details of the process for holding a vote are 
set out in the appropriate terms of reference. 

 
3.8. Emergency powers and urgent decisions 

 
3.8.1. The powers which are reserved to the governing body within the scheme of delegation 

may in emergency or for an urgent decision be exercised by the Chair and the 
Accountable Officer after having consulted with at least two other members which will 
ordinarily include one of the Lay members. The exercise of such powers by the Chair 
and the Accountable Officer shall be reported to the next formal meeting of the 
governing body in public session for formal ratification.  If the exercise of the function 
relates to a matter which is not in the public interest to be disclosed under SO paragraph 
3.12 the exercise of the powers will be reported in private to the governing body. 
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3.9. Suspension of Standing Orders 

 
3.9.1. Except where it would contravene any statutory provision or any direction made by the 

Secretary of State for Health or the NHS Commissioning Board, any part of these 
standing orders may be suspended at any meeting, provided at least two- thirds of the 
members are in agreement. 

 
3.9.2. A decision to suspend standing orders together with the reasons for doing so shall be 

recorded in the minutes of the meeting. 
 

3.9.3. A separate record of matters discussed during the suspension shall be kept. These 
records shall be made available to the governing body’s audit committee for review of 
the reasonableness of the decision to suspend standing orders. 

 
3.10. Record of Attendance 

 
3.10.1. The names of all members of the meeting present at the meeting shall be recorded in the 

minutes of the group’s meetings. The names of all members of the governing body 
present shall be recorded in the minutes of the governing body meetings. The names of 
all members of the governing body’s committees / sub-committees present shall be 
recorded in the minutes of the respective governing body committee / sub-committee 
meetings. The names of all Practice Representatives and the name of the Member 
practice they represent shall be recorded. 

 
3.11. Minutes 

 
3.11.1. The minutes of the proceedings of a meeting shall be drawn up by the [insert title] and 

submitted for agreement at the next ensuing meeting where they will be confirmed as a 
true record of the meeting by the Chair and others present at the meeting for which the 
minutes have been presented. 

 
3.11.2. The minutes of the governing body and the Council of Practices (where appropriate) will 

be made available to the public on the group’s website at 
http://www.southtynesideccg.nhs.uk/ and to members on the group’s information portal 
for members. 

 
3.12. Admission of public and the press 

 
3.12.1 Admission  and  exclusion  on  grounds  of  confidentiality  of  business  to  be 

transacted 

 
i The public and representatives of the press may attend all meetings of the governing 

body, but shall be required to withdraw upon the governing body as follows: 
 

- 'that representatives of the press, and other members of the public, be excluded 
from the remainder of this  meeting having regard to the confidential nature of the 
business to be transacted, publicity on which would be prejudicial to the public 
interest', Section 1 (2), Public Bodies (Admission to Meetings) Act l960 

 
- Guidance should be sought from the group’s Freedom of Information Lead to 

ensure correct procedure is followed on matters to be included in the exclusion. 
 

ii General disturbances 

http://www.southtynesideccg.nhs.uk/
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The Chairman (or Vice-Chairman if one has been appointed) or the person presiding 
over the meeting shall give such directions as he/she thinks fit with regard to the 
arrangements for meetings and accommodation of the public and representatives of 
the press such as to ensure that the governing body’s business shall be conducted 
without interruption and disruption and, without prejudice to the power to exclude on 
grounds of the confidential nature of the business to be transacted, the public will be 
required to withdraw upon the governing body resolving as follows: 

 
- `That in the interests of public order the meeting adjourn for (the period to be 

specified) to enable the governing body to complete its business without the 
presence of the public'. Section 1(8) Public Bodies (Admissions to Meetings) Act 
l960. 

 
iii Business proposed to be transacted when the press and public have been 

excluded from a meeting 
 

Matters to be dealt with by the governing body following the exclusion of 
representatives of the .press, and other members of the public, as provided in (i) and 
(ii) above, shall be confidential to the members of the governing body. 

 
Members and Officers or any employee of the group in attendance shall not reveal or 
disclose the contents of papers marked 'In Confidence' or minutes headed 'Items 
Taken in Private' outside of the group, without the express permission of the group or 
its governing body.   This prohibition shall apply equally to the content of any 
discussion during the governing body meeting which may take place on such reports 
or papers. 

 
iv. Use of Mechanical or Electrical Equipment for Recording or Transmission of 

Meetings 

 
Nothing in these Standing Orders shall be construed as permitting the introduction by 
the public, or press representatives, of recording, transmitting, video or similar 
apparatus into meetings of the group or Committee thereof.  Such permission shall 
be granted only upon resolution of the group or its governing body. 

 
v.  Observers at group meetings 

 
The group or its governing body will decide what arrangements and terms and 
conditions it feels are appropriate to offer in extending an invitation to observers to 
attend and address any of the group’s meetings and may change, alter or vary these 
terms and conditions as it deems fit. 

 
4. APPOINTMENT OF COMMITTEES AND SUB-COMMITTEES 

 
4.1. Appointment of committees and sub-committees 

 
4.1.1. The group may appoint committees and sub-committees of the group, subject to any 

regulations made by the Secretary of State54, and make provision for the appointment of 
committees and sub-committees of its governing body. Where such committees and 

 

 
 

54 
See section 14N of the 2006 Act, inserted by section 25 of the 2012 Act 
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sub-committees of the group, or committees and sub-committees of its governing body, 
are appointed they are included in Chapter 6 of the group’s constitution. 

 
4.1.2. Other than where there are statutory requirements, such as in relation to the governing 

body’s audit committee or remuneration committee, the group shall determine the 
membership and terms of reference of committees and sub-committees and shall, if it 
requires, receive and consider reports of such committees at the next appropriate 
meeting of the group. 

 
4.1.3. The provisions of these standing orders shall apply where relevant to the operation of 

the governing body, the governing body’s committees and sub-committee and all 
committees and sub-committees unless stated otherwise in the committee or sub- 
committee’s terms of reference. 

 
4.2. Terms of Reference 

 
4.2.1. Terms of reference shall have effect as if incorporated into the constitution and shall be 

available on the CCG’s website www.stccg@sotw.nhs.uk or upon request in writing to 
the CCG at NHS South Tyneside CCG, Monkton Hall, Monkton Lane, Jarrow, NE32 
5NN. 

 
4.3. Delegation of Powers by Committees to Sub-committees 

 
4.3.1. Where committees are authorised to establish sub-committees they may not delegate 

executive powers to the sub-committee unless expressly authorised by the group. 
 
4.4. Approval of Appointments to Committees and Sub-Committees 

 
4.4.1. The group shall approve the appointments to each of the committees and sub- 

committees which it has formally constituted including those the governing body. The 
group shall agree such travelling or other allowances as it considers appropriate. 

 

 

5. DUTY TO REPORT NON-COMPLIANCE WITH STANDING 
ORDERS AND PRIME FINANCIAL POLICIES 

 
5.1. If for any reason these standing orders are not complied with, full details of the non- 

compliance and any justification for non-compliance and the circumstances around the 
non-compliance, shall be reported to the next formal meeting of the governing body for 
action or ratification. All members of the group and staff have a duty to disclose any non- 
compliance with these standing orders to the accountable officer as soon as possible. 

 

 
 

6. USE OF SEAL AND AUTHORISATION OF DOCUMENTS 
 
6.1. Clinical Commissioning Group’s seal 

 
6.1.1. The group may have a seal for executing documents where necessary. The following 

individuals or officers are authorised to authenticate its use by their signature: 
 

a) The accountable officer 
 

b) The chair of the governing body

mailto:www.stccg@sotw.nhs.uk
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c) The chief finance officer 
 

d) Senior managers duly authorised by the accountable officer 
 

6.2. Execution of a document by signature 

 
6.2.1. The following individuals are authorised to execute a document on behalf of the 

group by their signature. 
 

a) The accountable officer 
 

b) The chair of the governing body 

c) The chief finance officer 

d) Senior managers duly authorised by the accountable officer 

 
7. OVERLAP WITH OTHER CLINICAL COMMISSIONING 

GROUP POLICY STATEMENTS / PROCEDURES AND 
REGULATIONS 

 
7.1. Policy statements: general principles 

 
7.1.1. The group will from time to time agree and approve policy statements / procedures 

which will apply to all or specific groups of staff employed by NHS South Tyneside 
Clinical Commissioning Group. The decisions to approve such policies and 
procedures will be recorded in an appropriate group minute and will be deemed where 
appropriate an integral part of the group’s standing orders. 
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APPENDIX D - NHS SOUTH TYNESIDE CLINICAL COMMISSIONING GROUP: SCHEME OF RESERVATION AND 
DELEGATION 

Functions and General Duties of the CCG 
 
The functions that the group is responsible for exercising are largely set out in the 2006 Act, as amended by the 2012 Act. An 
outline of these appears in the Department of Health’s Functions of clinical commissioning groups: a working document.  They 
relate to: 

 
ii. commissioning certain health services (where the NHS Commissioning Board is not under a duty to do so) that meet 

the reasonable needs of: 
i) all people registered with member GP practices, and 
ii) people who are usually resident within the area and are not registered with a member of any clinical 

commissioning group; 
 

iii. commissioning emergency care for anyone present in the group’s area; 
 

iv. paying its employees’ remuneration, fees and allowances in accordance with the determinations made by its 
governing body and determining any other terms and conditions of service of the group’s employees; 

 
v. determining the remuneration and travelling or other allowances of members of its governing body. 

Specifically, in discharging its functions the CCG will: 

a) act55, when exercising its functions to commission health services, consistently with the discharge by the Secretary of State and 
the NHS Commissioning Board of their duty to promote a comprehensive health service56 and with the objectives and 
requirements placed on the NHS Commissioning Board through the mandate57 published by the Secretary of State before the start 

of each financial year; 
 
 
 
 
 

55 See section 3(1F) of the 2006 Act, inserted by section 13 of the 2012 Act 
56 See section 1 of the 2006 Act, as amended by section 1 of the 2012 Act 
57 See section 13A of the 2006 Act, inserted by section 23 of the 2012 Act 
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b) meet the public sector equality duty58; 
 
c) work in partnership with its local authority[ies] to develop joint strategic needs assessments59 and joint health and wellbeing 
strategies60; 

 
d) make arrangements to secure public involvement in the planning, development and consideration of proposals for changes 
and decisions affecting the operation of commissioning arrangements61; 

 
e) Promote awareness of, and act with a view to securing that health services are provided in a way that promotes 
awareness of, and have regard to the NHS Constitution62; 

 

f) act effectively, efficiently and economically63; 
 
g) act with a view to securing continuous improvement to the quality of services64 ; 

 
h) assist and support the NHS Commissioning Board in relation to the Board’s duty to improve the quality of primary medical 
services65; 

 
i) have regard to the need to reduce inequalities66; 

 
j) Promote the involvement of patients, their carers and representatives in decisions about their healthcare67; 
k) act with a view to enabling patients to make choices68; 

 

 
58 See section 149 of the Equality Act 2010, as amended by paragraphs 184 and 186 of Schedule 5 of the 2012 Act 
59 See section 116 of the Local Government and Public Involvement in Health Act 2007, as amended by section 192 of the 2012 Act 
60 See section 116A of the Local Government and Public Involvement in Health Act 2007, as inserted by section 191 of the 2012 Act 
61 See section 14Z2 of the 2006 Act, inserted by section 26 of the 2012 Act 
62 See section 14P of the 2006 Act, inserted by section 26 of the 2012 Act and section 2 of the Health Act 2009 (as amended by 2012 Act) 
63 See section 14Q of the 2006 Act, inserted by section 26 of the 2012 Act 
64 See section 14R of the 2006 Act, inserted by section 26 of the 2012 Act 
65 See section 14S of the 2006 Act, inserted by section 26 of the 2012 Act 
66 See section 14T of the 2006 Act, inserted by section 26 of the 2012 Act 
67 See section 14U of the 2006 Act, inserted by section 26 of the 2012 Act 
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l) Obtain appropriate advice69 from persons who, taken together, have a broad range of professional expertise in healthcare and 
public health; 

 
m) Promote innovation70; 

 
n) Promote research and the use of research71; 

 
o) have regard to the need to promote education and training72 for persons who are employed, or who are considering becoming 
employed, in an activity which involves or is connected with the provision of services as part of the health service in England so as 
to assist the Secretary of State for Health in the discharge of his related duty73; 

 
p) act with a view to promoting integration of both health services with other health services and health services with health- 
related and social care services where the group considers that this would improve the quality of services or reduce inequalities74. 

 
The CCGs General Financial Duties 

 
a) Ensure its expenditure does not exceed the aggregate of its allotments for the financial year75; 

 
b) Ensure its use of resources (both its capital resource use and revenue resource use) does not exceed the amount specified 
by the NHS Commissioning Board for the financial year76; 

 
c) Take account of any directions issued by the NHS Commissioning Board, in respect of specified types of resource use 
in a financial year, to ensure the group does not exceed an amount specified by the NHS Commissioning Board 77; 

 

 
68 See section 14V of the 2006 Act, inserted by section 26 of the 2012 Act 
69 See section 14W of the 2006 Act, inserted by section 26 of the 2012 Act 
70 See section 14X of the 2006 Act, inserted by section 26 of the 2012 Act 
71 See section 14Y of the 2006 Act, inserted by section 26 of the 2012 Act 
72 See section 14Z of the 2006 Act, inserted by section 26 of the 2012 Act 
73 See section 1F(1) of the 2006 Act, inserted by section 7 of the 2012 Act 
74 See section 14Z1 of the 2006 Act, inserted by section 26 of the 2012 Act 
75 See section 223H(1) of the 2006 Act, inserted by section 27 of the 2012 Act 
76 See sections 223I(2) and 223I(3) of the 2006 Act, inserted by section 27 of the 2012 Act 
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d) Publish an explanation of how the group spent any payment in respect of quality made to it by the NHS Commissioning 

Board78. 
 

 
 

Functions of the CCG’s Governing Body 
 
The governing body has the following functions conferred on it by sections 14L(2) and (3) of the 2006 Act, inserted by section 25 
the 2012 Act, together with any other functions connected with its main functions as may be specified in regulations and in the 
constitution79. The governing body has responsibility for: 

 
a) ensuring that the group has appropriate arrangements in place to exercise its functions effectively, efficiently and economically 
and in accordance with the groups principles of good governance80 (its main function); 

 
b) determining the remuneration, fees and other allowances payable to employees or other persons providing services to the group 
and the allowances payable under any pension scheme it may establish under paragraph 11(4) of Schedule 1A of the 2006 Act, 
inserted by Schedule 2 of the 2012 Act; 

 
c) approving any functions of the group that are specified in regulations81. 

 
 
 
 
 
 
 

77 See section 223J of the 2006 Act, inserted by section 27 of the 2012 Act 
78 See section 223K(7) of the 2006 Act, inserted by section 27 of the 2012 Act 
79 See section 14L(3)(c) of the 2006 Act, as inserted by section 25 of the 2012 Act 
80 See section 4.4 on Principles of Good Governance above 
81 See section 14L(5) of the 2006 Act, inserted by section 25 of the 2012 Act 
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1. SCHEDULE OF MATTERS RESERVED TO THE CLINICAL COMMISSIONING GROUP AND SCHEME OF 
DELEGATION 

 
1.1. The arrangements made by the group as set out in this scheme of reservation and delegation of decisions shall have 

effect as if incorporated in the group’s constitution. 
 
   1.2.          The clinical commissioning group remains accountable for all of its functions 

Policy Area Decision Reserved to the 
Membership 
(and enacted 
through their 
representatives 
at the Council of 
Practices) 

Delegated to 
Governing Body 

Delegated to a 
Committee or Sub- 
Committee 

Delegated to 
Accountable 
Officer 

Delegated to 
Chief 
Finance 
Officer 

 
REGULATION AND 
CONTROL 

Determine the arrangements by 
which the members of the group 
approve those decisions that are 
reserved for the membership. 

 
√ 

    

REGULATION AND 
CONTROL 

Consideration and approval of 
applications to the NHS 
Commissioning Board on any 
matter concerning changes to the 
group’s constitution, including 
terms of reference for the group’s 
committees, membership of 
committees, the overarching 

 
 

 
√ 
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Policy Area Decision Reserved to the 
Membership 
(and enacted 
through their 
representatives 
at the Council of 
Practices) 

Delegated to 
Governing Body 

Delegated to a 
Committee or Sub- 
Committee 

Delegated to 
Accountable 
Officer 

Delegated to 
Chief 
Finance 
Officer 

 scheme of reservation and 
delegated powers, arrangements 
for taking urgent decisions, 
standing orders and prime 
financial policies. 

     

REGULATION AND 
CONTROL 

Approve Constitution √     

REGULATION AND 
CONTROL 

Exercise or delegation of those 
functions of the clinical 
commissioning group which have 
not been retained as reserved by 
the group, delegated to the 
governing body or other 
committee or sub-committee or 
specified member or employee. 
 

    
 

√ 

 

REGULATION AND 
CONTROL 

Prepare the group’s overarching 
scheme of reservation and 
delegation, which sets out those 
decisions of the group reserved to 
the membership and those 
delegated to the group’s 
governing body committees and 
sub- committees of the group, or 
its members or employees and 
sets out those decisions of the 
governing body  reserved to the  
governing body and those 
delegated to the governing body’s  

  
√ 
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Policy Area Decision Reserved to the 
Membership 
(and enacted 
through their 
representatives 
at the Council of 
Practices) 

Delegated to 
Governing Body 

Delegated to a 
Committee or Sub- 
Committee 

Delegated to 
Accountable 
Officer 

Delegated to 
Chief 
Finance 
Officer 

 committees and sub- 
committees, members of the 
governing body, an individual who 
is member of the group but not the 
governing body or a specified 
person for inclusion in the group’s 

 constitution. 

     

REGULATION AND 
CONTROL 

Approval of the group’s 
overarching scheme of 
reservation and delegation. 

 
√ 

    

REGULATION AND 
CONTROL 

Prepare the group’s operational 
scheme of delegation, which sets 
out those key operational 
decisions delegated to individual 
employees of the clinical 
commissioning group, not for 
inclusion in the group’s 
constitution. 

    
 

√ 

 

REGULATION AND 
CONTROL 

Approval of the group’s 
operational scheme of delegation 
that underpins the group’s 
‘overarching scheme of 
reservation and delegation’ as set 
out in its constitution. 

  
 

√ 

   

REGULATION AND Prepare detailed financial policies      
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Policy Area Decision Reserved to the 
Membership 
(and enacted 
through their 
representatives 
at the Council of 
Practices) 

Delegated to 
Governing Body 

Delegated to a 
Committee or Sub- 
Committee 

Delegated to 
Accountable 
Officer 

Delegated to 
Chief 
Finance 
Officer 

CONTROL that underpin the clinical 
commissioning group’s prime 
financial policies. 

    √ 

REGULATION AND 
CONTROL 

Approve Prime financial policies  √    

REGULATION AND 
CONTROL 

Approve detailed financial 
policies. 

  √ 
Audit and Risk 
Committee 

  

REGULATION AND 
CONTROL 

Approve arrangements for 
managing exceptional funding 
requests. 

  
√ 

   

REGULATION AND 
CONTROL 

Approve exceptional funding 
requests (within financial 
delegated limits). 

  √ 
Individual members 
appointed by the 
CCG to the 
Individual Funding 
Request Panel to 
make decisions on 
behalf of the group 

  

REGULATION AND 
CONTROL 

Set out who can execute a 
document by signature / use of 
the seal 

√ 
In approving 
Standing Orders 

  √ 
To authorise 
specific senior 
managers to 
execute a 
document by 
signature /use of 
the seal 

 

PRACTICE 
MEMBER 
REPRESENTATIVES 

Approve the arrangements for 

  identifying practice    
members to represent 

 
√ 

    



NHS South Tyneside Clinical Commissioning Group’s Constitution 

Version: Final 22 March 2013 (amended 28 June 2013) (amended November 2014) NHS 
Commissioning Board Effective Date: [ 

Page 67 
]  

Policy Area Decision Reserved to the 
Membership 
(and enacted 
through their 
representatives 
at the Council of 
Practices) 

Delegated to 
Governing Body 

Delegated to a 
Committee or Sub- 
Committee 

Delegated to 
Accountable 
Officer 

Delegated to 
Chief 
Finance 
Officer 

  practices in matters concerning the   
work of the group; and     
appointing clinical leaders to 
represent the group’s membership 
on the group’s governing body, for 
example through election (if 
desired). 

     

PRACTICE 
MEMBER 
REPRESENTATIVES 

Approve the appointment of 
governing body members. 

  
√ 

   

PRACTICE 
MEMBER 
REPRESENTATIVES 

Approve the process for recruiting 
and removing members to the 
governing body (subject to any 
regulatory requirements) and 
succession planning. 

   
√ 

Remuneration 
Committee 

  

PRACTICE 
MEMBER 
REPRESENTATIVES 

Approve arrangements for 
identifying the group’s proposed 
accountable officer. 

  √ 
Remuneration 

Committee 

  

STRATEGY AND 
PLANNING 

Agree the vision, values and 
overall strategic direction of the 
group. 

 √ 
Having regard to 
the views of the 

Council of 
Practices 

   

STRATEGY AND 
PLANNING 

Approval of the group’s operating 
structure. 
 

 √    

STRATEGY AND 
PLANNING 

Approval of the group’s 
commissioning plan. 

 √ 
Having regard to 
the views of the 
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Policy Area Decision Reserved to the 
Membership 
(and enacted 
through their 
representatives 
at the Council of 
Practices) 

Delegated to 
Governing Body 

Delegated to a 
Committee or Sub- 
Committee 

Delegated to 
Accountable 
Officer 

Delegated to 
Chief 
Finance 
Officer 

   Council of 
Practices 

   

STRATEGY AND 
PLANNING 

Approval of the group’s corporate 
budgets that meet the financial 
duties as set out in section 5.3 of 
the main body of the constitution. 

  
√ 

   

STRATEGY AND 
PLANNING 

Approval of variations to the 
approved budget where variation 
would have a significant impact 
on the overall approved levels of 
income and expenditure or the 
group’s ability to achieve its 
agreed strategic aims. 

  
√ 

   

ANNUAL REPORTS 
AND ACCOUNTS 

Approval of the group’s annual 
report and annual accounts. 

  √ 
 Audit and Risk 
Committee 

 

 

 

 

 

 

ANNUAL REPORTS 
AND ACCOUNTS 

Approval of the arrangements for 
discharging the group’s statutory 
financial duties. 

√ 
In approving 
Constitution 

  

 

  

HUMAN 
RESOURCES 

Approve the arrangements for 
determining the terms and 
conditions, remuneration and 
travelling or other allowances for 
governing body members, 
including pensions and gratuities. 

√ 
In approving 

Terms of 
reference of 

Remuneration 
Committee 

    

HUMAN 
RESOURCES 

Approve the terms and 
conditions, remuneration and 
travelling or other allowances for 
governing body members, 

 √    
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Policy Area Decision Reserved to the 
Membership 
(and enacted 
through their 
representatives 
at the Council of 
Practices) 

Delegated to 
Governing Body 

Delegated to a 
Committee or Sub- 
Committee 

Delegated to 
Accountable 
Officer 

Delegated to 
Chief 
Finance 
Officer 

 including pensions and gratuities.      

HUMAN 
RESOURCES 

Approve terms and conditions of 
employment for all employees of 
the group including, pensions, 
remuneration, fees and travelling 
or other allowances payable to 
employees and to other persons 
providing services to the group. 

  
√ 

   

HUMAN 
RESOURCES 

Approve any other terms and 
conditions of services for the 
group’s employees. 

  
√ 

   

HUMAN 
RESOURCES 

Determine the terms and 
conditions of employment for all 
employees of the group. 

   √  

HUMAN 
RESOURCES 

Determine pensions, 
remuneration, fees and 
allowances payable to employees 
and to other persons providing 
services to the group. 

  √ 
 

Remuneration 
Committee 

  

HUMAN 
RESOURCES 

Recommend pensions, 
remuneration, fees and 
allowances payable to employees 
and to other persons providing 
services to the group. 

  √ 
 

Remuneration 
Committee 

  

HUMAN 
RESOURCES 

Approve disciplinary 
arrangements for employees, 
including the accountable officer 

  
√ 
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Policy Area Decision Reserved to the 
Membership 
(and enacted 
through their 
representatives 
at the Council of 
Practices) 

Delegated to 
Governing Body 

Delegated to a 
Committee or Sub- 
Committee 

Delegated to 
Accountable 
Officer 

Delegated to 
Chief 
Finance 
Officer 

 (where he/she is an employee or 
member of the clinical 
commissioning group) and for 
other persons working on behalf 
of the group. 

     

HUMAN 
RESOURCES 

Review disciplinary arrangements 
where the accountable officer is 
an employee or member of 
another clinical commissioning 
group 

  
√ 

   

HUMAN 
RESOURCES 

Approval of the arrangements for 
discharging the group’s statutory 
duties as an employer. 

√ 
In approving 
Constitution 

    

HUMAN 
RESOURCES 

Approve human resources 
policies for employees and for 
other persons working on behalf 
of the group 

  
√ 

HR Grievance 
policy 

HR Disciplinary 
Policy Sickness 

and 
absence policy 

 
Raising Concerns 

at Work Policy 

 
√ 

 
Other HR Policies to 
Executive committee 

  

QUALITY AND 
SAFETY 

Approve arrangements, including 
supporting policies, to minimise 
clinical risk, maximise patient 
safety and to secure continuous 
improvement in quality and 

 √ 
Through Quality 

and , Patient 
Safety Committee. 
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Policy Area Decision Reserved to the 
Membership 
(and enacted 
through their 
representatives 
at the Council of 
Practices) 

Delegated to 
Governing Body 

Delegated to a 
Committee or Sub- 
Committee 

Delegated to 
Accountable 
Officer 

Delegated to 
Chief 
Finance 
Officer 

 patient outcomes.      

QUALITY AND 
SAFETY 

Approve arrangements for 
supporting the NHS 
Commissioning Board in 
discharging its responsibilities in 
relation to securing continuous 
improvement in the quality of 
general medical services. 

  
 

√ Through Quality 
and Patient Safety 

Committee 

   

OPERATIONAL AND 
RISK 
MANAGEMENT 

Prepare and recommend an 
operational scheme of delegation 
that sets out who has 
responsibility for operational 
decisions within the group. 

    
√ 

 

OPERATIONAL AND 
RISK 
MANAGEMENT 

Approve an operational scheme 
of delegation that sets out who 
has responsibility for operational 
decisions within the group. 

  
√ 

   

OPERATIONAL AND 
RISK 
MANAGEMENT 

Approve the group’s counter fraud 
and security management 
arrangements. 

  √ 
Audit and Risk 

Committee 

  

OPERATIONAL AND 
RISK 
MANAGEMENT 

Approval of the group’s risk 
management arrangements. 

 √ 
Through approval 
Risk Management 

Strategy 

   

OPERATIONAL AND 
RISK 
MANAGEMENT 

Approve arrangements for risk 
sharing and or risk pooling with 
other organisations (for example 
arrangements for pooled funds 

  
 

√ 
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icy Area Decision Reserved to the 
Membership 
(and enacted 
through their 
representatives 
at the Council of 
Practices) 

Delegated to 
Governing Body 

Delegated to a 
Committee or Sub- 
Committee 

Delegated to 
Accountable 
Officer 

Delegated to 
Chief 
Finance 
Officer 

 with other clinical commissioning 
groups or pooled budget 
arrangements under section 75 of 
the NHS Act 2006). 

     

OPERATIONAL AND 
RISK 
MANAGEMENT 

Approval of a comprehensive 
system of internal control, 
including budgetary control, that 
underpin the effective, efficient 
and economic operation of the 
group. 

  
√ 

   

OPERATIONAL AND 
RISK 
MANAGEMENT 

Approve arrangements for action 
on litigation against or on behalf 
of the clinical commissioning 
group. 

 √    

OPERATIONAL AND 
RISK 
MANAGEMENT 

Approve the group’s 
arrangements for business 
continuity and emergency 
planning. 

 √ 
 

Approval of Major 
Incident Plan and 

Business 
continuity Plan 

   

OPERATIONAL AND 
RISK 
MANAGEMENT 

Approve the group’s 
arrangements for handling 
complaints. 

 √ 
 

Approval of 
Complaints Policy 

   

INFORMATION 
GOVERNANCE 

Approval of the arrangements for 
Information Governance, ensuring 
appropriate and safekeeping and 
confidentiality of records and for 
the storage, management and 

  
√ Approval 

of 
Information 
Governance 
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Policy Area Decision Reserved to the 
Membership 
(and enacted 
through their 
representatives 
at the Council of 
Practices) 

Delegated to 
Governing Body 

Delegated to a 
Committee or Sub- 
Committee 

Delegated to 
Accountable 
Officer 

Delegated to 
Chief 
Finance 
Officer 

 transfer of information and data.  Strategy and 
Information 

Governance Policy 

   

TENDERING AND 
CONTRACTING 

Approval of the group’s contracts 
for any commissioning support. 

 √    

TENDERING AND 
CONTRACTING 

Approval of the group’s contracts 
for corporate support (for example 
finance provision). 

 √    

PARTNERSHIP 
WORKING 

Approve decisions that individual 
members or employees of the 
group participating in joint 
arrangements on behalf of the 
group can make. Such delegated 
decisions must be disclosed in 
this scheme of reservation and 
delegation. 

 
√ 

  
 

√ 
Individual members 

appointed by the 
CCG to the 

following Joint 
arrangements with 

other CCGs to make 
decisions on behalf 

of the group: 
 

Insert Committee 
name – with 

individual title(s) of 
member(s) 

  

PARTNERSHIP 
WORKING 

Approve decisions delegated to 
joint committees established 
under section 75 of the 2006 Act. 

 
√ 

  
√ 
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Policy Area Decision Reserved to the 
Membership 
(and enacted 
through their 
representatives 
at the Council of 
Practices) 

Delegated to 
Governing Body 

Delegated to a 
Committee or Sub- 
Committee 

Delegated to 
Accountable 
Officer 

Delegated to 
Chief 
Finance 
Officer 

COMMISSIONING 
AND 
CONTRACTING 
FOR CLINICAL 
SERVICES 

Approval of the arrangements for 
discharging the group’s statutory 
duties associated with its 
commissioning functions, 
including but not limited to 
promoting the involvement of 
each patient, patient choice, 
reducing inequalities, 
improvement in the quality of 
services, obtaining appropriate 
advice and public engagement 
and consultation. 

 
 

 
√ 

 
√ 

 
 

Exercise of 
the 

Functions 
discharged on 
behalf of the 
Membership 

where named in 
paragraph 5.1.2 

and paragraph 5.2 
in the Constitution 

 
√ 

 
 

Exercise of the 
Functions 

discharged on behalf 
of the governing 

body, by the 
Committee where 

named in paragraph 
5.1.2 and 
paragraph 
5.2 in the 

Constitution 

√ 
 
Exercise of the 
Functions 
discharged on 
behalf of the 
governing body 
by the 
Accountable 
Officer and the 
specific lead 
officer 
delegated by 
the 
Accountable 
Officer to 
oversee its 
discharge 

 

COMMISSIONING 
AND 
CONTRACTING 
FOR CLINICAL 
SERVICES 

Approve arrangements for co- 
ordinating the commissioning of 
services with other groups and or 
with the local authority(ies), where 
appropriate 

  
 

√ 

   

COMMUNICATIONS Approving arrangements for 
handling Freedom of Information 
requests. 

 √ 
 

Approval of 
Freedom of 

Information Policy 

   

COMMUNICATIONS Determining arrangements for 
handling Freedom of Information 
requests. 

   √  
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APPENDIX E – PRIME FINANCIAL POLICIES 
 

 
1. INTRODUCTION 

 
  1.1. General 
 
 1.1.1. These prime financial policies and supporting detailed financial policies shall have effect 

as if incorporated into the group’s constitution. 
 
 1.1.2. The prime financial policies are part of the group’s control environment for managing the 

organisation’s financial affairs. They contribute to good corporate governance, internal 
control and managing risks. They enable sound administration, lessen the risk of 
irregularities and support commissioning and delivery of effective, efficient and 
economical services. They also help the accountable officer and chief finance officer to 
effectively perform their responsibilities. They should be used in conjunction with the 
scheme of reservation and delegation found at Appendix D. 

 
1.1.3. In support of these prime financial policies, the group has prepared more detailed 

policies, approved by the chief finance officer, known as detailed financial policies. The 
group refers to these prime and detailed financial policies together as the clinical 
commissioning group’s financial policies. 

 
1.1.4. These prime financial policies identify the financial responsibilities which apply to 

everyone working for the group and its constituent organisations. They do not provide 
detailed procedural advice and should be read in conjunction with the detailed financial 
policies.  The chief finance officer is responsible for approving all detailed financial 
policies. 

 
1.1.5. A list of the group’s detailed financial policies will be published and maintained on the 

group’s website at  http://www.southtynesideccg.nhs.uk/ 
 

1.1.6. Should any difficulties arise regarding the interpretation or application of any of the 
prime financial policies then the advice of the chief finance officer must be sought before 
acting. The user of these prime financial policies should also be familiar with and 
comply with the provisions of the group’s constitution, standing orders and scheme of 
reservation and delegation. 

 
1.1.7. Failure to comply with prime financial policies and standing orders can in certain 

circumstances be regarded as a disciplinary matter that could result in dismissal. 
 
   1.2. Overriding Prime Financial Policies 
 

1.2.1. If for any reason these prime financial policies are not complied with, full details of the 
non-compliance and any justification for non-compliance and the circumstances around 
the non-compliance shall be reported to the next formal meeting of the governing body’s 
audit committee for referring action or ratification.  All of the group’s members and 
employees have a duty to disclose any non-compliance with these prime financial 
policies to the chief finance officer as soon as possible. 

Page 75 
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 1.3.          Responsibilities and delegation 

 
1.3.1.         The roles and responsibilities of group’s members, employees, members of the 

governing body, members of the governing body’s committees and sub-committees, 
 

members of the group’s committee and sub-committee (if any) and persons working on 
behalf of the group are set out in chapters 6 and 7 of this constitution. 

 
1.3.2. The financial decisions delegated by members of the group are set out in the group’s 

scheme of reservation and delegation (see Appendix D). 
  
   1.4. Contractors and their employees 
  

1.4.1. Any contractor or employee of a contractor who is empowered by the group to commit 
the group to expenditure or who is authorised to obtain income shall be covered by 
these instructions. It is the responsibility of the accountable officer to ensure that such 
persons are made aware of this. 

 
   1.5. Amendment of Prime Financial Policies 
 

1.5.1. To ensure that these prime financial policies remain up-to-date and relevant, the chief 
finance officer will review them at least annually. Following consultation with the 
accountable officer and scrutiny by the governing body’s audit committee, the chief 
finance officer will recommend amendments, as fitting, to the governing body for 
approval.  As these prime financial policies are an integral part of the group’s 
constitution, any amendment will not come into force until the group applies to the NHS 
Commissioning Board and that application is granted. 

 
2. INTERNAL CONTROL 

 
POLICY – NHS South Tyneside CCG will put in place a suitable control environment 

and effective internal controls that provide reasonable assurance of effective and 
efficient operations, financial stewardship, probity and compliance with laws and policies 

 
2.1. The governing body is required to establish an audit committee with terms of reference 

agreed by the governing body (see paragraph 6.6.3(a) of the group’s constitution for 
further information). 

 
  2.2. The accountable officer has overall responsibility for the group’s systems of internal 

control. 
 
  2.3. The chief finance officer will ensure that: 
 

 a) Financial policies are considered for review and update annually. 
 

 b) A system is in place for proper checking and reporting of all breaches of financial 
policies. 

 
 c)    A proper procedure is in place for regular checking of the adequacy and effectiveness        

of the control environment.                                                            Page 76 
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3. AUDIT 

 
POLICY – NHS South Tyneside CCG will keep an effective and independent internal 
audit function and fully comply with the requirements of external audit and other 
statutory reviews 
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3.1. In line with the terms of reference for the governing body’s audit committee, the person 
appointed by the group to be responsible for internal audit and the Audit Commission 
appointed external auditor will have direct and unrestricted access to audit committee 
members and the chair of the governing body, accountable officer and chief finance 
officer for any significant issues arising from audit work that management cannot 
resolve, and for all cases of fraud or serious irregularity. 

 
3.2. The person appointed by the group to be responsible for internal audit and the external 

auditor will have access to the audit committee and the accountable officer to review 
audit issues as appropriate. All audit committee members, the chair of the governing 
body and the accountable officer will have direct and unrestricted access to the head of 
internal audit and external auditors. 

 
3.3. The chief finance officer will ensure that: 

a) The group has a professional and technically competent internal audit function; and      

b) The governing body’s audit committee approves any changes to the provision or 
delivery of assurance services to the group. 

 
4. FRAUD AND CORRUPTION 

 
POLICY – NHS South Tyneside CCG requires all staff to always act honestly and with 
integrity to safeguard the public resources they are responsible for. The group will not 
tolerate any fraud perpetrated against it and will actively chase any loss suffered 

 
 4.1. The governing body’s audit committee will satisfy itself that the group has adequate 

arrangements in place for countering fraud and shall review the outcomes of counter 
fraud work. It shall also approve the counter fraud work programme. 

 
4.2. The governing body’s audit committee will ensure that the group has arrangements in 

place to work effectively with NHS Protect. 
 

 
 
5. EXPENDITURE CONTROL 

 
5.1. The group is required by statutory provisions82 to ensure that its expenditure does not 

exceed the aggregate of allotments from the NHS Commissioning Board and any other 
sums it has received and is legally allowed to spend. 

 
5.2. The accountable officer has overall executive responsibility for ensuring that the group 

complies with certain of its statutory obligations, including its financial and accounting 
obligations, and that it exercises its functions effectively, efficiently and economically 
and in a way which provides good value for money. 

 
5.3. The chief finance officer will: 
 

  a) Provide reports in the form required by the NHS Commissioning Board. 
 

  b) Ensure money drawn from the NHS Commissioning Board is required for approved 
expenditure only is drawn down only at the time of need and follows best practice. 



85 
See section 14Z13 of the 2006 Act, inserted by section 26 of the 2012 Act 
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c) be responsible for ensuring that an adequate system of monitoring financial 
performance is in place to enable the group to fulfil its statutory responsibility not to 
exceed its expenditure limits, as set by direction of the NHS Commissioning Board. 

 
6. ALLOTMENTS83

 

 
6.1.              The group’s chief finance officer will: 
 

a) Periodically review the basis and assumptions used by the NHS Commissioning 
Board for distributing allotments and ensure that these are reasonable and realistic 
and secure the group’s entitlement to funds. 

 
b) Prior to the start of each financial year submit to the governing body for approval a 

report showing the total allocations received and their proposed distribution 
including any sums to be held in reserve. 

 
c) Regularly update the governing body on significant changes to the initial allocation 

and the uses of such funds. 
 
7. COMMISSIONING STRATEGY, BUDGETS, BUDGETARY CONTROL AND 

MONITORING 

 
POLICY – NHS South Tyneside CCG will produce and publish an annual 

commissioning plan84 that explains how it proposes to discharge its financial duties. The 
group will support this with comprehensive medium term financial plans and annual 
budgets 

 
7.1. The accountable officer will compile and submit to the governing body a 

commissioning strategy which takes into account financial targets and forecast limits of 
available resources. 

 
7.2. Prior to the start of the financial year the chief finance officer will, on behalf of the 

accountable officer, prepare and submit budgets for approval by the governing body. 
 
7.3. The chief financial officer shall monitor financial performance against budget and plan, 

periodically review them, and report to the governing body. This report should include 
explanations for variances. These variances must be based on any significant 
departures from agreed financial plans or budgets. 

 
7.4. The accountable officer is responsible for ensuring that information relating to the 

group’s accounts or to its income or expenditure, or its use of resources is provided to 
the NHS Commissioning Board as requested. 

 
7.5. The accountable officer will approve consultation arrangements for the group’s 

commissioning plan85. 
 
8.  ANNUAL ACCOUNTS AND REPORTS 
 

 
 

83 
See section 223(G) of the 2006 Act, inserted by section 27 of the 2012 Act. 

84 
See section 14Z11 of the 2006 Act, inserted by section 26 of the 2012 Act. 
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POLICY – NHS South Tyneside CCG will produce and submit to the NHS 
Commissioning Board accounts and reports in accordance with all statutory 

obligations86, relevant accounting standards and accounting best practice in the form 
and content and at the time required by the NHS Commissioning Board 

 
8.1. The chief finance officer will ensure the group: 

 
 a) Prepares a timetable for producing the annual report and accounts and agrees it 

with external auditors and the Audit Committee. 
 

 b) Prepares the accounts according to the timetable approved by the governing body. 
 

 c) Complies with statutory requirements and relevant directions for the publication of 
annual report. 

 
 d) Considers the external auditor’s management letter and fully address all issues 

within agreed timescales. 
 

 e) Publishes the external auditor’s management letter on the group’s website at 
http://www.southtynesideccg.nhs.uk/ 

 

9. INFORMATION TECHNOLOGY 

 
POLICY – NHS South Tyneside CCG will ensure the accuracy and security of the 

group’s computerised financial data 

 
9.1. The chief finance officer is responsible for the accuracy and security of the group’s 

computerised financial data and shall 
 

a) Devise and implement any necessary procedures to ensure adequate (reasonable) 
protection of the group's data, programs and computer hardware from accidental or 
intentional disclosure to unauthorised persons, deletion or modification, theft or 
damage, having due regard for the Data Protection Act 1998; 

 
b) Ensure that adequate (reasonable) controls exist over data entry, processing, 

storage, transmission and output to ensure security, privacy, accuracy, 
completeness, and timeliness of the data, as well as the efficient and effective 
operation of the system; 

 
c) Ensure that adequate controls exist such that the computer operation is separated 

from development, maintenance and amendment; 
 

d) Ensure that an adequate management (audit) trail exists through the computerised 
system and that such computer audit reviews as the chief finance officer may 
consider necessary are being carried out. 

 
9.2. In addition the chief finance officer shall ensure that new financial systems and 

amendments to current financial systems are developed in a controlled manner and 
thoroughly tested prior to implementation. Where this is undertaken by another 

 
 
 

86 
See paragraph 17 of Schedule 1A of the 2006 Act, as inserted by Schedule 2 of the 2012 Act. 

http://www.southtynesideccg.nhs.uk/
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organisation, assurances of adequacy must be obtained from them prior to 
implementation. 

 

 
 

10. ACCOUNTING SYSTEMS 

 
POLICY – NHS South Tyneside CCG will run an accounting system that creates 
management and financial accounts 

 
10.1. The chief finance officer will ensure: 
 

 a) The group has suitable financial and other software to enable it to comply with these 
policies and any consolidation requirements of the NHS Commissioning Board. 

 
 b) That contracts for computer services for financial applications with another health 

organisation or any other agency shall clearly define the responsibility of all parties 
for the security, privacy, accuracy, completeness, and timeliness of data during 
processing, transmission and storage. The contract should also ensure rights of 
access for audit purposes. 

 
10.2.  Where another health organisation or any other agency provides a computer service 

for financial applications, the chief finance officer shall periodically seek assurances 
that adequate controls are in operation. 

 
11. BANK ACCOUNTS 

 
POLICY – NHS South Tyneside CCG will keep enough liquidity to meet its current 
commitments 

 
11.1. The chief finance officer will: 

 
a) Review the banking arrangements of the group at regular intervals to ensure they 

are in accordance with Secretary of State directions87, best practice and represent 
best value for money; 

 
b) Manage the group's banking arrangements and advise the group on the provision of 

banking services and operation of accounts; 
 

c) Prepare detailed instructions on the operation of bank accounts. 
 
11.2. The governing body’s audit and risk committee shall approve the banking arrangements. 
 
12. INCOME, FEES AND CHARGES AND SECURITY OF CASH,   CHEQUES AND 

OTHER NEGOTIABLE INSTRUMENTS. 

 
POLICY – NHS South Tyneside CCG  will 

operate a sound system for prompt recording, invoicing and collection of all 
monies due 

seek to maximise its potential to raise additional income only to the extent that it 
does not interfere with the performance of the group or its functions88

 



89 
See section 14Z6 of the 2006 Act, inserted by section 26 of the 2012 Act. 
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ensure its power to make grants and loans is used to discharge its functions 
effectively89

 

 
12.1. The Chief Financial Officer is responsible for: 

 
a) Designing, maintaining and ensuring compliance with systems for the proper 

recording, invoicing, and collection and coding of all monies due. 
 

b) Establishing and maintaining systems and procedures for the secure handling of 
cash and other negotiable instruments. 

 
c) Approving and regularly reviewing the level of all fees and charges other than those 

determined by the NHS Commissioning Board or by statute.  Independent 
professional advice on matters of valuation shall be taken as necessary. 

 
d) For developing effective arrangements for making grants or loans. 

 
13. TENDERING AND CONTRACTING PROCEDURE 

 
POLICY – NHS South Tyneside CCG: 

will ensure proper competition that is legally compliant within all purchasing to 
ensure we incur only budgeted, approved and necessary spending 

will seek value for money for all goods and services 

shall ensure that competitive tenders are invited for 

o the supply of goods, materials and manufactured articles; 
o the rendering of services including all forms of management consultancy 

services (other than specialised services sought from or provided by the 
Department of Health); and 

o for the design, construction and maintenance of building and engineering 
works (including construction and maintenance of grounds and gardens) for 
disposals 

 

 
 

13.1. The governing body may only negotiate contracts on behalf of the group, and the 
group may only enter into contracts, within the statutory framework set up by the 2006 
Act, as amended by the 2012 Act. Such contracts shall comply with: 

 
 a) The group’s standing orders. 

 
 b) The Public Contracts Regulation 2006, any successor legislation and any other 

applicable law. 

 
 c) Take into account as appropriate any applicable NHS Commissioning Board or the 

Independent Regulator of NHS Foundation Trusts (Monitor) guidance that does not 
conflict with (b) above. 

 
13.2. In all contracts entered into, the group shall endeavour to obtain best value for money. 

The accountable officer shall nominate an individual who shall oversee and manage 
each contract on behalf of the group. 

 

 
88 

See section 14Z5 of the 2006 Act, inserted by section 26 of the 2012 Act. 
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14. COMMISSIONING 

 
POLICY – working in partnership with relevant national and local stakeholders, NHS 
South Tyneside CCG will commission certain health services to meet the reasonable 
requirements of the persons for whom it has responsibility 

 
14.1. The group will coordinate its work with the NHS Commissioning Board, other clinical 

commissioning groups, local providers of services, local authority, including through 
Health & Wellbeing Board, patients and their carers and the voluntary sector and 
others as appropriate to develop robust commissioning plans. 

 
14.2. The accountable officer will establish arrangements to ensure that regular reports are 

provided to the governing body detailing actual and forecast expenditure and activity 
for each contract. 

 
14.3. The chief finance officer will maintain a system of financial monitoring to ensure the 

effective accounting of expenditure under contracts. This should provide a suitable 
audit trail for all payments made under the contracts whilst maintaining patient 
confidentiality. 

 
15. RISK MANAGEMENT AND INSURANCE 

 
POLICY – NHS South Tyneside CCG will put arrangements in place for evaluation and 
management of its risks 

 
15.1. The accountable officer shall ensure that the group has a programme of risk 

management, in accordance with assurance framework requirements, which must be 
approved and monitored by the governing body. 

 
15.2. The programme of risk management shall include: 
 

 a) A process for identifying and quantifying risks and potential liabilities; 
 

 b) Engendering amongst all levels of staff a positive attitude towards the control of risk; 
 

 c) Management processes to ensure all significant risks and potential liabilities are   
    addressed including effective systems of internal control, cost effective insurance   
    cover, and decisions on the acceptable level of retained risk; 

 
 d) Contingency plans to offset the impact of adverse events; 

 
 e) Audit arrangements including internal audit, clinical audit, health and safety review; 

 
 f)  A clear indication of which risks shall be insured; 

 
 g) Arrangements to review the risk management programme. 

 
15.3 Insurance: Risk Pooling Schemes administered by the NHSLA 

 
The governing body shall decide if the group will insure through the risk pooling 
schemes administered by the NHS Litigation Authority or self-insure for some or all of 
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the risks covered by the risk pooling schemes. If the governing body decides not to use 
the risk pooling schemes for any of the risk areas (clinical, property and employer/third 
party liability) covered by the schemes this decision shall be reviewed annually. 

 

 
 
16. PAYROLL 

 
POLICY – NHS South Tyneside CCG will put arrangements in place for an effective 
payroll service 

 
16.1. The chief finance officer will ensure that the payroll service selected: 

 a) Is supported by appropriate (i.e. contracted) terms and conditions.    

b) Has adequate internal controls and audit review processes 

  c) Has suitable arrangements for the collection of payroll deductions and payment of 
these to appropriate bodies. 

 
16.2. In addition the chief finance office shall set out comprehensive procedures for the 

effective processing of payroll.l 
 
17. NON-PAY EXPENDITURE 

 
POLICY – NHS South Tyneside CCG will seek to obtain the best value for money goods 
and services received 

 
17.1. The governing body will approve the level of non-pay expenditure on an annual basis 

and the accountable officer will determine the level of delegation to budget managers 
 
17.2. The accountable officer shall set out procedures on the seeking of professional advice 

regarding the supply of goods and services. 
 
17.3. The chief finance officer will: 
 

a) Advise the governing body on the setting of thresholds above which quotations 
(competitive or otherwise) or formal tenders must be obtained; and, once approved, 
the thresholds should be incorporated in the scheme of reservation and delegation. 

 
b) Be responsible for the prompt payment of all properly authorised accounts and 

claims. 
 

c) Be responsible for designing and maintaining a system of verification, recording and 
payment of all amounts payable. 

 
18. CAPITAL INVESTMENT, FIXED ASSET REGISTERS AND SECURITY OF ASSETS 

 
POLICY – NHS South Tyneside CCG will put arrangements in place to manage capital 
investment, maintain an asset register recording fixed assets and put in place polices to 
secure the safe storage of the group’s fixed assets 

 
18.1. The accountable officer will 
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a) ensure that there is an adequate appraisal and approval process in place for 
determining capital expenditure priorities and the effect of each proposal upon 
plans; 

 
b) be responsible for the management of all stages of capital schemes and for 

ensuring that schemes are delivered on time and to cost; 
 

c) shall ensure that the capital investment is not undertaken without confirmation of 
purchaser(s) support and the availability of resources to finance all revenue 
consequences, including capital charges; 

 
d) be responsible for the maintenance of registers of assets, taking account of the 

advice of the chief finance officer concerning the form of any register and the 
method of updating, and arranging for a physical check of assets against the asset 
register to be conducted once a year. 

 
18.2. The chief finance officer will prepare detailed procedures for the disposals of assets. 
 
19. RETENTION OF RECORDS 

 
POLICY – NHS South Tyneside CCG will put arrangements in place to retain all records 
in accordance with NHS Code of Practice Records Management 2006 and other 
relevant notified guidance 

 
19.1.            The Accountable Officer shall: 
 

a) Be responsible for maintaining all records required to be retained in accordance 
with NHS Code of Practice Records Management 2006 and other relevant notified 
guidance. 

 
b) Ensure that arrangements are in place for effective responses to Freedom of 

Information requests. 
 

c) Publish and maintain a Freedom of Information Publication Scheme. 
 
20. TRUST FUNDS AND TRUSTEES 

 
POLICY – NHS South Tyneside CCG will put arrangements in place to provide for the 
appointment of trustees if the group holds property on trust 

 
   20.1.             The chief finance officer shall ensure that each trust fund which the group is 

responsible for managing is managed appropriately with regard to its purpose and to 
its requirements. 
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APPENDIX F - NOLAN PRINCIPLES 
 

1. The ‘Nolan Principles’ set out the ways in which holders of public office should behave in 
discharging their duties. The seven principles are: 

 
a) Selflessness – Holders of public office should act solely in terms of the public 

interest. They should not do so in order to gain financial or other benefits for 
themselves, their family or their friends. 

 
b) Integrity – Holders of public office should not place themselves under any financial 

or other obligation to outside individuals or organisations that might seek to 
influence them in the performance of their official duties. 

 
c) Objectivity – In carrying out public business, including making public 

appointments, awarding contracts, or recommending individuals for rewards and 
benefits, holders of public office should make choices on merit. 

 
d) Accountability – Holders of public office are accountable for their decisions and 

actions to the public and must submit themselves to whatever scrutiny is 
appropriate to their office. 

 
e) Openness – Holders of public office should be as open as possible about all the 

decisions and actions they take. They should give reasons for their decisions and 
restrict information only when the wider public interest clearly demands. 

 
f) Honesty – Holders of public office have a duty to declare any private interests 

relating to their public duties and to take steps to resolve any conflicts arising in a 
way that protects the public interest. 

 
g) Leadership – Holders of public office should promote and support these principles 

by leadership and example. 
 

 
Source: The First Report of the Committee on Standards in Public Life (1995)90

 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

90 
Available at http://www.public-standards.gov.uk/ 

http://www.public-standards.gov.uk/
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APPENDIX G – NHS CONSTITUTION 
 
The NHS Constitution sets out seven key principles that guide the NHS in all it does: 

 
1. The NHS provides a comprehensive service, available to all - irrespective of gender, 

race, disability, age, sexual orientation, religion or belief.  It has a duty to each and every 
individual that it serves and must respect their human rights.  At the same time, it has a 
wider social duty to promote equality through the services it provides and to pay 
particular attention to groups or sections of society where improvements in health and 
life expectancy are not keeping pace with the rest of the population. 

 
2. Access to NHS services is based on clinical need, not an individual’s ability to pay 

- NHS services are free of charge, except in limited circumstances sanctioned by 
Parliament. 

 
3. The NHS aspires to the highest standards of excellence and professionalism - in 

the provision of high-quality care that is safe, effective and focused on patient 
experience; in the planning and delivery of the clinical and other services it provides; in 
the people it employs and the education, training and development they receive; in the 
leadership and management of its organisations; and through its commitment to 
innovation and to the promotion and conduct of research to improve the current and 
future health and care of the population. 

 
4. NHS services must reflect the needs and preferences of patients, their families 

and their carers - patients, with their families and carers, where appropriate, will be 
involved in and consulted on all decisions about their care and treatment. 

 
5. The NHS works across organisational boundaries and in partnership with other 

organisations in the interest of patients, local communities and the wider 
population - the NHS is an integrated system of organisations and services bound 
together by the principles and values now reflected in the Constitution.  The NHS is 
committed to working jointly with local authorities and a wide range of other private, 
public and third sector organisations at national and local level to provide and deliver 
improvements in health and well-being. 

 
6. The NHS is committed to providing best value for taxpayers’ money and the most 

cost-effective, fair and sustainable use of finite resources - public funds for 
healthcare will be devoted solely to the benefit of the people that the NHS serves. 

 
7. The NHS is accountable to the public, communities and patients that it serves - the 

NHS is a national service funded through national taxation, and it is the Government 
which sets the framework for the NHS and which is accountable to Parliament for its 
operation.  However, most decisions in the NHS, especially those about the treatment of 
individuals and the detailed organisation of services, are rightly taken by the local NHS 
and by patients with their clinicians.  The system of responsibility and accountability for 
taking decisions in the NHS should be transparent and clear to the public, patients and 
staff. The Government will ensure that there is always a clear and up-to-date statement 
of NHS accountability for this purpose. 

 
Source:  The NHS Constitution: The NHS belongs to us all (March 2012)91

 

 
 
 

91 
http://www.dh.gov.uk/en/Publicationsandstatistics/Publications/PublicationsPolicyAndGuidance/DH_132961 

http://www.dh.gov.uk/en/Publicationsandstatistics/Publications/PublicationsPolicyAndGuidance/DH_132961
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APPENDIX H – DISPUTES RESOLUTION PROCEDURE 
 
 
Background 

 

It may be that on occasions practices will disagree with decisions made by their commissioning 
group or in some cases, actions taken by other practices that impact on them. It is important that all 
practices have the ability to appeal against any such decisions and have the right to request that 
any dispute is resolved by means of an agreed Dispute Resolution Procedure. 

 
The arrangements to deal with disputes arising from the new commissioning responsibilities will 
follow closely existing arrangement which involve a three staged process. 

 
Stage 1: The Informal Process 

 
Informal resolution helps develop and sustain a partnership approach between practices and 
between practices and commissioning groups. 

 
Each party should involve the LMC at this stage in either an advisory or mediation role. 

 
It is a requirement that the Informal Process must have been exhausted before either party is able 
to escalate the dispute to Stage 2: The Local Dispute Resolution Panel. 

 
Stage 2:  The Formal Local Process 

 
In cases where either party remains dissatisfied with the outcome of Stage 1, then they have the 
right to request Formal Local Dispute Resolution in writing, including grounds for the request to the 
Accountable Office of the commissioning group. 

 
Other than in cases, which in the opinion of the Accountable Officer and following consultation with 
the LMC, are considered to be frivolous or vexatious, a Local Dispute Resolution Panel (LDRP) will 
be convened to hear the dispute and make a determination. 

 
Members of the LDRP 

 

The Panel will consist of:- 
o A clinical member of the Board of another commissioning group. 

o A GP conciliator (from a Panel to be established by the LMCs). 

o An LMC representative (from a different part of South Tyneside). 

o Panel Secretary (non-voting). – role for AO of CFO or lay member? 

The Panel will agree its own Chairman. 

The Hearing 
 

The hearing will be held within 20 working days of the request being lodged.  At least 7 working 
days notice of the hearing date will be given to all participants. 

 
Documentation 

 

All relevant documentation will be provided to all parties and panel members at least 5 working days 
before the hearing. 
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Procedure at the LDRP Hearing 
 

The discussion of the Panel will remain confidential.  The Panel Secretary will keep a record of the 
hearing. 

 
The Appellant will be asked to present their case. Members of the Panel will be given the 
opportunity to ask any questions relevant to the case. 

 
The Respondent will be asked to present their response.  Members of the Panel will be given the 
opportunity to ask any questions relevant to the case. 

 
The Appellant and the Respondent will then withdraw. 

 
Following the presentation of the facts the Panel will deliberate and reach a decision on the case 
based on a majority of the voting panel members. 

 
The Panel Chair will notify both parties of the decision including any recommendations in writing 
within 7 days after the hearing. 

 
If either party disputes the decision of the LDRP and the decision relates directly to provisions in its 
GMS/PMS contract, then it may refer the matter to the Family Health Services Appeal Unit (FHSAU) 
of the NHS Litigation Authority in line with relevant NHS Regulations, for dispute resolution under 
the “NHS Dispute Resolution Procedure”. 

 
Stage 3:  Appeal to The Secretary of State through the FHSAU – NHS Dispute Resolution 
Procedure 

 
Written requests must be directed to the FHSAU, 1 Trevelyan Square, Boar Lane, Leeds, LS1 6AE 
within three years beginning on the date on which the matter giving rise to the dispute happened or 
should reasonably have come to the attention of the party wishing to refer the dispute. 

 
Disputes should be addressed directly to the FHSAU and must include:- 

 

o The names and addresses of the parties to the dispute. 
 

o A copy of the contract. 
 

o A brief statement describing the nature and circumstances of the dispute. 
 
 

Inter Practice Disputes 
 

It is envisaged that the Stage 2 Formal Process will be used in the main to deal with disputes 
between individual practices and commissioning groups. 

 
In cases where the dispute is between practices and it is an issue that warrants formal dispute 
resolution, then the same process and timescales will apply. 

 
The only proposed change is that the LMC representative on the LDRP will be a representative from 
an LMC outside of South Tyneside.  It is extremely unlikely that any disputes between practices will 
be appropriate for referral to the Secretary of State for determination as detailed in Stage 3. 
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South Tyneside CCG Executive Committee 

Minutes of Meeting held on Thursday 11
th

 September 2014 
9.00am to 12.00noon at Monkton Hall, Meeting Room 1 

 
 
 

Present:       David Hambleton, Chief Officer (Chairing meeting) 
Amanda Healy, Director of Public Health 

  Dr Funmi Nixon, Clinical Director 
Kate Hudson, Chief Finance Officer 
Dr Jon Tose, Clinical Director 
Dr Matthew Walmsley, STCCG Chair 
Ros Whitehead, Practice Management Lead 
Dr James Gordon, Clinical Director 
Gary Collier, Senior Commissioning Manager - Provider Management NECS 
Jenna Easton, Administrative Support 

 
In attendance: Jeanette Scott-Thomas, Head of Quality and Patient Safety 

Christine Shields, Strategic Commissioning Manager 
Ailsa Nokes, Head of Customer Programme 

 
Apologies: Christine Briggs, Director of Operations 

Ann Fox, Director of Nursing Quality and Safety 
Joanne Moore, ST Council, Commissioning & Quality Lead 

 
 

1. Welcome 
 
David Hambleton welcomed all to the meeting with a round of introductions taking place. 
 

2. Declarations of Interest 
 
Declarations of interest were expressed for Matthew Walmsley, Jon Tose, James Gordon, Ros Whitehead 
and Funmi Nixon on item 11 Strategy for AQP re-procurement. 
 

3. Minutes of meeting held on 14
th

 August 2014 
 
The Committee agreed the minutes otherwise to be an accurate record. 
 

4. Matters Arising 
 
No issues were noted. 
 

5. Chair’s Information 
 
David Hambleton confirmed the Urgent Care consultation came to a closure in August.  The latest position 
being we are awaiting a letter of correspondence from the Area Team re the procurement options for the 
Jarrow GP practice. 
 
The Better Care Fund is becoming a very bureaucratic process reflecting a mini CCG authorisation.  Current 
assessment processes for submissions are growing, which is impacting on CCG ability to deliver on normal 
business.  BCF submission date currently stands as 19

th
 September 2014. 

 
Reconfiguration of the Area team is underway with a purpose to reduce management costs by 10-15%.  The 
message portrayed by the area team specifically stating this is not a restructure but simply realignment 
management tweak. 
David Hambleton confirmed the new structure has been shared in house however STCCG are yet to receive 
a formal copy. 
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6. Quality and Performance Report 

 
South Tyneside Foundation Trust (STFT) 
Acute Contract is under contracted level. Ongoing dialogue with Kate Hudson and STFT colleagues around 
work internally relating to performance.   
Non-Elective activity continues to underperform, particularly within Trauma and Orthopaedics.  Ambulatory 
Care continues to experience increased activity in comparison to both contract and 2013/14 levels. 
 
City Hospitals Sunderland Foundation Trust (CHSFT) 
There is current validation of data to ensure data issues are not impacting on current activity levels.  
A deep dive exercise is being carried out due to financial pressure with CHS contract which is raising 
concerns.  It was acknowledge additional money was built into CHS contract earlier this year. 
 
NEAS 
999 activity currently over contract level and 111 Contract activities and finance remain on block in 2014/15. 
Penalties of £109K have been applied cumulatively with STCCG benefitting due to contract share. 
 
Newcastle upon Tyne Hospitals FT 
Elective Inpatient and Non-Elective Inpatients are over performing.  Other Services are under performing, the 
main reason for this is Emergency Readmission and Threshold rebates, High Cost Drugs and Medical 
Devices are over performing.  Work is ongoing to gain assurance that CCGs have been charged correctly for 
drugs and devices. 
 
Gateshead FT 
Reconciliation is ongoing of the 2013/14 position which will impact Month 3 position as there are ongoing 
discussions around non-PBR tariffs. 
 
Quality Update 
Jeanette outlined the highlights from within the safeguarding report including key achievements and potential 
risks. 
 

 QCQ – Continuing progress against the CQC action plan monitored through the CQRG.  This is now 
a standard agenda item at QRG meetings. 

 Mortality Indicators - STFT have carried out extensive analysis of mortality rates, reviewing every 
death with the findings are reported to their Board.  STFT provided assurance at the CQRG that 
once deaths associated with St Benedict's Hospice are excluded, they are no longer an outlier.   

 Friends and Family Test – This a standing agenda item for discussion at the CQRG.  Improving the 
response rate in A&E has been highlighted as an area of priority for STFFT.  The recovery plan put 
in place includes the use of tokens and token boxes for responses.  They are also exploring the 
possibility of deploying electronic tablets in the department for patients to use.  Unpublished figures 
from STFT demonstrate an increase in the response rates for July. 

 Children’s Safeguarding – The Head of Safeguarding has raised the safeguarding concerns 
with the Director of Nursing who will address with STFT via the Director of Nursing, and seek 
immediate assurance with regard to their safeguarding children practices. 

 
Performance Update 
 
The following Performance issues were highlighted: 
 

 62 days of an urgent GP referral for suspected cancer has been breach in June at STFT. 80.0% of 
patients were seen within Target; 2.5 patients breached (NB this is a shared breach). 

 62 days of an urgent GP referral for suspected cancer has been breach in June at GHFT. 81.5% of 
patients were seen within Target; 8.5 patients breached (NB this is a shared breach). 

 75% of patients treated within 62-day of referral from an NHS cancer screening service is below 
target (90%) at CHS June year to date. Note this is due to small numbers 3 out of the 4 patients 
were seen within target. 

 City Hospitals Sunderland continues to experience pressure within the A&E Department, impacting 
on their ability to deliver the 4 hour target. Performance July YTD is 93.6% compared to a target of 
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95%. South Tyneside NHSFT performance in A&E remains above target at 98.1% YTD at the end of 
July. 

 No 52 plus week waiters have been reported June year to date. 

 0 Incidents of MRSA have been reported by the CCG for the period up to the end of July. However 
CHSFT is reporting 2 cases of MRSA and NUTHFT is reporting 1 case at July year to date. 

 NEAS at July year to date is failing to achieve the Category A Red 1 calls, reporting 74.2% 
compared to target of 75%. This could possibly reduce the Quality Premium for the CCG by 25%. 

 
7. Finance Update 

 
Kate Hudson informed the Executive on Month 5 finance position, also confirming STCCG is currently on 
track 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: 
 

 Contract over performance 2014/15 - Activity data from main providers has been reflected in worst 
case scenario, where STCCG is benefitting from un-validated under-performance this has not been 
included. 

 Prescribing - Whilst the budget for prescribing has been increased for 2014/15 this continues to be 
a risk area as the funding may not have addressed cost/volume growth entirely.  There is forecast 
overspend on centrally held drugs as well as an ongoing risk with regards to the instability of the 
GP prescribing budget. 

 CHC – The budget for CHC packages has been increased for 2014/15 however this continues as a 
risk area.  STCCG has received quarter 1 data which shows the forecast in line with 13/14 outturn.  
The fast track and direct payment packages are showing a forecast overspend.  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. 

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

 Mental Health Packages – NECS are trying to enhance the mapping of the step down process.  It 
was noted STCCG or NECS need to sign off cases in the first instance. 

 
Kate attended a meeting with Mike Robson from STFT to discuss and seek support from STCCG in relation 
to the forecast end of year position.  It was acknowledged STFT are currently in a difficult financial position 
due to underperformance on contract and not being able to deliver the forecast position. 
It was acknowledged consideration is needed with views to a three month block contract excluding CQUIN 
arrangements.  A follow up meeting will take place at informal Executive Committee to continue discussions 
and agree a suitable approach. 
 

8. Primrose Hill 
 
Lisa Dodd was in attendance to give a summary around the review of long stay provision within Primrose Hill 
Hospital along with timescales required to complete the review. 
 
A Project team has now been established with representative from STLA, STFT and STCCG along with a 
commissioner run steering group managing key aims and objectives.  It is essential to review the current 
state using best practice locally and nationally and testing the current model. 
 
The service has been over performing and creating significant financial pressure for STCCG which needs to 
be rectified with urgency.  It was noted there are currently five long stay patients within Primrose Hill which 
have been re-assessed to identify if Primrose Hill is the correct provision for them.  Other teams including 
Continuing Health Care are on board giving input when required and will use a current healthcare tool to test 
patient’s needs. 
 
It has been acknowledged that admission into the Primrose Hill unit is difficult to unravel with no defined 
process in place however it has been identified that patients within the trust have been put forward to Alan 
Rodgers who has confirmed if patients can be admitted to Primrose Hill. 
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A timescale for the complete review of current state is needed by end of November 2014.  Lisa Dodd’s 
confirmed a Kaizen event will take place as a starting point to map the process and ideas for a new service 
specification. 
A number of risks have been identified with the main being political/media aspect.  A Contingency plan is 
needed as well as systems to deal with negative press this may attract. 
 
Gary Collier confirmed with regards to contract, implementation of coding and counting will be required along 
with a 12 month notice period. 
It was also noted staff view within Primrose Hill Unit need to be considered and included within the review.   
 
David Hambleton established an urgent message needs circulated to all South Tyneside GPs making them 
aware of the current position at Primrose Hill for referral purposes. 
ACTION: Lisa Dodd to draft Primrose Hill message for circulation to South Tyneside Practices. 
 
The Executive Committee agreed with the approach however no served notice to Primrose Hill until a 
complete mapping process is finalised. 
 

9. Maternity Specification 
 
David Hambleton welcomed Elizabeth Chalk to the Executive Meeting. 
 
Elizabeth confirmed the Maternity specification has been developed regionally to enable a consistent 
approach to Maternity services and also enables some independence within the service to meet 
requirements. 
It has been shared with South Tyneside FT and amendments have been made to demonstrate local needs. 
 
Elizabeth noted the main purpose of the report is: 
 

 To provide high quality safe, and accessible maternity care to women partners and their babies in 
planning pregnancy, during pregnancy labour and postnatally to achieve best outcomes 

 To outreach and engage vulnerable and hard to reach group in order to reduce health inequalities. 

 To empower women to exercise choice through the provision of accessible up to date information 
that will enable women to be fully equipped with information and skills to ensure they contribute to 
their care 

 To improve and protect health by promoting key public health priorities e.g. breast feeding and 
smoking in pregnancy. 

 
James Gordon asked if a substance misuse midwife could be included within the service specification due to 
its importance which Elizabeth agreed could be incorporated. 
Elizabeth agreed to collaborate with Jane Robson from NECS around hand over the specification to provider 
management team for implementation. 
 
The Executive Committee endorsed the Maternity specification. 
 

10. Strategy for AQP re-procurement 
 
Gary Collier confirmed a number of service contracts are due to expire, without agreement on future 
procurement option services will be decreased for patients. 
This relates to three services across South Tyneside being Audiology, Anti-coagulation and Podiatry. 
 
There were three options put to the Executive Committee for discussion which all had identifiable risks 
involved. 
 
The Executive Committee agreed to endorse option 2 and re-open the AQP window for South Tyneside 
services. 
 
Gary Collier confirmed NECS will take the lead in providing a detailed project plan and feedback to the 
Executive Committee at a later date. 
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11. Scriptswitch Contract 
 
Jon Tose gave a brief background positon on Scriptswitch software which currently sits on South Tyneside 
GP’s clinical records system.  It brings an alert to GPs which suggests alternative safer prescribing 
medicines or more cost-effective methods. 
This system has been implemented for a number of years however the contract ends in November 2014.  A 
proposal has been submitted to the Executive Committee to extend the contract for a further three years as it 
has been demonstrated that significant savings have been made. 
 
The Executive Committee endorse the option to extend Scriptswitch contract for a further three years. 
 

12. Individual Funding Request process changes 
 
Jon Tose shared an Implementation of Value Based Clinical Commissioning letter which raised concerns 
around the Individual Funding Request process. 
 
The Executive Committee was asked to support a paperless IFR system as well as delegate authority to IFR 
panels to ratify any minor amendments to the Value Based Clinical Commissioning Policy in-year. 
It is anticipated that undertaking these actions will enhance and streamline the IFR process and will assist in 
providing a more secure governance structure and rapid turnaround of funding applications. 
 
The Executive Committee agreed to endorse both proposals for IFR process in future. 
 

13. Winterbourne Update 
 
Sarah Golightly was welcomed to the Executive Committee. 
 
Sarah confirmed the Winterbourne report provides an update in relation to the current position of the 
individuals who were highlighted on the initial Winterbourne list along with suggestions and 
recommendations around future potential to reduce the likelihood of reliance on hospital admission. 
 
There is a need for significant transformation and joint working with the Local Authority where the individual 
is central to the process regardless of diagnosis and prevent duplication. 
 
The Executive acknowledge to achieve success a fully independent budgets around Mental Health will be 
crucial. 
 
David Hambleton confirmed a Winterbourne updated position would be valuable at a future integration board 
meeting. 
 

14. WHIST Update 
 
The recommendation is that if the CCG “invest to save” by supporting the request and thereby avoid a 
deterioration of provision in the borough; that WHIST are monitored over the remaining period to assess their 
viability going forward, to inform the CCGs planning and strategy. 
 
James Gordon confirmed a Whist update has been recently raised at informal an informal Executive meeting 
and it was agreed to bring this to the attention of the Executive Committee.  The Executive acknowledged 
WHIST has built up a respectable reputation within South Tyneside. 
 
WHIST has approached STCCG for additional funding to provide financial stability for the remainder of 
2014/15 as a result of discontinuation from the lottery fund.  It was noted this is an ongoing appeal from 
WHIST. 
 
It was agreed a need to identify what is funded from LA and STCCG with regards to 3

rd
 Sector organisations.  

Plans and criteria need to be in place relating to all funding requests. 
 
It was agreed clear evidence is required exactly how WHIST plan to support STCCG priorities along with a 
robust business plan highlighting sustainability within the future. 
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The Executive Committee agreed to assess evidence once submitted, then endorse as a one off with non-
recurrent funding. 
 

15. Better Care Fund Update 
 
Aaron Tucker was in attendance to update on BCF progress. 
As the Executive Committee are fully aware South Tyneside BCF trajectories and finance submissions are 
due by 19

th
 September, which to date are on track for completion.  Feedback will be received after 

submissions with measures to adhere to or a successful fully assured status may be given. 
 
Aaron confirmed the risk stratification has been incorporated into plans as BCF main principal is to identify 
pressure and apply next steps to reduce and improve pressure. 
 
It was noted North Tyneside CCG have a similar culture to South Tyneside CCG therefore potential good 
practice to understand their plans and ways of collaborative working for future. 
 

16. CAMHS Tier 2 Review 
 
David Hambleton welcomed Aileen Fitzgerald to the Executive Committee. 
 
James Gordon confirmed at the beginning of last year a proposal was made regarding a new CAMHS tier 2 
services within South Tyneside. 
The aim was to review the effectiveness of Tier 2 CAMHS in meeting the emotional and mental health needs 
of children and young people in South Tyneside.  The outcome of the review will inform the development of 
the CCG Life Course approach to service provision.  
 
The report concludes that the service was unable to provide the level of data required to judge the 
effectiveness of the pilot service.  James Gordon confirmed NTW where fully aware of all expectations and 
requirements from the outset as this is clear within the specification. 
Concerns were alerted around the lack of details in relation to performance data, lack of evidence of patient 
interventions or tracking patient outcomes. 
It was noted there has been major difficulty with the delivering the service as a whole, however it is still a vital 
service needed for South Tyneside patients. 
 
Discussions revealed the service specification is not the issue; it’s the delivery within the specification that is 
the problem with the provider. It was acknowledged as an essential to identify the underlining issue within 
NTW. 
 
The Executive agreed the approach for a formal letter to be sent to NTW specifying requirements have not 
been met as agreed within the service specification. 
It was agreed an updated recommendation report will be presented at November Executive Committee 
meeting.  Christine Shields volunteered future involvement with any CAHMS work from a collaborative Local 
Authority perspective. 
 
It was agreed for CAHMS Tier 2 services to be discussed at the next informal Executive meeting with an 
extended invitation to the Director of NTW. 
ACTION: David Hambleton to inform Jane Leighton of arrangements and agenda item. 
 

17. AOB 
 

 David Hambleton noted an NHS 111 update report has been circulated via email for information and 
action regarding views around the Pharmacy pilot.  There was general consensus that we should 
volunteer to be part of the Pharmacy pilot pending any financial implications being identified. 

 

18. Date and time of next meeting: 
11

th
 September 2014, 9.00 – 12.00noon at Monkton Hall, meeting room 1 
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Council of Practices 
 

18 September 2014 
15:00 – 16:00 

 
Chuter Ede Education Centre, Galsworthy Road, South Shields NE34 9UG 

 
 
Present: 
 
Lead GPs   As per attendance sheet (attached) 
Practice Managers   As per attendance sheet (attached) 
Dr David Hambleton Chief Officer, South Tyneside Clinical Commissioning 

Group (STCCG) 
Dr Matthew Walmsley Chair, STCCG  
Dr Jon Tose Clinical Director, STCCG 
 
Apologies:  
 
 
2014/11 Welcome and introductions 
 

The Chair welcomed those present to the Council of Practices meeting. 
 
2014/12 Annual Report and Accounts 
 

The annual report has now been published and is available on the CCG 
website.  The accounts will be audited and signed off by the Governing 
Body as well as being reviewed by the Audit and Risk Committee. 
 

2014/13 Council of Practices – Terms of Reference 
 

Approved and accepted.   
 
Attendees will be awarded 2 CPD credits. 

 
2014/14 Value Based Commissioning 
 

There are now 39 procedures in place for patients deemed to be 
exceptional and a web-based system in place for managing individual 
funding requests.  Procedures/services include: 
 

 Insulin pumps 

 Interpreters 

 Newcastle pain clinics 

 Medication costs. 
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Details of requirements are sent to Dr Jon Tose who will look for 
evidence of the case being exceptional.  Psychological impact is not 
taken into account. 
 
The policy for treatment of varicose veins that had been developed by 
Dr Mike Lavender has been in place for approximately five years and 
will continue to be used. 
 
The members took part in mock panel exercises with 6-8 people per 
table.  Most cases will not require a panel decision, it is anticipated that 
this approximately 10% of requests will need to go to a panel which will 
be made up of GPs, Medicines Optimisation staff and public health 
colleagues. 
 
During the discussion it was clarified that requesters could ask for their 
cases to be reconsidered and new information could be submitted that 
might demonstrate exceptionality.  

 
 
2014/15 Date and time of next meeting 
 

The next meeting of the Council of Practices will be held on Thursday 
18 September 2014, 15:00 – 16:00, at Chuter Ede Education Centre, 
Galsworthy Road, South Shields, NE34 9UG.  This meeting will include 
the AGM. 

 
 
 



 
 

Agenda item  2014/ 
Enclosure   

 
 
 

Quality and Patient Safety Committee 
Formal 

 
Wednesday, 15th October 2014 

1.30pm – 4.30pm 
 

Meeting Room, 1 Monkton Hall 
 
 
Present: 
Mr Stephen Clark  Chair, South Tyneside Clinical Commissioning 

Group (STCCG) 
Mr Jeff Gosling   Acting Chair and Lay Member, STCCG  
Dr Vis-Nathan    GP Governing Body Member, STCCG 
Mrs Ann Fox    Director of Nursing, Quality and Safety, STCCG 
Dr Matthew Walmsley  CCG Chair, STCCG 
 
 
In Attendance: 
Mrs Jeanette Scott-Thomas  Head of Quality and Patient Safety, STCCG 
Mrs Helen Ruffell  Operations and Engagement Manager, STCCG 
Mr Dave Jobling  Quality and Regulated Services Commissioner, 

South Tyneside Council 
Mrs Debra Elliott   Senior Governance Manager, NECS 
Mrs Amanda McEwan Clinical Quality Manager, NECS 
Ms Jackie Welsh Commissioning Manager (CHC) – Locality Lead, 

NECS 
Mrs Gail Patterson Governance Officer and minute taker, NECS 
 
Apologies: 
Dr David Hambleton   Chief Officer, STCCG 
Mrs Carol Drummond  Head of Safeguarding, STCCG 
Ms Sarah Golightly Commissioning Manager, NECS 
 
 
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. 
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 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 semi-
structured 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 
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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  
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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:         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.  

 
2014/110 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. 
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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 
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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  
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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.  
 

                NTW Query?? - 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, asked for this to be added to the Cycle of Business and   
                asked for NTW?? to be added to the next agenda. 
 

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.  

  
                   

Action:         NYW?? To be added to next agenda and cycle of business. 
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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. 
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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 
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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 SICB is looking at best practice which is to be embedded 
by South Tyneside Trust.  
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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 CQC. 

 
 The Committee NOTED the report. 

   
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 CQC. 
 
 2014/114      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. 
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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. 

 
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. 
 
 

2014/115     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:       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. 
 
2014 / 116    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.   
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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:       The Director of Nursing, Quality and Safety to  
                    ensure the minutes of the special QSG meeting is shared  
                    with the Committee for information.   

 
2014/117      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, 
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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 were no systems in place to pick up quality issues 
and PWC??  would action the review of the Governance structure??? 
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The Regional Home Manager is reviewing and validating the reporting 
dashboard. 

 
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 
month informal QRG with them so that there is an early warning 
mechanism in place. 

 
The Committee were made aware that Four Season and Southern 
Cross had focussed on rapid expansion and not quality. 

 
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 Southern Cross and St Michaels View has 
added value however, still remain on the Risk Register.  The Director of 
Nursing, Quality and Safety is liaising with NECS and will feedback at 
the December meeting. 

 
The escalation policy for St Michaels 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 and how we plan for 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. 

 
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. 
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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. 
 
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.  

 
2014/120    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. 
 
  Non-standing Items 
                      
2014/121 IG Strategy – Enclosure 13 
2014/122 FOI/SAR – Enclosure 14 
2014/123  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                       
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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:         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 

 
2014/125 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 
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