
 
 

 
NHS South Tyneside Clinical Commissioning Group 

Governing Body 
 

Thursday 20th March 2014 
10:00 – 12:00 

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

ITEM TIME TITLE LEAD PAGE NO 
2014/001 

10:00 

Welcome and introductions 

Dr Matthew Walmsley 

 

2014/002 Apologies for absence 

2014/003 Declarations of interest 

2014/004 
10:05 

Minutes from the last meeting  
19 December 2013 Dr Matthew Walmsley 

Enclosure 01 

 
3 – 9 

2014/005 Matters arising from the minutes 

2014/006 10:10 

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

2014/007 10:15 Chief Officer’s Information Dr David Hambleton  

  Quality   

2014/008 10:20 Quality, Patient Safety and Risk 
Highlight Report 

Mrs Ann Fox 
Enclosure 02 

10 – 26 

2014/009 10:30 Francis action plan Mrs Ann Fox 
Enclosure 03 

27 - 29 

  Finance   

2014/010 10:35 Finance report month 10 Ms Kate Hudson 
Enclosure 04 

29 - 39 

2014/011 10:40 Approval of draft budgets 
2014/15 

Ms Kate Hudson 
Enclosure 05 

40 - 45 

  Performance   

2014/012 10:50 Performance report Mrs Christine Briggs 
Enclosure 06 

46 - 52 

  Commissioning Business   

2014/013 11:00 Planning round 2014/15 
CI’s, 2 and 5 year plan updates 

Mrs Christine Briggs 
Enclosure 07 

53 - 65 

2014/014 11:05 Planning round 2014/15 
Contract round update 

Ms Kate Hudson 
Verbal 
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ITEM TIME TITLE LEAD PAGE NO 

2014/015 11:10 LES review update report Dr David Hambleton 
Enclosure 08 

66 - 79 

  Partnership   

2014/016 11:15 Director of Public Health – 
Annual Report 

Ms Amanda Healy 
Enclosure 09  

80 - 117 

  Governance   

2014/017 11:25 Board Assurance Framework Mrs Christine Briggs 
Enclosure 10 -  

118 - 131 

2014/018 11:30 Annual Governance Statement Dr David Hambleton 
Enclosure 11 

132 
See separate 
document for 
enclosure 

2014/019 11:35 Business Continuity Plan Mrs Christine Briggs 
Enclosure 12 

133 - 176 

2014/020 11:40 Information Governance 
Strategy 

Mrs Christine Briggs 
Enclosure 13 

177 - 184 

2014/021 11:45 Sealing of documents Dr Matthew Walmsley 
Enclosure 14 

185 - 186 

  Items for information   

2014/022 
 11:50 

Executive Committee minutes 
5 December 2013 

Dr Matthew Walmsley 
Enclosure 15 

187 - 193 

Executive Committee minutes 
9 January 2014 

Dr Matthew Walmsley 
Enclosure 16 

194 - 199 

Executive Committee minutes 
13 February 2014 

Dr Matthew Walmsley 
Enclosure 17 

200 - 204 

2014/023 11:55 Any other business   

2014/024 12:00 
Question time 
Members of the public may raise issues of general interest that relate to 
items already discussed. 

  

Date and time of next meeting 
 
Thursday 15 May 2014, 10:00 – 12:00 
Bede’s World, Church Bank, Jarrow, NE32 3DY 

  

Exclusion of the Public and Press 
 
Representatives of the press and members of the public are asked to withdraw 
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 1960) 

 

 

Page 2 of 204



 
 

Enclosure :   01 
Agenda item: 2014/004 NHS Public 

 
 
 

Governing Body 
 

Thursday 19 December 2013 
10:00 – 12:00 

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

 
 
Present: 
 
Dr Matthew Walmsley Chair, South Tyneside Clinical Commissioning 

Group (STCCG) 
Dr David Hambleton  Chief Officer, STCCG 
Mrs Christine Briggs  Director of Operations, STCCG 
Mr Jeff Gosling   Lay member, STCCG 
Mr Paul Morgan   Lay member, STCCG 
Mr Stephen Clark   Deputy Chair and Lay Member, STCCG 
Dr Vis Nathan   Elected GP member, STCCG 
Mrs Ann Fox    Director of Nursing, Quality & Safety, STCCG 
Ms Kate Hudson   Chief Finance Officer, STCCG 
Dr Tarquin Cross   Secondary Care Consultant, STCCG 
Amanda Healy   Director of Public Health, South Tyneside Council 
Mrs Helen Watson Corporate Director of Children, Adults and 

Families, South Tyneside Council 
 
In Attendance: 
 
Mrs Liane Cotterill Senior Governance Manager and minute taker, 

North of England Commissioning Support Unit 
(NECS) 

 
2013/112  Welcome and Introductions 
 
The Chair welcomed those present to the South Tyneside Clinical Commissioning 
Group (CCG) Governing Body meeting and introductions were made. 
 
2013/113 Apologies for Absence 
 
No apologies for absence were received. 
 
2013/114 Declarations of Interest 
 
No declarations were made. 
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2013/115 Minutes of the meeting held on 24 October 2013 
 
It was noted that Ann Fox, Director of Nursing, Quality and Safety was marked as In 
Attendance and was in fact Present.  The minutes were otherwise accepted as an 
accurate record. 
 
2013/116 Matters Arising 
 
There were no matters arising. 
 
2013/117 Question Time 
 
Members of the public present were asked for any questions.  No questions were 
asked. 
 
2013/118 Chief Officer’s Information 
 
The Chief Officer drew the Committee’s attention to the CCG Allocations which had 
been published on the NHS England web site the previous day.  NHS England would 
be issuing planning guidance documentation however the CCG anticipates no 
surprises and expects that there will be a continuation of existing key themes.  The 
CCG’s commissioning intentions work is on track and it is hoped that national 
guidance will support the priorities identified. 
 
The committee were briefed on the Local Quality Surveillance Group, which held its 
first meeting earlier this month.  
 
National ‘Never Events’ information had been published recently and it was noted 
that South Tyneside NHS Foundation Trust (STFT) had none.  This adds further 
support to the evidence regarding quality of care in our local hospital. 
 
A consultation had been launched on 11 December 2013 regarding the provision 
specialist mental health services in the local area.  A series of public meetings is 
being held to capture the views of local people on proposed changes.  A lay member 
pointed out the value of publishing the dates for these meetings and it was confirmed 
that this was already on the CCG website however the dates would also be sent out. 
 
2013/119 Quality, Patient Safety and Risk Committee Highlight Report 
 
The report and appended minutes provided information from the QPS&R Committee 
held on 16 October 2013 and assurance that appropriate actions are being taken to 
ensure any risks to patients are being managed appropriately. 
 
The Director of Nursing, Quality and Safety summarised key points from the 
meeting, these being: 
 

• A deep dive exercise had been conducted in collaboration with providers into 
the management of Serious Incidents (SIs) which had shown that these were 
being managed effectively. 

 

Page 4 of 219Page 4 of 204



 

Page 3 of 7 
 

• A monthly joint Health Care Acquired Infections (HCAI) group with STFT and 
City Hospitals Sunderland NHS Foundation Trust (CHSFT) had been 
established, the aim of which is to develop an integrated action plan and to 
provide assurance to the QPS&R Committee. 

 
• The CCG is working closely with providers to investigate issues around 

patient carer stories to seek resolution and understanding. 
 

• Work is being undertaken to address Continuing Healthcare (CHC) restitution 
cases, including process, Service Level Agreement, operation of the Nurse 
Assessment Team, a joint panel process with South Tyneside Council and 
contracts and payments.  The associated risk log would be updated regularly 
and formal contact with the Foundation Trust would be made in respect of the 
SLA. 

 
• Assurance had been gained and acknowledged as a result of the CCG’s and 

Council’s joint approach to quality and performance reporting for jointly 
commissioned services. 

 
• A lead GP for safeguarding adults and children had been identified in each 

practice. 
 
Key risks were highlighted, as follows; 
 
Business Continuity risk regarding the Serious Incidents process; failure to maintain 
zero tolerance of MRSA; C Difficile is still an issue locally however the CCG is linked 
in with a piece of work with the Local Area Team (LAT); failure to achieve 12 month 
review target for patients in receipt of CHC and issues around quality in non-NHS 
care homes however robust collaborative arrangements are in place with the Council 
and Care Quality Commission (CQC). 
 
Questions about this report were invited; there were no questions raised.  Lay 
members observed that the length and format of the report was good and 
recommended that future reports provide the same level of detail.  It was also noted 
that it was helpful to see a case study included. 
 

The Committee NOTED the report 
 
2013/120 South Tyneside Finance Report Month 7 
 
The report gave an overview of the financial position for the seven months ended 31 
October 2013 and provided an indication of the outturn position for the 2013/14 
financial year.  It also provided assurance to the Governing Body on delivery against 
key financial performance targets in 2013/14. 
 
The Chief Finance Officer pointed out that the planned financial performance in 
2013/14 is a surplus of £2.233m.  The position remains static and it is unlikely that 
the CCG will deliver a 1% surplus.  The forecast for the CCG on commissioning 
budgets is an under spend of 0.5%.   

Page 5 of 219Page 5 of 204



 

Page 4 of 7 
 

The Chief Finance Officer added that there have been a number of adjustments 
between budget lines in order to better align budget with expenditure or to break out 
reporting in more detail.  In terms of CCG allocations, there had been no 
amendments to the position reported to the previous meeting of the Governing Body.  
It was reported that the Better Payments Practice Code performance was steady and 
payments were made in line with national targets. 
 
The Chief Finance Officer highlighted areas of risk regarding provider activity.  The 
Newcastle upon Tyne Hospitals NHS Foundation Trust (NUTH) had demonstrated 
levels of over-performance however this was being investigated via NECS to 
understand the variance.  CHSFT remains a medium risk due to data quality issues 
with a new patient information system and activity data suggests the CCG is under-
contract.  STFT shows a slight over-performance and a slight increase in elective 
activity; clarification has been sought however it is expected that the trust is bringing 
in cases in order to manage winter pressures.  
 
Other risks highlighted were an over spend on prescribing data, CHC costs and non-
delivery of QIPP savings. 
 
Target Allocations are not yet known; a 2.14% growth funding will be received.  It is 
expected that details will be published in the near future. 
 
A lay member queried whether the CCG will be an outlier regarding its financial 
performance – it was confirmed that the CCG is not in deficit therefore this is not a 
concern.  It is hoped the additional half per cent surplus will be achieved during the 
next year. 
 

The Committee NOTED the report 
 
2013/121 Performance Report 
 
The Director of Operations updated the Governing Body on the performance at CCG 
level for NHS Constitution Indicators, CCG Outcome Indicators and CCG Quality 
Premium.  The report provides threshold, actual and year-to-date performance with a 
trend-line based on the last four available data points. 
 
In terms of the CCG Quality Premium it was highlighted that the value of the scheme 
is estimated to be £651k however the position on MRSA is estimated to have cost 
the CCG £93k.  The CCG would review this position on a regular basis throughout 
the year.  Pressure areas for Constitutional Indicators and NHS Outcomes 
Framework are set out in the dashboard.  
 
The Director of Public Health advised of work in progress regarding cancer waits and 
cancer pathways; a workshop had been established to take place at the end of 
January 2014 looking at ten key actions to challenge clinicians locally throughout the 
pathway. 
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Dr Vis Nathan queried measurement of A&E waiting times and asked how those 
patients seen under the four hour target but which are approaching the threshold, 
such as 3 hours 59 minutes, could be captured. The Director of Operations 
confirmed that the CCG does have access to this information.  The Chair pointed out 
that the CCG is not only aiming to meet targets but to improve on these. 
 
Given a recent drop in performance, the Corporate Director of Children, Adults and 
Families, South Tyneside Council enquired as to the CCG’s level of confidence in 
the general improvement to the indicator for unplanned hospitalisation for asthma, 
diabetes and epilepsy in the under 19s.  The Director of Operations explained that a 
detailed breakdown of data was being looked at to help understanding of this shift. 
 
The Chair referred to the Friends and Family test, asking whether there is a risk in 
not meeting the target.  The Director of Operations advised that a further two 
months’ of data was needed in order to understand this better. 
 

The Committee NOTED the report. 
 
2013/122 Integrated Transformation Fund 
 
The Director of Operations presented an updated report around the ITF, recently 
renamed the Better Care Fund. 
 
Each CCG is required to plan with local authorities and other key stakeholders for 
the development of effective ITF plans, with a view to submitting an initial plan by 15 
February 2014.  Plans must deliver on a range of nationally identified conditions and 
outcomes and a total of £1bn of the £3.8bn pooled budget nationally for health and 
social care services (the ITF) will be attributable to payment by performance. 
Payment by Performance is to be paid in April and October therefore ITF partners 
should not assume that full amounts will be available at the outset.  
 
Questions were invited and a lay member asked if there is a separate system of 
finance and performance for the ITF.  The Director of Operations confirmed that this 
would be managed via a local system in line with s.75 arrangements. 
 
Dr Vis Nathan asked how the CCG would measure performance against the national 
measures set out in the report, to which the Director of Operations responded, 
referring to page three of the report, stating that the CCG would need to set local 
trajectories which are sufficiently challenging.  It is recognised there is a risk around 
loss of funding if targets are not met. 
 
It was recognised that the challenge for the CCG is to decide which resources to 
pool in order to meet ITF requirements.  The services put in place need to have the 
best possible potential/outcomes.  Pooling the budget is a tool to aid this and choices 
will also take into consideration what local residents are telling the CCG. 
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Dr Tarquin Cross enquired as to seven day working in health and social care and 
how much control the CCG would have over how primary care is linked.  A 
discussion took place however further guidance was awaited. 
 

The Committee NOTED the report and endorsed the progress made to date 
 
 
2013/123 Final CCG Assurance Report 
 
A Q2 assurance meeting had been held on 25 November 2013 in relation to the 
CCG’s second quarterly checkpoint.  Whilst the CCG awaits the overall publishable 
scorecard from NHS England, the Director of Operations explained the CCG‘s 
understanding of the current position against the four domains and an gave overview 
of future assurance processes. 
 

The Committee NOTED the report. 
 
2013/124 Public Health and Health and Wellbeing Board Update 
 
The Director of Public Health updated the Governing Body in relation to Public 
Health and the Health and Wellbeing Board.  She pointed out that Dr Mark Lambert 
is leaving however gave assurance to the Governing Body that this move would not 
impact upon the level of assurance around work being done in the area of Individual 
Funding Requests (IFR). 
 
Highlights of the report include; the CCG Executive has taken an active role in 
developing the Change for Life model for South Tyneside.  A cancer workshop (see 
item 2013/121) is being developed.  Support is continuing to be provided for the 
development of CAMHS and the public health children’s lead is engaged in the CCG 
planning and key children’s healthcare issues including under 19 hospital 
admissions. 
 
Other public health developments were highlighted including; an audit of screening 
programmes, reviews of substance misuse and weight management services, the 
‘Every Contact a Health Improvement Contact’ involving 450 front line staff  and the 
development of a performance framework for public health indicators. 
 
An update was provided on the Health and Wellbeing Board held on 6 November 
2013, including; continuing work around Call to Action, funding transfer from the 
NHS to Social Care, ITF, performance update, health protection oversight group to 
be set up to meet on a quarterly basis, and Health and Wellbeing Board 
development session. 
 
A lay member asked for more information on the outcomes of the Every Contact a 
Health Improvement Contact initiative.  
 
It was pointed out that Haven Point leisure facility had seen early success and 
already has 1500 members within a few weeks of opening. 
 

The committee NOTED the report. 
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2013/125 Executive Committee minutes of meeting held on 10 October 2013 
 
The minutes of the meeting were accepted.  
 
2013/126 Executive Committee minutes of meeting held on 7 November 

2013 
 
The minutes of the meeting were accepted.  
 
2013/127 Any Other Business 
 
There was no other business. 
 
2013/128 Question Time 
 
A comment from a member of the public was made regarding recently published 
information on CCGs’ financial positions in general, in particular the financial 
pressures of North Tyneside CCG. 
 
2013/129 Date and time of next meeting 
 
The next meeting of the Governing Body will be held on Thursday 27 February 2014, 
10:00 – 12:00, at Bede’s World, Church Bank, Jarrow, NE32 3DY. 
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MEETING TITLE: Governing Body  DATE: Thursday 20 March 2014 

REPORT TITLE: 
Highlight Report from the Quality, 
Patient Safety and Risk Committee 
(QPS&R) 

AGENDA ITEM: 2014/008 
ENCLOSURE NO:           02 
 

LEAD DIRECTOR / REPORT 
SPONSOR: 

Name/Title: Ann Fox, Director of Nursing Quality and Safety. 
Tel/Email:0191 529 7030 ann.fox@sotw.nhs.uk 

REPORT AUTHOR: 

Name/Title: Amanda McEwan Clinical Quality Manager, 
North of England Commissioning Support Unit. 
Tel/Email: 0191 374 4221 amanda.mcewan@nhs.net 

REPORT SUMMARY / 
RECOMMENDATIONS: 

The purpose of this paper is to provide South Tyneside Clinical 
Commissioning Group (STCCG) Governing Body with high-level 
assurance on the quality of commissioned services as a result      
of the work undertaken by the Quality, Patient Safety & 
 Risk Committee (QPS&R) within its Terms of reference.  
 
The paper provides assurance that the appropriate actions are being 
taken forward to ensure that any risks to patients are been managed 
accordingly. 
Appendix 1 contains the approved minutes of the meeting of the formal 
QPS&R held on 12 December 2014 
  Key Assurances received: 

• Serious Incidents (SI) are being managed effectively working in 
collaboration with the providers of services, South Tyneside 
Foundation Trust (STFT), City Hospital Sunderland Foundation 
Trust (CHSFT), Northumberland and Tyne and Wear Foundation 
Trust (NTWFT) and North East Ambulance Foundation Trust 
(NEASFT). Service line agreement in place with NECS re support 
arrangements. 

• Weekly sharing of Health Care Associated Infections (HCAI) data 
between the FT/CCG is in place. 

• Continued Health Care (CHC) restitution. Plan in place for STFT 
CHC nurse assessment team to carry out assessments. Process 
been managed by North England Commissioning Support 
(NECS). Funding for this has been allocated. 

• Achieving target of undertaking CHC 12 month assessments: to 
be controlled by contractual performance monitoring of the 
provider, additional investment and trajectories being set for 
improvement. 

• Quality of care within non- NHS care homes: South Tyneside 
Council provide assurance regarding contract monitoring on 
behalf of STCCG. However, the gap in assurance relates to the 
monitoring of the clinical quality of care being monitored. 

• A lead GP for safeguarding adults vacancy still exists, a lead GP 
has been identified in each GP practice. There are measures to 
advertise across the area.  

Key/potential risks identified: 
• Business continuity risk in relation to the management of 

incidents, SIs and complaints; increased risk during the transition 
from PCT to CCG responsibility.  

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

 NHS Confidential 
 NHS Protect 

☒ Public 
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• MRSA –failure (PCT or FT) to maintain zero tolerance. 
• CHC restitution; Risk of non-compliance with timescales. 

Additional risk of financial pressure as yet unaccounted for. 
• Failure to achieve 12 month assessment target of patients in 

receipt of CHC. 
• Quality of care within non-NHS care homes. This has been and 

continues to be the subject of continued concern, receiving 
substantial political and media concern.   

• No named GP for safeguarding Adults within the CCG. 
 

All of the above are on the risk register and have controls and        
assurances in place to manage the risks. 
 
A highlight summary of the informal QPS&R Committee held on the 15 
January 2014 is also included in Appendix 2, this session focused on 
patient experience, which is a key commitment within the CCG. 
 

 
FINANCIAL IMPLICATIONS / 
RISKS 
 

None 

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

NO YES 

 ☒ 

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

PURPOSE OF REPORT: 
(checking box instructions as 
above) 

 
For Information 

 

For Approval 
To Note For Decision 

☒   

SPONSORING LEAD 
DIRECTOR’S SIGNATURE: 
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South Tyneside Clinical Commissioning Group 

Quality, Patient Safety and Risk Committee 
Thursday 12 December 2013 

9.30am-12.30pm 
Meeting Room 1 Monkton Hall 

 
 
Present: 
 
Stephen Clark   Chair 
Matthew Walmsley   CCG Chair 
David Hambleton   Chief Officer 
Jeff Gosling    Lay member 
Ann Fox    Director of Nursing, Quality and Safety 
 
Apologies: 
 
Carol Drummond   Head of Safeguarding 
Dr Vis-Nathan   GP Governing Body member 
Tarquin Cross   Secondary Care Consultant 
 
In Attendance: 
 
Jeanette Scott-Thomas  Head of Quality & Patient Safety 
Helen Smith Operations and Engagement Manager 

(attended for patient story) 
Amanda McEwan Clinical Quality Manager  
Lisa Nebitt Senior Safeguard Officer 
Clare A Patient Story 
Vida Morris Director of Clinical Quality, Northumbria, 

Tyne and Wear NHS Foundation Trust 
Les Grey Commissioning Manager – Learning 

Disabilities, North of England 
Commissioning Support (NECS)  

Emma Shaw Administrator , NECS (minutes) 
 
 
Welcome and Introductions 
The Chair welcomed members to the meeting and a round of introductions 
took place. 
 
2013/88 Patient Story Patient Story – Clare (April/May 2013) 
 
In the middle of April Clare felt unwell, her heart did ‘a huge somersault’, she 
was sick and went to bed.   
 
 
Clare made an appointment with her GP for two weeks’ time; she could have 
seen another GP earlier but wanted to see her own GP.  Clare visited the GP 

Enclosure :   02 
Agenda item: 2014/008 
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who sent her to the cardio department at STFT for an ECG; she had this test 
on Friday 26 April.  It was noted then that there was some concern and that 
Clare needed an angiogram and heart echo.  Clare was told that she would 
receive appointments by post. 
 
On Tuesday 30 April, Clare was walking to her sister’s house.  As she walked, 
her shoulder felt uncomfortable and then she had a pain in her breastbone so 
she rested and it settled.  Clare then became very uncomfortable and her 
vision became clouded.  Clare called her husband who collected her and took 
her to the cardio department at STFT.  Staff at the department put Clare in a 
wheelchair and took her to A&E where she was examined, had spray under 
her tongue, a chest x-ray and blood tests.  It was decided that Clare would 
spend the night in the emergency assessment unit as there was a query 
whether she had had a heart attack.  During the night Clare continued to have 
blood tests. 
 
On Wednesday 1 May the consultant, Dr Wiseman, examined Clare and 
transferred her to the cardio ward; Clare had not had any more pain at this 
point.  A cardio specialist nurse visited Clare and took her by wheelchair for 
an angiogram.  Dr Nassar who explained to Clare that she had had a heart 
attack two weeks ago carried this out.  Dr Nassar showed Clare that an artery 
had collapsed and arranged for her to be transferred to Sunderland to have a 
stent fitted.  Clare was taken under blue light to Sunderland Cathlab in the 
coronary care unit.  Staff were waiting for her and a stent was fitted.  Clare 
had an overnight stay in coronary care and was discharged on Thursday 2 
May with medication. 
 
Clare had an echogram on 28 May at STFT; she also got an appointment for 
this from Sunderland but this was cancelled, as they would get copies of the 
STFT notes.  On 29 May Clare went back to the cardio department at STFT to 
speak to a rehab nurse about managing her condition.  At present, Clare goes 
to the physio department at STFT twice a week for five weeks and will then 
transfer to exercise on referral. 
 
Main Weaknesses - none 
 
Main Strengths 
• Clare was treated as if she was important to staff 
• Clare was treated with respect and dignity 
• There was constant reassurance from staff, with a touch of humour 
• Mr Raja, the consultant cardiologist, was warm and approachable 
• Dr Nassar was likewise warm and approachable 

Suggested Improvements – none 
 
Clare is happy to attend the Quality Committee if needed. CA shared her 
patient story following a heat attack earlier this year and her subsequent 
treatment in hospital. CA informed that Committee that she was very happy 
with the care that she received throughout her treatment and that all the staff 
had made her feel “important” and “part of the family”.  
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SC thanked CA for sharing her positive story with the Committee and for her 
taking the time to feedback to the group.  
 
It was queried that as CA had to attend the Cardiology Unit in Sunderland City 
Hospital, was she disappointed that she had been moved out of her local 
area?  
 
CA informed that she did not realise that South Tyneside did not have the 
facilities to undertake the work required and she was also moved as an 
emergency and therefore did not have the time to think about the move out of 
area. CA did not feel it was an issue.  
 
The group discussed the positive experience CA had during her stay in 
hospital and how all the team members involved in her care had worked well 
together following the change in Pathway for centralised care.   
 
The Committee thanked CA again for sharing her story and for attending the 
meeting.  
 
CA and HS left the meeting  
 
The Committee discussed CA’s patient story and her care. It was noted that 
CA had not only received good clinical care during her stay in hospital she 
had also felt care and compassion from those involved with her case.   
 
 
2013/89 Northumberland, Tyne and Wear NHS Trust – SI Deep Dive 
 
VM joined the meeting  
 
SC thanked VM for attending the meeting and noted that the Committee had 
concerns about the number of unexplained deaths reported in the Quality 
Report document.  
 
VM provided the Committee with an overview of the historical information for 
the Trust which noted that the average number of SIs for the Trust is between 
110 – 120 per year with 75 unexplained deaths – VM highlighted however, 
that as many unexplained deaths were subject to the Coroner’s processes 
and decisions, the number of unexplained deaths were reduced to natural 
causes.  
 
VM provided the group with the statistics for SIs for this year. It was noted that 
the current number of SIs is higher than average and as of 11 December the 
data showed there had been 122 SIs with 77 unexplained deaths. VM 
informed that 58 of the unexplained deaths were pending results from the 
Coroner.  
VM highlighted to the group that NTW provides an addiction service with 21 of 
the 77 unexplained deaths coming from this area. VM informed that it was 
difficult to benchmark against other Trusts as not all have addiction services 
and/or other Trusts do not count addiction deaths as SIs.  
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VM informed that addictions deaths are increasing nationally, with an increase 
in sucides, which has been linked to the economic situation many people 
face.  
 
VM confirmed that there were rigerous and robust processes in place for 
investigating SI deaths, though there are no definite emerging themes.  
 
VM informed that a pilot scheme of including a narrative to risk assessments 
was underway and also that there had been an improvement in record 
keeping over the last 18 months.  
 
The Committee discussed the transition from residential care to community-
based care. VM informed that the family and carers are involved in the 
Pathways, work is on-going in this area but there has been a demonstrable 
improvement.  
 
AF queried if human factor training was being provided to the teams and how 
information is being shared on risk assessments.  
 
VM informed that a panel was held each week for Clinical Teams, in order to 
gain an understanding of the processes and lessons learned. Following 
feedback from staff surveys, work is on-going to proactively disseminate 
information across the board. VM noted that it has been suggested, moving 
forward a random sample of staff are contacted to check/ensure they are 
learning from incidents.  
 
SC queried with VM the Restraints Policy and the progress made in this area?  
 
VM confirmed that there would be a 6-month progress report available for the 
next safety meeting. VM informed that there were a small number of incidents 
across the Trust, mainly stemming from the young people’s services, issues 
around self-harm, and staff having to restrain the same young people on a 
number of occasions.  
 
AF queried with VM the limited choice of pain relief available within the 
services and what alternatives have been sought to manage acute pain.  
 
VM confirmed that a Governance Pharmacist was currently reviewing 
alternatives.  
 
A discussion took place regarding the number of pressure ulcers across the 
Trust. VM informed that the numbers of pressure ulcers were low and mainly 
patients came into the service with pressure sores rather than developing 
them whilst in the service. VM confirmed that the Trust works with a dedicated 
Tissue Viability Nurse.  
 
The Committee discussed the staffing mix concerning frail and elderly staff 
and ensuring that the right level of staff was available to meet the client’s 
needs.  

Page 15 of 219Page 15 of 204



 7 

 
The Committee thank VM for attending the meeting.  
 
VM left the meeting  
 
2013/90 Apologies for Absence 
 
Apologies noted as above. 
 
2013/91 Declarations of Interest 
 
There were no interests declared. 
 
2013/92 Declarations of Any Other Business 
 
JST shared that Marie Thompkins, Medicines Optimisation would attend the 
meeting to discuss an issue around Out Patients Prescribing.   
 
2013/93 Minutes of last meeting – 16 October 2013 
 
The minutes of the meeting held on 16 October 2013 were received as a true 
record. 
 
2013/94 Matters arising and Review of Action Log 
 
Amendment to the minutes – Challenge Report – it was agreed that the 
Challenge Report was not to be added to the Cycle of Business but that the 
minutes should be amended to the following: “the Committee would like to see 
reassurance with regards to the mortality reporting at STFT.”  
 
Addition to the minutes – Local Authority Quality Assurance Report for 
Healthcare Joint Commissioning – it was agreed that a further report would be 
submitted to provide detailed overview of all QA approaches – this is to be 
carried forward for future agendas. JST and Dave Jobling will provide a 
comprehensive update to the Committee, providing assurance around 
process and quality services. 
 
Action Log:  
 
2013/48 – feedback was provided at the SI panel – close 
2013/42 – it was agreed that HS is to provide a brief update on previous 
patient stories. To be added to the Cycle of Business for the formal meetings 
following the Patient Story.  
2013/75 – assurance around mortality has been actioned – close  
 
2013/95 Highlight Reports for September and October, including Q2 
Datix statistics 
 
AM provided an overview of the Highlight Report for September and October.  
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A discussion took place regarding the format of the report and the best way to 
ensure the most accurate information is included regarding Datix. It was 
agreed that moving forward the report would continue to provide an update bi-
monthly and information received from other sources, which do not fit the 
frequency of this meeting, would be included where appropriate.  
 
AM shared the highlights of the report for STFT with the Committee noting 
that  with regards to mortality, NEQOS had no concerns with STFT and 
CHSFT however, further discussions were on-going between NECS and 
NEQOS on which report to use moving forward – the report needs to be 
consistent with the CCG.  
 
It was queried if complaints are reviewed from previous quarters for 
themes/trends in departments. It was agreed that moving forward the last 5 
quarters on a rolling programme, would be reviewed to highlight hot spots.  
 
AM provided an overview of the information regarding Sunderland noting the 
continued improvement in SI reporting and capacity of root cause analysis.  
 
It was agreed that moving forward agenda item 10.4 CQC reporting would be 
included in the summary report.  
 
LG joined the meeting     
 
2013/96 Winterbourne Review of Action Plan and Compliance   
 
LG provided an overview to the Committee regarding the Winterbourne 
Review. It was noted that that the cohort had reduced in numbers since the 
last update (10 reduced to six with two patients discharged and two patients 
moved to services within NHS England).  
 
LG raised concerns that the plans for appropriate levels and of care were not 
robust enough and two Nurse Assessors were undertaking a 2nd stage review 
of the plans.  
 
LG shared with the group the reviews already undertaken which, included 
detailed information on all types of services individuals will need and what 
wider services are required.  
 
A discussion took place regarding the independent provider provisions and 
how the providers are quality checked. LG confirmed that CQC reports are 
reviewed and also local safeguarding teams are contacted to ensure that they 
have no knowledge of any issues/problems.  
 
A discussion took place regarding the transition of patients being repatriated 
back to community settings. LG noted that moving people back to their 
original local setting may not be the most appropriate route for them and that 
work was undertaken with the patients to ensure they are placed in the 
community most perceived as appropriate.  
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AF raised a concern that the information flow is being duplicated as the report 
is also shared at the Executive. It was agreed that as patient safety issues 
were discussed within the Committee it was appropriate to continue to receive 
the update.  
 
LG left the meeting  
 
2013/97 Continuing Healthcare Action Plan Update  
 
JST provided a review of the report and noted that the action plan was not 
included in the papers.  
 
JST highlighted that CHC events had been arranged in order to increase the 
levels of understanidng, the process and work through any issues.  
 
Concerns raised about performance had been addressed and a CHC 
Buisness Meeting group established with a view to quickly action issues.  
 
It was noted that the report provided to the Committee required alteration to 
ensure that the information was relevant. The group discussed key areas for 
review for the Committee:  

1) Key areas of assurance of quality and safety for all patients 
2) Key risks 
3) Contolled and managed  
4) Escalation  

 
It was agreed that AF and JST would meet with Jackie Welsh to seek 
assurance and re-format the report to ensure it contained the relevant 
information.  
 
2013/98 Francis Report Executive Summary  
 
AF provided the overview paper as an aide memoir, highlighting that the 
Government has responded to the Francis Report.  
 
It was noted that staffing levels and patient safety were areas for discussion at 
the QRG.  
 
AF confirmed that a comprehensive action plan has been developed for NTW, 
STFT and CHSFT. It was agreed that the action plan would be shared at the 
February meeting.  
 
2013/99 Safeguarding Highlight Report 
 
AF provided a summary of the report to the Committee.  
 
It was noted that joint working with the Local Authority is on-going regarding 
The Meadows Care Home, which had not demonstrated the expected level of 
quality and care. AF informed that there had been two SI incidents at the care 
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home in the last quarter. However, feedback from the residents is that they 
are happy at the home.  
 
2013/100 Unannounced Quality Visits 
 
A discussion took place regarding the number of quality visits undertaken and 
the focus on collaboration and transparency. It was suggested that moving 
forward members of the Committee join the visits undertaken by the 
Governing Body, which are more regular than currently undertaken by the 
Committee.  
 
AF discussed the turnaround on Ward 20 and the pro-active work undertaken 
by the staff team.  
 
AF agreed to request the list of visits for the Governing Body from BA and 
share with the group in order that two members can join the visits.   
 
2013/101 Quality Surveillance Group Feedback 
 
AF provided an update to the Committee regarding feedback from the 
November QSG meeting. It was noted, that Health Watch were engaged with 
the Quality Surveillance Group. It was highlighted, however, that at the 
meeting it was felt the sessions were too frequent – this is to be reviewed.  
 
2013/102 PPI Process 
 
HS joined the meeting  
 
HS provided the Committee with an update on the Patient Public Involvement 
and action plan. HS shared with the group the four main objectives and 
provided an overview of the action plan and development work undertaken 
including information on joined up working.  
 
HS discussed with the Committee highlights from the recent meetings with 
Health Watch.  
 
JG confirmed that as part of the PPI team, he was happy with the progress 
made and was keen to be involved the initiative.   
 
HS left the meeting  
 
 
2013/103 Quality Review Group Minutes 2 October 2013 and 6 November 
2013 
 
MW provided a brief overview of the key themes discussed within the two 
previous QRG meetings. It was noted that the frequency of Walk Abouts was 
being dsicussed as part of the Cycle of Business.  
 
2013/104 CQC Intelligence Monitoring 

Page 19 of 219Page 19 of 204



 11 

 
AM shared with the group the new format from CQC, which replaces the 
Quality Reports. AM highlighted that NTW will not be monitored under this 
method as it is not for use within Mental Health Services.  
 
AM informed the Committee that both STFT and CHSFT were Band 4 (not 
high risk bands). However, STFT had three elevated risks, it was noted that 
this had been discussed at the recent QRG and explanation had been 
provided by the Trust as to why these issues had arose.  
 
It was noted that CHSFT had two elevated risks and three medium risks - this 
was to be discussed at the QRG week commencing 16 December.  
 
A discussion took place regarding that CHSFT remains an outlier for pain 
control and that it has been a constant issue for a considerable length of time.  
 
AM confirmed that both STFT and CHSFT have had recent CQC inspections 
and formal reports were expected in due course.  
 
2013/105 Q2 Prescribing Report 
 
MT joined the meeting  
 
MT shared the report with the Committee noting that there had been a change 
in format in order to make the report more succinct.  
 
MT discussed with the group the financial information, cost of drugs and cost 
of growth. MT informed category M drugs had prices set by the Department of 
Health, which in turn increases or reduces the money available for community 
pharmacists.  
 
MT discussed with the group the saving plan including a review of drugs to 
reduce costs in line with NICE Guidelines.  
 
A discussion took place regarding patient safety when moving from one 
medication to another without adverse impact. The Committee requested 
assurance of how the processes were managed. MT confirmed that behind all 
actions robust plans were reviewed by practice pharmacists, SOPs were 
reviewed and patient choice discussed.  
  
 
2013/106 Risk Management Report – November 2013 
 
DH provided a brief overview of the report including discussing the highlighted 
risks and the actions in place.  
 
DH informed that the report was for internal use in order for the teams to log 
and monitor specific areas of concern.  
 
2013/107 Cycle of Business Update 
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AF provided a brief update and informed that reports were becoming more 
familiar and trends and themes monitored.  
 
AF informed that the informal meetings had specific topics for January, which 
had come around following the on-going work with transparency and Ward 20. 
It was agreed that BA is to be invited to a meeting to discuss the work 
undertaken in Ward 20.  
 
2013/108 NHS Hospitals Complaints System 
 
AF confirmed that the full report had been reviewed and published and work 
in on-going with providers.  
 
AF informed that work was on-going to empower staff to deal with complaints 
first hand.  
 
2013/109 Minutes of Sub Groups 
HCAI Improvement Group Minutes – 9 October 2013 
 
AF informed that group that although there were key risks, a lot of 
collaborative work was on-going.  
 
Medicines Optimisation Minutes – 8 October 2013 
 
AF confirmed that the minutes had been approved following the recent 
meeting.  
 
2013/1010 Any other business 
 
Out-Patients Prescribing (MT) 
 
MT raised with the Committee that STFT are indicating that they will be 
changing the Out-Patients prescribing format. It would appear that the Trust 
have not discussed this change with Commissioners or provided a detailed 
business plan or information on when the change will take place.  
 
MT informed that the Trust are proposing to change the format to a system 
where if the patient does not require immediate medication then the 
Doctor/Consultant will provide the patient with a prescription note to attend 
their own GP no earlier than 14 days after discharge, a copy of the note is 
sent to the GP and a copy for the patients notes.  
 
The group discussed concerns around this system including incorrect dosage 
given and incorrect information being shared etc.  
 
The group discussed the process for approval for the system and if the 
system change had been shared with the Area Team?  
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It was agreed that the issues is to be flagged at the Medicines Management 
Committee and QRG.  
 
Appendix 2.  
 
Quality, Patient Safety and Risk Committee 
Informal 
 
Wednesday 15 January 2014 
10:00 – 12:30 
 
Meeting Room 1, Monkton Hall 
 
 
Present: 
 
Stephen Clark Chair, South Tyneside Clinical Commissioning 

Group (STCCG) 
Dr Vis-Nathan  GP Governing Body member, STCCG 
Jeff Gosling   Lay member, STCCG 
Ann Fox   Director of Nursing, Quality and Safety, STCCG 
Tarquin Cross  Secondary Care Consultant, STCCG 
Matthew Walmsley  CCG Chair, STCCG 
 
In Attendance: 
     
Jeanette Scott-Thomas Head of Quality and Safety, STCCG 
Helen Smith   Operation and Engagement Manager, STCCG 
Amanda McEwan Clinical Quality Manager, North of England 

Commissioning Support (NECS) 
Dave Jopling Quality and regulated Services Commissioner, 

South Tyneside Council  
Maureen Dale Carer and Patient Involvement Service Lead, 

South Tyneside NHS Foundation Trust (STFT) 
Laura Witters   Governance Officer, NECS (Minutes) 
 
Apologies: 
 
Carol Drummond  Head of Safeguarding, STCCG  
 
 
Welcome and Introductions 
 
The Chair welcomed members to the meeting. 
 
Patient/Carer Story 
 
The Committee agreed that this item would be rolled over to the next formal 
meeting in February 2014, as the carer was unable to attend the meeting. 
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Introduction to the informal session 
 
The Director of Nursing, Quality and Safety introduced the session which 
focused patient experience, which is a key commitment within the CCG. 
 
Working together to capture and utilise patient experience 
 
STFT approach and Care Connect Pilot 
 

Measuring Patient 
Experience in ST NHS  
 
The Carer and Patient Involvement Service Lead from STFT gave a 
presentation on the current processes in place within STFT; the main areas of 
discussion covered the following topics. 
 

• Friends and family test 
• Care Connect Pilot 
• National driven targets and indicators 

 
The following questions relating to this presentation were raised by the 
Committee. 
 

• What about the patients who do not complete the friends and family 
comment card? 
 
National minimum completion rate is 20%.  There is generally a good 
response across wards, some with a completion rate of 80%. 
 
It was noted that NHS England had chosen STFT as a review trust and 
their visit was scheduled on the 27/28 January 2014.  The review 
would be looking at the process used for friends and family and any 
learning which could be shared. 

 
• What is the number of patient stories completed within a year for 

STFT? 
 
There is a target of 20 interviews per clinical area, however it was 
noted that the numbers whilst important, were less important than the 
depth of detail that was captured.  It was also noted that it could be 
hard to provide feedback as within the stories there could potentially be 
20 different areas of issue.  It was hoped that it would be possible to 
identify trends in the future. 

 
• In a GP practice, if someone is unhappy it can be dealt with quickly, 

how is this addressed in the hospital? 
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If patients or family are unhappy they can approach staff on the ward 
directly.  Occasionally on a friends and family care they may be a 
name, however if there is no name then general feedback is provided 
to the ward.  It was advised that friends and family provided monthly 
feedback and the Trust were looking at ways to improve real time 
feedback. 

 
• Is Care Connect operational? 

 
Care Connect is available, but to a limited number of services in 
Gateshead only.  At present pilot sites have not generated much use, 
but it is to be noted that uptake for comments on the NHS Choices 
website was no greatly used.  It was advised that Care Connect will be 
used nationally in the future and is fully integrated into social 
networking.  NHS Direct also provide 24/7 cover, should a serious 
concern be reported via Care Connect outside of normal working 
hours, NHS Direct would contact the manager on call. 

• For those patients in Gateshead who have access to Care Connect, is 
the service promoted? 
 
It was advised that a clinical area would be chosen and promotion 
would be undertaken within that clinical area.  Essentially it would 
become a pilot within a pilot. 

• What is the timeframe for comprehensive coverage of the Care 
Connect system? 
 
It is proposed that coverage for STFT and all community services 
across Gateshead, South Tyneside and Sunderland will be available by 
the end of March.  STFT’s website will be redesigned and updated in 
April and there will be a promotion on the website to launch the system. 

• If negative scores are received on the friends and family card is it 
possible to contact those patients/carers? 
 
There is not a way to contact via the postcard system if no details were 
left, however it was noted there was opportunity for patients/carers to 
complete the questions online.  It was added that this was not heavily 
promoted as once the patient had left the ward there was a possibility 
they would not complete the survey online at home.  Via the online 
system there was a route to contact the patient directly. 
 

Joining the process between the CCG and STFT 
 

QPSR Committee 
presentation 15 Jan 1 
 
The Operation and Engagement Manager from STCCG gave a presentation 
on the current processes in place within the CCG and tabled a revised 
process for linking the patient story process with the processes in STFT. 
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The following questions relating to this presentation were raised by the 
Committee. 
 

• Are there any routes to feedback information via the practice patient 
forums? 
 
It was advised that views and opinions were exchanged at the Patient 
Reference Group and that 16 practices were represented at that group.  
Patient representatives noted that some practices were happy for input 
at their forums; however the remaining practices tended to stick to their 
agendas and were a little less flexible.  It was noted that a Practice 
manager representative had now joined the group and that this would 
improve the flow of information to practices, in particular those 
practices who were finding it hard to gather interest from patients to 
attend forums. 

 
• How does the process for patient stories interact with the Quality 

Review Group? 
 
The report is seen quarterly, however the report is more strategic. 

• Who checks on the seriousness of the concern raised within the patient 
stories? 

 
The patient stories are reviewed by the Director of Nursing, Quality and 
Safety, Head of Quality and Safety and the Lay member for patient and 
public participation.  The Head of Quality and Safety and the 
Operations and Engagement Manager meet to discuss which area the 
concern needs to be referred to. 

 
For those concerns that relate to STFT they are passed across to the 
Chief Executive, Executive Director Nursing and Patient Safety and the 
Carer and Patient Involvement Service Lead.  It was noted that this 
may need to be reviewed following the changes to the process. 

 
The revised process flow chart and supporting documentation was circulated 
to members of the Committee.  The Committee felt that small changes were 
needed to the documentation.  These included: 
 

• Signposting to organisations who can support patients in taking their 
concerns down a more formal complaint route should that be chosen 

• Amend the consent form to state that the use of information would help 
to ensure how future services are enriched. 

• Movement of item eight to be included within the options given to the 
patient/carer to choose from. 

 
Action: Operations and Engagement Manager to arrange for 

amendments suggested by the Committee to be made to patient 
story process and sent to the Director of Nursing, Quality and 
Safety for final approval, before circulation to members. 
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Questions and discussion 
 
The Committee discussed a suggestion that patients/carers who had 
previously attended the Committee meetings were invited back a year later to 
discuss the changes or progress made.  It was agreed that this was a good 
idea and should be added to the Cycle of Business.  It was noted that this 
process would only work for those patients/carers who were part of an 
ongoing processes/services where it would be possible to determine any 
changes/impact, e.g. access to district nursing service. 
 
It was also noted that it would be useful to ask the patients/carers how they 
wished to receive the feedback and that the Committee should be reflecting 
on the issues that had been raised.   
 
Action: Governance officer to add an annual review of patient/carer 

stories to the Cycle of Business. 
 
The Director of Nursing, Quality and Safety asked the Committee for their 
thoughts on future topics for the informal sessions.  The following topics were 
agreed upon: 
 

• Transparency Project, STFT 
• Children’s Safeguarding 
• Quality in Care Homes, including The Meadows and St Michael’s View 

Serious Case Review 
• Quality in Primary Care, involving the Local Area Team 
• Quality in CAMHS services 
• Medicines Optimisation 

 
Action: Governance officer to schedule the sessions  
 
Date and time of next meeting 
Formal 
Wednesday 19 February 2014, 13:30–16:30, Meeting Room 1, Monkton Hall 
 
Informal 
Wednesday 19 March 2014, 13:30– 16:30, Meeting Room 1, Monkton A 
informal Committee meeting took place and the focus of this meeting was  
 
 
Recommendation: 
The Governing Body Committee is asked to note the content of the report and 
seek clarification where necessary. 
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REPORT CLASSIFICATION – please refer to 
Report Classification Guidance and check appropriate box below 

 NHS Confidential 
 NHS Protect 
 Public 
 

MEETING TITLE: Governing Body  
 

DATE: Thursday 20 March 2014 

REPORT TITLE:  
FRANCIS REPORT ACTION PLAN 

AGENDA ITEM: 2014/009 
ENCLOSURE:  03 

LEAD DIRECTOR / REPORT 
SPONSOR: 

Name/Title: Ann Fox, Director of Nursing, Quality and Safety,  
 South Tyneside Clinical Commissioning Group 
Tel/E-mail: ann.fox@sotw.nhs.uk  

REPORT AUTHOR: 
Name/Title: Jeanette Scott-Thomas, Head of Quality and Patient Safety, 
  South Tyneside Clinical Commissioning Group 
Tel/E-mail: jeanette.scott-thomas@sotw.nhs.uk  

REPORT SUMMARY / 
RECOMMENDATIONS: 

• The initial Robert Francis QC report (following a non-statutory 
inquiry) was published in February 2010. The second (statutory) 
inquiry was published on 06 February 2013 and makes 290 
recommendations for action, 16 of which relate directly to 
commissioners and were further endorsed by the governments 
fulsome response published January 2014 – ‘Hard Truths – the 
journey to putting patient’s first’. 

• A draft Francis action plan was first presented to the Quality Patient 
Safety & Risk Committee (QPSRC) in September 2013 and this was 
agreed. 

• This is an updated action plan to reflect progress since then. 
Implementation of these recommendations is required in order for 
the CCG to fulfil the essential aims of the Francis Report. 

• There are 11 of the recommendations for action completed.Work 
continues against the remaining actions and regular updates will be 
given to the QPSRC to provide ongoing assurance. 

• Appendix 1 includes the internal audit position statement in respect 
of the 2013/14 planned audit work. 

• This audit is in two parts. This first part addresses the CCG’s 
response and proposed action (including staff awareness) to the 
publication of the Francis report in February 2013. The second part 
examines the progress made on the action proposed at the outset 
and reporting of this to the Governing Body. 

• There were 2 risks identified: one was risk rated at medium level 
concerning an action needed about primary care complaints, and the 
other was  at low level re providing assurance to the governing body, 
assurances have been put in place to address these issues. 

• Staff and members were said to have satisfactory awareness of the 
implications of the effects that this may have on their work. 

 
FINANCIAL IMPLICATIONS / 
RISKS 
 

None identified  

EQUALITY IMPACT 
ASSESSMENT COMPLETED NO YES 
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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. 

  

If no please specify the reason 
why:  

If yes please attach a copy of the 
completed assessment to the back of your 
report 

PURPOSE OF REPORT: 
(checking box instructions as 
above) 

 
For Information 

 

For Approval 
To Note For Decision 

   

SPONSORING LEAD 
DIRECTOR’S SIGNATURE: 
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MEETING TITLE:  

Governing Body 
DATE: Thursday 20 March 2014 

REPORT TITLE:  
M10 FINANCE REPORT 

AGENDA ITEM: 2014/010 
ENCLOSURE NO:        04 

LEAD DIRECTOR / REPORT 
SPONSOR: 

Kate Hudson 
Chief Finance Officer 
kate.hudson@sotw.nhs.uk 
0191 2832875 

REPORT AUTHOR: 

Kate Hudson 
Chief Finance Officer 
kate.hudson@sotw.nhs.uk 
0191 2832875 

REPORT SUMMARY / 
RECOMMENDATIONS: 

M10 finance report detailing :- 
Programme and running cost budget performance and forecast out-turn.  
Movements in overall allocation and budgets detailed in the appendices.  Also 
included is CCG performance on Prompt Payment Practice Code.  Monitoring 
of delivery of CCG savings programme. 
 
For information, no recommendations. 
 

 
FINANCIAL IMPLICATIONS / 
RISKS 
 

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

EQUALITY IMPACT 
ASSESSMENT COMPLETED 
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: 
 
Not applicable, report does not 
make any proposals - it is for 
monitoring and assurance purposes 
only. 

If yes please attach a copy of the 
completed assessment to the back of your 
report 

PURPOSE OF REPORT: 
(checking box instructions as 
above) 

 
For Information 

 

For Approval 
To Note For Decision 

   

SPONSORING LEAD 
DIRECTOR’S SIGNATURE:  
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Finance Report Month 10 (January) 2013/14 
 

1. Reason for the Report 
 

The purpose of this document is to;  
 
• Report on the financial position for the ten months ended 31st January 

2014 and provide an indication of the outturn position for the 2013/14 
financial year.   
 

• Provide assurance to the Governing Body of the CCG on delivery against 
key financial performance targets in 2013/14.   
 

2. Current Performance 
 
The 2013/14 planned financial performance for South Tyneside CCG is a 
surplus of £2.233m.  The CCG reported year to date surplus and forecast 
performance for the ten months ended 31st January 2014.  The forecast 
position has deteriorated to delivery of 0.43% surplus; Appendix 1 shows the 
worst case position as reported nationally.  The summary performance for the 
CCG is outlined below.  

 

 
 
 
 
 

Financial Target Target Detail
Year to Date 

Position 
Forecast 
Position 

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

Cash Limit
To keep cash outgoings within the cash 
limit  

BPPC
To pay CCG creditors within 30 days of 
receipt of invoices or goods  

Risk Rating Key Indicator

Meeting Target and Improving 
Meeting Target and Remaining Static 
Meeting Target and Declining 
Close to Target and Improving 
Close to Target and Remaining Static 
Close to Target and Declining 
Distant to Target and Improving 
Distant to Target and Remaining Static 
Distant to Target and Declining 

Enclosure :   04 
Agenda item: 2014/010 
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The CCG performance to date and forecast position is included in the 
appendices to this document as follows:  
 

• Appendix 1 - year to date and forecast income & expenditure reports 
• Appendix 2 - in year budget movements 
• Appendix 3 - DoH in year allocations 
• 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.   
 
For this report we have included known year-to-date variances based on 
month 9 activity information.  You will see that the forecast for the CCG on 
commissioning budgets is £996k underspend i.e. 0.43% rather than the 
required 1%.  The running cost budgets underspend contributes £267k . 
 
For additional clarity Appendix 2 details movements in budgets that have 
been transacted since opening budgets were agreed by the Governing Body.  
 
Appendix 3 details movements in CCG allocations, there have been no 
amendments to the position reported to the last Governing Body.  
 
The CCG performance against the BPPC target is given in Appendix 4.  This 
is a key performance area and will remain under review. 
 
Appendix 5 details the CCG savings programme (QIPP programme) and 
shows traffic lighted rating for delivery of each scheme; more detail is given in 
the risk section.  (Please note that this appendix has not been updated since 
the last report) 
 

3. Risks 
 
Within the opening budgets set by the CCG, a number of areas of financial 
risk were highlighted; the latest position regarding these risks is given below. 
 
 Contract over-performance 2013/14 
 
Activity levels with our main providers continue to be a concern and at this 
stage of the year discussions about year-end settlements are well underway. 
 
The earlier forecast over-performance at Newcastle Hospitals FT has reduced 
significantly and is now downgraded to a medium risk and it is anticipated that 
a settlement will not be necessary.  However, non-elective activity flows into 
Newcastle are an ongoing issue for the CCG and should be considered as 
part of our action planning for 14/15 and beyond. 
 
City Hospitals Sunderland remains a medium risk due to the implementation 
of a new patient information system that has led to data quality problems that 
will have implications for planning for 2014/15. A position for 2013/14 has now 
been agreed that appropriately reflects activity at the Trust. 
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South Tyneside FT performance has moved significantly in the last two 
months for acute and also pressure on demand led services (continence 
products) for the community contract.  There are mitigations to play in against 
the increased over-performance that are being discussed with the Trust. 
 
Prescribing data indicates an overspend to year end and the position has 
reduced slightly this month however at the time of writing we have been 
advised that there has been an error in the forecast position provided by the 
PPA.  It is anticipated that the month 11 finance report will show a significant 
deterioration in financial position as a result of an amended PPA forecast. 
 
A further pressure for the CCG relates to continuing health care (CHC) costs.  
The forecast expenditure from the local authority that suggests that the CHC 
costs for the year will be significantly higher than anticipated.  Work is 
underway with NECS to understand the cause of the increase and where 
possible to challenge funding assumptions.  The current over-performance will 
be a pressure on budgets next financial year that will need to be funded from 
the CCG growth allocation.   
 
 
 Spending 2% 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 requiring £2.1m of savings in 
2013/14.  It is clear from Appendix 5 that there are a number of schemes that 
will not deliver the required savings in 2013/14, creating additional pressure 
on the CCGs ability to deliver the required 1% surplus for the year and these 
have been red rated.   
 
Non delivery of QIPP is a key risk for the CCG and makes delivery of 1% 
surplus impossible.   
Delivery of QIPP savings is now considered HIGH RISK. 
 
 Running Costs 

 
The CCG has a small running cost allocation that is currently underspending. 
This remains a low risk. 
 
 

4. Recommendation 
 

The Governing Body is requested to: 
 
i) Consider this report and note the risks and change in forecast position. 
 
 

Kate Hudson 
Chief Finance Officer  
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YTD Budget YTD Actual 

YTD Variance 
(Under)/ 

Overspend Risk Rating 2013-14 Budget 
Forecast 
Outturn 

Forecast 
Variance 
(Under)/ 

Overspend Risk Rating
£000's £000's £000's £000's £000's £000's

Commissioned Services

South Tyneside NHS Foundation Trust 67,305 67,305 0  80,766 80,766 0 
City Hospital Sunderland NHS Foundation Trust 16,575 17,225 650  19,890 20,670 780 
New castle Upon Tyne Hospitals NHS Foundation Trust 7,955 8,128 172  9,546 9,753 207 
Gateshead Health NHS Foundation Trust 3,674 3,890 217  4,408 4,668 260 
County Durham and Darlington NHS Foundation Trust 1,620 1,468 (152)  1,944 1,761 (183) 
Northumbria Healthcare NHS Foundation Trust 233 233 0  279 279 0 
Leeds Teaching Hospitals NHS Foundation Trust 37 37 0  44 44 0 
North East Ambulance Service NHS Foundation Trust 5,067 5,193 126  6,080 6,231 151 
North East Ambulance Service NHS Foundation Trust - 111 454 448 (6)  545 538 (7) 
NHS Non Contract Activity 1,474 1,307 (167)  1,768 1,568 (200) 
Winter Pressures 858 858 0  1,029 1,029 0 
Pass Through Payments - NHS Levies 7 7 0  8 8 0 
Other Acute Providers 489 838 349  587 1,006 419 
Other - Readmissions 2,090 1,546 (544)  2,508 1,855 (653) 
Other - Transformation Fund 229 229 0  274 274 0 

Mental Health Services Northumberland, Tyne and Wear NHS Foundation Trust 17,333 17,493 160  20,800 20,992 192 
Tees, Esk and Wear Valleys NHS Foundation Trust 133 133 0  159 159 0 
Other Providers / NCAs 1,489 1,764 276  1,750 2,117 367 

Community Services South Tyneside NHS Foundation Trust - Community Health Services 14,185 14,291 106  17,022 17,149 127 
Non NHS Healthcare 607 722 115  728 866 138 
Voluntary Bodies 847 899 52  1,017 1,079 63 
Misc Commissioning 1,084 998 (86)  1,297 1,197 (100) 
New castle Upon Tyne Hospitals NHS Foundation Trust - Community Services 0 38 38  0 46 46 
Carers 971 971 0  1,165 1,165 0 

Continuing Care Other Providers 1,275 2,704 1,429  1,531 1,294 (236) 
Local Authority 5,250 6,283 1,033  6,300 7,539 1,239 
Local Authority - Childrens 916 916 0  1,100 1,100 0 
Local Authority - FNC 600 654 54  720 784 64 
Local Authority - Other 1,232 488 (744)  1,478 1,478 0 
Local Authority - S117 MH 1,400 980 (420)  1,680 2,234 554 

Primary Care Out of Hours 1,392 1,392 0  1,670 1,670 0 
Prescribing - GP 21,387 21,572 185  25,664 25,887 222 
Prescribing - Other 117 117 0  141 141 0 
Prescribing - Drug Costs Met Centrally 337 461 124  404 553 149 
Prescribing - PRIS 142 142 0  170 170 0 
Enhanced Services 286 286 0  343 343 0 
Referral Schemes 10 8 (2)  10 10 0 

Other Corporate NHS Property Services 2,273 2,273 0  2,728 2,728 0 
Safeguarding 42 42 0  50 50 0 
PMS/GMS Unregistered Population 978 811 (167)  1,173 973 (200) 

Commissioning Reserves Reserves 6,468 2,830 (3,638)  7,763 3,395 (4,368) 

TOTAL (SURPLUS) / OVERSPEND 188,818 187,977 (840) 226,542 225,573 (969)

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

YTD Variance 
(Under)/ 

Overspend Risk Rating 2013-14 Budget 
Forecast 
Outturn 

Forecast 
Variance 
(Under)/ 

Overspend Risk Rating
£000's £000's £000's £000's £000's £000's

Running Costs 

CEO / Board Office 3.40 3.00 399 370 (29)  479 443 (36) 
Chair & Non Execs 1.00 4.05 108 94 (14)  130 116 (14) 
Commissioning 5.50 6.33 280 238 (42)  336 293 (44) 
Administration & Business Support 4.00 3.60 1,611 1,597 (14)  1,934 1,923 (10) 
Finance 2.00 1.44 191 132 (59)  229 165 (65) 
Quality Assurance 1.90 2.10 176 106 (70)  211 130 (80) 
Clinical Support 1.96 1.23 201 172 (29)  241 220 (20) 
Admin Projects 0.00 0.00 67 38 (29)  80 82 2 
Estates & Facilities 0.00 0.00 67 67 0  80 80 0 
Nursing Directorate 0.00 0.00 0 0 0  0 0 0 
QIPP 0.00 0.00 0 0 0  0 0 0 
Education and Training 0.00 0.00 0 13 13  0 0 0 

3,100 2,827 (273) 3,720 3,453 (267)

Risk Rating Key Indicator

Meeting Target and Improving 
Meeting Target and Remaining Static 
Meeting Target and Declining 
Close to Target and Improving 
Close to Target and Remaining Static 
Close to Target and Declining 
Distant to Target and Improving 
Distant to Target and Remaining Static 
Distant to Target and Declining 
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Opening Budget Budget @ Month 
09

Movement 
Month 10

Budget @ Month 
10

Details

£

TOTAL FOR CCG 233,423 233,423

PREMISES TRANSFERRING TO NHS PROPERTY SERVICES 2,728 2,728

OTHER 868 868
OPENING 237,019 237,019
RUNNING COSTS -4,019 (4,019)
SPECIALIST SERVICES -14,025 (14,025)
REDISTRIBUTION OF 2% HEADROOM -1,696 (1,696)

SUB TOTAL 217,279 217,279
UPLIFT 4,997 4,997

SUB TOTAL 222,276 222,276
RECURRENT REVERSAL OF SPECIALIST 1,644 1,644
WINTER PRESSURE N/R FUNDING 1,029
BUDGET ADJUSTMENTS (AT) 0 167

TOTAL 223,920 225,116 0
CITY HOSPITALS SUNDERLAND NHS FOUNDATION TRUST 19,920 19,890 19,890
DURHAM UNIVERSITY HOSPITAL RUST 2,000 1,944 1,944
GATESHEAD HEALTH NHS FOUNDATION TRUST 4,645 4,408 4,408
LEEDS TEACHING TRUST 44 44 44
NORTH EAST AMBULANCE SERVICE NHS TRUST 6,000 6,080 6,080
NORTH EAST AMBULANCE SERVICE 111 CONTRACT 545 545 545
NEWCASTLE HOSPITALS 9,640 9,546 9,546
NORTHUMBRIA HCARE NHST 279 279 279
SOUTH TYNESIDE NHS FOUNDATION TRUST 80,577 80,766 80,766
OTHER ACUTE PROVIDERS SPIRE/TSS 586 586
  SUBTOTAL ACUTE 123,652 124,090 0 124,090
NHS - NON CONTRACT ACTIVITY 1,322 1,769 1,769
  SUBTOTAL NCA 1,322 1,769 0 1,769
NHS LEVIES 37 8 8
  SUBTOTAL PASS THROUGH 37 8 0 8
READMISSIONS 2,192 2,192 2,192
WINTER PRESSURES 1,029 1,029
TRANSFORMATION FUND 274 274 274
  SUBTOTAL OTHER 2,466 3,495 0 3,495

TOTAL ACUTE 127,477 129,361 0 129,361
MH SERVICES
NORTHUMBERLAND TYNE &WEAR NHS TRUST 20,800 20,800 20,800
TEES ESK AND WEAR VALLEY NHS TRUST 159 159 159
OTHER PROVIDERS 0 1,750 1,750

TOTAL MH 20,959 22,709 0 22,709 -
COMMUNITY SERVICES
COMMUNITY HEALTH SERVICES (STFT) 16,397 17,021 17,021
NON NHS H/CARE 1,151 728 728
VOLUNTARY BODIES 1,489 1,017 1,017
CARERS 1,165 132 1,297
MISC COMMISSIONING 2,879 1,347 (132) 1,215

TOTAL COMMUNITY 21,917 21,279 0 21,279 -
CONTINUING CARE
CONTINUING CARE 13,608 0 0
Other Providers  - CHC 1,531 1,531
Local Authority - CHC 6,200 100 6,300
Local Authority - FNC 720 720
Local Authority - S117 1,680 1,680
Local Authority - Childrens 1,099 1,099
Local Authority - Other 1,478 1,478

TOTAL CONTINUING CARE 13,608 12,708 100 12,808 -
PRIMARY CARE
OUT OF HOURS 1,870 1,670 1,670
PRESCRIBING - GP 25,974 25,843 25,843
PRESCRIBING - OTHER 405 545 545
ENHANCED SERVICES 263 343 343

TOTAL PRIMARY CARE 28,513 28,402 0 28,402 -
OTHER PROGRAMME
REABLEMENT 417 416 (100) 316

TOTAL OTHER PROGRAMME 417 416 (100) 316 -
OTHER CORPORATE 0
NHS PROPERTY SERVICES 2,728 2,728 2,728
PMS / GMS - UN REGISTERED POPULATION 973 1,173 1,173

TOTAL OTHER CORPORATE 3,701 3,901 0 3,901 -
RESERVES
NON RECURRENT RESERVE 4,446 3,887 3,887
COMMISSIONING RESERVE 0 155 155
  IN YEAR ACTIVITY ISSUES 0 0 0
  AQP IN YEAR PRESSURE 245 245 245
  DISTRICT NURSING 250 (7) (7)
  SAFEGUARDING 50 0 0
INVESTMENTS 0 0
  HOME OXYGEN 41 41 41
  CONTINUING CARE 200 0 0
  CARERS STRATEGY 350 350 350
  MH STRATEGY 570 570 570
  RENAL TRANSPORT 80 0 0
QIPP -155 (155) (155)
  RIS -125 (125) (125)
  DIRECT ACCESS RADIOLOGY MRI -27 (27) (27)
  REDUCE EMERGENCY READMISSIONS -419 (419) (419)
  SECONDARY CARE PRESCRIBING -200 (200) (200)
  ORAL NUTRITION SUPPLEMENTS -200 (200) (200)
0.5% CONTINGENCY - SPECIALIST RISK SHARE 832 832 832
0.5% CONTINGENCY - BALANCE 279 279 279
0.5% CONTINGENCY - BALANCE 1,111 1,111 1,111

TOTAL RESERVES 7,328 6,337 0 6,337 -

TOTAL SOUTH TYNESIDE CCG 223,920 225,114 0 225,114 -

RESOURCE DEFICIT / (SURPLUS) 0 (2) 0
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CCG Allocation Recurrent Non Recurrent Total
£000's £000's £000's

Confirmed Allocations: 
Total Programme Allocation for CCG 233,423 0 233,423
Premises transferring to NHS Property Services 2,728 0 2,728
Other 868 0 868
Running Costs (4,019) 0 (4,019)
Specialist Services (14,025) 0 (14,025)
Redistribution of 2% Headroom (1,696) 0 (1,696)
NHS Uplift 4,997 0 4,997
Reversal of Specialist Commissioning 0 1,644 1,644
Year End Reversals 0 57 57
Safeguarding / Looked After Children 155 0 155
Home Oxygen 402 0 402
Minor Surgery 80 0 80
Specialist Services - Risk Share 0 (585) (585)
Winter Pressures 1,029 1,029
TITO Funding 58 58
Support improved DOS for all NHS 111 providers 13 13
Funding for NHS Property charges 1,100 1,100
Specialist Services Risk Share agreement adjustment 313 313
Total NHS England Confirmed Programme Allocation 2013-14 222,913 3,629 226,542

0
Total NHS England Anticipated Programme Allocation 2013-14 0 0 0
Total NHS England Programme Allocation 2013-14 222,913 3,629 226,542
Running Costs Opening Baseline 3,720 0 3,720
Total Confirmed Running Costs Baseline 3,720 0 3,720
Total NHS England  Running Cost Allocation 2013-14 3,720 0 3,720
Total Allocations 226,633 3,629 230,262

NHS ENGLAND IN YEAR ALLOCATIONS - SOUTH TYNESIDE CCG
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Better Payment Practice Code - 30 Days NUMBER £000's

Non-NHS
Total Non-NHS Trade Invoices Paid in the Year 2,636 17,810
Total Non-NHS Trade Invoices Paid Within 30 Day Target 2,543 17,631
Percentage of Non-NHS Trade Invoices Paid Within 30 Day Target 96.47% 98.99%

NHS 
Total NHS Trade Invoices Paid in the Year 764 158,020
Total NHS Trade Invoices Paid Within 30 Day Target 739 157,566
Percentage of NHS Trade Invoices Paid Within 30 Day Target 96.73% 99.71%

BETTER PAYMENT PRACTICE CODE - SOUTH TYNESIDE CCG 
FOR THE TEN MONTHS TO 31 JANUARY 2014
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APPENDIX 5 

 

Reporting period Measure
2013/14 Estimated 

£'000 Saving
Gross savings to 

date

Gross 
saving 
(FOT)

Gross Saving last 
report (M8)

Movement M8-9 RAG

Planned Care

Direct access radiology - Plain film X-ray

April - 2013 November - 2013

Reduction in direct access GP 
referrals to X ray as compared to 
2012/13 (Note contract has been 
increased - forecast outturn is 
compared against plan) 27

£42,076 £63,113 £35,472 £6,604

Direct access radiology - MRI referral guidance for general
practice

April - 2013 November - 2013

Reduction in direct access GP 
referrals to MRI  as compared to 
2012/13 (Note contract has been 
increased - forecast outturn is 
compared against plan) 70

-£34,207 -£51,312 -£33,508 -£699

DEXA scanning - full year pathway implementation NA NA 270 £270,000 £270,000 £270,000 £0

Urgent Care reform
Psychological liaison service pilot within urgent care NA NA 70

Number of people accessing the 
ACP as compared to 2012/13  

-£7,968 -£13,661 -£6,416 -£1,552

Reduction in numbers of 0-1 day 
LOS admissions as compared to 
2012/13 (ACS Pathway)

£19,378 £33,219 -£19,594 £38,972

Number of people accessing the 
cellulitis pathway as compared 
to 2012/13

£37 £63 £3,839 -£3,802

Reduction in numbers of 0-1 day 
LOS admissions as compared to 
2012/13 (cellulitis pathway)

£9,256 £15,866 £9,061 £195

Readmissions Kaizen - risk stratification, hospital
discharge, Single point of contact

April - 2013 October - 2013

Reduction in emergency 
readmissions to acute care for 
over 65s compared to 12/13 70

£735,541 £1,056,255 £665,149 £70,392

Palmers MIU - withdrawal from service NA NA 75 £75,000 £75,000 £75,000 £0

April - 2013 October - 2013

April - 2013 October - 2013

Review community cellulitis pathway

Review pathways for ACS activity and transfer to primary 
care

70

70

South Tyneside CCG - QIPP Schemes 2013/14
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Long Term Conditions

Integrated care model for nursing homes - GP SLA

April - 2013 October - 2013

Reduction in the number of 
emergency admissions from 
nursing homes as compared to 
2012/13 70

£54,999 £94,283 £20,624 £34,375

Mental Health
Initial response team NA NA 70

Prescribing cost
Medicines optimisation agreed basket of QIPP savings April 2013 - September 2013 Basket of indicators £279,278 £3,338 £279,278 £1,215 £2,123

Oral nutrition supplements
April 2013 - September 2013

Cost of oral nutritional 
supplements compared to 2012-

13 200
£8,865 £12,000

£6,515
£2,350

Quality in Primary Care

ST Improving care scheme

April - 2013 October - 2013

Reduction in the number of 
emergency admissions within 
hard to reach patients compared 
to 12/13 125

-£509,893 -£1,606,337 -£432,230 -£77,663

Contract Technical Changes
End short term HCAI funding NA NA 300 £300,000 £300,000 £300,000 £0
Management cost reduction community services NA NA 131 £131,000 £131,000 £131,000 £0
7 Day Stroke Physio NA NA 125 £125,000 £125,000 £125,000 £0
Block contract reduction NA NA 126 £126,000 £126,000 £126,000 £0

TOTAL 281,147 £1,348,422 £909,767 £1,277,127

Target 2,175

Additional schemes required -278,972
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Budget Proposal 2014/15 

 
 

1. Reason for the Report  
 

The CCG has produced a draft high-level budget for 2014/15 based on the 
allocations and rules that were published by NHS England (NHSE) on 18th 
December 2013. 
 
As the CCG has not completed the commissioning round for 2014/15 the 
budgets that are proposed in this paper are indicative and will be refined in 
April and brought to the next Governing Body in May for information and 
further endorsement.   
 
However, it is important that prior to the start of the financial year the 
Governing Body is assured that plans are in place to ensure the CCG delivers 
its statutory responsibilities in relation to management of its allocation. 
 
The CCG has submitted a balanced financial plan to NHSE based on the 
budgets outlined in this paper.  A further iteration of the five year financial plan 
will be submitted on 4th April at which point the budgets will be more refined in 
terms of agreed contract values with our main providers. The Governing Body 
will have the opportunity to review and discuss the strategic financial plan at a 
dedicated session on 20th March. 
 
 

2. 2014/15 Opening Budget Proposal 
 
Appendix 1 shows the CCG high level budget proposal for the CCG 
commissioning budget.  This is shown in the format of a source and 
application statement – i.e. the top section demonstrates the make up of the 
CCG allocation and the bottom section demonstrates the intended application 
of the allocation.   
 
There are a number of funds sitting in reserve to be allocated as the budgets 
are refined and contract values finalised, therefore the next iteration will look 
quite different.   
 
The CCG is expected to deliver 1% surplus in year and this has been included 
within the reserves section in the paper in order to be able to deliver a budget 
balanced to our allocation.  In addition the CCG must utilise 2.5% of the 
allocation on a non-recurrent basis and this resource has also been set aside 
in reserves. 
 
Appendix 2 shows the CCG running cost budget proposal including the 
agreed Service Level Agreement value with North of England Commissioning 
Support service. 

Enclosure :   05 
Agenda item: 2014/011 
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3. Risks 

Within the opening budgets proposed to the Governing body, the following 
areas of financial risk should be noted:- 
 
 Acute Activity / over-performing areas during 2013/14 
 
During 2013/14 the CCG experienced some pressure on its commissioning 
budgets.  The CCG has allocated sufficient growth funding to the contracts to 
be able to commission this higher level of activity for 2014/15 and this will be 
factored into the commissioning negotiations.  The CCG has a number of 
work streams in place to address the activity pressures that are in the system 
currently but this remains a high risk area for the organisation.  
 
Members will recall that for 2013/14 the scope of services included in the 
national definition of Specialist Commissioning and commissioned by the NHS 
Commissioning Board (NHSCB) was changed significantly.   The funding 
associated with specialist commissioning was not appropriately attributed in 
the funding allocations for CCGs and NHSCB and during 2013/14 the CCG 
supported a piece of work to understand what the true allocations should have 
been.  The result of this work showed that for South Tyneside the original 
adjustment was broadly correct and that the area team was slightly 
underfunded.  The CCG Chief Finance Officers in the north east have agreed 
to transfer funding around the system accordingly. 
 
 Prescribing Budget 
 
For the draft budgets the prescribing budget has not been increased.  
However, our Medicines Optimisation team has advised that the forecast 
growth in prescribing costs will be approximately 5% in 2014/15.  Against this 
level of growth we would anticipate making an efficiency saving.   Discussions 
are ongoing with the medicines team regarding longer term forecasts and 
whether there are recurrent pressures. 
 
 NHS Property Services 
 
The budget allocated for NHS Property Services has been set at the level 
invoiced during 2013/14.  This is a prudent approach as NHS Property 
Services is not yet able to invoice organisations according to actual cost and 
is using 2013/14 allocations as its guide.  It is the CCGs understanding that 
when NHS Property Services moves to billing based on actual cost the charge 
will be circa £1.6m lower.   
 
 CCG QIPP Programme  
 
The CCG has developed an initial QIPP programme that will deliver £1.3m of 
savings in 2013/14.  100% will be delivered through contractual changes and 
is therefore subject to negotiation and may change for the next iteration, at 
this stage circa £200k is at risk.   
 

Page 42 of 219Page 42 of 204



Page | 3  
 

 Spending budget non-recurrently 
 
The CCG must use 2.5% of its allocation on a non-recurrent basis, this is a 
significant amount - £5.6m.  This is split into two areas 1% for Transformation 
to support delivery of the Better Care Fund from 2015/16 and 1.5% that the 
CCG can determine locally. 
 
At this stage the 1% for transformation has been set aside as a reserve. 
 
The 1.5% is fully committed. A large proportion will be utilised in supporting 
pathway and nationally driven tariff changes with our local provider (£1.1m).  
Another significant proportion (£0.8m) will be used to contribute to a national 
risk pool to fund continuing health care retrospective cases.  Whilst our 
predecessor Primary Care Trust was able to make a provision for these cases 
this has not been returned to the CCG but is to be held nationally by NHS 
England and all costs will be charged to the national pool.  It has been 
determined that the national pool of legacy provisions is not sufficient and 
CCGs must now contribute an additional amount from non-recurrent resource.  
It is not known how long this arrangement will continue and this is a high risk 
to the CCG. 
 
For the remainder the CCG has agreed a list of schemes that will need to be 
approved by the local area team.  There is a very low risk that we are not able 
to use all of the funding in a non-recurrent manner.   
 

 
 Running Costs 

 
The CCG has a small running cost allocation that will need careful monitoring 
in year as the CCG is not permitted to overspend this allocation.  This remains 
a low risk.  
 

 
4. Recommendation 
 

The Committee is requested to: 
 
i) Consider this report and note the risks; 
ii) Approve the draft commissioning and running costs budgets for 

2014/15. 
 
 

Kate Hudson 
Chief Finance Officer  
March 2014 
 

 
APPENDIX 1 
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CCG Monthly Performance Report 
 

March 2013 
 
Introduction: 
 
The following report gives a summary of the performance at CCG level for NHS Constitution Indicators, 
CCG Outcome Indicators and CCG Quality Premium. The report provides threshold, actual and year to 
date performance with a trend line based on the last 4 available data points.  In addition risk to year end 
performance is RAG rated with comments where an indicator is red or amber. 
 
Issues to note constitution indicators: 
 

• % of patients treated within 62 days of an urgent GP referral for suspected Cancer – continues 
to be RAG rated as Amber due to historic performance, however performance year to date has 
been very good for STCCG. 

• % of patients treated within 62 days of referral from an NHS cancer screening Service – 
continues to be red 4 out of 5 patients seen. 1 patient (LGI at South Tyneside FT) delayed due to 
Patient choice, declined 1st investigation offer, Did Not Attend the 2nd offer. 

 
Issues to note CCG outcome indicators: 
 
• The data for has been removed for the following indicators;  

o Unplanned hospitalisation for chronic ambulatory care sensitive conditions (QP) 
o Unplanned hospitalisation for asthma, diabetes and epilepsy (under 19s) (QP) 
o Emergency admissions for acute conditions that would not usually require hospital 

admission (QP) 
o Emergency admissions for children with LRTI (QP) 
o Emergency readmissions within 30 days of discharge from hospital (QP) 

• This is due to problems with Gateshead Foundation Trust data; the information team are working to 
resolve this out ASAP.  
 

• Friends and Family –continues to perform well in terms of response rate  
• Friends and family - Both A&E and Inpatients have seen slight drops in the score. Some of the drop 

in the A&E score is attributed to a higher response rates.   
• IAPT - Access has missed the target for Q2 with 5.7% against a threshold of 6.0% however recovery 

rate has been achieved with 53.4% 
• CDI is now above trajectory for year end. 

 
 

Enclosure :   06 

Agenda item: 2014/012 
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Dash boards 
 
Following are dashboards illustrating the CCG’s position in relation to: 
 
CCG Quality Premium for 2013\14 
• It can be seen that the value of the scheme (payable in 2014\15) is estimated to be around £651k 

for the CCG; however the position on MRSA is estimated to have cost the CCG around £93k. Regular 
reviews of this dashboard throughout the year will enable us to follow this position. 

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

of the indicators. 
 
NHS Outcomes Framework 
• Pressure areas are set out in the highlights section above. The dashboard is in development; it is 

should be noted that some of the datasets which sit within it are annually or bi-annually published. 
  
 
Aaron Tucker 
Commissioning Manager 
March 2014 
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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

12.50%  £              92,993 
↓≥3.2% in the potential years of life lost (adjusted 
for sex and age) from amenable mortality in the 
calendar year 2013 compared to 2012.

Annual -  £        92,992.50 

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

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

Avoidable emergency admissions

25.00%  £            185,985 

Indirectly Standardised Rate (ISR) of avoidable 
emergency admissions in 2013/14 ≤ ISR 2012/13 
OR
ISR 13/14 < 1,000 admissions per 100,000 
population

-  £      185,985.00 

Domain 4: ensuring that people have a positive
experience of care. 12.50%  £              92,993 

South Tyneside FT deliver the nationally agreed 
FFT roll out plan to the national timetable AND 
↑in average FFT score for both inpatient and 
A&E between Q1 13/14 and Q1 14/15 

Dec 13 scores & 
response STFT; IP -74 
& 30.5% , A&E - 50 & 
19.0%

-  £        92,992.50 

Domain 5: treating and caring for people in a safe 
environment and protecting them from avoidable harm. 12.50%  £              92,993 

Zero MRSA assigned to the CCG AND
↓C-Diff ≤ 30

Dec 2013 ytd           
MRSA- 1                      
Jan 2014 ytd                    
Cdiff -32

No  £                       -   

Local Priority 1 - Emergency readmissions within 30 
days of discharge from hospital 12.50%  £              92,993 

A rate of emergency readmissions  of 11.5% or 
less in 2013/14

 £        92,992.50 

Local Priority 2 -Number of people in Nursing homes with 
a care plan 12.50%  £              92,993 

100% of South Tyneside patients in a nursing 
home will have a review and a care plan.

- -  £        92,992.50 

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

12.50%  £              92,993 
≥ 18.7% of patients with COPD and MRC scale ≥ 3 
in 2013/14 referred for pulmonary rehab.

Q3 2013 ytd 23.1% -  £        92,992.50 

TOTAL 100.00%  £            743,940  £      650,947.50 

Measure 
Achieved

Comments
Adjustment to 

funding
YTD 93.8%  Dec 2013 YTD 25%
YTD 98.1% Jan 2014 YTD Performance 25%
YTD 89.0% Dec 2013 YTD 25%
YTD 77.5%  Jan 2014 YTD (NEAS) 25%

Total Adjustment
Revised Total

NHS South Tyneside CCG Quality Premium 2013/14

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 - 62 days (Target 85%)
Category A Red 1 ambulance calls (NEAS target 75%)

 £                                                     -   
 £                        650,947.50 

 £                                                     -   
 £                                                     -   

AchievementValue

Quality Premium Funding 
Adjustment

 £                                                     -   
 £                                                     -   
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Monthly Year end
Trend risk

Threshold Actual YTD assessment

% of patients initial treatment within 18 weeks for admitted pathways 90.0% 94.9% 94.4%

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

95.0% 99.4% 98.8%

% patients waiting for initial treatment on incomplete pathways within 
18 weeks

92.0% 93.8% 93.8%

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

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

Dec-13 1.00% 0.16% 0.16%

% patients spending 4 hrs or less in A&E or minor injury unit 95.0% 97.6% 98.6%

Over 12 hour trolley waits 0 0 0

% patients spending 4 hrs or less in A&E or minor injury unit 95.0% 93.2% 94.3%

Over 12 hour trolley waits 0 0 0

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

93.0% 97.1% 95.6%

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

93.0% 94.4% 94.3%

% of patients treated within 31 days of a cancer diagnosis 96.0% 100.0% 99.4%

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

94.0% 100.0% 99.0%

% 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% 98.8%

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

85.0% 95.3% 89.0%

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

90.0% 80.0% 84.2%

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

N/A 100.0% 100.0%

Category A (Red 1) 8 minute response time 75.0% 90.9% 86.8%

Category A (Red 2) 8 minute response time 75.0% 84.3% 85.5%

Category A 19 minute transportation time 95.0% 98.8% 99.1%

Mixed Sex 
accommodation

Mixed Sex accommodation - number of unjustified breaches Jan-14 0 0 0

Care Programme 
Approach

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

Q2 2013/14 95.0% 100.0% 98.5%

No issues to note

No issues to note

NHS South Tyneside CCG Performance Indicators 2013/14 - NHS Constitution

Comments

No issues to note

CCG
NHS South Tyneside CCG

Latest Data 
Period

Domain Indicators Indicator Description

N
H

S 
Co

ns
tit

ut
io

n 
In

di
ca

to
rs

Referral to treatment 
access times

Ambulance

Cancer Waits

Dec-13

No issues to note

No issues to note

No issues to note

4 out of 5 patients seen. 1 patient (LGI at South Tyneside FT) delayed 
due to Patient choice, declined 1st investigation offer, DNA'd 2nd 

No issues to note

No issues to note

Dec-13

Jan-14

A&E  - South Tyneside 
FT

No issues to note

Performance dropped from 95.2% in Dec to 93.2% in Jan. YTD 
Performance continues under threshold.A&E - City Hospitals 

Sunderalnd

Jan-14

No issues to note

No issues to note

No issues to note

No issues to note

No issues to note

No issues to note

No issues to note

No issues to note

No issues to note
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Threshold 
date Threshold

Latest Data 
Period Actual

Risk 
Assessment

Under 75% mortality rate from cardiovascular disease 79.56 82.42

Under 75% mortality rate from respiratory disease 34.71 49.04

Under 75% mortality rate from liver disease 23.36 27.92

Under 75% mortality rate from cancer 167.36 165.04

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) Oct 2013 ytd 690.1

Unplanned hospitalisation for asthma, diabetes and epilepsy (under 19s) (QP) Oct 2013 ytd 224.5

Estimated diagnosis rate for people with dementia 2013/14 68.4% Sep-13 72.9%

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

Oct 2013 ytd 1014.4

Emergency readmissions within 30 days of discharge from hospital 2010/11 12.8

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) Oct 2013 ytd 207.0

    

      

     

        

        

        
   

       

       

       
   

           
   

  

    

      
  

         

              

            
            

         
  

 

           
           
 

          
           

          
           

  
             
             
               

            
  

2012

  

 

 

 

        

2011/12

2011

The data for this indicator has been removed due to problems 
with Gateshead FTs data.  Gateshead FT will be submitting a full 
refresh of 13/14 data at the end of February. When this is 
received in early March all duplicates should be removed.  

The data for this indicator has been removed due to problems 
with Gateshead FTs data.  Gateshead FT will be submitting a full 
refresh of 13/14 data at the end of February. When this is 
received in early March all duplicates should be removed.  

Information on Mortality indicators has recently been published 
and shows that mortality for CVD, Respiratory and Liver disease 
have all increased with Cancer show a very slight drop.

No update

The Proportion of people feeling supported to manage their long 
term condition has fallen between March 2012 and 2013.  
The data for this indicator has been removed due to problems 
with Gateshead FTs data.  Gateshead FT will be submitting a full 
refresh of 13/14 data at the end of February. When this is 
received in early March all duplicates should be removed.  

The data for this indicator has been removed due to problems 
with Gateshead FTs data.  Gateshead FT will be submitting a full 
refresh of 13/14 data at the end of February. When this is 
received in early March all duplicates should be removed.  

Dementia diagnosis continues to perform well  

No update

           
             
           

          
             

NHS South Tyneside CCG Performance Indicators 2013/14 - Outcomes Framework
N

H
S 

O
u

tc
o

m
es

 F
ra

m
ew

o
rk

Enhancing Quality of life for 
people with LTC

Domain Indicators Indicator Description

      
   

NHS South Tyneside CCG

Mar-13

The data for this indicator has been removed due to problems 
with Gateshead FTs data.  Gateshead FT will be submitting a full 
refresh of 13/14 data at the end of February. When this is 
received in early March all duplicates should be removed.  

   

Comments

Preventing people from dying 
prematurely

Helping people recover from 
episodes of ill health or following 

injury
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Threshold 
date Threshold

Latest Data 
Period Actual

Risk 
Assessment

      

      

      

     

        
    

           

           

            

       

          
   

  

         

         

         

          

          

         

    

      

     

        

        

        
   

       

       

       
   

           
   

  

    

      
  

         

              

            
            

         
  

 

           
           
 

          
           

          
           

  
             
             
               

            
  

  

 

 

 

        

           
            

            
          

           
            

            
          

        
          

         

 

          
          

           
            

            
          

           
            

            
          

       

 

           
             
           

          
             

NHS South Tyneside CCG Performance Indicators 2013/14 - Outcomes Framework
 

 

     
  

Domain Indicators Indicator Description

      
   

NHS South Tyneside CCG

           
            

            
          

   

Comments

    

    
      

    

      

      

      

     

        
    

           

           

            

       

          
   

  

         

         

         

          

          

         

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 Dec-13 15.0% Dec-13 19.0%

Friends and family test (QP) Response rate - IP Dec-13 15.0% Dec-13 30.5%

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

13

Friends and family test (QP) Score - A&E Dec-13 n/a Dec-13 50

Friends and family test (QP) Score - IP Dec-13 n/a Dec-13 74

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

13
Increase percentage people with anxiety  disorders and depression who access 
psychological therapies (IAPT) 

Q2 2013/14 6.0% Q2 2013/14 5.7%

IAPT Recovery Rate Q2 2013/14 50% Q2 2013/14 53.4%

Incidence of MRSA (QP) Dec 2013 ytd 0
Dec 2013 
ytd

1

Incidence of C Diff (QP) Jan 2014 ytd 26 Jan 2014 ytd 32

Local Priority 1 - Emergency readmissions within 30 days of discharge from 
hospital

2013/14
<=11.5%

Sept 2013 
ytd

Local Priority 2 -Number of people in Nursing homes with a care plan 2013/14 100%
Local Priority 3 - People with COPD and Medical Research Council (MRC) 
Dyspnoea Scale >3 referred to a pulmonary rehabilitation programme 2013/14 ≥ 18.7%

Q3 2013/14 
ytd

23.1%

No update

Friends and family rates continue to be above the 15% mandated 
response rate, however there has been a drop in the A&E 
response rate

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 ↑in 
average score for both inpatient and A&E between Q1 13/14 and 
Q1 14/15. 
The large increase in FFT rate has had negative effect on the net 
The % of people who access IAPT is slightly below target at the 
end of Q2. The recovery rate for IAPT  is above target at the end 
of Q2 with 53.4% of people moving to recovery compared to the 
target of 50%.

Local Quality Premiums

Lo
ca

l Q
P

No update

No update

Performance continues to be good on this local trajectory

           
            

            
          

           
            

            
          

        
          

         

 

          
          

           
            

            
          

           
            

            
          

       

 

One Case of MRSA has been reported against the CCG. C.diff 
cases Jan ytd are above trajectory and the year end target with 32 
cases (year end target 30). 2 further cases have been provisionally 
reported in February. Of the 32 cases, 16 were community 
acquired and 16 in local FTs (2 CHS, I NUHFT and 13 STFT). 

         

 
 

     
  

 

Treating and caring for people and 
protecting from avoidable harm

   

           
            

            
          

Positive Experience of care
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1. Commissioning Intentions 2014/15 
As part its statutory responsibilities South Tyneside Clinical Commissioning Group 
(STCCG) is required to annually publish its Commissioning Intentions for the 
upcoming year.  
 
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 health care services during the next year. 
 
In the development of our 2014/15 intentions we sought to utilise a range of 
information sources to ensure commissioning intentions were best practice and 
evidence led. Available evidence was used to highlighted areas of current health 
inequality in order to prioritise initiatives which will have the biggest beneficial impact 
on our residents. Key to this process was the careful consideration of the information 
contained within the South Tyneside Commissioning for Value pack. This document 
compares STCCG against 10 ‘similar’ CCGs from across the country and highlights 
those areas where there is significant variance in terms of health outcomes for its 
resident population. 
 
Data within the South Tyneside pack highlighted three specific areas in which there 
is above average spend but below average outcomes in terms of mortality rates, 
thus indicating areas of potential improvement which warrant further investigation: 

1. Cancer 
 
40% of the life expectancy gap between South Tyneside and England is due 
to higher rates of mortality due to cancers for both male and females. At least 
half of this is due to lung cancer. 
 
The gap in the early mortality rate due to cancers is coming down but the gap 
between South Tyneside and the England average remains the same. 
 

2. Respiratory disease 
 

A higher proportion of people in South Tyneside suffer from chronic 
obstructive pulmonary diseases (COPD) compared to the rest of England.  
 

   Smoking is an important risk factor for respiratory disease. High levels of 
smoking over the past 20 years among adults in our area have contributed 
towards a high local occurrence of respiratory disease.  The area’s industrial 
heritage of heavy industry may have also contributed to this high prevalence.  

 
3. Cardiovascular disease (CVD) 

 
CVD accounts for over 20% of all deaths in South Tyneside and over one 
quarter of early deaths (deaths under the age of 75 years). The early 
mortality rate due to the CVD is 16% higher than the rate in the rest of 
England.   
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Work has already been initiated in order to identify opportunities for improvement 
within these areas. There is a commitment to continue to focus resources on 
reducing these causes of health inequalities through transformational schemes 
which prevent residents of South Tyneside dying prematurely and which improve 
quality of life for all. Within its commissioning intentions and development of its 
strategic and operational plans STCCG has ensured that the provision of support to 
residents with mental illness and learning difficulties is given equal focus.  
 
It is anticipated that through focussing our collaborative efforts to address the ‘big 
three challenges’ of health inequalities that we will be best able to achieve our 
overall vision.  
 
An extensive programme of engagement and consultation events were carried out to 
prioritise the proposed initiatives to ensure they aligned with the priorities of our 
residents and clinicians.   
 
Diagram one highlights the process which 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.    
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Diagram 1- Process to develop 2014/15 Commissioning Intentions 
 
 

 
Planning requirements for 2014/15 required CCGs to submit operational plans on a 
two year basis, hence the initiatives will be introduced on a staggered 
implementation over 2014/15 and 2015/16.  
 
The final list of intentions was published and circulated to providers in January (the 
full document is available at http://www.southtynesideccg.nhs.uk/news/). The key 
strategic headlines are summarised within table 1; STCCG 2014/15 Plan on a page. 
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5 

 

Table 1: South Tyneside CCG- Operational plan on a page 2014/15 
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 Page 6 of 12 

 
 
2. Integrated care - Better Care Fund 
 
In June 2014 the Department of Health announced it was planning to release a £3.8bn 
Better Care Fund (BCF) (formerly the Integration Transformation Fund). The BCF is a 
single pooled budget to support health and social care services to work more closely 
together in local areas. Each CCG was tasked with developing a plan for how it proposed 
to utilise its allocation of this funding in order to support the delivery of care in the 
community and the subsequent reduction in activity in secondary care.  
 
The South Tyneside Integration Board, which reports to the Health and Well Being Board, 
and which consists of local commissioners and providers, has identified the following 
vision: 
 

 
This is underpinned by the following principles 
 

 
 
Against this backdrop, STCCG is working with partners and providers, via South Tyneside 
Integration Board, to agree how to use the BCF for South Tyneside (£13m ). Our joint plan 
will clearly articulate a number of transformation schemes for the integration of care, which 
will provide better support at home and earlier treatment in the community to prevent the 
need for emergency care or care home admission.  
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The South Tyneside integration Board has reviewed its current commissioning 
programmes and has identified four key transformational schemes as vehicles to 
integration: 
 
 

• Integrated Community Teams – health and social care teams which work around 
the patient; key features include teams working more closely with primary care, 
identifying an accountable professional lead, shared care planning, as well as 
information sharing across teams and professional boundaries. 

 
• Self Care –South Tyneside is an Integration Pioneer, working further, faster to 

create and implement an integrated self care offer which will be offered at scale 
across health and social care in the borough to promote independence and well 
being 

 
• Change for Life Programme – work led by South Tyneside Council public health 

team which will transform lifestyle and preventative services, aiming to reduce 
health inequalities and improve health outcomes 

 
• Integrated hub – work led by the South Tyneside council social care team which 

provides a new model of care for people with dementia from early diagnosis to end  
of life; reablement services and day care; review of Extra Care and In-House 
Independent Supported Living. 
 

 
The overall aim of the plan is to empower individuals to live more independent and healthy 
lives, remaining in their own homes for as long as possible supported by integrated 
community teams. The impact of which will be better patient and user service outcomes 
and a reduced over-reliance on statutory services.  
 
The impact of the fund will be measured through: 

• Reduce delayed transfers of care; 
• Reduce emergency admissions;   
• Reduce admissions to residential and nursing care; 
• Improve the effectiveness of reablement; 
• Improve the patient/service user experience; 
• Once local measure – currently under discussion via the Integration Board . 

 
Via the Integration Board, the levels of ambition in relation to the above metrics are being 
set, as well as annual trajectories, for sign off by the Health and Well Being Board. The 
guidance accompanying the BCF indicates that 28% of the minimum value of the BCF will 
be held back on a performance basis dependent on the achievement of agreed outcomes; 
however, it is understood that for 2015/16 funding will not be held back in this way. 
 
Because part of the BCF pooled budget will need to be made up of funding which is 
currently utilised to commission hospital and community services from South Tyneside 
Foundation Trust (FT), work is underway to determine which services to include in the fund 
and this is being overseen by the Integration Board, which ensures dialogue with affected 
providers.  
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We have developed a list of service lines for review in terms of their potential inclusion in 
the pooled fund, having linked existing services with our four identified transformation 
schemes. These service lines are part of the CCG’s contract with the Foundation Trust 
and we will need to agree a final service list with the FT and discuss the quantifiable 
impact of this change, as well as any workforce implications. 
 
A draft Better Care Fund Plan was submitted to NHS England on 14th February 2014. Final 
amendments to the plan are currently being made with the final version due for submission 
on 4th April 2014. As a South Tyneside system wide plan, the BCF submission requires 
sign off by the Health and Well Being Board; the Governing Body will, however, be kept up 
to date with progress. 
 
3. 2014/15 Planning requirements 
 
Within ‘The Everbody Counts planning guidance’ NHS England outlined its ambition for 
the health service through to 2018/19 and reaffirmed its ongoing commitment to focus on 
better outcomes for patients. It defines the vision for transformed, integrated and more 
convenient services, set within the context of a significant financial challenge. 
 
The guidance reitterates NHS Englands ‘5 offers’ of: 
 

• NHS services 7 days a well 
• More transparency, more choice 
• Listening to patients and increasing participation 
• Better data, informed commissioning which improves outcomes 
• High standards and safer care 

 
These offers represent the key enablers to support the implementation of change. It is 
these enablers which STCCG are working with colleagues to use as the levers for change 
within South Tyneside.  
  
The planning guidance requires local commissioners to develop a 5 year system wide 
strategic plan which articulates how health and social care services will be delivered in 
2018/19. The plan should describe the joint system vision, developed and signed up to by 
local commissioning and provider oganisations and will detail the desired state for the 
health economy in 2018/19.   
 
As set out in section 2, above, The CCG has been working collaboratively with the local 
authority and colleagues in provider organisations to develop the draft vision for South 
Tyneside. A draft ‘plan on a page’ has been developed (Table 2) to illustrate this vision. A 
number of meetings and workshops will take place over the next three months to refine the 
development of this plan before its final submission.  
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Table 2- DRAFT Strategic 5 year plan on a page 
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Although not a specific requirement within the planning guidance the CCG are taking the 
opportunity to refresh its 5 year strategic plan. The plan was last reviewed in 2013 when it 
was a CCG specific document. It is now being amended to reflect a system wide ‘unit of 
planning’ approach which outlines how the health and social care economy will work 
together to reduce the health inequalities for the residents of South Tyneside over the next 
5 years.    
 
As part of the planning requirements CCGs are asked to complete 2 and 5 year 
trajectories which highlight their ambition for improving health outcomes against a number 
of specific indicators which are focussed around the 5 domains within the NHS outcomes 
framework. These trajectories required the CCG to be bold and ambitious whilst remaining 
realistic. Trajectories include: 
 

• Ambition for securing additional years of life lost  
• Ambition for improving the quality of life for people with Long term conditions 
• Ambition for reducing emergency admissions 
• Ambition for increasing patient experience of hospital care 
• Ambition for increasing patient experience of care outside of hospital 
 

Against each ambition the CCG are required to predict their improvement rate on a year by 
year basis until 2018/19. Baseline data from previous years has been reviewed in order to 
inform these projections. We have also taken into account the improvement schemes 
which are planned over the next 5 years and when there impacts are likely to occur.    
 
In addition the CCG is required to submit a supporting narrative for each of these 
trajectories which provides the rationale and justification for how each of its ambitions has 
been calculated.  In relation to 2 year planning trajectories, the CCG must make its final 
submission to NHS England by 4th April 2014. 
 
In relation to the 5 year plan, the development of which is an iterative process with a 
number of review and submission dates, the final submission will be required on 20th June 
2014. (Table 2 highlights the submission timetable through to June).  
 
A timetable of engagement with local partners, providers, stakeholders and citizens is 
already underway to share current thinking on the shape of the system for healthcare in 
South Tyneside and to generate views and opinions. 
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Table 2- Planning timeline 2014 
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5. Financial and contractual implications 
 
It is important to highlight that this year’s planning cycle has been developed against a 
significantly challenging financial back drop for the NHS as a whole; indeed, both health 
and social care services face a significant test over the short, medium and long term to 
respond to an ever increasing ageing population, health inequalities and an over reliance 
on hospital services. The need to meet these challenges is imminent and further 
compounded by a competing need to reduce spend. 
Planning guidance requires that the fundamental elements of commissioner plans include 
a demonstration of how consideration has been given to the delivery model of elective 
care in order to achieve the nationally required 20% productivity improvement within 5 
years. Additionally plans have to outline how existing activity levels can be delivered with 
better outcomes and 20% less resource. 
 
These requirements have an obvious impact on the financial planning for local 
commissioners. Consideration to this will continue to be central to the development of the 
plans for South Tyneside.  
   
As set out in the CCG’s commissioning intentions, as in previous years, NHS England has 
stipulated within the planning guidance a number of business rules for the CCG as follows:  
 

• CCG must hold 0.5% contingency  
• 1% cumulative surplus carry forward  
• 1.5% non recurrent spend  
• 1% non recurrent transformation spend (to support delivery of Better Care Fund)  
• 10% reduction in running costs  

 
In addition NHS England has directed areas of “must do” expenditure such as the Better 
Care Fund and investing in services to support GP practices in transforming the care of 
patients over 75 years old 
 
Within our financial plan for 2014/15 is a programme of efficiency savings, known locally 
as Resource Releasing Initiatives (RRIs) that has been developed with full local ownership 
of the clinical changes needed.   Each of the proposed schemes has been developed in-
house and has been assessed for deliverability by the CCG.  The QIPP programme for the 
CCG totals £1.3m and equates to 0.5% of our allocation. 
 
The level of efficiency to be delivered by CCGs has not been nationally mandated but 
given the business rules outlined in the planning framework it will be essential for the CCG 
to develop a robust efficiency programme, supported by national tariff efficiency. 
Furthermore, the Better Care Fund requires the CCG to think differently about the services 
it commissions and decommissions and the funds flows associated with all service 
provision. 
 
6 Action needed 
 
The Governing Body are asked to note the content of this report and the progress made.  
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1. Introduction 
 
South Tyneside PCT and more recently, South Tyneside CCG have utilised Local Enhanced Services as a 
commissioning tool to fund services and initiatives which meet local needs. These contracts have enabled 
commissioners to address specific local issues which would otherwise not be addressed through standard NHS 
contract provision. 
 
Guidance published in April 2013 by NHS England outlines the responsibilities of Clinical Commissioning 
Groups (CCGs) in relation to the delivery of Local Enhanced Services (LES).  From 1st April 2014, services 
currently delivered as a LES should be delivered via an NHS Standard Contract or other appropriate contracting 
mechanism.   
 
Following this guidance the CCG have worked with NECS to conduct a review of their existing enhanced 
services. Initially identifying those services which should continue post April 2014, taking into consideration: 
 

• Does the service fit with the CCG vision and commissioning plan? 
• Could other providers realistically provide the service? 
• In what ways does the service go above and beyond what should be expected to  
      provide under the GP contract?  
• Would providing the service outside of primary care lead to fragmentation that would 
      present a risk to patient safety?  
• Is it possible to deliver this service without access to patients’ hospital or GP   
      records? 

 
Subsequently, for all of those services which it was agreed should be continued a review process (See diagram 
1) was followed which identified the most appropriate procurement mechanism. 
 
Diagram 1: Procurement decision flow chart  
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

Enclosure :   08 
Agenda item: 2014/015 
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Draft recommendations based on internal discussions within NECS and the Area Team were reviewed by a sub 
group of the CCGs Executive Committee, which included the Chief Operating Officer, Chief Finance Officer and 
Clinical Directors.   
 
The Executive subsequently authorised the Chief Officer, Chair and Chief Finance Officer to further review these 
recommendations and make a final decision as to the continuation of these services. To add rigor to this process 
an independent panel was arranged including representation from procurement and provider management from 
NECS. 
 
Table 1 below summarises the outcomes for each of the enhanced services as agreed by the panel.  
 
Table 1: Summary of agreed future procurement methods for enhanced service 
 
 

 
 
 
 
 
 
  
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 
All Local Enhanced Services (LES) that will continue to be delivered will be contracted through an NHS standard 
contract.   The NHS Standard Contract is mandated by NHS England for use by commissioners for all contracts 
for healthcare services other than primary care.  GP practices will have to sign up to deliver an enhanced service 
which becomes an addendum to the NHS standard contract through a Single Tender Action. The NHS standard 
contract is additional to the GMS/PMS contract.  Where additional services (not delivered in a GMS/PMS 
contract) are awarded to a provider through a procurement process, they will be issued an NHS standard 
contract. 
 
This report provides and update on progress to date on the transition of each local enhanced service into their 
new funding mechanisms.  
 
 
 
 
 
 

Service Continue in 2014/15? Procurement method? 
Patient Transport 
Service 

Yes Competitive tender 

INR Yes AQP Levels 2-4  
Minor Injury No NA (decommission) 
Near Patient 
Testing 
 

Yes Single Tender Action  (Level 1 - £ 6.39 per 
patient per year for patients where the 
practice issue the prescription for the 
patient, 

Prostate Yes Single Tender Action 
Pulse Checks No NA (decommission) 
Minor Surgery Yes Competitive Quotation Process  
STICS TBC NA 
LVSD No  NA (decommission) 
Care Homes 
Project 

Yes Single Tender Action (1 year contract) 

Cataract Choice Yes Single Tender Action 
GPwSI Perth 
Green 

Yes Competitive Quotation Process 

INR level 1 Yes Single Tender Action 
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2. Progress highlights 
 

a. Procurement 
 

Patient Transport Booking 

 
A Procurement and evaluation strategy was agreed during January by both Gateshead and South Tyneside 
CCG’s. 
 
The procurement timeline is on track.  The procurement went live on Supply to Health on 21th February.  The 
evaluation period begins on 19th March to 2nd April, and a panel will convene to evaluate incoming bids for the 
service, across both CCG’s.  The panel will be made up of commissioning managers and clinicians, 
communications, provider management and service planning and reform.  A consensus meeting with both 
CCG’s will be held between 2nd and 4th of April, with contract commencement scheduled for September 2014. 
 
Michael Wise NECS procurement team is supporting this process. 
 

 

INR (Levels 2-4) 
 
The INR AQP window is reopening to invite potential providers to bid under the existing AQP arrangement 
which initiated in 2012 across SOTW.  The rationale for reopening the AQP window is to introduce competition 
to be able to offer more choice for patients accessing non-complex INR service in South Tyneside. 
 
The specification for this service has been refreshed to incorporate up to date guidance and to strengthen the 
communication between providers of this service and patients GP’s.  In addition a three month mobilisation 
period has been set for all new providers to minimise the risk of delay in mobilisation.  The refreshed 
specification was developed with input from Medicines Optimisation and provider management teams as well 
as the nominated clinical lead for this service Dr Funmi Nixon. 
 
The refreshed specification was signed off on 27th February 2014, and agreed by Sunderland CCG. 
 
Boots are on track to mobilise under the current AQP award from 2012.  The expected go live date for this 
provider is 10th March 2014. They will mobilise with the refreshed specification. 
 
The procurement timeline for the reopening of the AQP window has been formalised. The procurement advert 
went live on supply to health on 17th March 2014. A bidder event will take place on 31st March for potential 
bidders to get to know more about the service and gain some insight and support into completing the tender 
documentation.  The evaluation period will be 13th April – 14th May and consensus with Sunderland CCG 
scheduled to take place over 20th and 21st May. 
 
Contract commencement is scheduled for 1ST September 2014. 
 
Sharon Pierson NECS procurement team is supporting this process. 
 
 

 
Minor Surgery 
 
This service will transition over to being commissioned via NHS Standard Contract to meet the CCG’s statutory 
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obligations.  It has become apparent that there may be significant overlaps between provision of Minor Surgery 
via the GP core contract Minor Surgery DES and the CCG’s local scheme (the inter practice referral element).  
Therefore it is proposed that a further more detailed review including activity analysis is carried during 14/15 to 
ensure that the service the CCG commissions is robust and does not duplicate with the national DES. 
 
As part of the delivery plan for 2014/15, the CCG and NECS will discuss further opportunities around the 
following areas of work: 
 

1. Close liaison with NHS England regards DES and GP Contract data flows 

2. Initiation of a deep dive review in 14/15 

3. Further work in respect of understanding the position in regard to provision of vasectomies and the 
interface with minor surgery CCG schemes 

4. Gaining clarity around cost of minor surgery procedures in primary and secondary care, and setting 
appropriate payment levels for any primary care schemes 

Any work required will be mapped into the CCG delivery plan for 2014/15.  
 
 

  
Intermediate Care (Perth Green) 
 
A final refreshed specification for this service was agreed and signed off in line with the agreed process on 27th 
February. 
 
The outcomes within the specification were shared with Local Authority manager to gather feedback and 
approval. 
 
The timeline for this procurement is in development. 
 
All South Tyneside GP practices will be informed of the opportunity and invited to express an interest in bidding 
for the service. 
 
Tracy Murray NECS procurement team is supporting this process. 
 

 
Single Tender Actions 

Prostate (Androgen Deprivation Therapy) 
 
 
The refreshed specification was signed off 14-2-14. 
 
STCCG have been keen to circulate the information in year with a view to commencing the service during 
13/14 contract year.  Due to additional work being undertaken to strengthen the specification and some 
challenges to circulating the information during February, a letter informing all STCCG GP practices about the 
new service will be sent out during March.  The purpose of the letter is to share the specification, payment 
schedule and get sign up from those practices wishing to deliver the service from April 2014.  Additionally, 
practices can commence delivery of the service in March should they wish to. 
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As NECs have been unable to circulate the revised specification for the 13/14 LES due to other contractual 
pressures, ST CCG will be circulating the 13/14 information round to practices in due course. 
 
On April 1st, the Prostate LES will be commissioned via NHS Standard contract with practices. 
 

 
Care Homes 
A one year single tender action was agreed.    
 
A refreshed service specification was agreed and signed off on 11-2-14. 
 
Simplification of the payment tariff was explored and felt too complex a challenge within the current timescales.  
It was suggested this would be more appropriate to review as a potential contract variation in the new contract 
year. 
 
All single tender action specifications will be built into the NHS standard contracts during January to March 
2014, for implementation from April 1st 
 

  
Cataract 
 
The service specification was agreed during January 2014 and has been signed off by both the clinical lead 
and commissioning manager. 
 
A reduction in tariff in line with the CCG’s requests was not agreed, as the £20 rate is a standard rate which all 
CCG’s offering this service in Tyne and Wear and Northumberland pay. 
 
A meeting with the LOC was held during January and the criteria for payment were debated. The refreshed 
specification does strengthen the criteria for when the £20.00 fee will be paid, which may result in maintaining a 
similar number of claims of potentially reducing the number. 
 
All single tender action specifications will be built into the NHS standard contracts during January to March 
2014, for implementation from April 1st 
 

  
Near Patient testing (Level 1) 
 
 
The refreshed specification was signed off during January and will be built into the NHS standard contract 
during February for implementation April 1st. 
 

  
INR (Level 1) 
 
 
The refreshed specification was signed off during January and will be built into the NHS standard contract 
during February for implementation April 1st. 
 

 
3. Risks, issues and management plan 
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Where procurement processes need to be initiated, or are underway there are some challenges to 
timescales for services being mobilised from April 1st 2014.  
 
A bridging solution is being developed with current providers to ensure there is no impact to patient care in 
the period between March 31st 2014 and the new provider mobilising. 
 

Conflict of Interest 

Assurance has been sought that Clinical Lead input into specifications would be managed to ensure due 
process is followed and any conflicts are managed appropriately. Intermediate Care (Perth Green) and Minor 
Surgery are the key services where conflicts of interest and due probity will be managed by the project 
manager and the wider project team, including procurement leads and commissioning managers. It was 
agreed that Clinical lead input into developing specifications is an important part of developing a 
specification. Input from clinical leads is being sought as part of a wider process into specification 
development, and a range of views is being sought as well as referencing guidance and historical 
documentation.   

Perth Green 

The specification was developed with input from Perth Green staff, Social Care manager’s two STCCG 
clinicians and the lead commissioning manager.  The current provider was interviewed prior to engaging any 
other parties in the process of developing the specification, the questions and responses were documented. 

Minor Surgery 
 
Both of the two current providers of the current inter practice referral Minor Surgery service were invited to  
offer their thoughts on the current service, as well as provider specific information on activity and patient 
flow. 
 
A meeting with Dr Zaidi and partners was held in January as a fact finding exercise.  The meeting provided 
insight into their approach to delivering the current service. Activity data was requested and will inform how 
the specification is shaped. 
 
Central surgery has been invited to engage and cancel activity data has been supplied to understand the 
current service. 
 
The specification has been developed outside of these discussions, and is informed by LAT decisions, the 
existing specification and benchmarking with other local CCG Minor Surgery services, with particular focus 
on strengthening capacity and demand, patient flow and onward referral protocols.  The procedure list will 
be determined by LAT direction, activity demand, and availability of provision with onward referral.  The 
specification is being further strengthened during March without any further input from providers of this 
service or potential providers of this service. 
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Sign off process for service specifications 
 

Clinical Leads and Commissioning Managers have been working together to respond to requests to review, 
refine and sign off refreshed service specifications.  This process has worked well and all specifications are 
now agreed and signed off. 
 
Bridging arrangements 

 
     A number of services will have their current contract extended to ensure continuity of care. 

These relate to the services which have a procurement process only. 

• Patient Transport Booking service 

As this is a full competitive tender process the current agreement with GP practices will be extended until a   
new provider is mobilised. 

The procurement strategy for this service will be submitted for CCG approval at February exec. 

• Minor Surgery 

This is a competitive quotation process.  The current contracts will be extended with Zaidi and Partners and 
Central Surgery until the procurement process completes and new providers mobilise, at this stage it is 
anticipated this will be June 2014. 

• Intermediate Care Perth Green 

This is a competitive quotation process.  The current contracts will be extended with Dr Nixon until the 
procurement process completes and new providers mobilise, at this stage it is anticipated this will be June 
2014. 

Conclusion 

Significant progress is being made on all of the service lines and respective transition agreements.  Staff 
from across teams within NECS are working together to ensure that the relevant arrangements are put in 
place.   
The focus for this month is to - 
 
• ensure that all single tender action specifications are received and signed off to be built into the NHS 

standard contract 
 

• build evaluation teams to manage and support each procurement process 
 

• develop supportive information with commissioning managers and clinical leads where appropriate, to 
support the procurement processes 
 

• agree timescales for procurements and coordinate all activity relating to CCG involvement (evaluation 
questions, panels and consensus)   
 

Page 73 of 219Page 73 of 204



9 
 

      A progress report will be submitted to STCCG Exec in April.
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Appendix 1 – Plan showing nominated clinical leads and commissioning mangers 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

LES Transition - South Tyneside   

CCG Service Procurement Option Process Lead CCG Lead Clinical lead 
GH 
ST Patient Transport Competitive tender Michael Wise 

ST - Jo Farey  GH - 
Steve Kirk                 ST - JST & Neil Macknight 

ST INR AQP - Levels 2-4 Sharon Pierson  ST - Aaron Tucker ST - Funmi 

ST INR Level 1 - STA     Trish Hirst  ST - Aaron Tucker ST - Funmi 

ST Minor Surgery Competitive Quotation Tracy Murray ST - Kim Teasdale 
Amended -Matthew Walmsley, Ros 
Whitehead, Jim Gordon, Funmi Nixon 

ST GPwSI Perth Green Competitive Quotation  Tracy Murray ST - Jo Farey 
Amended to Jeanette Scott Thomas 
and Matthew Walmsley 

ST Prostate STA  Trish Hirst ST - Jo Farey ST - Jon Tose 

ST Care Homes STA - (1 year contract) Trish Hirst ST - Jo Farey ST - Funmi 

ST Cataract STA Trish Hirst ST - Jo Farey ST - Jon Tose 

ST Near Patient testing STA - Level 1 Trish Hirst ST - Aaron Tucker ST - Jon Tose 

ST Minor Injury DISCONTINUE as LES Trish Hirst   

ST Pulse Checks DISCONTINUE as LES Trish Hirst   

ST LVSD DISCONTINUE as LES Trish Hirst   
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Appendix 2 – Key Milestones 
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Date Raised Risk description

C
on

se
qu

en
ce

Li
ke

lih
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d
R

is
k 

le
ve

l

Impact Risk 
Owner

Controls to Manage 
Risk (Mitigation)

Due Date Update on Mitigation Last Updated

R
is

k 
S

ta
tu

s

12/11/2013

Specifications refresh not 
completed on time

Specifications not 
included in the NHS 
standard contracts 
being developed during 
Feb for sign off during 
March S

R
O

 &
 P

ro
je

ct
 

m
an

ag
er

Work with 
procurement to agree 
timescales and work 
with Provider 
management to 
ensure tasks 
complete on time and 
to quality 27/12/2013

   
identified - where further 
development work is required 
provider management have been 
advised a bridiging solution with 
current providers will be required - 
where no further work is known and 
the specification needs to be 
returned signed off commissioning 04/02/2014

12/11/2013

PTS timescale affected by 
project initiation - 

Delay in initiating the 
PTS booking 
procurement process 
unavoidable due to 
review completion and 
procurement 
timescales P

ro
je

ct
 m

an
ag

er

Issued PIN to start 
procurement process

The PST cannot start on April 1st 
due to procurement timescales and 
a bridging solution will need to be 
managed until contract start date 
(Aug 1st). Assurances on bridging 
solution received from provider 
management. 12/12/2013

20/11/2012

Recommendation for Minor 
Surgery in review needs to 
change due to finance 
implication, this may impact 
on timeline for service ready 
to deliver on April 1st

Delay in starting the 
procurement, = delay 
in contract award Pr

oj
ec

t m
an

ag
er

Proposed a suitable 
option with rationale 
for CCG sign off

Recommendation discussed with 
DH - and flexibility was agreed to 
take the right approach according 
to the contract amount, dependant 
on LAT responsibilities.                     03/12/2013

20/11/2013

Pharmacy LES identified as 
a transfer of responsibility 
from LAT to CCG. Legal 
challenge underway, may 
require additional pharmacy 
contracts, specifications to 
be developed and go live 
from April 1st.  This may also 
impact the minor surgery 
budget as the LAT hold this 
currently.

The transfer of 80k 
from LAT to CCG to 
fund the service may 
not happen and 
monies will have to be 
allocated from CCG to 
fund the service. Pr

oj
ec

t l
ea

d
PM Escalated the 
issue to senior 
management 

Resolved - budgets within CCG's 
SPR team to review scheme for all 
CCG's 05/02/2014

20/11/2013

Awaiting decision from 
STCCG on their preferred 
option for level 1 INR - 
possible delay in 
procurement timetable

Possible delay in 
initiating procurement 
timeline Pr

oj
ec

t m
an

ag
er

Requested a 
decision from 
STCCG 27.11.13

STA given as preferred method 
by DH 03/12/2013

20/11/2013 INR 2-4, changes to 
procurement option 
required due to financial 
frameworks in procurement

Possible delay in 
initiating procurement 
timeline Pr

oj
ec

t m
an

ag
er

Requested a 
decision from 
STCCG 27.11.13

STCCG happy to proceed with 
framework agreement on the basis 
it is a technical change rather than 
an actual change - NO risk to 
continuity of care as service is 
currently provided AND a second 
provider will mobilise in March 
2014 04/02/2014

04/12/2013

INR 2-4 AQP will no longer 
be supported by Department 
of Health Q- is AQP still the 
preferred option for this 
service? Is it clinically safe to 
have more than one 
provider?

AQP May introduce 
competition and 
potentially reduce the 
quality and safety of 
current AQP service Pr

oj
ec

t m
an

ag
er

Advice sought from 
medicines 
optimisation and 
clinical lead, propose 
a reversal of the 
decision of AQP to 
STCCG

AQP window will be reopened and 
the procurement process will be 
partnered with Sunderland CCG 04/02/2014

10/12/2013
Prostate Shared Care 
agreement from 
Sunderland Hosptials

Different shared care 
agreements In place- 
risk to shared care 
agreements Pr

oj
ec

t M
an

ag
er

Bill Hall and Marie 
Thompkins working 
on behalf of STCCG 
to resolve with 
Sunderland Hospitals 18/12/2013

Confirmation from Bill Hall that is 
safe to progress with the current 
standarised protocol, shared care 18/12/2013

Appendix 3 – Project Risk Log 
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Consequence Likelihood 
Major Very 
Medium Possible 
Minor Not likely 
  
Risk Level Risk Status 
High Open 
Medium Closed 
Low 
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Annual Report 2013

Public Health – Coming Home?
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Introduction
Welcome to my first report as Director of Public Health in South Tyneside and first as a jointly 
appointed post between South Tyneside Council and Public Health England (PHE).

2013 has seen major changes in the NHS and local councils as a result of the Health and Social 
Care Act which came into effect on 1st April. For the Council this has meant additional statutory 
responsibilities for improving and protecting the health of local residents. The Council has 
taken this reponsibility very seriously demonstrated by the fact that it was one of the first local 
authorities to appoint a Lead Member for Health and Wellbeing.

I have heard the phrase ‘coming home’ used to describe public health’s transfer back into the 
local authority. My report will explore what opportunities and challenges this brings.

Of course the relationship between Councils and public health is a long standing one going 
back to the nineteenth century when local authorities faced major threats to health for 
example cholera. The first Medical Officer for Health in England was appointed in 1847. They 
needed to ensure that their localities had not only clean water to reduce cholera, but to press 
their authorities to clear slum housing and to influence education departments to introduce 
preventative health programmes into schools. The introduction of the first Public Health Act in 
1848 led to these improvements and a subsequent reduction of disease.

Key developments in the years since have included the school health service in 1907 and the 
introduction of ante-natal care. Medical Officers for Health had a pivotal role in both the 
provision of healthcare and the responsibility for monitoring water supplies, sewage disposal, 
food hygiene, housing and the control of infectious diseases. In addition to this they also had 
responsibility for health visitors, midwives and the school health service.

Once the NHS was introduced after the Second World War a period of change and restructure 
began that changed the relationship between public health, local authorities and clinical services 
and in 1974 the Medical Officer for Health posts were abolished.

Responsibility for overseeing environmental determinants of health passed to Directors of 
Environmental Health and doctors trained in Community Medicine became Community Medicine 
Specialists. At the same time the Black Report and Acheson Report instigated a shift to reducing 
inequalities in health.

There has been a period of focus on tackling health inequalities, improving health care and an 
expansion of the public health profession to include non-medically qualified staff to tackle the 
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range of influences on people’s health and 
wellbeing.

There has also been recognition of the need to 
address lifestyle risk factors especially smoking, 
alcohol use and obesity, as well as an emerging 
focus on wellbeing. There have been some 
in-roads to tackling these with a reduction in 
levels of smoking, deaths from heart disease 
and related conditions. New threats such 
as pandemic influenza and a resistance to 
antibiotics have emerged. Some inequalities also 
remain persistent and affect local people from 
birth to end of life including deaths from cancer. 
The Marmot Review of health inequalities 
highlighted that health inequalities are aligned 
to social inequalities and that these must be 
tackled jointly.

The public health function is now ‘home‘ in the 
Council – what does that mean? In many ways 
the role needs to encompass the broad range of 
responsibilities that the original Medical Officers 
for Health covered – not just a focus on health 
improvement but a real emphasis on the social 
influences on health, quality of health care 
services and facing the health protection risks 
systematically.

The Faculty of Public Health defines public 
health as the ‘science and art of promoting and 
protecting health and wellbeing, preventing 
ill-health and prolonging life through the 

organised efforts of society.’ This helps to 
structure the approach to public health with an 
emphasis on whole populations and working 
with others to improve outcomes.

The real potential is to work closely with local 
communities via the leadership of elected 
members to enhance the level of influence and 
engagement people have over their lives and 
wellbeing. South Tyneside Council has a lead 
Member for Health and Wellbeing which is a 
positive step in leadership. The ability to work 
with other parts of the Council to influence 
and shape education, housing, the local 
environment, transport and social care is now 
possible.

The Council has also received a grant from the 
Government to commission and provide public 
health services for example sexual health services 
and school nursing. 

My role as Director of Public Health must be to 
provide leadership, assurance and challenge to 
the Local Authority to enhance its existing work 
and hone it even more towards reducing health 
inequalities.

While the Local Authority has a range of 
responsibilities other parts of the system also 
‘commission’ public health services on behalf of 
local people – including Clinical Commissioning 
Groups, NHS England and Public Health 
England. Examples include maternity services, 
immunisation and screening programmes, 
as well as wider system plans for emergency 
situations.

Municipal Clinic, South Shields.  
Post First World War, clinic held in the Town 
Hall. c 1918
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My role must therefore be able to independently seek and be assured that these services and 
interventions are impacting to best effect locally as well as bringing together key partners who can 
work collectively to deliver improved outcomes.

This report looks at each of the three spheres of public health outlined below and offers a current view 
of the ‘state of play’ and the potential that public health ‘coming home’ can bring.

•	 Health improvement – this includes improving life expectancy and reducing health inequalities 
by improving lifestyles and also by addressing the wider social determinants of health (housing, 
employment, transport, education, environment);

•	 Health protection – including protection from infectious diseases, screening, environmental 
hazards and emergency preparedness;

•	 Quality in healthcare services – supporting those who plan health care to understand local health 
needs, ensuring that services are based on best evidence, and evaluating whether services are 
successful in meeting needs and ensuring equity

Specific ‘coming home’ recommendations that require action are included in the report

In addition the report includes an update on recommendations from last year’s Director of Public 
Health’s Annual Report.

We are in very challenging times financially – for families, local government, the NHS and voluntary 
sector.  However this makes it even more important to make public health everyone’s business and to 
strive for reduced health inequalities – they are unjust and preventable.

Amanda Healy 
Director of Public Health 

Health  
Improvement

Health  
Protection

Health  
Service 
Quality
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Health and Wellbeing  
in South Tyneside 
South Tyneside covers an area of 64sq.km and includes the towns of South Shields, Hebburn and 
Jarrow and the villages of Boldon, Cleadon and Whitburn.

The Borough has a population of 148,000 but with predictions that this will see a significant increase 
in the older population by 2030.

It has boundaries that include the North Sea and River Tyne and 
sits within the Tyne and Wear conurbation.

South Tyneside Partnership has a clear vision for its residents:

‘To make South Tyneside an outstanding place to live, 
invest and bring up families’. 

The Joint Strategic Needs Assessment (JSNA) helps us to identify 
current and future health and wellbeing needs. It brings 
together a range of information relating to health, wellbeing, 
social care needs and sets out key priorities. Visit www.
southtyneside.info to view the JSNA. 

 

This year’s JSNA has resulted in the following top ten messages:

1.  The level of smoking during pregnancy, the poor uptake of breastfeeding and increasing levels of 
maternal obesity means that coordinated support for parents needs to be provided both before 
delivery and during early child development.

2.  Young People’s services need to focus on the promotion of positive physical and emotional health 
and the prevention of risk taking behaviour.

3.  The impact of cancer and circulatory disease on the gap in life expectancy will require continued 
coordinated action on smoking, obesity and alcohol consumption. In addition there also needs to 
be focused work on interventions which will reduce the high level of Cancer mortality including 
improving screening, reducing variation and increasing the awareness of early signs and symptoms.

4.  The focus on increasing support for the most vulnerable and disadvantaged groups such as Looked 
After Children and Carers (including young carers) needs to be maintained.

5.  The proportion of adults drinking heavily, its impact on hospital admissions and the wider impact 
of excessive alcohol consumption means that there is a need for a coordinated localised strategic 
approach to reducing alcohol misuse.

6.  There is uncertainty about how many private homes, particularly in the private rented sector, are in 
such a condition they significantly impact on health. There is a need to specifically identify the scale 
and extent of housing that does not meet the decent homes standard in these sectors.

7.  The demands of an ageing population with an increasing number of conditions places a priority 
on providing integrated services, near to home, which are flexible and delivered by an inter agency 
approach.

8.  Good emotional health and wellbeing has been identified as the cornerstone of all health. Local 
people engaged in the JSNA asset mapping events emphasised the key elements of good mental 
health as crucial to overall health.

9.  Carers play a crucial role in the health and social care system by providing care, assistance and 
support and there is a recognition that there needs to be greater support and provision.

10.  Tackling social Isolation amongst the elderly continues to be a priority, maintaining social and 
educational opportunities, volunteering and community mentoring and the identification of those 
at risk of a fall.
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The JSNA works alongside other public health tools including the Public Health Profiles and Longer 
Lives website produced via Public Health England.

The health of people in the Borough is generally worse than the England average. Deprivation is higher 
than the average and about 7,200 children live in poverty. Life expectancy for both men and women is 
lower than the England average. 

Life expectancy is 10.9 years lower for men and 8.6 years lower for women in the most deprived areas 
of South Tyneside than in the least deprived.

The JSNA provides a wealth of information about our local population both for the present day and 
to aid future planning. However it is only useful if it is then used to prioritise the use of resources 
and shape how services are delivered locally. This happens currently with the Clinical Commissioning 
Group and via the Health and Wellbeing board. However this could be strengthened by better use of 
underpinning evidence (including how cost effective interventions are). 

It also serves to develop an in-depth understanding of particular groups within our local communities 
who may require specific tailored support or services to improve their health and wellbeing with 
examples being young offenders, people at risk of falls and pregnant women who are obese.

Currently there is a range of ‘needs assessments’ carried out across the Council and partners including 
a housing needs assessment, child poverty needs assessment and community safety needs assessment.  
It would make sense now that public health is ‘home’ that one needs assessment, including assets is 
carried out. 

It would be helpful to have one document that describes the needs of local people. 

PHE is now producing a range of support materials for the JSNA and local assets, including health 
profiles down to small areas and tools on the web. These should help us at a local level and save 
valuable time and effort in trying to develop them ourselves. It is constantly being updated and can 
be accessed at www.gov.uk/government/organisations/public-health-england Please see the following 
page for a snapshot of South Tyneside’s health. 
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Domain
Local No.
Per Year

Local 
Value

Eng 
Avg

Eng 
Worst

Eng 
Best

1 Deprivation 59340 40.1 20.3 83.7 0.0

2 Proportion of children in poverty 7230 28.1 21.1 45.9 6.2

3 Statutory homelessness 353 5.2 2.3 9.7 0.0

4 GCSE achieved (5A*-C inc. Eng & Maths) 1038 58.2 59.0 31.9 81.0

5 Violent crime 1257 8.2 13.6 32.7 4.2

6 Long term unemployment 2081 21.8 9.5 31.3 1.2

7 Smoking in pregnancy ‡ 403 24.3 13.3 30.0 2.9

8 Starting breast feeding ‡ 912 55.1 74.8 41.8 96.0

9 Obese Children (Year 6) ‡ 332 24.2 19.2 28.5 10.3

10 Alcohol-specific hospital stays (under 18) 32 102.5 61.8 154.9 12.5

11 Teenage pregnancy (under 18) ‡ 129 46.0 34.0 58.5 11.7

12 Adults smoking n/a 21.6 20.0 29.4 8.2

13 Increasing and higher risk drinking n/a 21.5 22.3 25.1 15.7

14 Healthy eating adults n/a 19.8 28.7 19.3 47.8

15 Physically active adults n/a 51.8 56.0 43.8 68.5

16 Obese adults ‡ n/a 27.4 24.2 30.7 13.9

17 Incidence of malignant melanoma 16 10.0 14.5 28.8 3.2

18 Hospital stays for self-harm 303 216.5 207.9 542.4 51.2

19 Hospital stays for alcohol related harm ‡ 5373 2851 1895 3276 910

20 Drug misuse 829 8.5 8.6 26.3 0.8

21 People diagnosed with diabetes 8509 6.7 5.8 8.4 3.4

22 New cases of tuberculosis 8 5.2 15.4 137.0 0.0

23 Acute sexually transmitted infections 1584 1069 804 3210 162

24 Hip fracture in 65s and over 202 538 457 621 327

25 Excess winter deaths ‡ 84 15.8 19.1 35.3 -0.4

26 Life expectancy – male n/a 76.6 78.9 73.8 83.0

27 Life expectancy – female n/a 81.3 82.9 79.3 86.4

28 Infant deaths 6 3.4 4.3 8.0 1.1

29 Smoking related deaths 366 289 201 356 122

30 Early deaths: heart disease and stroke 125 71.8 60.9 113.3 29.2

31 Early deaths: cancer 238 137.0 108.1 153.2 77.7

32 Road injuries and deaths 39 26.0 41.9 125.1 13.1
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South Tyneside  - 24th September 2013

Health summary for 

The chart below shows how the health of people in this area compares with the rest of England. This area's result for each 
indicator is shown as a circle. The average rate for England is shown by the black line, which is always at the centre of the 
chart. The range of results for all local areas in England is shown as a grey bar. A red circle means that this area is 
significantly worse than England for that indicator; however, a green circle may still indicate an important public health 
problem.

Significantly worse than England average

Not significantly different from England average

Significantly better than England average

‡ For comparison with PHOF Indicators, please go to the following link:  

England Average

25th 
Percentile

75th 
Percentile

England 
Worst

England 
Best

© Crown Copyright 2013

South Tyneside

www.healthprofiles.info

Indicator Notes 
1 % people in this area living in 20% most deprived areas in England, 2010 2 % children (under 16) in families receiving means-tested benefits & low income, 
2010 3 Crude rate per 1,000 households, 2011/12 4 % at Key Stage 4, 2011/12 5 Recorded violence against the person crimes, crude rate per 1,000 population, 
2011/12 6 Crude rate per 1,000 population aged16-64, 2012 7 % mothers smoking in pregnancy where status is known, 2011/12 8 % mothers initiating breast 
feeding where status is known, 2011/12 9 % school children in Year 6 (age 10-11), 2011/12 10 Persons under 18 admitted to hospital due to alcohol-specific 
conditions, crude rate per 100,000 population, 2007/08 to 2009/10 (pooled) 11 Under-18 conception rate per 1,000 females aged 15-17 (crude rate) 2009-2011 
12 % adults aged 18 and over, 2011/12 13 % aged 16+ in the resident population, 2008-2009 14 % adults, modelled estimate using Health Survey for England 
2006-2008 15 % adults achieving at least 150 mins physical activity per week, 2012 16 % adults, modelled estimate using Health Survey for England 2006-2008 
17 Directly age standardised rate per 100,000 population, aged under 75, 2008-2010 18 Directly age sex standardised rate per 100,000 population, 2011/12 19 
Directly age sex standardised rate per 100,000 population, 2010/11 20 Estimated users of opiate and/or crack cocaine aged 15-64, crude rate per 1,000 
population, 2010/11 21 % people on GP registers with a recorded diagnosis of diabetes 2011/12 22 Crude rate per 100,000 population, 2009-2011 23 Crude rate 
per 100,000 population, 2012 (chlamydia screening coverage may influence rate) 24 Directly age and sex standardised rate for emergency admissions, per 
100,000 population aged 65 and over, 2011/12 25 Ratio of excess winter deaths (observed winter deaths minus expected deaths based on non-winter deaths) to 
average non-winter deaths 1.08.08-31.07.11 26 At birth, 2009-2011 27 At birth, 2009-2011 28 Rate per 1,000 live births, 2009-2011 29 Directly age standardised 
rate per 100,000 population aged 35 and over, 2009-2011 30 Directly age standardised rate per 100,000 population aged under 75, 2009-2011 31 Directly age 
standardised rate per 100,000 population aged under 75, 2009-2011 32 Rate per 100,000 population, 2009-2011 
 
More information is available at www.healthprofiles.info Please send any enquiries to healthprofiles@phe.gov.uk 
 
© Crown copyright, 2013. You may re-use this information (not including logos) free of charge in any format or medium, under the terms of the Open Government  
Licence. To view this licence, visit www.nationalarchives.gov.uk/doc/open-government-licence 

E08000023

www.healthprofiles.info/PHOF

The Public Health England health profile  
gives a picture of South Tyneside’s health
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What Does ‘Coming Home’ 
Mean? 
Being part of the council has enabled a shift in how the JSNA is developed and produced. It has meant 
that the messages reach a wider audience within the Council including regulatory services, economic 
regeneration, education, children and adult social care. Elected members have also actively been 
engaged in training to gain additional insight into their own wards which has proved successful.

It has been used by the Health and Wellbeing Board to prioritise the key strands of the Joint Health 
and Wellbeing Strategy and by the Clinical Commissioning Group to prioritise key programmes within 
their commissioning work plan. It has also provided the opportunity to focus on local people’s assets.

 ‘Coming Home’ Case Study - Asset based approach to Public Health

Traditionally services and underpinning data have been developed focusing on problems and needs 
of people and communities resulting in services that are often designed to fill the gaps and fix the 
problems. There is increasing evidence that using an asset based approach can improve the quality of 
information collected, focusing on local people’s knowledge, interests and experience to develop and 
improve services by basing them on what people want.

This type of work has been described as ‘a glass half-full approach’, encouraging active involvement 
from resident’s to identify the assets of local people and places that support change and assist people 
to improve their health.

The Promoting Health Engagement Team (within public health) used this approach across the five 
Community Area Forums to engage with communities and stimulate interest.  This involved speaking 
to people on the street, in a wide range of local organisations and focus groups.

A ‘Graffiti Wall’ was used to stimulate discussion around the question:

WHAT DOES BEING HEALTHY MEAN TO YOU?
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During the course of the work 154 organisations were contacted and 113 (73%) agreed to take part in 
the process; there were also 10 street surveys carried out across the Borough.  A total of 2,789 people 
responded and over 5,600 comments were received.

In order to target a wide range of people basic information relating to gender, ethnicity and age was 
collected.  Of those whose details were collected, 69% (n=1773) were female, 31% (n= 802) were 
male, 25% (n=633) were under 19 years and 24% (N=607) over 60 years.

95% (n=2480) were white British and 5% (n=140) were from black, and minority ethnic (BME) 
groups, with the single largest response from the BME population being from Riverside Community 
Area Forum at 16% (n=113).

The high number of responses received suggests that residents were willing to engage and are 
interested in the topic.

“Good idea, talking to 
the public face to face to 
find out what they think” 

(Male)
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Analysis of findings grouped the replies into nine main themes and a miscellaneous category.

This identifies that issues such as friendship groups, interactions with others for example social 
networks and emotional wellbeing groups are very important. 

It is interesting that local people do not see drinking, smoking and weight as most important.  
This presents a challenge as smoking and alcohol use and weight are key factors in health and 
wellbeing locally.

Assets work is not ‘one off’ work but part of an approach to build ‘social capital’ in local communities 
and meaningfully engage people in how services are shaped and how they can be part of that as well 
as what they can do within their family to improve health and wellbeing. 

‘Social capital’ means what is available within local communities to support one another. This work has 
unearthed a wealth of information, including:

•	 Practical skills, willingness to help and knowledge of local residents

•	 The importance of networks and connections in the community, including    
friendships and neighbourliness

•	 The value of community groups, organisations and faith groups providing    
physical and social opportunities

•	 An appreciation of local outdoor spaces including parks and the seashore 

•	 The power of local people coming together to conserve areas, such as bidding for and securing 
funding to restore the local park

•	 Suggestions to improve the area, activities, and services

•	 Evaluation of the work has identified that people value the experience

•	 Replies suggested that being free to share views and feeling involved in  the process were key to 
the success
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Feedback from residents has also been included in service reviews for example obesity, identifying that 
services should be:

•	 Accessible: times, venue and feeling safe

•	 Flexible: responsive to people’s needs

•	 Affordable: cost of activities and travel (bus or car parking)

•	 Choice: local, variety

•	 Supportive: GP, staff at centre and crèche facilitates

•	 Take a family approach

‘Coming home’ Recommendations 

Build on the ‘assets’ approach and work with local people and Elected Members.

Embed evidence within the JSNA and assets assessment and use to tailor the use of resources 
effectively.

Carry out in depth health needs and assets assessments of key groups – children in the looked 
after setting for example and sexual health.

Bring together ‘people and place’ utilising the skills of Council staff to get a richer 
understanding of health and wellbeing for example hot food takeaways and levels of obesity. 

Develop one needs and assets assessment.
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Health Improvement 
Health improvement is one of the three spheres of public health. It has 
a focus on promoting and improving health, not just from an individual 
perspective, but across communities and includes wider influences on 
health such as housing, employment, transport, education.

The Council, via public health, now has a mandatory duty for the 
following priorities - sexual health services, health protection advice and 
information, provision of public health advice to NHS Commissioners, 
National Child Measurement Programme and NHS Health Check 
assessment

In addition the following functions have been transferred to the Council and need to be delivered, 
against the public health outcomes framework, based on local needs and assets. They are:

•	 Tobacco control and smoking cessation services

•	 Alcohol and drug misuse services

•	 Public health services for children and young people aged 5-19 (including Healthy Child 
Programme 5-19) (and in the longer term all public health services for children and young people)

•	 Interventions to tackle obesity such as community lifestyle and weight management services

•	 Locally-led nutrition initiatives

•	 Increasing levels of physical activity in the local population

•	 Public mental health services

•	 Behavioural and lifestyle campaigns to prevent cancer and long-term conditions.

•	 Local initiatives on workplace health

•	 Public health aspects of promotion of community safety, violence prevention and response

•	 Public health aspects of local initiatives to tackle social exclusion

Health  
Improvement
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This year has seen the Health and Wellbeing Board become a statutory committee of the Local 
Authority. There is some scepticism nationally about the potential of Health and Wellbeing Boards and 
their role in delivering improvements in health and wellbeing as well as integrating health and social 
care while keeping the public voice at the centre. However South Tyneside’s Board has made a good 
start. It has developed the Joint Health and Wellbeing Strategy, based on local needs and assets and 
the principles in the Marmot Review with priorities focussing on:

•	 Prevention and the life course journey – a real focus on giving children the best start in  
life and working with a ‘think family’ approach, and tackling the gap in life expectancy  
within and between our communities

•	 Tackling youth unemployment – a real issue in South Tyneside but also  highlights the 
determination of the Board to address wider influences on health and wellbeing

•	 Reducing social isolation in older people

•	 Improving the quality, integration and efficiency of local services

•	 Involving people in our Health and Wellbeing Strategy

The Board has acknowledged that behaviour change 
alone will not address the inequalities faced in our 
local communities, and good examples of this have 
been the lobbying for standardised packaging for 
tobacco and Minimum Unit Pricing of alcohol. In 
addition early planning to improve integrated care 
between health and social care is underway.

The Board is mindful of the need to work with 
partners , not only those who are part of the 
Board including Healthwatch, NHS South Tyneside 
Clinical Commissioning Group, South Tyneside NHS 
Foundation Trust, but other Boards where business, 
police, fire, education all have a role to play.

It has also recognised that to improve health and 
wellbeing there are actions needed to take in the short 
medium and long term and the priorities reflect this. 
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We need to know if the actions taken are having any impact. The Board has worked together  
to select eight priority measures. These are identified below:

•	Percentage	of	children	aged	4-5	classified	as	overweight	or	obese

•	Percentage	of	children	achieving	a	good	level	of	development	

•	Smoking	Prevalence	in	adults	with	a	long-tem	condition	(LTC)

•		Difference	between	observed	and	expected	prevalence	of	hypertension

•	Cancer	survival	rates	at	1	year	-	lung	cancer

•		Reduce	the	number	of	young	people	not	in	education,	employment	or	training

•		Older	People	who	feel	that	they	have	at	least	adequate	social	contact	with	people

•		Emergency	readmissions	within	30	days	of	discharge	from	hospital

Clear communication has been important with several member communication sessions, a section 
of the residents newsletter dedicated to public health and Council involvement in key public health 
campaigns such as Stoptober, NHS Health Checks and Change4Life.

Work is underway via the Shaping Our Future programme across planning, economic regeneration, 
children and adult social care, education, environmental health, libraries, leisure, area management, 
domestic violence to quantify and maximise the statutory role that the Council has for public health. 
very area of the Council is identifying ways in which the public health function can be embedded.
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The model below outlines the wide range of influences on health and wellbeing. The Council plays a 
key role in many of the areas identified such as education, community networks, housing. ‘Coming 
home’ provides a real opportunity to work with colleagues and local residents on these wider 
influences on their health.
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A specific example of this is maximising the 
opportunities of planning and public health 
working collectively – Council staff are being 
trained in Health Impact Assessment and this  
will be utilised on a range of major developments 
including the regeneration of the Town Centre 
365. This will ensure maximum benefits to health 
and wellbeing are gained from the development.

Another example is the support provided to 
the development of Marsden Health Road and 
Wellbeing Centre. This will ensure that the facility 
will have a health promoting environment. The 
local area analysis from the JSNA is also guiding 
outreach programme into local communities.

The development of community facilities across 
South Tyneside – community hubs - have the 
potential to maximise health and wellbeing 
opportunities. The use of the JSNA has been a key 
part in the underlying offer from the hubs as well 
as the range of services.

A scrutiny committee focussed on obesity with 17 
recommendations including a more family based 
approach to action, increased access to physical 
space outdoors and prevention. The committee 
highlighted the importance of linking to other 
factors such as emotional health and wellbeing 
and training staff in motivational skills to support 
them to make healthy changes. 

The Council has adopted the ‘Every Contact a 
Health Improvement Contact. This is forming 
part of the core competencies between partners. 
Within the Council over 400 front line staff have 
been trained since April 2013 including refuse 
collectors, pension staff, leisure staff, library 
staff, social workers and elected members. 
The programme is being rolled out to partner 
organisations and local residents.

There is a danger that a range of ‘projects’ could 
be taken on without any real impact on health 
and wellbeing, especially at a time when the 
Council has to plan its budget and balance of 
investment carefully. However work is underway 
to develop priority actions aligned to the public 
health outcomes framework.

Coming home has also brought with it a ring 
fenced grant and a range of ‘commissioned’ 
services – services bought on behalf of local people 
to support behaviour change, health improvement 
and health protection. Examples include stop 
smoking services, sexual health services and 
substance misuse services. The Council has been 
keen to understand these services and ensure value 
for money, lack of duplication and good outcomes. 
Reviews that had been identified in 2012 have 
been completed, in particular a comprehensive 
review of adult substance misuse services and 
weight management services. This has resulted in 
a move towards prevention rather than treatment 
and a ‘family’ approach.

Local Priorities

There are still areas within health improvement 
that are influenced by policy set at a National 
level. A good example of this is tobacco 
legislation introduced in 2006 to protect 
employees from second hand smoke. During 
2013 there have been consultations on 
Standardised Packaging of Tobacco and Minimum 
Unit Pricing of alcohol – both local priorities. 
South Tyneside took a very pro-active approach 
to lobbying for this legislation to be introduced. 
The Government has now announced an evidence 
review into standardised packaging of tobacco by 
March 2014. South Tyneside sent extremely well 
supported responses in favour of standardised 
packaging, including the young People’s 
Parliament and the Health and Wellbeing board. 
We were obviously very disappointed when it was 
announced further evidence was required.
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‘Coming Home’ case study - Change4Life Integrated Wellbeing Service

Prevention and the life-course is another key strand of work for public health in the Council.  
This sets out the commitment to tackle health inequalities by adopting a life-course approach, 
working with families and identifying the need to invest in activities to prevent or delay factors  
that have a negative impact on people’s lives. It focuses on supporting people to make lifestyle 
changes, and acknowledging the role that education, work, the homes we live in, the environment 
around us, the connections with our families, neighbours and communities play in supporting 
healthy lifestyles.

South Tyneside Public Health Commissioning Intentions for 2011/12 included a review of obesity 
services and health equity audit to identify how services meet the identified needs of the population 
and recommendations were made to shape future service provision. These services had been 
developed over time and had a primary focus on adult’s treatment and were due for evaluation. The 
review had the following findings:

•	 Lack of clarity of what is available when referring to services

•	 Low uptake from:

•	 Males, particularly young males

•	 Older age groups

•	 BME communities

•	 Deprived areas

•	 Lack of data and equity information

•	 Some duplication of services

•	 The need to scale up prevention services and ‘think family’
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The draft C4L Integrated Wellbeing Service is designed to address the findings of the obesity review 
and the following:

Higher numbers of early deaths than national average, high number of deaths from preventable 
conditions such as lung cancer and cardiovascular disease.

Higher numbers of early deaths than national average, high number of deaths from preventable 
conditions such as lung cancer and cardiovascular disease

•		Clustering	of	unhealthy	behaviours	–	an	estimate	of	over	29,500	of	adults	exhibiting	3	or	4	
unhealthy behaviours (smoking, excessive alcohol consumption, sedentary and poor diet)

•		Commissioning	arrangements	currently	address	each	lifestyle	behaviour	separately	for	example	
tobacco, alcohol and weight.

•		Funding	imbalance	between	children	and	adults	with	a	significantly	larger	proportion	going	to	adults.

The proposed model describes the future arrangement of prevention and lifestyle interventions to 
provide a wellbeing service using a holistic approach to address multiple behaviours.

Change4Life model

The model incorporates a life course approach underpinned by training and workforce development, 
social marketing and wider determinants of health, acknowledging the importance of emotional health 
and wellbeing, and individual and community strengths which contribute to health improvement.

The service will be available to children, young people, adults and families living in South Tyneside 
who require support to make positive changes to their health, with a focus on supporting the most 
disadvantaged and vulnerable groups across the Borough. This service will also be available for 
individuals working in South Tyneside via workplace health initiatives.
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One of the main features of the Change4Life Service is to provide a Standardised Point of Access for 
the programme to make it easier for people to access services they need including welfare assistance 
and social opportunities.

Other benefits include:

•	 Promotes positive mental and physical health, empowering individuals to maintain and improve 
their own health

•	 Promote equity - engaging ‘vulnerable groups’ and those who do not always benefit from 
mainstream services

•	 Promotes self-help, mutual support and buddying

•	 Provides people with a seamless pathway according to their need

•	 Training for staff and wider network

Coming home recommendations

•	 Maintain short medium and long term actions in the Joint Health and Wellbeing Strategy

•	 Increase focus on social determinants of health and maximise the opportunity of  
public health working alongside leads for economic regeneration, education, transport, 
housing and employment

•	 Increase the focus on ‘Giving Children the Best Start in Life’ and a shift to prevention  
and think family

•	 Further develop the Change 4 Life model as a life course approach to behaviour  
change support and community involvement

•	 Scale ‘Every Contact a Health Improvement Contact’ across partner organisations and  
local communities

•	 Integrate public health outcomes and actions across Council services

•	 Ensure vulnerable people within local communities are engaged with services 

•	 Continue to advocate for standardised packaging of tobacco and minimum unit  
price for alcohol

•	 Ensure the focus on housing and health is developed with a particular emphasis on homes 
that do not meet the decent homes standard.
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Health Protection 
Health protection is the second sphere of public health. It aims 
to protect local people from communicable diseases and other 
hazards. It is also concerned with the planning and response to 
emergency situations that may arise.

The Council already had a major role in Health Protection via its 
local environmental health service and resilience team, working 
closely with partners across the system.

However from April 2013 additional statutory duties were placed on the Council to:

• Provide advice and information on health protection

• Plan for and respond to emergencies that present a risk to the public health

•  Ensure plans are in place to protect the health of their local population including thorough 
screening and immunisation 

What does ‘coming home’ mean? 

The last year has seen huge changes within the NHS and a major part of transition arrangements 
and ‘coming home’ has been to ensure that health protection and emergency preparedness 
plans are in place across the system. The Health Protection Agency is now part of PHE which has 
a lead role for health protection. It is my role to provide leadership locally to ensure that health 
protection measures are in place by working closely with PHE, Council and other partners. The 
Health and Wellbeing Board has a strategic oversight of Health Protection.

The four key elements to health protection can be used to highlight what has been taking place 
and what requires focus going forward.

Health  
Protection
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Prevention
Immunisation is one of the most effective ways of protecting local people from a range of 
communicable disease, from whooping cough to influenza, hepatitis B to diphtheria.

The National Childhood immunisation programme currently protects our children and young people 
from 12 different infections, and there is also additional immunisation for children and young people 
at risk due to certain health conditions.

Coverage rates for the childhood programme are higher in the North East than in other parts of the 
country and in South Tyneside have on the whole been very high.

Working with others as the ‘system’ settles has been crucial. This has included the development of a 
ways of working agreement between the Council, Public Health England, NHS England Area Team and 
Clinical Commissioning Groups. 

A Health Protection Plan on the Page has also been produced to provide oversight and assurance of 
key actions required across the four areas of health protection and what the priorities are locally. 

This includes:

•	Implementation	and	quality	assurance	screening	programmes
•	Implementation	and	quality	assurance	of	immunisation	programmes
•	Prevention	and	management	of	communicable	diseases
•	Robust	environmental	health
•	Emergency	preparedness	and	response	
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New arrangements were tested early into 2013 when a measles outbreak took place.

MMR (measles, mumps and rubella) 
immunisation levels were lower than 
required and this was reflected across the 
North East and beyond. This was mainly 
due to parents in the early 1990s not 
immunising their children due to research 
suggesting a link to autism. This research 
has since been discredited and there is no 
evidence to support this suggestion.

In South Tyneside we took a very pro-
active approach to the increase in measles 
cases that were happening elsewhere 
in the country. An enhanced service for 
GPs to call 10-19 year olds who had 
not been immunised was put in place 
between March and June 2013. Close 
working arrangements took place between 
NHS England (now responsible for 
immunisation programmes) PHE and the 
Council.

Being part of the Council enabled easy 
access and excellent support to get letters 
out to schools, children’s centres, pupil 
referral units and gave access to local 
councillors. The Lead Member actively 
supported the measles campaign. The 
Clinical Commissioning Group also took 
a very pro-active role engaging with local 
GPs to seek support for the vaccination programme. 

There were six cases of measles in South Tyneside, and rates are now at 95% for MMR which is 
extremely important as this gives protection across the whole community

Surveillance

Surveillance is really important to help understand trends in communicable diseases, both in 
terms of prevention and outbreaks. We receive a range of information from PHE to support the 
surveillance of a wide range of diseases that are reported to them from wide range of sources 
for example genito-urinary medicine clinics provide anonymous details of sexually transmitted 
infections, hospitals provide information on health care acquired infections, care homes on 
diarrhoea and vomiting, nurseries on rashes and flu-like illnesses and GPs on a wide range of 
formally notifiable diseases. This reporting is crucial to ensure we get a good understanding of 
what disease are most prevalent so we can put in good prevention and control measures.  
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Control

We need to identify and treat particular diseases as early as possible to limit the effect on individuals 
and communities. Particular examples of this are meningitis, sexually transmitted infections, 
gastrointestinal infections and tuberculosis.

The Council has statutory responsibility for sexual health services, and thus the prevention, surveillance 
treatment and control of a range of sexually transmitted infections. Rates of these including 
Chlamydia, HIV and gonorrhoea vary. There has been an increase on gonorrhoea and it will be 
important to increase prevention and detection rates for this infection. There is an opportunity within 
the Council, with the new responsibilities, to develop a life course approach to sexual health and 
wellbeing as the Council already engages with key groups within the population which may engage in 
risk taking behaviour.

The new responsibilities have also meant the Director of Public Health working closely with the 
environmental health team in prevention and outbreak control situations and with NHS England. 
Positive relationships are developing in outbreak situations for example salmonella, cryptosporidium, 
norovirus, and roles are becoming clearer. 

‘Coming Home’; case study – Emergency Preparedness and Response

Emergency Preparedness and response arrangements have also seen major changes during 2013 with 
the abolition of Strategic Health Authorities which had oversight of the NHS system. New planning 
arrangements for health are in place via the Local Health Resilience Partnerships. These partnerships 
are co-chaired by a lead Director of Public Health and NHS England and their role is to assure health 
services plans for emergency situations such as pandemic influenza, heat waves, cold weather, and 
chemical hazards.

The DPH also participates in the Scientific and Technical Advice Cell (STAC) which would provide advice 
to Gold Command in an emergency situation as well as a Lead DPH co-chairing the Local Health 
Resilience Partnership to assure all health service plans.
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At a local level a multi agency resilience group is in place, and exercises are set up to test the new 
arrangements especially heading into winter. This has included a table top exercise in preparation for 
cold weather led by the Director of Public Health to ensure robust multi-agency plans are in place

The Director and other senior public health staff have also played a role in recovery from emergency 
situations including flooding

Screening programmes, other than Chlamydia, are now the responsibility of NHS England. However 
screening programmes are crucial in the early detection of disease and it is important to ensure 
that uptake levels among local people is high and that particular groups including minority ethnic 
communities have equitable access to programmes. It is critical to work closely with PHE and NHS 
England to maintain focused health protection arrangements.

‘Coming home’ recommendations

•	 Highlight and ensure plans are in place for key health protection risks 

•	 Maintain strong working arrangements with NHS England and PHE

•	 Continue to plan and test emergency arrangements

•	 Ensure equity (fairness) of screening programmes

•	 Further develop the links between environmental health, resilience and public health 

Keep calm  
and  

be ready for winter
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High quality health  
care services
Health care quality is the third sphere of public health and is focussed 
on effectiveness of health care services, auditing to ensure access to 
services is fair, supporting the planning and evaluation of services, and 
clinical governance.

Health services continue to make a significant impact on our lives 
through its contribution to keeping us alive and in good state of health.

Most expert analysis has concluded that better health care is responsible for 40% of the improvements 
in life expectancy in recent decades. The type of health system we have also matters. Many 
international comparisons judge our health system in a very positive light- often providing good 
outcomes for little money compared to many other similar economies.

However there is a persistent message about our ability to achieve good outcomes for people with 
cancer for example. This is reflected in the JSNA top ten messages which highlights cancer.

Here in the UK, we have responded to this for example, by making big changes to the way decisions 
are made about cancer chemotherapy, in response to concerns about deaths following cancer 
treatments.

Health  
Service 
Quality
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Although the public health function is now within the Council it is still critical to have a focus on this 
third sphere of public health. In fact it is one of the mandated functions of a Council to provide public 
health advice and information to Clinical Commissioning Groups (CCGs) and health commissioners.

In South Tyneside, we work with the CCG to ensure that we maximize the potential for health care to 
contribute to population health and minimize the inequalities experienced by local people.

We have for example, worked with them to ensure their priorities are closely aligned to those of local 
people, and drawn them in to work with other partners on common health priorities. The CCG takes a 
very active role in the Health and Wellbeing Board, not just in relation to its own commissioning plans 
but as a leader of health care commissioning within the local economy.

We have worked with the CCG on programmes to identify the health care needs of those who rarely 
come to a GP surgery, and on transforming the conduct of consultations with GPs.

Page 107 of 219Page 107 of 204



27

We know there are many thousands of people in South Tyneside with ‘silent’ health conditions like 
high blood pressure, diabetes and kidney disease and dementia, which if unchecked will have long 
term effects on their health. So we have invested heavily in a local version of the NHS Health Checks 
programme to support GPs and their teams in identifying people with these health problems, and give 
them advice, support and treatment wherever necessary to help reduce their health risks. We have 
been tracking the programme for the last three years, and whilst aspects are working well we have 
come to the conclusion that it needs to be targeted better to deliver real improvements in health for 
local people.

We have also worked closely with the CCG to support high quality commissioning of children’s services 
including Child and Adolescent Mental Health Services and maternity provision. 

In addition we provided evidence to the cabinet officers visit relating to dementia and have included 
dementia within the NHS Health Checks programme. The Health and Wellbeing Board is also 
committed to becoming dementia friends.

We also work closely with health care providers to develop high quality health care. Both South 
Tyneside NHS Foundation Trust and Northumberland Tyne and Wear NHS Foundation Trust, as well 
as critical third sector partners and providers to contribute to improving health and wellbeing and 
develop integrated ways of working.

We are developing a local Quality Surveillance Group which will identify any early indicators of quality 
issues that can be acted upon. It will also be a key focus for the patient voice via Healthwatch to 
ensure a robust response to Mid-Staffs.

It will also be no surprise that funds available for health services are getting tighter. Even though the 
NHS has been protected so far from many of the budget cuts in public services. At the same time, 
there are new treatments and technologies becoming available all the time. CCGs, like all other leaders 
of public services have been looking at maximizing spend on the treatments that give the greatest 
benefits to patients. 

We have been working with CCGs across the North East to make sure the policies that describe what 
treatments are available in South Tyneside are up to date and reflect up to date evidence. We also 
work with the CCG to make day to day decisions both about how to apply these policies to individuals 
particular circumstances and about how to handle requests for new treatments which crop up through 
the year. Only by doing this can we hope to ensure the CCG delivers on its priority programmes. 
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‘Coming Home’ case study – integration of health and social care

The Joint Strategic Needs (and assets) Assessment identified a high proportion of local people living 
with multiple conditions. In addition population projections are for an additional 12,000 over 65’s 
by the year 2030 and additional 3,000 over 85’s. Local people, via the assets work have also told us 
that they do not want fragmented services and want to remain independent, active and have good 
emotional wellbeing for as long as possible.

This is coming at a time of reduction in Council funding and potential reduction in CCG allocations.

High quality integrated services have become a priority within the Joint Health and Wellbeing Strategy. 
Public health has worked closely with colleagues to identify the evidence base, carry out background 
analysis of data matching for risk stratification and been highly engaged in the bid for Pioneer status 
for health and social care integration

•	 All partners have come together with a shared commitment to reduce duplication of care and to 
support local people to remain in control of their wellbeing as much as possible.

•	 This builds on the ‘assets’ and Change4Life highlighted earlier as well as drawing on good 
examples locally of health and social care partners working together. 

•	 Next steps are to ‘scale up’ this work ensuring that local people and local voluntary sector 
organisations are involved every step of the way. 

‘Coming home’ recommendations 

•	 Provide high quality support to the CCG from public health

•	 Integrate health and social care, maximising the opportunity to develop prevention  
and self care 

•	 Horizon scan changes to health care services and interpret the potential impact of  
these locally

•	 Implement the Pioneer bid
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•	 Build on the ‘assets’ approach and work with local people and elected members

•	 Embed evidence within the JSNA and assets assessment and use to tailor the use of 
resources effectively

•	 Carry out in depth health needs and assets assessments of key groups – children in the 
looked after setting and sexual health

•	 Bring together ‘people and place’ utilising the skills of Council staff to get a richer 
understanding of small areas and develop joint work for example evidence of the links 
between hot food takeaways and obesity

•	 Move towards having one needs and assets assessment for the Council and partners

•	 Maintain short medium and long term actions in the Joint Health and Wellbeing Strategy

•	 Increase focus on the social determinants of health and maximise the opportunity of  
public health working alongside leads for economic regeneration, education, transport, 
housing and employment

•	 Ensure the focus on housing and health is developed with a particular emphasis on homes 
that do not meet the decent homes standard

•	 Increase the focus on ‘Giving Children the Best Start in Life’ and a shift to prevention  
and think family

•	 Further develop the Change 4 Life model as a life course approach to behaviour change 
support and community involvement

•	 Scale ‘Every Contact a Health Improvement Contact ‘across partner organisations and  
local communities

•	 Integrate public health outcomes and actions across Council services

•	 Ensure vulnerable people within local communities are reached with services 

•	 Continue to advocate for standardised packaging of tobacco and minimum unit  
price for alcohol 

•	 Maintain a focus on the legislative system which influence local people

•	 Work closely with other parts of the public health ‘system’ such as Public Health England  
to provide support locally

•	 Develop a health protection plan on the page to have oversight of the key risks and  
control measures for South Tyneside

•	 Maintain strong working arrangement with NHS England and Public Health England

•	 Further develop links between public health, environmental health and resilience 

•	 Implement the Pioneer Bid 

•	 Integrate health and social care, maximising the opportunity to develop prevention  
and self care

•	 Continue to plan and test emergency arrangements

•	 Ensure equity of screening programmes

•	 Provide high quality public health support to the Clinical Commissioning Group 

•	 Horizon scan changes to health care services and interpret the potential impact  
of these locally

Recommendations for 2013/14
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Conclusion
This report has set out the health status and priorities for action locally. It has explored what the 
public health function ‘coming home’ could mean for the three spheres of public health - health 
improvement, health protection and health care quality.

It has identified that there are major opportunities in having public health embedded across the 
Council and has drawn on some existing examples of good practice. It has also highlighted the 
challenges faced in the new ‘system’.

A series of recommendations have also been set out which will require action from the Council and 
partners.

This is my first report and the ethos of ‘coming home’ and a new future for public health being 
close to local communities is important to follow through. This report will be shared with local 
communities in a variety of ways and will have feedback on how the recommendations are being 
implemented. 

Working with partners is also a crucial part of public health. This annual report will be shared with 
individual organisations including the Clinical Commissioning Group, Healthwatch and Healthnet as 
well as the Boards which make up the South Tyneside Partnership.

We are in extremely challenging times, however, this means we must strive even harder to improve 
and protect health so local people can have high quality long healthy lives.
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Appendix 1
The following recommendations are from Director of Public Health Report 2012 and  
action taken:

Recommendation What has happened

1.  Implement local policies to maximise income for low 
income families with young children.

Health impact assessment of welfare reforms with 
specific recommendations

2.  Narrow the gap in attainment between children 
eligible for school meals and those who are not.

On-going work with school catering service

3.  Support schools to be socially inclusive and 
reduce exclusions for children experiencing most 
behavioural and social problems.

Children’s public health lead working closely with 
Head of Service for Education

4.  Continue to support the development of Healthy 
Schools – particularly in most disadvantaged areas.

Healthy Schools Programme increased during 2013

5.  Identify and provide early intervention for children 
and young people with health and social care needs

Health Needs Assessment being carried out for 
children and young people with health and social care 
needs

6.  Provide more intensive parenting and family 
support targeted for families who are experiencing 
difficulties and conflict.

Improved evidence based parenting programmes in 
place

7. Focus on improving the development and behaviour 
of five year olds in the most disadvantaged groups

Part of ‘best start in life’

8.  Support unemployed females and those in routine 
and manual occupations to stop smoking once 
pregnant and breastfeed.

Key focus of stop smoking service and was changed 
to reflect these groups by having services across the 
community

9.  Target wards / schools with high proportion of 
children classed as overweight or obese with family 
and child focussed physical activity and healthy 
eating interventions.

Obesity scrutiny carried out with key 
recommendations. Obesity service review carried out 
with recommendations to focus on children. Also 
exploring planning regulations for Hot Food Take Away 
near to school premises

10.  Carry out school based interventions in relation to 
promoting healthy eating and cooking, targeting 
schools in most deprived wards.

Part of Healthy Schools Programme

11.  Provide evidence based smoking prevention and 
smoking cessation support for young people.

The stop smoking services receives referrals from 
young people. In addition there has been a very 
successful peer education programme operating which 
has been evaluated and needs to go to scale

12.  Provide evidence based interventions in schools 
and other key setting to build children’s resilience 
and positive emotional wellbeing

The risk and resilience model is being piloted in schools

13.  Provide specific community based support to 
families with young children who experience 
frequent hospital admissions

This recommendation requires follow up

14.  Assess the health needs of the most groups of 
vulnerable children and ensure needs are met.

Focus on increasing support for the most vulnerable 
and disadvantaged groups such as Looked After 
Children needs to be maintained

15.  Fund programmes which support people back into 
paid work, volunteering and training including 
those on incapacity benefit.

Volunteering and brokerage scheme established with 
AGEUK South Tyneside

16.  Improve the health of people in work – in 
particular routine and manual workers – through 
healthy workplace schemes.

The Stop Smoking Services target workplaces 
specifically those work places with routine and manual 
workers
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Recommendation What has happened

17.  Improve the availability of social housing for 
those on low income – in particular families with 
children.

Public health is engaging with South Tyneside homes 
to implement this objective and to embed public 
health within housing

18.  Improving housing provision and access to health 
care, for both officially and unofficially homeless 
people

A homelessness kaizen ( improvement workshop) was 
carried out identifing specific interventions for young 
homeless people

19.  Improve the detection of disease in disadvantaged 
communities, especially cancer, cardiovascular 
disease and respiratory disease.

The NHS Check programme has sought to increase the 
uptake of the detection programme in disadvantaged 
communities by incentivesing community 
organisations to identify local residents needing a 
heath check

20.  Address clinical variation in terms of how well 
GPs find people with health problems for example 
hypertension and diabetes

Reduction in clinical variation is an area that we have 
been working with GPs and the CCG on and GPs have 
this as part of their enhanced services work during 
2013-14.

21.  Carry out health equity audit for healthcare and 
health improvement services to ensure they meet 
the diverse needs of the population and address 
the needs of people likely to experience health 
inequalities.

A health equity audit was carried out on stop smoking 
services and eight management services. This is 
resulting in service changes with an increased focus on 
prevention, and for stop smoking services a different 
approach to pregnant smokers to support them to 
quit

22.  Employ a systematic approach to the identification 
and care of people with long term conditions.

This is a priority within the JHWS and includes 
the integration of Health and Social Care, time to 
think beds, use of risk stratification tools, zoning of 
community nursing services to support older people, 
and improved primary care provision

23.  Commission a more intensive alcohol treatment 
programme for people who are frequently 
admitted to hospital.

Alcohol and substance misuse services are undergoing 
a review to ensure that services are targeted toward 
the right people at the right time

24.  Target specific interventions to improve mental 
health and wellbeing in most vulnerable adult 
populations.

Mind continue to provide wellbeing info.org. Social 
isolation and improved mental wellbeing part of 
JHWS. Healthy cafe opened in Central Library to 
provide meeting and networking

25.  Carry out a detailed health, housing and social 
care needs assessment for older people to inform 
a clear strategy in relation to future care needs and 
the opportunities for prevention, early intervention 
and reduced care services costs.

Pioneer Bid for health and social integration is 
underway and has been successful.

26.  Ensure that older people have easy access to 
free or low cost healthy living advice leisure 
opportunities and cultural services so that they can 
maintain their health as long as possible.

A Health Equity Audit of Leisure Provision has been 
completed.

27.  Ensure carers are able to access healthy living and 
wellbeing services to enable them to maintain their 
health and independence

Very proactive carers strategy in place in South 
Tyneside

28.  Commission specific service and interventions 
to increase wellbeing and participation in older 
people and reduce the likelihood of depression.

Brokerage and health champion scheme commissioned 
with AgeUK South Tyneside. Health Equity Audit of 
Leisure underway to assess access
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Recommendation What has happened

29.  Ensure appropriate diagnosis of dementia and 
uptake of memory services.

Close working arrangements with the CCG and Council 
– dementia model developed

30.  Ensure uptake of influenza and pneumococcal; 
immunisations in older people aged 65 and over 
and in particular in most vulnerable groups.

High uptake of flu within older people. Improved rates 
within pregnant women. Other risk groups, including 
young people with health conditions challenging

31.  Ensure that older people living at home have 
home safety, falls and ‘warm homes’ checks.

Health needs assessment for falls prevention 
carried out. Recommendations require 
implementation across the system. Handy person 
scheme and active age in place

32.  Ensure the provision of befriending, 
intergenerational and volunteering 
opportunities for older people to reduce 
social isolation and promote wellbeing.

Social isolation is a priority in the JHWS and has 
included a brokerage scheme via AGEUK South 
Tyneside to support volunteering and Health 
Champions

33.  Further develop rehabilitation and exercise 
programmes for older people with long term 
conditions.

The Clinical Commissioning Group have increased 
the provision of rehabilitation for COPD patients
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If you know someone who would like this information in a different format contact 
the communications team on 0191 424 6515.
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and assurances are in place to manage the key risks associated with 
achieving its principal strategic objectives. The primary purpose is to enable 
the Board to consider and ensure the effectiveness of its assurance 
arrangements for managing the risks to its principal strategic objectives. To 
this extent, therefore, it is also a valuable tool for assuring the governance 
arrangements of the organisation.  

 
The first draft of the Board Assurance Framework was received by the 
Governing Body in October 2013 where the document was noted with a 
caveat that it required further development. Work has progressed and the 
document attached is much more comprehensive and is aligned fully with the 
CCG’s strategic objectives.  

 
The Governing Body is asked to approve the document. 

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: Not required 

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: 

 
 

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

 NHS Confidential 
 NHS Protect 
 Public 
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Governing Body ASSURANCE FRAMEWORK   Key (Leads) : David Hambleton (DH), Christine Briggs (CB), Anne Fox (AF),Kate Hudson 
Les Grey (LG) 

 
 

Principal Objective  
What the 
organisation aims to 
deliver 
 
Currently aligned to 
CCG delivery areas 

Principal Risk 
What could prevent 
us from meeting this 
objective? 

Lead  Identified Controls 
What controls/systems 
we have in place to assist 
in delivery of the 
objective 

Sources of assurance 
– Management 
Where we can gain 
evidence that our 
controls/ systems on 
which we are placing 
reliance are effective 

Sources of assurance 
– Independent  
 
Where we can gain 
evidence that our 
controls/systems on 
which we are placing 
reliance are effective 

Gaps in Control  
Where are we failing 
to put 
controls/systems in 
place or  making 
them effective 

Gaps in 
Assurance 

Where are we 
failing to gain 
evidence that our 
controls /systems 
are effective 

Action Plans to 
meet gaps in 
control and 
assurance  
(what do we need 
to do, and by 
when) 

A
F
1  

Achieving 
Commissioning 
Objectives as 
specified in 
Commissioning 
plan 2012-2017 
 
1. Seamless planned 
care pathways 
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. 

Failure to achieve 
targets.  
 
Planned actions 
and initiatives do 
not deliver 
outcome 
aspirations 
 
Failure to secure 
primary care 
engagement & 
change clinical 
behaviour.  
 
Provider failure to 
engage in delivery 
of commissioning 
plans.  
Potential provider 
instability due to 
impact of national 

CB Approved 5 year 
commissioning plan 
detailing specific 
initiatives with 
identified leads and 
key outcomes and 
performance 
indicators. 
 
Annual Delivery Plan. 
Strategic / delivery 
groups in place to 
ensure delivery of 
key strategic 
objectives and plans 
which are risk 
assessed & 
mitigating actions in 
place which are 
regularly reviewed.  
 
Delivery plan tracker 

 
Executive 
Committee  
minutes 
 
Governing Body 
minutes 
  
Bi monthly 
Delivery report to 
Executive 
Committee/ 
minutes.  
 
Performance 
report to 
Governing Body 
& Exec 
Committee 
providing details 
of progress, risks 
and proposed 

Minutes of The 
Health & 
Wellbeing Board.  
 
Outcome report of 
progress & 
reviews at Area 
Team Assurance 
Meeting.    
 
Outcome of 
Internal Audit 
reviews & opinion. 
 
NHS England 
report on CCG 
satisfaction with 
their CSU 
providers. 
 
Service Line 
Auditor Report  

Joint Plan for 
Better Care Fund.  
 
Controls to be 
strengthened with 
regards to CHC 
functions and 
provision to 
include 
establishment of 
joint panel 
process with 
South Tyneside  
Council.  
 
Development 
work to improve 
CHC database..  
 
Establishment of 
a South Tyneside 
FT business 

Signed Joint 
Plan in place.  

First draft of 
Plan to be 
signed by 14th 
February 2014 
(lead director 
DH) and final 
draft by 4 April 
2014 by HWB. 
 
 
Additional 
controls are 
being planned 
for 2014/15 
including 
CHC/Nursing 
Home 
Workshop. (lead 
AF/CB) 
 
Need to add 
action re 

Enclosure :   10 
Agenda item: 2014/017 

Page 119 of 219Page 119 of 204



 

Version 2 - 21.01.14 Page 2 
 

 
 

Principal Objective  
What the 
organisation aims to 
deliver 
 
Currently aligned to 
CCG delivery areas 

Principal Risk 
What could prevent 
us from meeting this 
objective? 

Lead  Identified Controls 
What controls/systems 
we have in place to assist 
in delivery of the 
objective 

Sources of assurance 
– Management 
Where we can gain 
evidence that our 
controls/ systems on 
which we are placing 
reliance are effective 

Sources of assurance 
– Independent  
 
Where we can gain 
evidence that our 
controls/systems on 
which we are placing 
reliance are effective 

Gaps in Control  
Where are we failing 
to put 
controls/systems in 
place or  making 
them effective 

Gaps in 
Assurance 

Where are we 
failing to gain 
evidence that our 
controls /systems 
are effective 

Action Plans to 
meet gaps in 
control and 
assurance  
(what do we need 
to do, and by 
when) 

4. Personalised Care 
Plans in Place for 
Mental Health 
5.Improved Quality 
Of Prescribing and 
Deliver agreed 
efficiencies 
 
 
 
 
 
 
 
 

efficiency targets 
combined with 
impact of 
commissioning 
plans. 
 
Competing 
pressure for 
limited financial 
resources. 
 
Limited 
engagement with 
key partners & 
stakeholders.  
 
NECS failure to 
deliver on SLA   
 
Failure of QIPP 
plan to enable 
investment in 
commissioning 
priorities. 
 
National plans for 
Better Care Fund 
could destabilise 
delivery of 

in place to monitor 
progress of all CCG 
initiatives including 
QIPP projects – 
reviewed bi-monthly 
at Exec Committee. 
Contacts and 
reviewed monthly at 
Performance 
Assurance & Delivery 
Group with providers 
including 
lever/penalties to 
monitor performance 
targets. 
 
Internal CCG monthly 
Contract Operating 
Group 
  
Monthly 
Commissioning 
Managers’ Update to 
Exec Committee.  
 
CCG membership of 
Health & Wellbeing 
Board to work closely 
in the delivery & LA 

actions to 
mitigate 
risk/minutes. 
 
Minutes reflecting 
monthly report on 
QIPP 
performance to 
Audit Committee. 
 
Minutes of 
Strategic Delivery 
Groups 
 
North of England 
Commissioning 
Support (NECS) 
monthly SLA KPI 
report.  
 
 
Minutes of CCG 
Contract 
Operating Group. 
 
Papers of 
monthly CCG 
Education Forum.   
 

 meeting.  Establishment of 
STFT business 
meeting – action 
by who, by 
when 
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Principal Objective  
What the 
organisation aims to 
deliver 
 
Currently aligned to 
CCG delivery areas 

Principal Risk 
What could prevent 
us from meeting this 
objective? 

Lead  Identified Controls 
What controls/systems 
we have in place to assist 
in delivery of the 
objective 

Sources of assurance 
– Management 
Where we can gain 
evidence that our 
controls/ systems on 
which we are placing 
reliance are effective 

Sources of assurance 
– Independent  
 
Where we can gain 
evidence that our 
controls/systems on 
which we are placing 
reliance are effective 

Gaps in Control  
Where are we failing 
to put 
controls/systems in 
place or  making 
them effective 

Gaps in 
Assurance 

Where are we 
failing to gain 
evidence that our 
controls /systems 
are effective 

Action Plans to 
meet gaps in 
control and 
assurance  
(what do we need 
to do, and by 
when) 

Commissioning 
Plan.        

representation on 
CCG Governing 
Body. 
  
Approved SLA in 
place with NECS to 
support development 
planning and 
monitoring of 
commissioned 
portfolio -  monthly 
SLA meeting in 
place. 
 
Regular review of 
Performance Report 
– performance 
measures by GB 
including risk 
assessments. 
    
Continued monitoring 
of referral 
improvement scheme 
impacts.  
 
South Tyneside 
Improvement Care 
Scheme.  

Better Care Fund 
- Agreed ground 
rules and 
operating 
principles 
between CCG & 
LA together with 
a single 
integrated Board 
having strategy 
insight into levels 
of integration.  
 
Regular reporting 
to Exec 
Committee & GB 
from December 
2013. BCF plan 
to be produced 
by 1 April 2014 
covering 2-5 
years.  
 
Local 
Engagement  
Board 
reports/action 
follow up  
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Principal Objective  
What the 
organisation aims to 
deliver 
 
Currently aligned to 
CCG delivery areas 

Principal Risk 
What could prevent 
us from meeting this 
objective? 

Lead  Identified Controls 
What controls/systems 
we have in place to assist 
in delivery of the 
objective 

Sources of assurance 
– Management 
Where we can gain 
evidence that our 
controls/ systems on 
which we are placing 
reliance are effective 

Sources of assurance 
– Independent  
 
Where we can gain 
evidence that our 
controls/systems on 
which we are placing 
reliance are effective 

Gaps in Control  
Where are we failing 
to put 
controls/systems in 
place or  making 
them effective 

Gaps in 
Assurance 

Where are we 
failing to gain 
evidence that our 
controls /systems 
are effective 

Action Plans to 
meet gaps in 
control and 
assurance  
(what do we need 
to do, and by 
when) 

 
Approved 
Communications & 
Engagement 
Strategy with regular 
updates to Exec 
Committee and 
Quality Patient Safety 
& Risk Committee 
with representatives 
from patient fora to 
identify local views. 
 
Five meetings a year 
with local 
engagement boards 
to gauge public’s 
views on 
commissioning plan 
& initiatives.   
  
Engagement with 
practices through 
Education Forum and 
Council of Practices. 
  
Joint working with 
local CCGs & Joint 
Risk Share 
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Principal Objective  
What the 
organisation aims to 
deliver 
 
Currently aligned to 
CCG delivery areas 

Principal Risk 
What could prevent 
us from meeting this 
objective? 

Lead  Identified Controls 
What controls/systems 
we have in place to assist 
in delivery of the 
objective 

Sources of assurance 
– Management 
Where we can gain 
evidence that our 
controls/ systems on 
which we are placing 
reliance are effective 

Sources of assurance 
– Independent  
 
Where we can gain 
evidence that our 
controls/systems on 
which we are placing 
reliance are effective 

Gaps in Control  
Where are we failing 
to put 
controls/systems in 
place or  making 
them effective 

Gaps in 
Assurance 

Where are we 
failing to gain 
evidence that our 
controls /systems 
are effective 

Action Plans to 
meet gaps in 
control and 
assurance  
(what do we need 
to do, and by 
when) 

Arrangements.  
Director of Finance 
acts as CCG 
representative at 
Finance Sub Group 
to support planning 
from October 2013.   
 
Risk Management 
framework in place 
including a schedule 
of reviews of all risk 
registers and 
escalation process in 
place.   
 
 
  
  

A
F
2 
 

Finance & QIPP 
 
 
 
 
 
 
 
 
 

Contract over 
performance.  
 
Non delivery of 
CCG QIPP 
programme.  
 
Overspend on 
CCG running cost 
allocation.  

KH CCG commissioning 
plan incorporates 
finance plans for 
2012/2017. 
 
Robust financial  
governance 
arrangements/ 
constitution, prime 
financial policies and 

Minutes of 
meeting to 
Governing Body  
bi-monthly and 
Executive 
Committee 
monthly.  
 
Minutes of Audit 
Committee 

Independent  
Internal & external 
Audit reports.  
 
Head of Audit 
internal opinion.  
 
External Audit. 
Governance 
Letter. 
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Principal Objective  
What the 
organisation aims to 
deliver 
 
Currently aligned to 
CCG delivery areas 

Principal Risk 
What could prevent 
us from meeting this 
objective? 

Lead  Identified Controls 
What controls/systems 
we have in place to assist 
in delivery of the 
objective 

Sources of assurance 
– Management 
Where we can gain 
evidence that our 
controls/ systems on 
which we are placing 
reliance are effective 

Sources of assurance 
– Independent  
 
Where we can gain 
evidence that our 
controls/systems on 
which we are placing 
reliance are effective 

Gaps in Control  
Where are we failing 
to put 
controls/systems in 
place or  making 
them effective 

Gaps in 
Assurance 

Where are we 
failing to gain 
evidence that our 
controls /systems 
are effective 

Action Plans to 
meet gaps in 
control and 
assurance  
(what do we need 
to do, and by 
when) 

  
Lack of adequate 
& experienced 
financial support 
to prepare reports 
and projections. 
 
Failure to achieve 
economy, 
efficiency, probity 
and accountability 
in the use of 
resources.  
 
 

detailed financial 
policies  & scheme of 
delegation.  
 
Approved Finance 
plan and budgets for 
2013/14. 
 
NECS SLA in place 
to provide dedicated 
financial 
management 
support.  
 
Finance reporting to 
GB & Exec 
Committee with key 
risks and mitigating 
actions.  
 
Contract & provider 
report to Exec 
Committee an 
Contract Operating 
Group including 
provider activity and 
contract performance  
activity.  
 

 
 
Minutes of 
Contract  
Operating Group 
] 
 
North of England 
Commissioning 
Support (NECS)  
monthly SLA KPI 
report.  
 

 
Value for Money 
Conclusion.     
 
Service Line 
Auditor Report. 
 
Outcome and 
progress from 
Area Team 
Quarterly 
Assurance  
Meeting.  
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Principal Objective  
What the 
organisation aims to 
deliver 
 
Currently aligned to 
CCG delivery areas 

Principal Risk 
What could prevent 
us from meeting this 
objective? 

Lead  Identified Controls 
What controls/systems 
we have in place to assist 
in delivery of the 
objective 

Sources of assurance 
– Management 
Where we can gain 
evidence that our 
controls/ systems on 
which we are placing 
reliance are effective 

Sources of assurance 
– Independent  
 
Where we can gain 
evidence that our 
controls/systems on 
which we are placing 
reliance are effective 

Gaps in Control  
Where are we failing 
to put 
controls/systems in 
place or  making 
them effective 

Gaps in 
Assurance 

Where are we 
failing to gain 
evidence that our 
controls /systems 
are effective 

Action Plans to 
meet gaps in 
control and 
assurance  
(what do we need 
to do, and by 
when) 

Counter Fraud 
Response Plan in 
place and reviewed 
by Audit Committee. 
 
QIPP integrated 
within 
Commissioning  Plan 
and progress 
reviewed by 
Governing Body , 
Exec Committee & 
Audit Committee. 
 
Bi monthly report on 
CCG Delivery Plan to 
Exec Committee 
including finance 
delivery against QIPP 
projects.  
 
Financial position 
reported to Exec 
Committee & 
Governing Body. 
 
 

A
F

Quality & 
Safeguarding 

Non delivery of 
Francis 

AF Quality schedules in 
contract with key 

Minutes of QPS 
& R Committee. 

 
I  

No named GP for 
Safeguarding 

Assurance to 
be 

Named GP for 
Safeguarding 
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Principal Objective  
What the 
organisation aims to 
deliver 
 
Currently aligned to 
CCG delivery areas 

Principal Risk 
What could prevent 
us from meeting this 
objective? 

Lead  Identified Controls 
What controls/systems 
we have in place to assist 
in delivery of the 
objective 

Sources of assurance 
– Management 
Where we can gain 
evidence that our 
controls/ systems on 
which we are placing 
reliance are effective 

Sources of assurance 
– Independent  
 
Where we can gain 
evidence that our 
controls/systems on 
which we are placing 
reliance are effective 

Gaps in Control  
Where are we failing 
to put 
controls/systems in 
place or  making 
them effective 

Gaps in 
Assurance 

Where are we 
failing to gain 
evidence that our 
controls /systems 
are effective 

Action Plans to 
meet gaps in 
control and 
assurance  
(what do we need 
to do, and by 
when) 

3 recommendations  
 
Quality of 
commissioned 
services could be 
adversely affected 
by financial 
constraints.   
 
Organisational 
change during 
transformation 
period from PCT 
to CCG can 
cause risks to the 
monitoring of 
quality of services 
that are delivered 
by provider. 
 
Need to ensure 
effective 
discharge of 
statutory duties to 
Children & Adults 
and to ensure 
quality of 
providers.   
 

quality measures in 
place.  
 
Development & 
agreement of CQUIN  
schemes within 
provider contracts.  
 
Regular Quality 
review group 
meetings with FT 
providers.  
 
SI panel in place and 
discussed in detail at 
Quality Review 
Groups with FTs. 
 
Monitoring of 
Mortality Rates 
through NHS NE 
Mortality Report.  
 
Reports on delivery 
of Francis 
recommendations 
reported to QPSRC 
and Governing 
Body.Provider 

 
Minutes of 
Governing Body. 
 
Minutes of 
Executive 
Committee   
 
Minutes of 
Medicines 
Management 
Committee 
 
Minutes of SI 
panel.  
 
Minutes of joint 
HCAI 
improvement 
group. 
  
Minutes of 
Quality Review  
Group meeting 
with providers.  
 
 
Governing Body 
 

CQC reports.  
 
Feedback from 
Area Team in 
terms of quality 
report.  
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
Outcome of 
Keogh Review  
 
  
 
Service Line 
Auditor Report  
 

Adults  
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
Area Team audit of 
Winterbourne (LG)  
 
 
 
 
Process not yet in 
place to trigger 
unannounced 

strengthened 
regarding  
services which 
the LA 
delivers on 
behalf of the 
CCG as set 
out in section 
75 agreement 
 
 
 
 
 
 
 
 
 
 
 
 
WV Reviews – 
the risk is that 
the national 
audit (EQAP) 
may reveal 
weaknesses.  
This risk is low 
insofar as within 
the Newburn 

Children in 
place from 1st 
Feb 2014. 
Named GP for 
adults to be 
recruited during 
2014. 
 
Regular joint 
CCG and LA 
report to be 
provided to QPS 
& R C to include 
QA approaches 
overarching 
themes and 
remedial actions 
(Domiciliary  
Care 
Independent 
Supported 
Living,  Learning 
disability res 
care & Mental 
Health Res care  
from Jan 2014 
(lead AF) 
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Principal Objective  
What the 
organisation aims to 
deliver 
 
Currently aligned to 
CCG delivery areas 

Principal Risk 
What could prevent 
us from meeting this 
objective? 

Lead  Identified Controls 
What controls/systems 
we have in place to assist 
in delivery of the 
objective 

Sources of assurance 
– Management 
Where we can gain 
evidence that our 
controls/ systems on 
which we are placing 
reliance are effective 

Sources of assurance 
– Independent  
 
Where we can gain 
evidence that our 
controls/systems on 
which we are placing 
reliance are effective 

Gaps in Control  
Where are we failing 
to put 
controls/systems in 
place or  making 
them effective 

Gaps in 
Assurance 

Where are we 
failing to gain 
evidence that our 
controls /systems 
are effective 

Action Plans to 
meet gaps in 
control and 
assurance  
(what do we need 
to do, and by 
when) 

Events in Nursing 
Homes sector 
have highlighted 
risks in this area.  
 
Failure to deliver 
recommendations 
of Winterbourne 
(Jim Gordon) 

progress reviewed at 
QRG’s  
 
Regular 
Winterbourne 
updates to GB and 
Exec Committee. 
 
 
Performance of HCAI 
regularly reviewed by 
HCAI Improvement 
group and QPS& R 
Committee. Joint 
HCAI Group in place 
from Oct 2013.  
 
Reporting to QPS & 
R on a bi monthly 
basis.  
 
 
Annual safeguarding 
report to Governing 
Body. .Health 
responsibilities 
regularly reviewed by 
Strategic 
Safeguarding Group 

 visits.  
 
Controls being 
strengthened by 
the development 
of a programme 
of unannounced 
visits. 
 
 
 
 

team there was 
a two stage 
review process.  
Further, the tool 
has yet to be 
published and 
there is no 
detail as to 
when the 
exercise will be 
undertaken. 
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Principal Objective  
What the 
organisation aims to 
deliver 
 
Currently aligned to 
CCG delivery areas 

Principal Risk 
What could prevent 
us from meeting this 
objective? 

Lead  Identified Controls 
What controls/systems 
we have in place to assist 
in delivery of the 
objective 

Sources of assurance 
– Management 
Where we can gain 
evidence that our 
controls/ systems on 
which we are placing 
reliance are effective 

Sources of assurance 
– Independent  
 
Where we can gain 
evidence that our 
controls/systems on 
which we are placing 
reliance are effective 

Gaps in Control  
Where are we failing 
to put 
controls/systems in 
place or  making 
them effective 

Gaps in 
Assurance 

Where are we 
failing to gain 
evidence that our 
controls /systems 
are effective 

Action Plans to 
meet gaps in 
control and 
assurance  
(what do we need 
to do, and by 
when) 

and QPSRC. 
 
 
Medicines 
Optimisation highlight 
report to QPS & R 
Committee.   
 
 
 
 
 
Programme of 
Nursing Home quality 
assurance visits.  
 
Process in place to 
review a selection of 
patient stories at 
QPS and Risk 
Committee/ 
Governing Body to 
review learning and 
service development 
opportunities.  
 
Highlight report on 
Safeguarding  
presented to each 
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Principal Objective  
What the 
organisation aims to 
deliver 
 
Currently aligned to 
CCG delivery areas 

Principal Risk 
What could prevent 
us from meeting this 
objective? 

Lead  Identified Controls 
What controls/systems 
we have in place to assist 
in delivery of the 
objective 

Sources of assurance 
– Management 
Where we can gain 
evidence that our 
controls/ systems on 
which we are placing 
reliance are effective 

Sources of assurance 
– Independent  
 
Where we can gain 
evidence that our 
controls/systems on 
which we are placing 
reliance are effective 

Gaps in Control  
Where are we failing 
to put 
controls/systems in 
place or  making 
them effective 

Gaps in 
Assurance 

Where are we 
failing to gain 
evidence that our 
controls /systems 
are effective 

Action Plans to 
meet gaps in 
control and 
assurance  
(what do we need 
to do, and by 
when) 

Quality Patient Safety 
& Risk  Committee. 
 
LA Quality Assurance 
report for Joint 
Commissioning 
reviewed at Q P S & 
R Committee from 
December 2013.  
 
Joint Medicines 
Management 
Committee in place 
to review clinical 
governance matters.  
 
Regular Quality 
Report to Governing 
Body. 
 
Winterbourne Action 
Plan (LG) 

A
F
4 

Implementing 
effective CCG 
Governance 
arrangements 
and Risk 
management  
 

Non-compliance 
with Governance 
arrangements 
may render action 
ultra-vires. 
 
Risks are not 

DH Governance 
arrangements 
embedded within the 
Constitution and 
developed and 
approved by all 
member practices 

Minutes of QPS 
& R Committee. 
 
Minutes GB. 
 
Minutes of 
Council of 

NHS England 
approved 
Constitution 
together with 
approval of 
variations.  
 

Failure to capture 
all the DOI. 
 
 
 
 
 

 Discussion at 
informal Exec 
Committee.  
 
For those who 
haven’t given a 
DOI a ‘no 
declarations’ form 
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Principal Objective  
What the 
organisation aims to 
deliver 
 
Currently aligned to 
CCG delivery areas 

Principal Risk 
What could prevent 
us from meeting this 
objective? 

Lead  Identified Controls 
What controls/systems 
we have in place to assist 
in delivery of the 
objective 

Sources of assurance 
– Management 
Where we can gain 
evidence that our 
controls/ systems on 
which we are placing 
reliance are effective 

Sources of assurance 
– Independent  
 
Where we can gain 
evidence that our 
controls/systems on 
which we are placing 
reliance are effective 

Gaps in Control  
Where are we failing 
to put 
controls/systems in 
place or  making 
them effective 

Gaps in 
Assurance 

Where are we 
failing to gain 
evidence that our 
controls /systems 
are effective 

Action Plans to 
meet gaps in 
control and 
assurance  
(what do we need 
to do, and by 
when) 

 
 
 
 
 
 

appropriately 
managed and 
mitigated.  
 
Risk that statutory 
obligations are 
not fulfilled 
through 
inadequate 
assurance 
processes. 

(including Standing 
Orders and Prime 
Financial Policies).  
 
Risk management 
framework in place.  
 
Suite of approved 
policies & 
procedures.  
 
 
 
Reporting on 
Information 
Governance in place 
to QPS and R 
Committee.  
 
Reporting on H&S & 
Fire to QPS and R 
Committee  
 
 
Reporting on 
Procurements 
(Recommended 
bidder reports) to 
Governing 

Practices.  
 
Annual 
Governance  
Statement.  
 
Independent  
NHS England 
approval of 
Constitution 
together with 
approval of 
variations.  
 
. 
  
IG Toolkit 
published.  
 
 

Head of Internal 
Audit opinion.  
 
Outcome of 
external audit. 
 
Outcome of Area 
Team review of 
Governance and 
risk 
arrangements. 
  
Internal Audit IG 
Toolkit Audit  
 
 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
External 
Outcome of IG 
Toolkit audit.  

has been 
produced. These 
will be taken to 
the 13 February 
Education Forum 
for signature if 
nothing to declare.  
If they do have 
something to 
declare forms will 
be signed 
accordingly. 
 
 
Audit of IG Toolkit 
built into annual 
internal audit 
schedule 2014/15 
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Principal Objective  
What the 
organisation aims to 
deliver 
 
Currently aligned to 
CCG delivery areas 

Principal Risk 
What could prevent 
us from meeting this 
objective? 

Lead  Identified Controls 
What controls/systems 
we have in place to assist 
in delivery of the 
objective 

Sources of assurance 
– Management 
Where we can gain 
evidence that our 
controls/ systems on 
which we are placing 
reliance are effective 

Sources of assurance 
– Independent  
 
Where we can gain 
evidence that our 
controls/systems on 
which we are placing 
reliance are effective 

Gaps in Control  
Where are we failing 
to put 
controls/systems in 
place or  making 
them effective 

Gaps in 
Assurance 

Where are we 
failing to gain 
evidence that our 
controls /systems 
are effective 

Action Plans to 
meet gaps in 
control and 
assurance  
(what do we need 
to do, and by 
when) 

Body/Executive 
Committee as . 
appropriate.  
 
Agreed SLA in place 
with NECS for 
delivery of support 
services covering 
Governance.  
  
Established 
programme of Board 
development 
sessions.  
 
Review of Board 
effectiveness as part 
of preparation of 
Annual Governance 
Statement. 
  
Approved Health & 
Safety Strategy and 
action plan.    
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The Business Continuity Plan (BCP) describes how South Tyneside CCG will 
discharge its functions in the event of a major incident that causes 
interruption of business operations 
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 There are risks to: quality and patient safety; governance, decision making an  
corporate functions; communications and engagement; financial and contractu  
eg payroll function and payment of supplies; and estates. 

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

NO YES 

X  

If no please specify the reason 
why:  

If yes please attach a copy of the 
completed assessment to the back of your 
report 

PURPOSE OF REPORT: 
(checking box instructions as 
above) 

 
For Information 

 

For Approval 
To Note For Decision 

 X  

SPONSORING LEAD 
DIRECTOR’S SIGNATURE: 

 
 

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

 NHS Confidential 
 NHS Protect 

X   Public 

Page 148 of 219Page 133 of 204

mailto:christine.briggs@sotw.nhs.uk
mailto:christine.briggs@sotw.nhs.uk


 1 

 
 
 

Business Continuity Plan 
 

Version Control 
Version Date Amendment Author  

1 07.03.14 First Draft  CB 
    
    

 
 

 

 
 
 
 
 
 
 
 
 

Ratified  
Status  

Issued  
Approved by  

Consultation  
Implementation date  

Core Standard 
reference 

ISO22301, ISO22313, PAS2015, NHSE Emergency Preparedness Framework 
2013, NHSE Core Standards for Emergency Preparedness, Resilience and 

Response 2013, NHSE Command and Control Framework 2013. 
Equality Impact 

Assessment  
 

Distribution  

Review  
Author  

Version  
Reference No  

Location  

Enclosure :   12 
Agenda item:   2014/019 

Page 149 of 219Page 134 of 204



 2 

Contents 
 

 Page 
Section 1   
 

 

1. Introduction 
2. Purpose and Scope    
3. Categorisation and Prioritisation of Services 
4. Oversight of Business Continuity Management Policy   
 

3 
4 
4 
6 

Section 2   
 

 

1. Service Priorities  
 

6 

Section 3 
 

 

1. Activating the Business Continuity Plan (BCP)        
2. Key Personnel in BCP 
3. Plan Activation Phase 
4. Business Continuity Incident Room 
5. Designated roles  
6. Communications 
7. De-escalation of BCP 
8. Debrief 
9. Business Continuity Management Plan – Holding, 

Maintenance and Review procedure 
10. Training and exercises 
 

7 
9 
9 
10 
10 
10 
11 
11 
11 
 

11 

Appendices  

Appendix 1 Adverse Weather     

Appendix 2 Business Impact Analysis Forms   

Appendix 3 Action Checklist for Senior Manager in charge  
Appendix 4 Incident Assessment and Situation Report 
Appendix 5 First Meeting Agenda  
Appendix 6 Generic Debrief Template 
Appendix 7 Contacts 
                                

12 
 

13 
 

35 
36 
 

38 
40 
43 
 

   

Page 150 of 219Page 135 of 204



 3 

 
SECTION 1 
 
1. Introduction   
 

1.1 This Business Continuity Plan (BCP) describes how South Tyneside CCG will 
discharge its functions in the event of a major incident that causes serious 
interruption of business operations.  

 
1.2      Business Interruption can be defined as; 

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

    
 
1.3 South Tyneside CCG will maintain a specific Business Continuity Plan which 

outlines their critical functions and services, and provides details of how it is 
intended that business continuity is maintained when faced with loss of 
premises, staff and other resources  

 
1.4 Business continuity management (BCM) is a business driven process that 
 establishes a fit-for-purpose strategic and operational framework to –  
 

• Proactively improve the organisation’s resilience against severe 
interruption; 

• Provide a rehearsed method of restoring the organisation’s ability to 
supply its key services to an agreed level within an agreed time after 
an interruption;  

• Deliver a proven capability to manage a business interruption and  
protect the organisation’s reputation and brand 
 
 

1.5      BCM can be defined as: 
 

       “An holistic management process that identifies potential threats to an   
        organisation and the impacts to business operations that those threats,   
        if realised might cause, and which provides a framework for building  
        organisational resilience with the capability for an effective response  
        that safeguards the interests of its key stakeholders, reputation, brand 
        and value creating activities.”  
 
          (BS 25999 Business Continuity Management – Part 1 2006: Code of Practice, British Standards Institute) 
 

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

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

 
1.6 Business continuity is complementary to the risk management framework that 

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

2.        Purpose and scope 
 

2.1 The purpose of this Plan is to ensure business continuity arrangements are in 
place which – 

 
• identify and maintain critical activities during and after any interruption; 
• restore them to full functionality; 
• promote recovery as quickly as possible.  

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

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

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

 
2.3  The scope of this BCP will centre on conformity with BS 25999, legislative          
           requirements within the Civil Contingencies Act (CCA) 2004 and NHSE   

guidance. 
 

3. Categorisation and prioritisation of services   
 
3.1     Successful business continuity planning includes the ability to define the 
           essential business services of the organisation and must be identified at all 

levels.  These can be broken down into critical, vital, necessary and desired. 
Determining and categorising services in this way is the responsibility of 
heads of service within the organisation.   
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CRITICAL Services must be provided immediately or the loss of life, 

infrastructure destruction, loss of confidence and significant 
loss of revenue will result. These services will require 
continuity within 24 hours of interruption. 

VITAL Services are those that must be provided within 72 hours or 
loss of life, infrastructure destruction, loss of confidence and 
significant loss of revenue or disproportionate recovery costs 
will result. 

NECESSARY Services must be resumed within 7 days or considerable loss, 
further destruction or disproportionate recovery costs could 
result. 

DESIRED Services could be delayed for 7 days or longer, but are 
required in order to return to normal operating conditions and 
alleviate further disruption or disturbance to normal 
conditions. 

 
3.2    This is a list of the possible interruption factors that represents the potential  

impact for the organisation; 
 

• Loss of life or inacceptable threat to human safety; 
• Disruption of essential services; 
• Loss of public/stakeholder confidence; 
• Loss of vital records; 
• Loss of expertise; 
• Significant damage or total loss of infrastructure; 
• Significant loss of revenue or public funds; 
• Disproportionate recovery costs. 

 
3.3      Within the organisation the interruption factors may include;   
 

• Access to or the ability to operate normal services from a site which 
can be either fully or partially interrupted due to an incident occurring 
e.g. fire, loss of utilities;  

• IT systems are interrupted or the network fails, causing significant 
disruption to either a single or more department; 

• Failure of service provision arising from a key 3rd party supplier or 
provider organisation; 

• Greatly reduced staffing levels e.g. severe weather conditions 
 (Appendix 1), flu pandemic; 

• Loss of telephone communications. 
 

 And as a result there is impact upon –  
• Health and safety 
• Possibility of either adverse Financial or reputational damage. 
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• A requirement to relocate to alternative working premises or service 
delivery resources. 

 
4. Oversight of Business Continuity Management Policy   

 
The Director of Operations is the person with senior level responsibility for 
BCM. The Director of Operations seeks advice from and provides reports to 
the Clinical Executives as required. Formal oversight of the CCG Business 
Continuity Management arrangements is the responsibility of the CCG 
Executive Committee. The Director of Operations will prepare a formal report 
on Business Continuity for that committee at least annually.  

 
SECTION 2 
 
1.  Service Priorities  

All functions of the organisation have been designated a level of priority 
based upon the completion of the Business Impact Assessment tool 
(Appendix 1). This assumes IT functionality is maintained, in line with IT 
business continuity and disaster recovery plans.  
 
A number of these functions are administered by NECS or others on behalf of 
the CCG but the CCG is required to assess them: 
 

PRIORITY AND 
DEFINITION  

NHS South Tyneside CCG activities  

CRITICAL 
An essential function 
needing to be restored 
within 0-24 hours 

Quality & patient safety 
• Patient safety eg, safeguarding, serious incidents 

 
Governance/decision making/corporate 

• Decision making on packages of care for continuing healthcare, 
children’s continuing care and S117 placements, working with 
partners and STFT (CCG/NECS) 

• Senior leadership function (Chief Officer) 
• Statutory and regulatory meetings 

 
Comms & engagement 

• Communications and media relations (NECS) 
 
ICT 

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

VITAL 
An important function 
needing to be restored 
within 3 working days 

Quality & patient safety 
• Complaints handling (NECS) 

 
Governance/decision making/corporate 

• Responding to correspondence received eg FOIs, MP letters 
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• Access to legal advice (NECS) 
 

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

NECESSARY 
A function needing to be 
restored within 7 working 
days 

Governance/decision making/corporate 
• Freedom of information requests (NECS) 
• Individual treatment requests (NECS) 

 
Financial/contractual 

• Payment of suppliers (NECS/SBS) 
• Financial reporting (CCG/NECS) 
• Payroll function (Northumbria Healthcare) 
• Financial systems (CCG/NECS) 
• Provider management (NECS) 
• Procurement (NECS) 
 
Estates issues, relating to access to Monkton Hall as the CCG’s 
base, are included within each Business Impact Analysis rather 
than separately. A separate BCP is in place at NHS Property 
Services given that the CCG’s premises are owned by NHS 
Property Services 
 

DESIRED  
A function which can be 
restored progressively 
after 7 working days 
 

• All other functions  

 
 
SECTION 3 
 
1. Activating the Corporate Business Continuity Plan (BCP) 

 
Notification of a business interruption may originate from any source, during 
working hours or ‘out of hours.’ When a business interruption occurs it is the 
responsibility of the most senior manager on duty to decide the relevant 
response. Activation of the business continuity plan is likely to be needed 
when something has happened that impacts on critical business 
functions, for example: 
• All or a substantial part of the CCG office building at Monkton Hall is 

unusable for a period of time exceeding 7 hours;  
• Less than one third of the South Tyneside CCG staff are available for 

work. This would equate to around only 6 staff being available for work 
(however as a small CCG this needs to be a matter of judgement on 
the part of the Chief Officer or Director of Operations, or other relevant 
senior manager); 

• Major incident in or around geographic area (pandemic, flooding etc); 
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• The need for additional internal/external resources; 
• Increased severity of the business interruption; 
• Increased demands from government departments, the service or 

commissioned service; 
• Heightened public or media interest. 

 
 
1.1 An alert is raised and brought to notice by any member of staff to their 

 Director.  The Director will inform the Chief Officer, as well as the Director of 
Operations as assigned BCP Lead (as detailed in paragraph 4 in Section 1). 

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

business continuity plan, taking charge of the situation to establish the extent 
of the interruption and organise the appropriate response.  The Chief Officer 
and Director of Operations will agree the senior person in charge to ensure 
that the role defined below is promptly delivered: 

 
Role of senior person in charge 

Take charge of the 
situation 

Appendix 3 is the action checklist for senior manager in charge 

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

Appendix 4 has the pro forma 

Identify a room to use 
as the incident room 

The Business Impact Assessment documents at Appendix 2 to 
this Plan set out contingency arrangements for estates, should 
Monkton Hall not be accessible. 

Arrange and chair the 
first meeting of the 
business continuity 
team 

Appendix 5 gives an agenda for this meeting 

Lead the organisation 
through the period of 
interruption and 
restoration 

Reporting and escalation arrangements for the period of 
interruption will be agreed with the Chief Officer and Director of 
Operations.  

Stand down the 
incident room and the 
team at the end 

This will be subject to agreement with the Chief Officer and 
Director of Operations. 

Prepare final report 
and debrief, highlight 
lessons learned 

Appendix 6 
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2. Key Personnel  in Business Continuity Team  

 
ROLE OPTION 1 OPTION 2 

Senior Manager in charge Chief Officer or Director of 
Operations 

Chief Finance Officer or  

Director of Nursing, 
Quality & Patient Safety 

Business continuity  incident room 
co-ordinator  

CCG Operational 
Emergency Planning Lead 
(Full time Commissioning 
Manager with this 
corporate role in their 
portfolio) 

Director of Operations  

Business continuity  support  PA to Chief Officer PA to Chair & Governing 
Body 

Any other role as designated by 
the senior manager in charge 
which may include: 

- Communications lead 
- Estates and facilities lead 
- HR lead 
- Finance lead 
- IT lead 
- Administration/Loggist 

lead 

As determined by Senior 
Manager in charge 

As determined by Senior 
Manager in charge 

 
2.1 This is the minimum membership.  The nature of the disruption may mean 

additional support is required for example from specific colleagues at North 
East Commissioning Support. This will be as determined by the senior 
manager in charge.  

 
 

3. Plan Activation Phases 
 

The following activation sequence will normally be used when informing staff 
of the activation of this plan: Standby phase, Implement phase, Stand Down 
phase 
 
‘Standby’ will be used as an early warning of a situation which might at some 
later stage escalate and thus require implementation of this Plan.  This is 
particularly important if an interruption occurs towards the end of office hours 
and staff may need to be asked to stay at work until the situation becomes 
clear.  
 
‘Implement’ is the immediate activation of this plan.  
 

Page 157 of 219Page 142 of 204



 10 

‘Stand Down’ will be used to signify the phased withdrawal of the activation of 
the plan e.g. the standing down of the incident room. 
 

4. Business Continuity Incident Room 
 

The purpose of the incident room is to provide a place where the CCG can 
implement and co-ordinate the organisation-wide initial response and 
recovery operations; to provide a single point of contact for requests for 
assistance allowing the business continuity team an immediate overview of 
the organisation-wide response and to provide an area for information 
collation and preparation of any briefings 
 
The business continuity incident room would be at Monkton Hall. The senior 
manager in charge would need to identify the right room and designate it as 
the ‘incident room’.   
 
In the event that Monkton Hall is not useable and the CCG has to operate 
from a secondary business continuity incident room. That would be a meeting 
room at South Shields Town Hall or alternative CCG or Commissioning 
Support Unit premises, as agreed with those agencies.  

 
5. Designated roles  

 
 On activation of this BCM Plan in response to a Business Interruption, 

personnel will need to adopt specific roles in the response, as follows: 
 
5.1 Role of the senior manager in charge 

 
This is the most senior person on duty, who takes charge. Their primary role 
is to formulate the overall strategic response to business interruption. An 
initial checklist of actions is at Appendix 2.  
 

5.2 Role of business continuity incident room co-ordinator  
 
The primary role of the business continuity incident room co-ordinator is to 
support the senior manager in charge and run the incident room.  

 
5.3 Role of Business continuity support 

 
The business continuity support works as required by the senior manager and 
incident room co-ordinator. 

 
6. Communications 

 
Effective communications are crucial. It is essential to disseminate accurate 
and timely information to staff, partners, stakeholders and where necessary 
the public during the response to a business interruption. The business 
continuity co-ordinator will liaise with the communications lead as needed to 
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ensure effective, on-going communications. This will be overseen by the 
senior manager in charge. A checklist is given as Appendix 5. 

 
7.  De-escalation of BCP 

 
The Senior Manager in charge will determine when the BCP will be stood 
down in line with the phase described in Section 8 of this plan. 
 
Criteria for de-escalation would include:  
• Reduction in internal resource requirements 
• Reduced severity of the incident 
• Reduced demands from government departments, the service and 

commissioned service 
• Reduced public or media interest 

 
8.   Debrief 
 

  At the conclusion of the incident, the Business Continuity Lead will lead a 
debrief session and prepare a report on the incident (Appendix 5), to include 
issues identified by the debriefing process. This should take place between 24 
hours and fourteen days following the incident. The report will be considered 
at a meeting of the Executive Committee and submitted with any 
recommendations, action plan and decision. For assurance purposes an 
update will also be required by the Governing Body. Decision making will 
need to be in accordance with the CCG’s overall governance structures and 
standing financial instructions. 

 
9.    Business Continuity Management Plan – Holding, Maintenance and 

Review procedure  
 

The Director of Operations is responsible for the maintenance of the business 
continuity plan. This includes: 
• Ensuring up to date copies of the plan accessible to the Chief Officer, 

Directors and all staff; 
• Formally reviewing the business continuity plan at least annually; 
• Advising the Executive Committee about the plan, as required, no less 

frequently than annually.  
 
10. Training and exercises 

Responsibility for overseeing the relevant training, testing and exercising of 
the plan is delegated to the Director of Operations, acting on behalf of the 
Executive Committee and Governing Body, as appropriate. This is to support 
all those involved in developing and implementing the Business Continuity 
Plan to be competent to carry out their tasks and to support all staff to have a 
general awareness of business continuity management issues.  
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Appendix 1 
 
 

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

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

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

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

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

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

get to the office, then the second option is to consider going to the nearest 
CCG office where the employee can access the necessary IT systems, eg 
another local CCG or commissioning support office or South Tyneside 
Council’s offices if they are nearer/accessible.  If this is agreed, the employee 
should speak to the senior manager in charge at that office, as well as 
notifying their own line manager.  

 
2.3 If the employee and manager agree that neither option 1 nor 2 is practical, 

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

 
2.4 If the employee and manager agree that none of these options are practical, 

then the employee will take leave.  
 

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

 
4. During prolonged periods of adverse weather the Chief Officer and Senior 

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

Business Impact Analysis forms 
 

Estates issues, relating to access to Monkton Hall as the CCG’s base, are included within 
each Business Impact Analysis rather than separately. A separate BCP is in place at NHS 
Property Services given that the CCG’s premises are owned by NHS Property Services. 
 
These have been prepared for Critical, Vital and Necessary functions 
 
1 Critical functions 
 
Essential functions needing to be restored within 0-24 hours 
 

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

Service Function:  
• Safeguarding  
• Serious incidents 
 
Service Disruption:  
• Damage/denial of access to premises; 
• Non availability of key staff; 
• Loss or damage to other resources; 
• Loss/damage to IT or data.       

Maximum Tolerable 
Period of 
Disruption:  

  
 
• 0-24 hours    
  
 
 

Recovery Time 
Objective: Insert 
planned timescale  
 
• Within 12 hours 

Risk rating: 
• High  

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

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

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

 

Pe
op

le
 

Skills / Expertise / 
Training 
Skills / expertise 
required? 

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

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

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

Minimum Staffing  
Level to support 
essential service? 

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

• Director of Quality, Nursing and Patient 
Safety to advise. 

 Buildings 
Primary site 
locations? 

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

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

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

• Staff could use laptops/iPads etc. 
• Information stored on the shared drive is 

backed up by the CSU and could be 
accessed via remote access facilities. 

Pr
em
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es

 

Facilities Are any of your facilities multi- • Potential use of Council, FT, CSU or 
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What is essential to 
carry out key 
functions? 

purpose?  
Are alternative facilities available in 
the event of an incident? 

neighbouring CCG premises. 
 

Equipment / 
Resources  
What is required? 

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

• Mobile telephones available and staff 
home phones.  

• Staff could use laptops/iPads etc. 

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

• Laptop/tablet and telephone facility. 
• All information on the CCG’s shared drive 

is backed up via the CSU. 

Pr
oc

es
se
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What IT is essential? 

Documentation 
Essential 
documentation and 
how are these 
stored? 

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

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

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

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

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

• Many staff use nhs.net so can access 
emails remotely. 

Pr
ov
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Reciprocal 
arrangements 
Any arrangements 
with other 
organizations? 

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

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

 

Contractors 
With whom and for 
what? 

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

• NECS CSU is main provider. 
• BCP in place within NECS. 
• NHS Property Services provide our 

premises – BCP applies. 
 

Suppliers 
On whom you depend 
for key functions? 

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

• Could be considered on individual 
consultancy basis if required. 

Pr
of

ile
 

Reputation 
Key stakeholders? 

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

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

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

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

Legal 
Considerations 
Legal, statutory and 
regulatory 
requirements? 

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

• CCG committee structure refers. 
• Quality, Patient Safety and Risk 

Committee primarily for this risk area. 
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Business impact analysis form 
Category: Critical 
Service: Governance/ decision making/ corporate 

 

Service Function:  
• Decision making on packages of care for continuing 

healthcare, children’s continuing care and S117 placements, 
working with partners and STFT (CCG/NECS) 

 
Service Disruption:  
• Damage/denial of access to premises; 
• Non availability of key staff; 
• Loss or damage to other resources; 
• Loss/damage to IT or data. 

Maximum Tolerable 
Period of 
Disruption:  

  
• 24 hours 

Recovery Time 
Objective: Insert 
planned timescale  
 
• Within 12 hours 

Risk rating: 
High 

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

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

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

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

• NECS mental health lead (S117). 

Pe
op

le
 

Skills / Expertise / 
Training 
Skills / expertise 
required? 

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

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

Minimum Staffing  
Level to support 
essential service? 

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

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

 Buildings 
Primary site 
locations? 

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

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

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

• Staff could use laptops/iPads etc. 
• Information stored on the shared drive is 

backed up by the CSU and could be 
accessed via remote access facilities. 

Pr
em
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es

 

Facilities 
What is essential to 
carry out key 
functions? 

Are any of your facilities multi-
purpose?  
Are alternative facilities available in 
the event of an incident? 

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

• Staff use of NHS net account allows 
remote email access account. 

Equipment / 
Resources  
What is required? 

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

• Mobile telephones available and staff 
home phones.  

• Staff could use laptops/iPads etc. 

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

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

• Mobile telephones available and staff 
home phones.  

• Staff could use laptops/iPads etc. 
• NHS.net accounts. 

P
ro

ce
ss

 

What IT is essential? 

Documentation 
Essential 
documentation and 

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

• All information on the CCG’s shared drive 
is backed up via the CSU. 
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how are these 
stored? 

 

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

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

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

• Staff involved use nhs.net so can access 
emails remotely. 

Pr
ov
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Reciprocal 
arrangements 
Any arrangements 
with other 
organizations? 

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

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

 

Contractors 
With whom and for 
what? 

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

• NECS CSU is main provider. 
• BCP in place within NECS.  
• NHS Property Services provide our 

premises – their BCP applies. 
Suppliers 
On whom you depend 
for key functions? 

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

• Could be considered on individual 
consultancy basis if required. 

Pr
of
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Reputation 
Key stakeholders? 

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

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

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

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

Legal 
Considerations 
Legal, statutory and 
regulatory 
requirements? 

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

• CCG committee structure refers 
• Executive Committee or 
• Quality, Patient Safety and Risk 

Committee  
 
for this risk area 
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Business impact analysis form 
Category: Critical 
Service: Governance/ decision making/ corporate 
 

Service Function:  
• Senior leadership function (Chief Officer) 
• Statutory and regulatory meetings 
 
Service Disruption:  
• Damage/denial of access to premises; 
• Non availability of key staff; 
• Loss or damage to other resources; 
• Loss/damage to IT or data. 

Maximum Tolerable 
Period of 
Disruption:  

  
• 24 hours 
 

Recovery Time 
Objective: Insert 
planned timescale  
 

•  Within 12 hours 

Risk rating: 
High 

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

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

• Chief Officer, Director of Operations, 
Director of Quality, Nursing and Patient 
Safety, Chief Finance Officer, Chair. 

• Executive Committee. 
• Governing Body. 
• NECS admin support. 

Pe
op
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Skills / Expertise / 
Training 
Skills / expertise 
required? 

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

• Chief Officer/Director of Operations may 
draft in non-specialists CCG officers as 
well as admin staff for support. 

Minimum Staffing  
Level to support 
essential service? 

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

• Chief Officer, Director of Operations, CFO, 
admin support. 

 Buildings 
Primary site 
locations? 

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

• Staff could teleconference from home. 
• Potential use of Council, FT, CSU or 

neighbouring CCG premises. 
• Staff could use laptops/iPads etc. 
• Information stored on the shared drive is 

backed up by the CSU and could be 
accessed via remote access facilities. 

Pr
em
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es

 

Facilities 
What is essential to 
carry out key 
functions? 

Are any of your facilities multi-
purpose?  
Are alternative facilities available in 
the event of an incident? 

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

• Staff use of NHS net account allows 
remote email access account. 

Equipment / 
Resources  
What is required? 

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

• Mobile telephones available and staff 
home phones 

• Staff could use laptops/iPads etc 

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

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

• Mobile telephones available and staff 
home phones. 

• Staff could use laptops/iPads etc. 
• Staff use of NHS net account allows 

remote email access accounts. 

Pr
oc
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What IT is essential? 

Documentation 
Essential 
documentation and 
how are these 
stored? 

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

• All information on the CCG’s shared drive 
is backed up via the CSU. 
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Systems / 
Communications 
What is required to 
carry out key 
functions? 

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

• CCG landline can be transferred to SCU 
or neighbouring CCG or individuals’ 
mobile phones. 

• Staff involved use nhs.net so can access 
emails remotely. 

Pr
ov
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Reciprocal 
arrangements 
Any arrangements 
with other 
organizations? 

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

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

Contractors 
With whom and for 
what? 

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

• NECS CSU is main provider. 
• BCP in place within NECS. 
• NHS Property Services BCP applies. 

Suppliers 
On whom you depend 
for key functions? 

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

• Could be considered on individual 
consultancy basis if required. 

Pr
of
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Reputation 
Key stakeholders? 

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

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

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

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

Legal 
Considerations 
Legal, statutory and 
regulatory 
requirements? 

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

• CCG committee structure refers 
• Executive Committee or 
• Governing Body 
 
for this risk area 
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Business impact analysis form 
Category: Critical 
Service:  Communications & engagement 
 

Service Function 
• Communications and media relations 

 
Service Disruption:  
• Damage/denial of access to premises; 
• Non availability of key staff; 
• Loss or damage to other resources; 
Loss/damage to IT or data. 

Maximum Tolerable 
Period of 
Disruption:  

  
 
• 24 hours 

Recovery Time 
Objective: Insert 
planned timescale  
 
 

•  Within 12 hours 

Risk rating: 
High 

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

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

• Chief Officer, Chair, Director of 
Operations. 

• Operations and Engagement Manager. 
• Senior Comms and Engagement Lead 

(NECS). 

Pe
op
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Skills / Expertise / 
Training 
Skills / expertise 
required? 

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

• Chief Officer/Director of Operations may 
draft in non-specialists CCG officers as 
well as admin staff for support. 

Minimum Staffing  
Level to support 
essential service? 

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

• Chief Officer or Director of Operations. 
• One senior member of NECS 

Communications team. 
• Operations and Engagement Manager. 

 Buildings 
Primary site 
locations? 

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

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

• Staff could teleconference from home. 
• Potential use of Council, FT, CSU or 

neighbouring CCG premises. 
• Staff could use laptops/iPads etc. 
• Information stored on the shared drive is 

backed up by the CSU and could be 
accessed via remote access facilities. 

Pr
em

is
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m
is

es
 

Facilities 
What is essential to 
carry out key 
functions? 

Are any of your facilities multi-
purpose?  
Are alternative facilities available in 
the event of an incident? 

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

• Staff use of NHS net account allows 
remote email access account. 

Equipment / 
Resources  
What is required? 

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

• Mobile telephones available and staff 
home phones. 

• Staff could use laptops/iPads etc. 

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

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

• Mobile telephones available and staff 
home phones. 

• Staff could use laptops/iPads etc. 
• Staff use of NHS net account allows 

remote email access accounts. 

Pr
oc

es
se
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What IT is essential? 

Documentation 
Essential 
documentation and 
how are these 
stored? 

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

• All information on the CCG’s shared drive 
is backed up via the CSU. 
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Systems / 
Communications 
What is required to 
carry out key 
functions? 

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

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

• Staff involved use nhs.net so can access 
emails remotely 

Pr
ov
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Reciprocal 
arrangements 
Any arrangements 
with other 
organizations? 

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

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

Contractors 
With whom and for 
what? 

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

• NECS CSU is main provider. 
• BCP in place within NECS. 
• NHS Property Services BCP applies.  

Suppliers 
On whom you depend 
for key functions? 

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

• Could be considered on individual 
consultancy basis if required. 

Pr
of
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Reputation 
Key stakeholders? 

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

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

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

Legal 
Considerations 
Legal, statutory and 
regulatory 
requirements? 

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

• CCG committee structure refers 
• Executive Committee or 
• Governing Body 
 
for this risk area 

 
 
 
 

 
Business impact analysis form 
Category: Critical 
Service: ICT 
 
 
• Service Function:  
IT systems including telephones 
 
 
Service Disruption:  
• Damage/denial of access to premises; 
• Non availability of key staff; 
• Loss or damage to other resources; 
• Loss/damage to IT or data. 

Maximum Tolerable 
Period of 
Disruption:  

  
• 24 hours 

Recovery Time 
Objective: Insert 
planned timescale  
 
• Within 12 hours 

Risk rating: 
High 

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

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

• Commissioning Manager with remit for IT. 
• NECS Senior IT manager. 
• Director of Operations. 
• NECS IT technicians. 

Pe
op
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Skills / Expertise / 
Training 
Skills / expertise 
required? 

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

• Expert NECS IT technicians paramount. 
 

Minimum Staffing  
Level to support 
essential service? 

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

• Expert NECS IT technicians paramount. 
• Commissioning Manager with remit for IT 

to liaise with NECS staff. 
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What measures could minimise 
impact? 

 Buildings 
Primary site 
locations? 

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

If issue is with the CCG building: 
• Potential use of Council, FT, CSU or 

neighbouring CCG premises. 
• Staff could use laptops/iPads etc. 
• Information stored on the shared drive is 

backed up by the CSU and could be 
accessed via remote access facilities. 

Pr
em
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 Facilities 
What is essential to 
carry out key 
functions? 

Are any of your facilities multi-
purpose?  
Are alternative facilities available in 
the event of an incident? 

If issue is with the CCG building: 
• Potential use of Council, FT, CSU or 

neighbouring CCG premises. 
• Staff use of NHS net account allows 

remote email access account. 
Equipment / 
Resources  
What is required? 

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

• Mobile telephones available and staff 
home phones. 

• Staff could use laptops/iPads etc. 
If issue is with IT equipment: 
• NECS required to replace/repair 

equipment/resources within urgent 
timescales as in SLA 

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

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

• Mobile telephones available and staff 
home phones. 

• Staff could use laptops/iPads etc. 
• Staff use of NHS net account allows 

remote email access accounts. 
If issue is with IT equipment/networks: 
• Strict deadlines for repair/replacement 

within SLA. 

Pr
oc
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What IT is essential? 

Documentation 
Essential 
documentation and 
how are these 
stored? 

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

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

• If issue with IT equipment/networks strict 
deadlines for repair/replacement/recovery 
within SLA. 

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

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

If issue with buildings: 
• CCG landline can be transferred to CSU 

or neighbouring CCG or individuals’ 
mobile phones 

• Staff involved use nhs.net so can access 
emails remotely. 

If issue with IT equipment/networks: 
• Manual systems of recording meetings etc 

put into place. 
• Mobile phones to be used if issue with 

landline network. 

Pr
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Reciprocal 
arrangements 
Any arrangements 
with other 
organizations? 

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

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

Contractors 
With whom and for 
what? 

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

• NECS CSU is main provider. 
• BCP in place within NECS. 
• NHS Property Services BCP applies.  

Suppliers 
On whom you depend 
for key functions? 

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

• Could be considered on individual 
consultancy basis if required. 

Pr
of

ile
 Reputation 

Key stakeholders? 
How could reputational damage to 
your organisation be reduced?  
How could you provide information 
to staff and stakeholders in an 

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

• CSU to ensure website messages and 
stakeholder notifications are updated 
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emergency (e.g. press release)? using existing contacts. 

Legal 
Considerations 
Legal, statutory and 
regulatory 
requirements? 

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

• CCG committee structure refers 
• Executive Committee and 
• QPSR Committee 
 
for this risk area 

 
 

2  Vital functions 
 
Important functions needing to be restored within 3 working days: 

 
 

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

Service Function: 
Complaints 
 
Service Disruption: 
• Damage/denial of access to premises; 
• Non availability of key staff; 
• Loss or damage to other resources; 
• Loss/damage to IT or data. 
 

Maximum Tolerable 
Period of 
Disruption:  

 
 ≤72 hours    
  
 

Recovery Time 
Objective:  
 
Within a maximum of 
2 days 

Risk rating: 
High 

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

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

• NECS BCP applies in terms of specialist 
staff input; this is a service which the CCG 
buys 100% from NECS.  

• The complaints management  function 
is provided by the CSU; current service 
provision is spread across different sites 
around the Northern Region thus giving 
added resilience to issues caused by 
issues localised to the CCG. 

In terms of NECS being able to liaise with 
relevant staff members back within the CCG: 
• Director of Quality, Nursing & Patient 

Safety or Head of Quality  

Pe
op
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Skills / Expertise / 
Training 
Skills / expertise 
required? 

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

• Other members of the CCG team or 
NECS staff could undertake non-specialist 
roles in receiving and redirecting 
complainants as required. 

Minimum Staffing  
Level to support 
essential service? 

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

• Access to complaints staff at CSU. 
In terms of NECS being able to liaise with 
relevant staff members back within the CCG: 
• Director of Quality, Nursing & Patient 

Safety or Head of Quality. 

 Buildings 
Primary site 
locations? 

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

If issue is with the CCG building: 
• Potential use of Council, FT, CSU or 

neighbouring CCG premises. 
• Staff could use laptops/iPads etc. 
• Information stored on the shared drive is 

backed up by the CSU and could be 
accessed via remote access facilities. 

Pr
em
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Facilities 
What is essential to 
carry out key 
functions? 

Are any of your facilities multi-
purpose?  
Are alternative facilities available in 
the event of an incident? 

If issue is with the CCG building: 
• Potential use of Council, FT, CSU or 

neighbouring CCG premises. 
• Staff use of NHS net account allows 

remote email access account. 
 
 

Equipment / 
Resources  
What is required? 

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

• Mobile telephones available and staff 
home phones 

Staff could use laptops/iPads etc. 
If issue is with IT equipment: 
• NECS required to replace/repair 

equipment. 
 IT Is data backed-up and are back-

ups kept off site?  
Do you have any disaster recovery 
arrangements? 

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

• Mobile telephones available and staff 
home phones.  

• Staff could use laptops/iPads etc. 
• NHS.net accounts. 
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What IT is essential? 

Documentation 
Essential 
documentation and 
how are these 
stored? 

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

• The CCG does not keep the primary 
record of complaints – this is held by the 
CSU. 

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

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

• CCG landline can be transferred to CSU 
or neighbouring CCG extensions or 
individuals’ mobile phones. 

• Staff use of nhs.net allows email access 
remotely. 
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Reciprocal 
arrangements 
Any arrangements 
with other 
organizations? 

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

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

Contractors 
With whom and for 
what? 

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

• NECS CSU is main provider. 
• BCP in place within NECS.  
• NHS Property Services BCP applies.  

Suppliers 
On whom you depend 
for key functions? 

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

• NECS CSU is main provider. 
• BCP in place within NECS. 
• NHS Property Services BCP applies. 
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Reputation 
Key stakeholders? 

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

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

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

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

Legal 
Considerations 
Legal, statutory and 
regulatory 
requirements? 

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

• CCG committee structure refers 
• QPSR Committee 
 
for this risk area 
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Business impact analysis form 
Category: Vital 
Service  

Governance/decision making/corporate 

Service Function:  
• Responding to correspondence received eg FOIs, MPs letters 

etc 
• Access to legal advice (NECS) 
 
Service Disruption: 
• Damage/denial of access to premises; 
• Non availability of key staff; 
• Loss or damage to other resources; 
• Loss/damage to IT or data. 

Maximum Tolerable 
Period of 
Disruption: 
 

 ≤72 hours   
  
 
 

Recovery Time 
Objective: Insert 
planned timescale  
 
Within a maximum of 
2 days 

Risk rating: 
High 

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

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

• NECS BCP applies in terms of FOI 
specialist staff input; this is a service 
which the CCG buys 100% from NECS.  

• The FOI/governance function is provided 
by the CSU; current service provision is 
spread across different sites around the 
Northern Region thus giving added 
resilience to issues caused by issues 
localised to the CCG. 

• In terms of routine correspondence the 
Chief Officer’s PA or a senior admin 
representative from the corporate office 
would be required.  
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Skills / Expertise / 
Training 
Skills / expertise required? 

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

• The FOI/governance function is provided 
by the CSU; current service provision is 
spread across different sites around the 
Northern Region thus giving added 
resilience to issues caused by issues 
localised to the CCG. 

• Officer(s) from within the CCG staff group 
could provide support to the function of 
Chief Officer’s PA or senior admin 
representative, at relatively short notice.  

Minimum Staffing  
Level to support essential 
service? 

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

• One CCG senior admin (as above) and 
access to NECS FOI function.  

 Buildings 
Primary site locations? 

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

If issue is with the CCG building: 
• Potential use of Council, FT, CSU or 

neighbouring CCG premises. 
• Staff could use laptops/iPads etc. 
• Information stored on the shared drive is 

backed up by the CSU and could be 
accessed via remote access facilities. 
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Facilities 
What is essential to carry 
out key functions? 

Are any of your facilities multi-purpose?  
Are alternative facilities available in the event 
of an incident? 

If issue is with the CCG building: 
• Potential use of Council, FT, CSU or 

neighbouring CCG premises. 
• Staff use of NHS net account allows 

remote email access account. 
 
 

Equipment / 
Resources  

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

• Mobile telephones available and staff 
home phones. 
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What is required? • Staff could use laptops/iPads etc. 
If issue is with IT equipment: 
• NECS required to replace/repair 

equipment. 

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

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

• Mobile telephones available and staff 
home phones.  

• Staff could use laptops/iPads etc 
• NHS.net accounts. 
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What IT is essential? 

Documentation 
Essential documentation 
and how are these stored? 

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

• Corporate office retains documents 
regarding internal correspondence eg, MP 
letters. 

• The CCG does not keep the primary 
record of FOIs– this is held by the CSU. 

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

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

• CCG landline can be transferred to CSU 
or neighbouring CCG extensions or 
individuals’ mobile phones. 

• Staff use of nhs.net allows email access 
remotely. 
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Reciprocal 
arrangements 
Any arrangements with 
other organizations? 

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

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

Contractors 
With whom and for what? 

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

• NECS CSU is main provider. 
• BCP in place within NECS check. 
• NHS Property Services BCP applies. 

Suppliers 
On whom you depend for 
key functions? 

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

• NECS CSU is main provider. 
• BCP in place within NECS check. 
• NHS Property Services BCP applies. 
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Reputation 
Key stakeholders? 

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

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

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

Legal 
Considerations 
Legal, statutory and 
regulatory requirements? 

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

• CCG committee structure refers 
• Executive Committee 
for this risk area 
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3  Necessary functions 
 
Functions to be restored within 7 working days 

 
Business impact analysis form 
Category: Necessary 
Service: Governance/decision making/corporate 

Service Function:  
Freedom of information requests (NECS) 
 
Service Disruption:  
• Damage/denial of access to premises; 
• Non availability of key staff; 
• Loss or damage to other resources; 
• Loss/damage to IT or data 

Maximum Tolerable 
Period of 
Disruption:  

  
• Seven days 

Recovery Time 
Objective: Insert 
planned timescale  
 
• Within seven 

days 

Risk rating: 
Medium 

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

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

• NECS governance staff with remit for 
FOIs. 

• Commissioning manager with remit for 
FOIs. 

• Commissioning officer with remit for FOIs. 
• Director of Operations. 
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Skills / Expertise / 
Training 
Skills / expertise 
required? 

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

• Director of Operations may draw in other 
non-specialist CCG officers as well as 
clinical directors. 

• Senior NECS governance staff may draw 
in other non-specialist NECS staff. 

Minimum Staffing  
Level to support 
essential service? 

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

• NECS governance manager. 
• Commissioning manager. 

 Buildings 
Primary site 
locations? 

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

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

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

• Staff could use laptops/iPads etc. 
• Information stored on the shared drive is 

backed up by the CSU and could be 
accessed via remote access facilities. 
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Facilities 
What is essential to 
carry out key 
functions? 

Are any of your facilities multi-
purpose?  
Are alternative facilities available in 
the event of an incident? 

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

• Staff use of NHS net account allows 
remote email access. 

Equipment / 
Resources  
What is required? 

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

• Mobile telephones available and staff 
home phones. 

• Staff could use laptops/iPads etc. 

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

• Laptop/tablet and telephone facility. 
• All information on the CCG’s shared drive 

is backed up via the CSU. 
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What IT is essential? 

Documentation 
Essential 
documentation and 
how are these 
stored? 

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

• All information on the CCG’s shared drive 
is backed up via the CSU. 
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Systems / 
Communications 
What is required to 
carry out key 
functions? 

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

• CCG landline can be transferred to CSU 
or neighbouring CCG or individual’s 
mobile phones. 

• Many staff use nhs.net so can access 
email remotely. 

Pr
ov

id
er

s 

Reciprocal 
arrangements 
Any arrangements 
with other 
organizations? 

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

• Potential use of council, FT, CSU or 
neighbouring CCG premises. 

Contractors 
With whom and for 
what? 

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

• NECS CSU is main provider. 
• BCP in place within NECS. 
• NHS Property Services provide our 

premises – BCP applies.  
Suppliers 
On whom you depend 
for key functions? 

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

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

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

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

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

Legal 
Considerations 
Legal, statutory and 
regulatory 
requirements? 

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

• CCG committee structure refers. 
• Executive committee for this risk. 
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Business impact analysis form 
Category: Necessary 
Service: Governance/decision making/corporate 
 

Service Function:  
Individual treatment requests (NECS) 
 
Service Disruption:  
• Damage/denial of access to premises; 
• Non availability of key staff; 
• Loss or damage to other resources; 
• Loss/damage to IT or data. 

Maximum Tolerable 
Period of 
Disruption:  

  
• Seven days 

Recovery Time 
Objective: Insert 
planned timescale  
 
• Within seven 

days 

Risk rating: 
Medium 

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

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

• Individual treatment requests senior lead 
from NECS. 

• Chief officer/Clinical Director for Planned 
Care. 

• NECS specialist staff. 
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Skills / Expertise / 
Training 
Skills / expertise 
required? 

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

• Chief Officer/Clinical Director for Planned 
Care may draft in non-specialist CCG 
officers and admin support for support. 

• Chief Officer may draw in clinical directors 
as required. 

• NECS operating at scale can draw on 
expertise across NE & Cumbria patch. 

Minimum Staffing  
Level to support 
essential service? 

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

• Chief Officer/Clinical Director for Planned 
Care. 

• Individual treatment requests senior lead 
from NECS. 

 

 Buildings 
Primary site 
locations? 

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

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

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

• Staff could use laptops/iPads etc. 
• Information stored on the shared drive is 

backed up by the CSU and could be 
accessed via remote access facilities. 
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Facilities 
What is essential to 
carry out key 
functions? 

Are any of your facilities multi-
purpose?  
Are alternative facilities available in 
the event of an incident? 

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

• Staff use of NHS net account allows 
remote email access account. 

Equipment / 
Resources  
What is required? 

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

• Mobile telephones available and staff 
home phones. 

• Staff could use laptops/iPads etc. 

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

• Laptop/tablet and telephone facility. 
• All information on the CCG’s shared drive 

is backed up via the CSU. 
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What IT is essential? 

Documentation 
Essential 
documentation and 
how are these 
stored? 

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

• All information on the CCG’s shared drive 
is backed up via the CSU. 
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Systems / 
Communications 
What is required to 
carry out key 
functions? 

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

• CCG landline can be transferred to CSU 
or neighbouring CCG or individual’s 
mobile phones. 

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

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

• Potential use of council, FT, CSU or 
neighbouring CCG premises. 

Contractors 
With whom and for 
what? 

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

• NECS CSU is main provider. 
• BCP in place within NECS. 
• NHS Property Services provide our 

premises –BCP applies. 
Suppliers 
On whom you depend 
for key functions? 

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

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

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

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

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

 
Legal 
Considerations 
Legal, statutory and 
regulatory 
requirements? 

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

• CCG committee structure refers 
• Executive and QPSR committee 
for this risk 

 
 
 

Business impact analysis form 
Category: Necessary 

Service: Financial/contractual 
 

Service Function: 
• Payment of suppliers (NECS/SBS) 
• Financial reporting (CCG/NECS) 
• Payroll function (Northumbria Healthcare 
 
Service Disruption: 
• Damage/denial of access to premises; 
• Non availability of key staff; 
• Loss or damage to other resources; 
• Loss/damage to IT or data. 

Maximum Tolerable 
Period of 
Disruption: 
 

 ≤72 hours   
  
 
 

Recovery Time 
Objective: Insert 
planned timescale  
 
Within a maximum of 
2 days 

Risk rating: 
High 

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

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

• NECS BCP applies in terms of payment of 
suppliers and financial reporting.  The 
CCG does some financial reporting in 
house.  

• Current NECS service provision is spread 
across different sites around the Northern 
Region thus giving added resilience to 
issues caused by issues localised to the 
CCG. 

• Payroll function – Northumbria healthcare 
provide this function and their BCP will 
apply. 

• In terms of NECS or payroll being able to 
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liaise with relevant staff members back 
within the CCG - Chief Finance Officer or 
their nominated representative. 

Skills / Expertise / 
Training 
Skills / expertise required? 

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

• NECS financial and payments staff. 
• Current NECS service provision is spread 

across different sites around the Northern 
Region thus giving added resilience to 
issues caused by issues localised to the 
CCG. 

• Access needed to Northumbria healthcare 
specialist staff/systems for payroll.  

• CCG Chief Finance Officer or their 
nominated representative. 

Minimum Staffing  
Level to support essential 
service? 

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

• Access to relevant NECS and payroll 
staff. 

• CCG Chief Finance Officer or their 
nominated representative. 

 Buildings 
Primary site locations? 

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

If issue is with the CCG building: 
• Potential use of Council, FT, CSU or 

neighbouring CCG premises. 
• Staff could use laptops/iPads etc. 
• Information stored on the shared drive is 

backed up by the CSU and could be 
accessed via remote access facilities. 
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 Facilities 
What is essential to carry 
out key functions? 

Are any of your facilities multi-purpose?  
Are alternative facilities available in the event 
of an incident? 

If issue is with the CCG building: 
• Potential use of Council, FT, CSU or 

neighbouring CCG premises. 
• Staff use of NHS net account allows 

remote email access account. 
Equipment / 
Resources  
What is required? 

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

• Mobile telephones available and staff 
home phones. 

• Staff could use laptops/iPads etc. 
If issue is with IT equipment: 
• NECS required to replace/repair 

equipment. 

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

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

• Mobile telephones available and staff 
home phones.  

• Staff could use laptops/iPads etc. 
• NHS.net accounts 
• Northumbria Healthcare provide payroll, 

their BCP applies. 
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What IT is essential? 

Documentation 
Essential documentation 
and how are these stored? 

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

• Records in NECS, at payroll and in 
finance team in CCG. 

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

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

• CCG landline can be transferred to CSU 
or neighbouring CCG extensions or 
individuals’ mobile phones. 

• Staff use of nhs.net allows email access 
remotely. 
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Reciprocal 
arrangements 
Any arrangements with 
other organizations? 

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

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

Contractors 
With whom and for what? 

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

• NECS CSU is main provider - BCP 
applies. 

• NHS Property Services BCP applies. 
• Northumbria healthcare for payroll BCP 

applies. 
Suppliers 
On whom you depend for 
key functions? 

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

• NECS CSU is main provider - BCP 
applies. 

• NHS Property Services BCP applies. 
• Northumbria healthcare for payroll, their 
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BCP applies. 
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Reputation 
Key stakeholders? 

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

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

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

 
Legal 
Considerations 
Legal, statutory and 
regulatory requirements? 

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

• CCG committee structure refers 
• Executive Committee 
for this risk area 

 
 
 

 
Business impact analysis form 
Category: Necessary 
Service: Financial/contractual  
 
Service Function:  
Financial systems (CCG/NECS) 
 
Service Disruption: 
• Damage/denial of access to premises; 
• Non availability of key staff; 
• Loss or damage to other resources; 
• Loss/damage to IT or data. 

Maximum Tolerable 
Period of 
Disruption:  

 
• Seven days 

Recovery Time 
Objective: Insert 
planned timescale  
 
• Within seven 

days 

Risk rating: 
Medium 

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

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

• NECS BCP applies. 
• The CCG performs some financial 

functions in house.  
• Current NECS service provision is spread 

across different sites around the Northern 
Region thus giving added resilience to 
issues caused by issues localised to the 
CCG. 

• In terms of NECS being able to liaise with 
relevant staff members back within the 
CCG - Chief Finance Officer or their 
nominated representative. 
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 Skills / Expertise / 

Training 
Skills / expertise 
required? 

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

• NECS financial and payments staff. 
• Current NECS service provision is spread 

across different sites around the Northern 
Region thus giving added resilience to 
issues caused by issues localised to the 
CCG. 

• CCG Chief Finance Officer or their 
nominated representative. 

Minimum Staffing  
Level to support 
essential service? 

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

• Access to relevant NECS staff. 
• CCG Chief Finance Officer or their 

nominated representative. 
 

 

 Buildings Could you operate from more than • Staff can work remotely from home or any 

Page 179 of 219Page 164 of 204



 32 

Pr
em

is
es

 
Primary site 
locations? 

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

location with mobile phone reception. 
• Potential use of Council, FT, CSU or 

neighbouring CCG premises. 
• Staff could use laptops/iPads etc. 
• Information stored on the shared drive is 

backed up by the CSU and could be 
accessed via remote access facilities. 

Facilities 
What is essential to 
carry out key 
functions? 

Are any of your facilities multi-
purpose?  
Are alternative facilities available in 
the event of an incident? 

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

• NHS net account. 

Equipment / 
Resources  
What is required? 

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

• Mobile telephones available and staff 
home phones. 

• Staff could use laptops/iPads etc. 
• Use of manual systems if IT systems not 

available. 
 IT Is data backed-up and are back-

ups kept off site?  
Do you have any disaster recovery 
arrangements? 

• Laptop/tablet and telephone facility. 
• All information on the CCG’s shared drive 

is backed up via the CSU. 

Pr
oc

es
se

s 

What IT is essential? 

Documentation 
Essential 
documentation and 
how are these 
stored? 

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

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

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

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

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

• Many staff use nhs.net so can access 
email remotely. 

• Manual systems in place if IT systems not 
available. 

Pr
ov

id
er

s 

Reciprocal 
arrangements 
Any arrangements 
with other 
organizations? 

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

• Potential use of council, FT, CSU or 
neighbouring CCG premises. 

Contractors 
With whom and for 
what? 

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

• NECS CSU is main provider – their BCP 
applies. 

• NHS Property Services provide our 
premises –BCP applies.  

Suppliers 
On whom you depend 
for key functions? 

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

• Could be considered on individual 
consultancy basis if required. 

Pr
of

ile
 

Reputation 
Key stakeholders? 

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

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

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

Legal 
Considerations 
Legal, statutory and 
regulatory 
requirements? 

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

• CCG committee structure refers 
• Executive and Audit committees 
 
for this risk 
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Business impact analysis form 
Category: Necessary 
Service: Financial/contractual 
 

Service Function:  
Provider management (NECS) 
Procurement (NECS) 
 
Service Disruption:  
• Damage/denial of access to premises; 
• Non availability of key staff; 
• Loss or damage to other resources; 
• Loss/damage to IT or data. 

Maximum Tolerable 
Period of 
Disruption:  

  
• Seven days 

Recovery Time 
Objective: Insert 
planned timescale  
 
• Within seven 

days 

Risk rating: 
Medium 

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

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

• Chief Finance Officer. 
• Director of Operations and CCG 

Commissioning Manager. 
• Senior Commissioning Manger 

Procurement NECS. 

Pe
op

le
 

Skills / Expertise / 
Training 
Skills / expertise 
required? 

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

• CFO or Director of Operations may draw 
in other non-specialist CCG staff. 

Minimum Staffing  
Level to support 
essential service? 

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

• CCG Commissioning Manager. 
• Senior Manager Provider Management 

NECS. 
• Senior Manager Procurement NECS. 

 Buildings 
Primary site 
locations? 

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

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

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

• Staff could use laptops/iPads etc. 
• Information stored on the shared drive is 

backed up by the CSU and could be 
accessed via remote access facilities. 

Pr
em

is
es

 

Facilities 
What is essential to 
carry out key 
functions? 

Are any of your facilities multi-
purpose?  
Are alternative facilities available in 
the event of an incident? 

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

• Staff use of NHS net account allows 
remote email access account. 

Equipment / 
Resources  
What is required? 

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

• Mobile telephones available and staff 
home phones. 

• Staff could use laptops/iPads etc. 
• Use of manual systems if IT systems not 

available. 
 IT Is data backed-up and are back-

ups kept off site?  
Do you have any disaster recovery 
arrangements? 

• Laptop/tablet and telephone facility. 
• All information on the CCG’s shared drive 

is backed up via the CSU. 

Pr
oc

es
se

s 

What IT is essential? 

Documentation 
Essential 
documentation and 
how are these 
stored? 

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

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

Systems / 
Communications 
What is required to 
carry out key 

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

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

• Many staff use nhs.net so can access 
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functions? communication exist? email remotely. 
• Manual systems in place if IT systems not 

available. 
Pr

ov
id

er
s 

Reciprocal 
arrangements 
Any arrangements 
with other 
organizations? 

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

• Potential use of council, FT, CSU or 
neighbouring CCG premises. 

Contractors 
With whom and for 
what? 

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

• NECS CSU is main provider. 
• BCP in place within NECS. 
• NHS Property Services BCP applies.  

Suppliers 
On whom you depend 
for key functions? 

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

• Could be considered on individual 
consultancy basis if required. 

Pr
of

ile
 

Reputation 
Key stakeholders? 

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

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

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

Legal 
Considerations 
Legal, statutory and 
regulatory 
requirements? 

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

• CCG committee structure refers 
• Executive committee and Contract 

Operating Group 
 
for this risk 
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Appendix 3 
 

Action Checklist for Senior Manager in charge  
 
 ACTIONS FOR CONSIDERATION: STANDBY IMPLEMENT STAND 

DOWN 
1 Obtain fullest details from caller and 

request further information as required * *  

2 Locate copy of Business Continuity Plan * *  
3 Take charge and activate Business 

Continuity Plan  *  

4 Start personal log – ensure it is 
maintained throughout the interruption 
period 

* *  

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

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

7 Ask members of Business Interruption 
Team to go to incident room  *  

8 Brief all assembled Business 
Interruption Team members and assign 
tasks – see First Meeting Agenda 
(appendix 4) 

 *  

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

* *  

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

* * * 

11 Consider and arrange as necessary 
regular briefings to key staff  *  

12 Consider own domestic arrangements if 
situation escalates * *  

13 Re-establish normal service delivery as 
soon as possible  *  

14 Thank all staff involved in response to 
business interruption   * 

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

  * 

Page 183 of 219Page 168 of 204



 36 

Appendix 4 
Incident Assessment and Situation Report 

 
 

Report details 
 

Date 
 

 Time  

Name of person completing form 
 

 

Name of people contributing 
 

 

 
Summary of the current situation 

 
What are the facts about the incident? Use the aide memoir below as a guide 
 
C – Number of casualties, if they require any 
primary care treatment 
 

 

H – Hazards i.e. chemical, gas 
 

 

A – Access (road closures etc) 
 

 

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

 

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

 

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

 

Other facts 
 

 

What are the assumptions about the incident? 
 
 
 
 
 
 
What additional information is required? 
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Alerting and informing 
 

What agencies are involved in the incident? Who has been informed (when and by whom, if 
known?) 
 
 
 
 
 
 
Do we need to inform or request actions of other individuals/services/partner organisations? 
 
 
 
 
 
 
 

Risks 
 

What are the main risks and consequences of the incident? 
 
 
 
 
 
 
What are the knock-on effects to other services and/or partner organisations? 
 
 
 
 
 
 

 
Media 

 
Will the incident attract media interest?  What is the current situation with the media? Are 
actions required? 
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          Appendix 5 
 
FIRST MEETING AGENDA - MEETING OF BUSINESS CONTINUITY TEAM 
DATE, TIME AND PLACE: 
ATTENDEES: 
CHAIRED BY: 
 
No Item Action Action 

By Who 
Action 

By When 
1 Analysis of Impact 

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

   

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

   

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

   

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

   

5 Recovery Management 
Review recovery priorities 
Determination of support 
requirements. 

   

6 Welfare Issues 
Have members of staff, visitors or 
third parties been affected? 
What is their location? 
What immediate support and 
assistance is required? 
What ongoing support and 
assistance might be required? 
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No Item Action Action 
By Who 

Action 
By When 

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

   

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

   

9 Legal Perspective 
Determine what legal action or 
advice is required. 

   

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

   

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

South Tyneside CCG 
Generic Debrief template Post incident 

Incident date:  Outline: 
 

 
This debrief template provides the framework for undertaking a structured De-brief 
and will assist in the development of the post incident Report which will cover –  
• What was supposed to happen? 
• What actually happened? 
• Why were there differences? 
• What lessons were identified? 

Issue Response 
How prepared were we?  
 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

What went well?  
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What did not go well?  
 
 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

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

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

Other issues   
Communications  
 

 
 
 
 
 

Equipment  
 

 
 
 
 
 

Human resources  
 

 
 
 
 
 

Planning and briefing  
 

 
 
 
 
 

Other issues 
 

 
 
 
 
 
 

 
Completed by - ………………………………………..        Role - ………………………………………….. 

Page 190 of 219Page 175 of 204



 43 

 
Appendix 7 

 
Name/Designation Office Number Mobile Number 

CCG Contacts   

   

   

   

   

   

Riverside House    

Property Co   

Control Room   

Emergency   

   

NHS Commissioning Board Area Team 0113 8253314  

North of Tyne CCG   

Northumberland CCG   

Sunderland CCG   

   

NECS Communications Team   

Caroline Latta 0191 2172588*  

Helen Fox 0191 2172582*  

Lee Kelly 0191 2172670*  

   

 
*Out of Hours callers are provided with relevant numbers via voice message 
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MEETING TITLE: Governing Body DATE: Thursday 20th March 2014 

REPORT TITLE: Information Governance Strategy AGENDA ITEM: 2014/020 
ENCLOSURE:  13 

LEAD DIRECTOR / REPORT 
SPONSOR: 

Name/Title: Christine Briggs, Director of Operations 
  South Tyneside Clinical Commissioning Group 
Tel/Email: 0191 283 1903  Christine.Briggs@sotw.nhs.uk 

REPORT AUTHOR: 
Name/Title: Liane Cotterill, Senior Governance Manager, 
  North of England Commissioning Support Unit. 
Tel/Email:  01642 745042  liane.cotterill@nhs.net 

REPORT SUMMARY / 
RECOMMENDATIONS: 

The Information Governance Strategy is an overarching document which 
outlines the approach to be taken within the CCG to provide a robust 
Information Governance framework and to fulfil its overall objectives.  

 
Information Governance requirements ensure that best practice is 
implemented and on-going awareness is evident across the CCG. The 
CCG is committed to ensuring that all records and information are dealt 
with legally, securely, efficiently and effectively. 

 
Information Governance is “a framework for handling information in a 
confidential and secure manner to appropriate ethical and quality standards 
in modern health services”.  It brings together within a singular cohesive 
framework, the interdependent requirements and standards of practice. 
This strategy draws together these requirements and standards. 

 
An approved strategy is also required as evidence towards the annual 
Information Governance Toolkit, therefore the Governing Body is asked to 
approve the document. 

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: 

 
 

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

 NHS Confidential 
 NHS Protect 
 Public 
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Ratified/Approved  
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Author Senior Governance Manager, North of England CSU 
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Location TBC  
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CTION  
 
1.1  This strategy is in support of the Information Governance Policy which has 

been adopted and agreed by the South Tyneside CCG Governing Body. 
 
1.2  This strategy sets out the approach to be taken within the CCG to provide a 

robust Information Governance framework and to fulfil its overall objectives. 
Information Governance requirements ensure that best practice is 
implemented and on-going awareness is evident across the CCG. The CCG 
is committed to ensuring that all records and information are dealt with legally, 
securely, efficiently and effectively. 

 
1.3 Information Governance is “a framework for handling information in a 

confidential and secure manner to appropriate ethical and quality standards in 
modern health services”.  It brings together within a singular cohesive 
framework, the interdependent requirements and standards of practice. 

 
1.4   The Information Governance agenda encompasses the following areas: 

• Caldicott 
• NHS Confidentiality Code of Practice 
• Data Protection Act 1998 
• Freedom of Information Act 2000 
• Health and Social Care Act 2012 
• Records Management (Health, Business & Corporate) 
• Information Security 
• Information Quality 
• Confidentiality 
• Openness 
• Legal Compliance 
• Information Risk 

 
1.5  Within this agenda the CCG will handle and protect many classes of 

information: 
 

• Some information is confidential because it contains personal details.  
The CCG must comply with regulation which regulates the holding and 
sharing of confidential personal information. Changes to the way in which 
patient confidential data can be processed came about as a result of the 
Health & Social Care Act 2012. It is important that relevant, timely and 
accurate information is available to those who are involved in the care of 
service users, but it is also important that personal information is not 
shared more widely than is necessary. 

• Some information is non-confidential and is for the benefit of the CCG 
and the general public.  The CCG and its employees share responsibility 
for ensuring that this type of information is accurate, up to date and 
easily accessible to the public. 

• The majority of information about the CCG and its business should be 
open to public scrutiny although some, which is commercially sensitive, 
may need to be safeguarded. 
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1.6 Information can be in many forms, including (but not limited to): 
 

• Structured record systems – paper and electronic 
• Transmission of information – fax, e-mail, post and telephone; and 
• All information systems purchased, developed and managed by/or on 

behalf of the organisation 
 

2.0 PURPOSE 
 
2.1  The Information Governance arrangements will underpin the CCG’s strategic 

goals and ensure that the information needed to support and deliver their 
implementation is readily available, accurate and understandable. Information 
Governance has four fundamental aims: 

 
• To support the provision of high quality care by promoting the effective and 

appropriate use of information 
• To encourage responsible staff to work closely together, preventing 

duplication of effort and enabling efficient use of resources 
• To develop support arrangements and provide staff with appropriate tools 

and support to enable them to carry out their responsibilities to 
consistently high standards 

• To enable the CCG to understand its own performance and manage 
improvement in a systematic and effective manner 

 

3.0 STRATEGIC AIMS 
 
3.1 The strategic aims will be achieved by ensuring the effective management of 

Information Governance by: 
 

• Ensuring that the CCG meets its obligations under the Data Protection Act 
1998, the Human Rights Act 1998, the Freedom of Information Act 2000 
and the Health and Social Care Act 2012. 

• Establishing, implementing and maintaining policies for the effective 
management of information 

• Ensuring that information governance is a cohesive element of the internal 
control systems within the CCG  

• Recognising the need for an appropriate balance between openness and 
confidentiality in the management of information 

• Ensuring that information governance is an integral part of the CCG 
culture and its operating systems 

• Ensuring maintenance of year on year improvement within the Information 
Governance Toolkit assessment 

• Reducing duplication and looking at new ways of working effectively and 
efficiently 
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• Minimising the risk of breaches of personal data 
• Minimising inappropriate uses of personal data 
• Ensuring that Service Level Agreements between the CCG and other 

organisations are managed and developed in accordance with Information 
Governance Principles. 

• Ensuring that contracted bodies are monitored against Information 
Governance standards. 

• Protecting the services, staff, reputation and finances of the CCG through    
the process of early identification of information risks and where these 
risks are identified ensuring sufficient risk assessment, risk control and 
elimination are undertaken.  

• Ensuring there is provision of sufficient training, instruction, supervision 
and information to enable all employees to operate within information 
governance requirements. 

 
 
 
4.0  ROLES & RESPONSIBILITIES  
 
4.1 The CCG has developed clear lines of accountability with defined 

responsibilities and objectives. The Governing Body has responsibility for 
overseeing the implementation of this strategy. 

 
4.2 The Governing Body and has responsibility for overseeing and reporting of 

the Governance agenda and performance and for providing assurance on 
Governance and risk management, Information Governance, Research 
Governance and Equality & Diversity issues.   

 
4.3 The Chief Operating Officer has overall accountability and responsibility for 

Information Governance across the CCG and is required to provide 
assurance, through the Annual Governance Statement, that all risks to the 
CCG are mitigated.  

 
4.4 The SIRO holds responsibility for ensuring that information is processed and 

held securely throughout the CCG. The role covers all the aspects of 
information risk, the confidentiality of patient and service user information and 
information sharing. The Information Governance Toolkit sets out clear 
responsibilities of the SIRO in relation to risks surrounding information and 
information systems, which also extend to business continuity and the role of 
Information Asset Owners.  

 
4.5 The Caldicott Guardian has an advisory role and is responsible for ensuring 

that the principles of confidentiality and data protection set out in the Caldicott 
Guidelines and the Data Protection Act are implemented systematically.  

 
4.6 Information Governance expertise will be provided by the Senior Governance 

Manager (IG) and the Senior Governance Officer (IG), North of England 
Commissioning Support Unit, who will liaise directly with the responsible 
person within the CCG.  
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5.0  EQUALITY AND DIVERSITY STATEMENT  
 
5.1 The CCG is committed to promoting human rights and providing equality of 

opportunity; not only in employment practices, but also in the way services are 
commissioned. The CCG also values and respects the diversity of its 
employees and the communities it serves.  In applying this policy, the 
organisation will have due regard for the need to:  

 
• Promote human rights  
• Eliminate unlawful discrimination  
• Promote equality of opportunity  
• Provide for good relations between people of diverse groups  

 
5.2 This Strategy aims to be accessible to everyone regardless of age, disability 

(physical, mental or learning), gender (including transgender), race, sexual 
orientation, religion/belief or any other factor which may result in unfair 
treatment or inequalities in health or employment. 

 
5.3 Throughout the development of this Strategy the CCG has sought to promote 

equality, human rights and tackling health inequalities by considering the 
impacts and implications when writing and reviewing the strategy. The impact 
of this strategy is subject to an on-going process of review which is closed by 
the formal Equality Impact Assessment when the strategy is due to be 
reviewed. 

 
 
5.4 Equality impact assessment  
   
5.4.1 In accordance with equality duties an Equality Impact Assessment has been 

carried out on this strategy. There is no evidence to suggest that the strategy 
would have an adverse impact in relation to race, disability, gender, age, 
sexual orientation, religion and belief or infringe individuals’ human rights. 

 

6.0 TRAINING AND AWARENESS 
 
6.1 Training and education are key to the successful implementation of this 

Strategy and embedding a culture of information governance management in 
the organisation. Staff will have the opportunity to develop more detailed 
knowledge and appreciation of the role of information governance through: 

• Policy/strategy  
• Induction 
• Line manager 
• Specific training courses 
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6.2 Mandatory awareness sessions are delivered by the Health and Social Care 
Information Centre (formerly Connecting for Health) Information Governance 
Training Tool. The sessions are mandatory and must be updated every year.  

 
 
 
7.0  MONITORING  
 
7.1 Information Governance Toolkit  
 
7.1.1 A baseline assessment of the CCG’s compliance will be made on the annual 

release of a new version of the toolkit. An updated action plan for improving 
and implementing the requirements of the toolkit will be submitted to the 
Quality, Patient Safety and Risk Committee.  

 
7.1.2 Monitoring reports will be routinely submitted to the Quality, Patient Safety 

and Risk Committee. The CCG’s progress will be reported to the Quality, 
Patient Safety and Risk Committee at regular intervals by the SIRO. The 
action plan and monitoring will be maintained by the Senior Governance 
Officer (IG), North of England Commissioning Support Unit. 

 
7.1.3 The CCG will comply with the Health and Social Care Information Centre’s 

deadlines for submission of updates and final assessment.  
 
 
8.0  PERFORMANCE INDICATORS  
 
8.1  The Information Governance Toolkit submission is a mandatory annual return; 

the criteria for compliance are set out within the IG Toolkit. The successful 
implementation of Information Governance across the organisation will be 
reflected in the achievement level produced from the annual Toolkit 
submission.  

 
 
9.0  ASSOCIATED DOCUMENTS  
 
9.1  The documents listed below have all been approved by the Governing Body:- 
 

• Information Governance & Information Risk Policy  
• Confidentiality & Data Protection Policy 
• Information Security Policy  
• Information Access Policy 
• Data Quality Policy 
• Records Management Policy and Strategy 
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10.0  REVIEW 
 

10.1 This strategy will be updated at least annually and in accordance with the 
following as and when required: 

• legislative changes 
• good practice guidance; 
• case law; 
• significant incidents reported; 
• new vulnerabilities; and 
• changes to organisational infrastructure. 

 

10.2 This Strategy will be received by the Governing Body for formal approval. 
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REPORT CLASSIFICATION – please refer to 
Report Classification Guidance and check appropriate box below 

 NHS Confidential 
 NHS Protect 
 Public 
 

MEETING TITLE:  
Governing Body 

DATE: Thursday 20th March 2014 
 

REPORT TITLE:  
Sealing of Documents 

AGENDA ITEM: 2014/021 
ENCLOSURE NO:         14 

LEAD DIRECTOR / REPORT 
SPONSOR: 

David Hambleton, Chief Officer 
 

REPORT AUTHOR: 
David Hambleton, Chief Officer 
Email:  davidhambleton@sotw.nhs.uk 
Tel:  (0191) 2833623 

REPORT SUMMARY / 
RECOMMENDATIONS: 

 
The Board are asked to confirm the sealing of the documents identified in the 
report 
 

 
FINANCIAL IMPLICATIONS / 
RISKS 
 

 
The financial implications is the contract value which is £360k  
per annum.  No risks have been identified. 

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

NO YES 

  

If no please specify the reason 
why:  This is a 3 year contract, 
the deed of variation requires 
rollover to 2nd year; an 
assessment should have been 
completed for 1st year of the 
contract which would still 
apply 

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 For Decision 

   

SPONSORING LEAD 
DIRECTOR’S SIGNATURE:  
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Sealing of Documents Report 
 

13/14 contract rollover for Spire 
 
National Variation deed in relation to the NHS Standard acute, ambulance, community 
and Mental Health and Learning Disability Services contract 2012/13. 

Enclosure :   14 

Agenda item:  2014/021 
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EXECUTIVE COMMITTEE MEETING 
THURSDAY 5TH DECEMBER 2013 

MEETING ROOM 1, MONKTON HALL 
 

Present: Christine Briggs, Director of Operations (Chair) South Tyneside CCG 
 Kate Hudson, Chief Finance Officer South Tyneside CCG 
 Ann Fox, Director of Nursing, Quality & Safety South Tyneside CCG 
 Dr Matthew Walmsley, Chair South Tyneside CCG 
 Dr Funmi Nixon, Clinical Director South Tyneside CCG 
 Dr Jon Tose, Clinical Director South Tyneside CCG 
 Ros Whitehead, Practice Manager lead South Tyneside CCG 
 Amanda Healy, Director of Public Health South Tyneside Council 
 Christine Shields, Strategic Commissioning Manager South Tyneside Council 
   
Apologies: David Hambleton, Chief Officer South Tyneside CCG 
 Dr Jim Gordon, Clinical Director South Tyneside CCG 
 Ailsa Nokes, Head of Customer Programme NECS 
   
In attendance: Aaron Tucker, Commissioning Manager South Tyneside CCG 
 Gary Collier, Senior Commissioning Manager NECS 
 Les Gray, Commissioning Manager NECS 

 
 Notes Actions 
1. Welcome  
 C Briggs welcomed colleagues to the meeting and confirmed her 

position as chair of the meeting in D Hambleton’s absence. 
 

   
2. Apologies for absence  
 Noted as above.  
   
3. Declarations of interest  
 M Walmsley, J Tose, F Nixon and R Whitehead declared an 

interest in relation to the District Nursing Service review of 
treatment rooms. 

 

   
4. Minutes of meeting held on 14th November 2013  
 Minutes were agreed as a true record.  
   
5. Matters arising from the minutes  
 There were no matters arising.  
   

Enclosure :   15 

Agenda item: 2014/022 
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6. Chair’s information  
 Overview & Scrutiny Committee – noted that the consultation is 

about to commence regarding mental health changes and the 
relocation of beds to a new purpose built facility. 

 

   
 Explained that concerns have been voiced by some County 

Councillors around the proposed changes, therefore a series of 
‘special’ commission events have been arranged by OSC in order 
to have discussions and form a view.  Noted that visits have also 
taken place to the new site.  The outcomes of the special 
commission are awaited. 

 

   
 Reported that the Council and NTW have met to discuss 

community service provision and how this might be strengthened 
and to understand what resources will be available in the 
Borough. 

 

   
 It was suggested that part of the ITF monies may be used for 

more joined up working; KHudson advised that she is currently 
looking at incorporating this into the NTW contract.  It was noted 
that NTW do sit on the Integration Board. 

 

   
 Confirmed that the new CCG Assurance Framework has been 

released and circulated and agreed that the content was 
expected and what the CCG has been working to.  Quarterly 
assessments will take place with the Area Team; recommended 
that Governing Body members should be included in these 
discussions – to be explored further in future. 

 
 
 
 
 

CBriggs 
   
7. Quality & performance report  
 G Collier attended and presented the Executive Committee with 

the new report format which has taken a dashboard approach 
providing narrative around the quality areas that need 
improvement.  Agreed that the new reporting format is 
appropriate for the Executive Committee. 

 

   
 An overview from the provider perspective was received and 

noted that STFT, NEAS, CHSFT and NTW provider organisations 
are currently red rated due to SIs and it was recommended that 
an indication of possible trends is included in future reports. 

 

   
 The key points in relation to quality were noted, namely around 

primary care Q2, serious incidents, commissioner visits, CQUIN 
Q2, NTW, safeguarding children and safeguarding adults.  A Fox 
advised that a recent meeting with STFT had been positive. 

 

   
 Friends and family test – reported red rating in terms of  
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performance however significant improvement has been seen 
since September data in terms of A&E uptake.   

 In relation to the 3 domains of quality, clinical effectiveness 
indicators appear to be quite light.  A Fox confirmed that clinical 
effectiveness will probably be received as part of the clinical 
audits but may be difficult to include this detail regularly; however 
priorities for the CCG can be selected.  Suggested that 
compliance around NICE guidelines could also be part of clinical 
effectiveness and link with the JSNA. 

 

 ACTION: G Collier to discuss with the quality team. G Collier 
   
 It was agreed that the narrative around patient experience will be 

more explicit.   
 

   
7.1 Activity and finance – reported exceeded contract activity for 

October.  Non elective has reduced being the first month this year 
below contracted level.  Long stay patients – noted continued 
pressure.  Specialised commissioning drugs – number of drugs 
have been contested by Specialised Commissioning that have 
been pushed back by the CCG. 

 

   
 The position in relation to CHS, Gateshead FT, Newcastle FT and 

NEAS was noted. 
 

   
7.2 Performance - cancer waiting times, treatment within 62 days of 

referral has improved within South Tyneside FT, with year to date 
performance now above target 87.5%; CHS continue to 
experience pressure within the A&E Department. 

 

   
 CDiff targets have been exceeded by all providers.  Primary care 

has limited access to infection prevention – it was suggested that 
the Area Team could assist with this information.  Infection control 
training for Practice Nurses is being considered. 

 

   
 A Healy also offered to this discuss withTrisha Cresswell from a 

health protection perspective.  
A Healy 

   
8. CCG performance scorecards  
 A Tucker reported that there is very little change since October.  

Red rating in relation to CHS A&E with a proportion of patients 
going through being for STCCG; urgent 2 week referral for breast 
symptoms is red but has been green year to date; 62 day cancer 
screening is red and RCA underway.  Requested that assurance 
is given that a root cause analysis (RCA) has been delivered and 
reported to the Quality Review Group. 

 

   
 Reported a breach from STFT to Newcastle Hospital which 

requires investigation into why the late referral. 
 

 
 ACTION: A Tucker to raise with providers. A Tucker 
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 Friends and family A&E – reported green rating not red as 
indicated; IAPT – missed access target for Q2, however 
significant improvement on last year’s position. 

 

   
9. Finance report  
 K Hudson reported that as at month 7 the forecast outturn for the 

CCG is delivery of 0.5% surplus.  It was noted that there is an 
outstanding risk to the CCG as a result of a late change to NHS 
property services charging arrangements which could have a 
£1.1m impact.  Noted that this is not reflected in the finance report 
at this stage.  K Hudson has discussed with the Area Team Chief 
Finance Officer who will escalate to NHS England. 

 

   
 In terms of other pressures, reported that not much has changed 

since last month, however there is continued pressure around 
prescribing; CHC is emerging as a pressure – noted an error has 
occurred regarding the numbers received from NECS in month 
but nevertheless CHC costs are beginning to rise. 

 

   
 Clinical Directors have been asked to attend the forthcoming 

Audit Committee in order to discuss the delivery of their QIPP 
schemes, which were noted in the report along with the RAG 
ratings against each scheme.  Regarding Quality in Primary Care 
STICS scheme, it was suggested that the figures are broken 
down by Practice – figures to be revisited. 

 
 
 
 
 

K Hudson 
   
10. Winterbourne update  
 L Grey attended to provide a position statement and reported all 

STFT patients currently residing within assessment and treatment 
or locked rehabilitation facilities have been reviewed.  There are 
currently total number is 6 individuals within these units. 

 

   
 A second stage review process has been agreed locally and now 

completed.  Documentation has been shared with colleagues in 
the CCG and the Council and next stages have been agreed with 
J Moore from the Council. 

 

   
 A small executive management team has been established and 

an action plan produced.  Next steps is to progress joint planning 
from the reviews and have discussions with potential providers 
which will commence in January in order to meet the June 
deadline; an interim service will be developed; noted that Rose 
Lodge could potentially become a registered unit. 

 

   
 Currently experiencing communication issues around patient 

identifiable information involving NTW and NHS England and the 
sharing of information with local authority colleagues. 

 

Page 205 of 219Page 190 of 204



5 

 

Agreed that there is a need to acknowledge the risk around 
assurance / risk register relating to information sharing.  

 ACTION: A Fox will reflect this in the quality section of the 
risk register. 

A Fox 

   
11. Commissioning Managers update  
 A report was received outlining practice visits undertaken by 

Commissioning Managers to their member practices every 4-6 
weeks.  It was noted they are currently in the process of a series 
of visits coming to an end with the next series starting again mid-
October / beginning of November. 

 

   
 Explained that an agenda is prepared to ensure consistency 

between the three Commissioning Managers and the key 
messages / discussion points that they feel need to form part of 
the visit discussion.  The practices are given opportunity to raise 
anything they wish to discuss.  Practices normally field the 
Practice Manager for these discussions. 

 

   
 It was noted that D Hambleton and J Tose also attend some visits 

and discussion is underway as to whether J Tose and\or other 
clinicians attend more frequently in order to incorporate quality in 
primary care conversations from a clinical perspective.  

 

   
12. Planning update  
 C Briggs provided an update around the status of the work 

programme, confirming that the CCG is on track in terms of its 
planning activities.  The current programmes of work under 
consideration in terms of future schemes were noted. 

 

   
 C Briggs explained what needs to be delivered as follows:  
 • 5 year strategy requires significant refresh; first draft to be 

completed by February 2014 and finalised summer 2014. 
 

 • 2 year plan; first draft completed by January 2014 and finalised 
by end of March. 

 

 • Commissioning intentions; will be published in January 2014.  
   
13. Integrated Transformation Fund update  
 Explained that an Integration Board has been locally established 

to bring the ITF and Pioneer Bid group together which will meet 
on a fortnightly basis to look at key actions to move both ITF and 
the Pioneer Bid forward. 

 

   
 Noted that from a finance perspective thought needs to be given 

around what services will be commissioned / decommissioned. 
 

   
 The Executive Committee noted the ground rules and principles 

that have been agreed. 
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 Agreed that Governing Body members need to be sighted on 
proposals and as appropriate the CCG will need to ensure that 
the S75 pooled budget arrangements fit with the CCG’s 
constitution.  It was confirmed that the CCG has a number of S75 
arrangements and therefore this will not present an issue, 
however CCG officers will retain a watching brief and pick up with 
NECS governance if appropriate.  

 

   
14. District Nursing Service review – treatment rooms  
 A Fox reported that a recent meeting has taken place around 

associated IT aspects; the group are looking at what solutions 
may be, however this may cause some delay.  It was therefore 
agreed that an interim solution will need to be put in place should 
the April deadline slip.  It is suggested that one group is 
established to develop an action plan for the Executive 
Committee’s consideration. 

 

 ACTION:  Further discussion at the next Executive 
Committee on 9th January  

Future agenda 
item 

   
 Communication and clarity to practices also needs to be 

considered. 
 

   
15. Incident reporting tool – appraisal for options for ST 

practices from 1st April 2014 
 

 A paper was presented which outlined an options appraisal to 
South Tyneside CCG comparing commercial systems for the 
reporting and management of incidents.  The Executive 
Committee was asked to make an informed decision on the 
system of choice for future incident management and reporting 
across the member GP practices. 

 

   
 Members were reminded that any key themes / messages can be 

conveyed through the appropriate Commissioning Manager. 
 

   
 Noted interim reviews may also be undertaken by Commissioning 

Managers with their respective practice cohort 
 

   
 A Clinical Directors meeting will take place on 29 January at 

which this will be discussed further. 
 

   
 Suggested that a yearly summary report on strengths / 

weaknesses may be helpful, asking practices to complete a 
template for the CCG. 

 

   
16. October COG minutes  
 Noted for information.  
   
17. Date and time of next meeting  
 Thursday 9th January, 9.30 am – 12.00 pm, Monkton Hall.  
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South Tyneside Executive Committee 
Minutes of Meeting held on Thursday 9th January 2014 

9.30am to 12.00noon at Monkton Hall 
 
 

Present:       Dr David Hambleton, Chief Officer (Chairing Meeting) 
Christine Briggs, Director of Operations  

  Dr Funmi Nixon, Clinical Director, Long Term Conditions 
  Ros Whitehead, Practice Management Lead 

Ann Fox, Director of Nursing Quality and Safety 
Kate Hudson, Chief Finance Officer 
Dr James Gordon, Clinical Director, Mental Health\Learning Disability 
Jeanette Scott-Thomas, Head of Quality & Patient Safety 
Jenna Easton, Administrative Support 

 
In attendance: Gary Collier, Senior Commissioning Manager - Provider Management NECS 
  Aaron Tucker, Commissioning Manager STCCG 
  Christine Shields, South Tyneside LA 
  Ailsa Nokes,  
  Kim Teasdale, Commissioning Manager STCCG 
  Kate Burns,  
  Janine Ogilvie, Senior Planning and Reform Officer NECS 
  Mark Girvan, Manager- Service Planning and Reform NECS 
 
Apologies: Dr Matthew Walmsley, STCCG Chair 

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

 
 

1. Welcome 
 
David welcomed all to the meeting and a round of introductions took place.  David noted a number of 
changes have been made to the agenda and will be corrected throughout the meeting. 
 

2. Declarations of Interest 
 
Declarations of interest were expressed for all GPs with regards to item 9. LES report. 
 

3. Minutes of meeting held on 5th December 2013 
 
The Committee agreed the minutes as an accurate record. 
 

4. Matters Arising 
 
There were no matters arising to discuss. 
 

5. Chair’s Information 
 
David confirmed winter pressures are ongoing; post Christmas has resulted in increasing admissions. STFT 
is currently at NEEP 3.  It was noted the majority of hospitals within the North East region are also at NEEP 
3; Newcastle FT is at NEEP 2, evidence of a lot of pressure building in the system.  All actions are taken 
locally via Urgent Care Delivery Group and actions set with STFT.  Communication between practices is 
ongoing to get out the message not to admit people to hospital unless urgent. 
Jim asked if we had received any feedback from additional resource added to the acute care team to help 
with winter pressures.  Aaron agreed to check if any update.  Gary confirmed initial performance figures from 
NEAS are just managing to hit their performance targets; a clear message that NHS is under the microscope 
currently. 
The NTW Mental Health consultation has started with various events which Dr Gordon is attending. 
 

Enclosure :   16 
Agenda item: 2014/022 

Page 209 of 219Page 194 of 204



2 
 

6. Quality and Performance Report 
 
Quality and Patient Safety Update 
Ann outlined the highlights from within the quality and patient safety section including key achievements and 
potential risks. 
 

• Serious Incidents - STFT 13 SIs, 8 pressure ulcers and 1 confidential leak of information, 2 C diff 
cases, 1 other incident, which involved burns occurring after a surgical procedure. No never events. 
CHSFT reported 5 SIs, NTW reported 8 SIs 0 involved STCCG residents and NEAS there was one 
SI reported which was a not a STCCG resident, it was a delayed admission. 

• Datix Incidents - STFT provided a Q2 analysis, reporting 1,892 incidnets, compared to 1,926 in Q1. 
Pressure ulcers remain the highest number of incidents reported at 581, 31% of all incidents, falls 
comes next with 324, 18%.. 

• STFT are over trajectory on their MRSA target, and also on C diff rates, comprehensive action plans 
have been put in place to tackle this by the HCAI improvement group. 

• NEAS - Two hour handover delays were discussed at the November QRG and an action was agreed 
to investigate and audit the current practice within NEAS and the hospitals across the North East in 
order to identify best practice. 

• Commissioners Visits - At a recent Board to board meeting, it was agreed that STCCG would 
participate in STFT announced walk about visits to gain assurance on the Trusts quality and safety 
of care that it being delivered.  A programme of visit dates is been shared, and key CCG members 
will take part starting in January 2014. 

• Friends and Family Test - Inpatient Care and A&E Care - Response rate has improved, score 
dropped slightly, but remains better than the national average.  The response rate in A&E has 
improved greatly and is now well above the national average however score has dropped this month 
and is below the national average. STFT report they have increased the response rate in A&E by 
reviewing their processes and gaining the feedback.  October saw the introduction of the national 
maternity Friends and Family Test.  Results will be published when available. 

• Quality in Care Homes - STCCG has rated the quality of care in care homes as high on its risk 
register.  CCG safeguarding staff working with STFT to revise incident reporting system.  
Safeguarding and quality assurance teams have been working with the LA monitoring and 
safeguarding team to revise the terms of reference of the LA.  STCCG is working in partnership with 
ST Council to revise the quality monitoring process focusing on clinical quality and have conducted a 
pilot of clinical quality audits of a number of care homes where there have been recent safeguarding 
concerns. In addition, STCCG staff has been actively involved in ad hoc visits with LA staff to carry 
out monitoring of care delivery in care homes that have been involved in safeguarding procedures. 

• Safeguarding Children – Serious Case Review - SCR 1 - A draft of the overview report was 
considered by the Case Review Panel, the independent author is now developing the second draft to 
be considered in January 2014. SCR 2 - A scoping meeting took place to consider the TOR for the 
single agency reports, and the timeframe for review.  All identified agencies will be contacted and 
asked to provide the name of the single agency author. A further meeting will be arranged to ensure 
authors are clear on the process.  A reconvened multi-agency meeting will be held in January, to 
consider what impact if any the child deaths that have recently taken place in Sunderland and if they 
have any connection with young people in South Tyneside. 

• Safeguarding Adults - The Domestic Homicide Review is underway.  The chronology has so far 
been submitted with the first draft of all the IMRs to be considered by the panel on the 27.1.14.  The 
SCR into events at SMV was published in early December and is also on the Council website.  
Concerns into the care presently delivered at The Meadows Care Home remain, a report will be 
provided by the Quality Lead for the CCG following a review meeting on the 23.12.13. 

• Clinical Effectiveness - STFT CQC visit.  No formal report at present, verbal feedback on the 
CQCs response was given by the chief exec of STFT at the December QRG, she reported that the 
feedback they were given was positive and provided reassurance that services were fully compliant. 

• CQUIN Q2 - STFT provided evidence to demonstrate the work they have undertaken, for 
achievement of the acute and community national, regional and local CQUIN schedules. The CCG 
has reviewed the evidence and a Q2 meeting was held to agree on the achievement and exceptions 
reported.  The contracts are being updated to reflect agreement of the base line data and goals to be 
achieved. 

• Named GP – delighted to announce a contract will soon be in place. 
 
Performance Update 
Gary gave an overview on Performance issues as follows: 
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• Performance against Cancer Waiting Time Indicators has improved at STFT due to validation of 

September and October information; however, previously reported 2 breaches against 62-day wait 
for screening services means performance remains at 25% YTD due to small numbers. 

• City Hospitals Sunderland continues to experience pressure within the A&E Department, impacting 
on their ability to deliver the 4 hour target.   South Tyneside NHSFT performance remains well above 
target, 97.8% YTD. 

• Gateshead FT report 1 breach of 52 weeks, although this is not a STCCG patient and validation has 
identified it to be incorrect, this has not yet been removed from the reporting information received. 

• 1 Incident of MRSA has been reported in the CCG locality for the period up to the end of September, 
breaching the annual target of 0 and impacting on the CCG Quality Premium.   

• C Diff targets have been exceeded by all providers. 
 
Issues to note re constitution indicators:  

• % of patients treated within 62 days of an urgent GP referral for suspected Cancer – continues to be 
RAG rated as Amber due to historic performance, however performance year to date has been very 
good for STCCG. 

• % of patients treated within 62 days of referral from an NHS cancer screening Service – this had 
recovered to a green position in August, however in September 1 patient breached the timescales 
due to a complex pathway, their wait was 119 days. The CCG has requested the RCA for the case.  

• % of patients seen within 2 weeks of an urgent referral for breast symptoms – this indicator has 
turned red in August with only 86% patients being seen against a threshold of 93%. 43 out of 50 
patients seen within target; 4 patient choice and 3 patients unable to attend on dates offered by the 
FT. NECS are in the process of establishing a Data Quality Improvement Group with the FT and will 
discuss issues of performance within this group and report back to the CCG. 
 

Issues to note re CCG outcome indicators:  
• Unplanned hospitalisation for asthma, diabetes and epilepsy (under 19s) – continues to be above 

trajectory, however this is now only by a small amount. Further information at practice and ward level 
work has been shared at the COG on this indicator, the largest group are asthma patients.  

• Friends and Family response rates – The Foundation Trust have seen an excellent improvement in 
the response rate for A&E moving from 6.7% in September to 19.2% in October. The inpatient 
response rate remains above target with continued improvement  

• Friends and family ratings - Both A&E and Inpatients have seen slight drops in the score in October. 
Some of the drop in the A&E score may be attributed to a higher response rates.   

• IAPT - Access has missed the target for Q2 with 5.7% against a threshold of 6.0% however recovery 
rate has been achieved with 53.4% 

 
7. Finance Report 

 
Kate gave an update for month 8 figures. 
 
Key issues or risk areas: 
 
 Contract over-performance 2013/14 

Activity with our main providers continues to be a concern.  The levels of over-performance at 
Newcastle Hospitals FT have reduced following work undertaken by colleagues in NECS.  Despite 
this reduction, non-elective activity flows into Newcastle are a particular issue for the CCG and 
should be considered as part of our action planning for 14/15 onwards.   
 
City Hospitals Sunderland remains a medium risk due to the implementation of a new patient 
information system that has led to data quality problems that will have implications for planning for 
2014/15. Work continues with the lead commissioner regarding a proposal for the year-end based on 
latest activity information.  It is anticipated that a block arrangement for quarter two and beyond will 
be agreed.  Early discussions have taken place with the Trust regarding year-end. 
 
South Tyneside FT performance shows a slight over-performance against contract for acute and 
also pressure on demand-led services (continence products) for the community contract.  However, 
the variances are marginal compared to the overall quantum of the contract.  Discussions regarding 
year-end have begun with the Trust. 
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Prescribing data indicates an overspend to year end and the position has not moved this month 
which is encouraging.  The Prescription Pricing Authority (PPA) forecast tends to be volatile and this 
remains a high risk going forward. 
 
A further pressure for the CCG relates to continuing health care (CHC) costs.  It was anticipated that 
the spike in CHC costs seen last month would be temporary, however, the CCG is in receipt of 
information from the local authority that suggests that the CHC costs for the year will be significantly 
higher than anticipated.  Work is underway with NECS to understand the cause of the increase and 
where possible to challenge funding assumptions.  The local authority has been made aware that the 
over-activity is unaffordable to the CCG. 
 

 Spending 2% 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 requiring £2.1m of savings in 2013/14.  It is clear from 
Appendix 5 that there are a number of schemes that will not deliver the required savings in 2013/14, 
creating additional pressure on the CCGs ability to deliver the required 1% surplus for the year and 
these have been red rated. 
 
Appendix 5 has not been updated this month as we have no new data. As noted in previous months 
we are working with NECS to ensure the validity of the data included in the report on an on-going 
basis and in particular the savings highlighted on readmissions.  . 
 
Non delivery of QIPP is a key risk for the CCG and makes delivery of 1% surplus impossible.   
Delivery of QIPP savings is now considered HIGH RISK. 
 

 Running Costs 
The CCG has a small running cost allocation that is currently under spending. This remains a low 
risk. 
Action: Ailsa Nokes agreed to pass on Kate’s details to Guy around the work he is carrying 
out local and national costs. 

 
8. CCG Social Media Policy 

 
Policy outlines implications and roles and responsibilities for CCG staff.  Chosen social media is twitter. 
Good feedback from providers and third sector colleagues. 
Any ideas or messages which colleagues want to tweet send onto Kim, Aaron to Phil who will put clear 
messages onto twitter feed. 
 

9. LES Report 
 
David welcomed Janine Ogilvie to the meeting.  All GPs confirmed a declaration of interest. 
Janine gave an update position with Implementation of the outcome of the Local Enhanced Services (LES) 
review and progress to date on the transition of each local enhanced service into their new funding 
mechanisms. 
 
In relation to INR Levels 2-4 the Executive Committee agreed to re-open the window to allow for additional 
AQP providers to be identified. This would allow for general practices currently providing the service via an 
LES to apply to become an AQP provider. 
 
Ann asked if publicising the planned changes is included the PTS booking within the service specification to 
illustrate to the public how decisions are made.  Janine confirmed this will be added to the specification. 
 

10. Procurement and Evaluation Strategy 
 
Item progressed therefore no need to discuss. 
 

11. South Tyneside Council and CCG Transition Protocol 
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Christine gave an updated around the South Tyneside transition protocol report and who it is aimed at n 
noting a lot more work is needed.  Christine asked for comments to be sent via email. 
Ann agreed to forward comments to Riana Nelson and copy in Christine for clarity. 
 

12. CCG Connectivity and 111 
 
David welcomed Dr Kate Burns to the Executive Committee meeting and noted the important work Kate is 
carrying out needs to be recognised and the CCG made aware of. 
Kate gave an update around different work streams relating to 111 and asked for the CCG to encourage and 
support ongoing work and to promote clinical input.  
David noted this work all feeds and links directly into Urgent Care. 
 
David mentioned there is a general lack of enthusiasm around 111 which needs to change, the CCG needs 
to identify how we can bring in practices to maximise what it can do for South Tyneside.  Wider discussions 
are needed on how we support 111 going forward. 
 

13. Marie Curie Contract 
 
South Tyneside CCG, in collaboration with Gateshead and Sunderland CCGs, currently commission Marie 
Curie Cancer Care to provide a Palliative Care Coordination Centre. The service was commissioned in 2012 
on a 3 year contract which is due to expire on 31st March 2015. It operates 7 days a week across the three 
localities with a remit to coordinate packages of care for patients at the end of life with an aim of supporting 
care closer to home.   
 
Gateshead CCG has agreed to issue the provider with notification to decommission the service from April 
2015 without the completion of a formal review.  It was agreed that the capacity to carry out the review would 
be more appropriately allocated to supporting other CCG priorities.   
 
The withdrawal of funding support from Gateshead makes the continuation of this service unviable for South 
Tyneside and Sunderland.  In addition performance data demonstrates a significantly low referral rate for 
South Tyneside patients, indicating low service utilisation and potentially limited value for money. 
 
Christine asked for Jackie Welsh to be key link with Marie Curie. 
South Tyneside agreed to endorse the decision made by Gateshead CCG and instruct the provider 
management team in NECS to issue formal intention to decommission the service in line with Gateshead 
CCG. 
 

14. District Nursing Service review – Treatment Rooms 
 
Jeanette gave a brief update around the current position with District Nursing Treatment rooms.  A report 
was previously presented to the Executive Committee around treatment room clinics in South Tyneside.  GP 
practices could refer house bound patients to have monitoring carried out and submit information to practices 
to be included in management of patients.  Concerns were arisen around the transition. 
12 month activity within clinics clearly demonstrates 5 practices will be affected by the change and 7 
practices have no access at all. 
 
Activity figures for all practices have now been received.  Jeanette confirmed more than likely a skills and 
audit training session for practices will be needed.  Capacity issues will be something practices will need to 
look at. 
The trust has asked for numbers of patient which are being handed over to make plans for capacity issues. 
The main focus initially will be around monitoring activity; the next phase will move to electronic information 
input and extended to other community services for longer term plan. 
 
Jim expressed if practices have been informed of plans and if discussions have taken place as key practices 
are effected and the LMC also needs to be aware. 
Action: David to pick up with Matthew. 
 

15. Pioneer Status 
 
Item deferred 
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16. Heart Failure and BNP 
 
Funmi confirmed the Heart Failure Clinic will cease at the end of March 2014.  A message needs to be 
agreed and feedback to lead GP confirming this action. 
 
BNP levels have changed meaning more referrals will be made to Echocardiography.  Funmi spoke to Steve 
Kirk from Gateshead and they have agreed to delay this service until April 2014.  An evaluation of impact for 
South Tyneside is needed. 
 

17. Planning Round and Contracting 14/15 
 
Christine shared a planning and contracting round report for information which included a suite of support 
tools intended to assist commissioners with planning considerations.  The planning guidance seeks a 
number of points which are included within the report along with key financial risks. 
 

18. Date and time of next meeting: 
13th February 2014, 9.00 – 12.00 noon at Monkton Hall, Meeting room 1 
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South Tyneside Executive Committee 
Minutes of Meeting held on Thursday 13th February 2014 

9.30am to 12.00noon at Monkton Hall 
 

 
Present:       Christine Briggs, Director of Operations (Chairing Meeting) 
  Dr Funmi Nixon, Clinical Director, Long Term Conditions 

Dr Jon Tose, Clinical Director, Planned Care 
Dr Matthew Walmsley, STCCG Chair 

  Ros Whitehead, Practice Management Lead 
Ann Fox, Director of Nursing Quality and Safety 
Kate Hudson, Chief Finance Officer 
Joanne Moore, ST Council, Commissioning & Quality Lead 
Amanda Healy, Director of Public Health 
Jenna Easton, Administrative Support 

 
In attendance: Gary Collier, Senior Commissioning Manager - Provider Management NECS 
  Ailsa Nokes, Head of Customer Programme, NECS 
  Janine Ogilvie, Senior Planning and Reform Officer NECS 
  Aaron Tucker, Commissioning Manager STCCG 

Kim Teasdale, Commissioning Manager STCCG 
 
Apologies: Dr David Hambleton, Chief Officer 

Dr James Gordon, Clinical Director, Mental Health\Learning Disability 
 
 

1. Welcome 
 
Christine Briggs welcomed all to the meeting noting chair position today in David’s absence. 
 

2. Declarations of Interest 
 
Declarations of interest were expressed for STICS, LES and Care Homes by 
 
Matthew Walmsley, Jon Tose and Ros Whitehead 
 

3. Minutes of meeting held on 9th January 2014 
 
The Committee agreed the minutes as an accurate record. 
 

4. Matters Arising 
 

• Named GP Dawn Elliott has now been appointed for children safeguarding, post commenced 1st 
February 2014.  Ann confirmed we now need to advertise for adult safeguarding position. 

• Kate noted clinical leads money for next year was factored into commissioning intentions meeting 
• District Nursing Review – Kim is progressing some work on this.  Matthew to check with Kim if LMC 

has been sighted on progression. 
 

5. Chair’s Information 
 
Christine updated in that work with NHSIQ is about to commence in relation to the development of a vision 
and model for integrated community teams linked with the work being oversee by the Integration Board. This 
will be a major transformation workstream connected with the Better Care Fund. 
 
The Q3 assurance meeting with the Area Team will be taking place on 18th March 2014,  as part of this we 
will be a presentation on our planning process to date.  Other issues to be raised were noted to be around 

Enclosure :   17 
Agenda item: 2014/022 
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assurance processes for quality of directly commissioned services. Any further agenda points are to be 
emailed to Christine. 
 

6. Quality and Performance Report 
 
Quality Update 
 
Ann outlined the highlights from within the quality report including key achievements and potential risks. 
 

• Change in information is around HMSR.  Discussed with both organisations, look at how we can get 
a more accurate and persistent message. 

• Outstanding reports needs adding to reflect numbers.  CRG is picking up timescales receipt of 
reports 

• SIs are now SUIs – need to add consistency in report.  Jon asked for a stand up session specifically 
around SIs.  ACTION: Jane Leighton to add to stand up list. 

• Ann alerted the Executive Committee to ongoing risks in care homes the detail of which is being 
overseen by Ann and Jeanette, working closely with colleagues in Social Care and CQC.  

 
Performance Update 
 
Gary Collier gave an updated around the performance section within the joint report highlighting any risks 
and sensitive areas. 
 

• South Tyneside NHS Foundation Trust 
Report a slightly over contract position of £350k.  Elective activity has continued to increase from 
previously reported position with pressure in Day case activity within General Surgery, Clinical 
Haematology and Medical Oncology.  Long Stay patients continue to increase financial pressure to 
the CCG, currently £427k above expected levels year to date. Continence supplies continue to 
present a financial pressure – a gain share agreement if being discussed with the provider for the re-
procurement of services in 2014/15. 

• City Hospitals Sunderland 
Continue to experience significant data difficulties following the implementation of the PAS system.  
Over performance experienced in Months 1 and 2 has reduced with the Year to Date Activity below 
contract - £310k, however, this is anticipated to be attributable to the provider inability to correctly 
capture some activity.  

• Gateshead Health NHS FT 
Also continue to experience data difficulties following the implementation of the PAS system over 12 
months ago.  The CCG continue to pay on the basis of an agreed financial envelope, the agreement 
of the annual position in line with the financial envelope is being progressed. 

• Newcastle Hospitals 
Contract has seen a slight increase to £322k from the position reported in October (£237k). High 
Cost Drugs remains the largest area of over performance within the Contract, £239k cumulatively to 
month 8.  Medical devices have also increased slightly presenting £18k pressure.  Initial analysis of 
Non Elective admissions activity has indicated that Paediatrics activity may be increasing which 
could be attributed to the ‘Accelerating Bigger Picture’ work. 

• North East Ambulance Service  
Contract continues to experience significant over performance attributable to other CCG areas.  
South Tyneside CCG are approximately in line with contracted activity levels, £4k  over, however, 
contribute £90k to the regional risk share in relation to overall contract performance. 

 
CCG performance 
 

• Performance against Cancer Waiting Time Indicators has continued to improve at STFT with Year to 
Date performance of 96.9% against the 2 week wait target of 93%.  Treatment within 62 days of 
urgent GP referral has dropped slightly in November at STFT, CHS and NuTH, although 
performance remains above the YTD target.  62 day wait screening services remains at 25% YTD 
due to small numbers.  RCA has been undertaken on all breaches and shared with CCG colleagues. 
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• City Hospitals Sunderland continue to experience pressure within the A&E Department, impacting on 
their ability to deliver the 4 hour target and have also failed to achieve the diagnostic waiting time 
target in December.  Further information requested from the lead commissioner.  In relation to A&E, 
South Tyneside NHSFT performance remains well above target, 98.7% YTD, an improvement from 
the position reported last month. 

• Gateshead FT report 1 breach of 52 weeks, although this is not a STCCG patient and validation has 
identified it to be incorrect, this has not yet been removed from the reporting information received. 

• 1 Incident of MRSA has been reported in the CCG locality for the period up to the end of September, 
breaching the annual target of 0 and impacting on the CCG Quality Premium.   

• C Diff targets have been exceeded by all providers. 
 

7. Finance Report 
 
Kate gave an update for month 9 figures ending 31st December 2013. 
 
The surplus position has now changed and is very limited therefore anything else occurring will change 
position for year-end figures of STCCG reaching its targets. 
 
City hospitals Sunderland deal is now complete.  The figures are higher than anticipated however we had to 
sign off the contract.  In relation to STFT a number of discussions have taken place and will fall bang on plan 
with no problems occurring. 
 
Prescribing data indicates an overspend to year end and the position has reduced slightly this month which 
is hopeful.  This still remains a high risk going forward.  Discussions have taken place. 
 
CHC costs have had a major impacte with over performance causing pressure.  The CCG is in receipt of 
information from the local authority that suggests that the CHC costs for the year will be significantly higher 
than anticipated.  Work is underway with NECS to understand the cause of the increase and where possible 
to challenge funding assumptions.  The current over-performance will be a pressure on budgets next 
financial year that will need to be funded from the CCG growth allocation and factored into financial plan for 
next year. 
 
Achievement of QIPP savings is now considered as high risk to STCCG.  A financial plan is being drawn and 
will need to be discussed at the next meeting in depth detail along with allocations.   
ACTION: More time allocated to finance item on March meeting. 
 

8. STICS Progress 
 
Declarations of interest were noted as set out in point 2 of the minutes. 
 
Kim Teasdale gave an update around progress for the South Tyneside Improving Care Scheme (STICS) and 
asked STCCG to endorse the achievement and payment schedule outlined within the report.  
 
Practices were asked to identify a cohort of patients, carry out a review and generate a strategy.  The 
proposal is to pay the practices a proportion of money.  A second payment will be made to practices who 
achieve 100% by end of March 2014. 
 
The executive agreed to endorse this report which needs signed off by David Hambleton and Stephen Clark.  
It was noted this does not need to go to the Governing body for sign off. 
 

9. CHC and Personal Budgets 
 
Chris McEwan was welcomed to the meeting. 
Both reports are for information highlighting the Executive Committee on key elements within personal 
budgets for Adults and Children and progress since the update. 
 

• Children’s Health Team (Continuing Care) Model developed, with core pathway. 
• Manager appointed, starting in March 14. 
• NECS staff continue to attend regional ‘Accelerated Learning Workshops’ 
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• PHB Network is now established across NECS area.  Children’s PHB Network is also operational. 
• Budget Setting Tools being tested. 
• Training:  Over the next couple of months 3 sets of training will be delivered:  Awareness Training; 

Practitioner Training; and Authorisation Training.   
• ‘Toolkit’ of regionally standardised documentation, with local context where appropriate 
• Shared mechanisms for Direct Payments discussed with Local Authority 
• Developed CHT model and core pathway 
• Linked with LA’s in relation to their pathways. 
• 3 Levels of training has been identified:  Awareness Training, Practitioner training and Authorisation 

training. 
 
NHS England has allocated 20k funding towards all CCGs but cannot be used towards Personal Budgets. 
Christine proposed a group session to discuss and work through how we go about future monitoring and 
developing mechanisms to assure quality.  ACTION: A sub group session with Christine Briggs, Ann 
Fox, Caroline Bannon, Chris McEwan and NECS colleagues is needed. 
 

9. Equality Objectives Action Plan 
 
The Executive welcomed Gillian Stanger to the meeting.  Gillian explained the purpose of report is for 
STCCG to approve the action plan within the report for implementation to ensure that the CCG is able to 
meet its equality objectives which were formally agreed by the CCG Governing Body and which were 
published as part of the Public Sector Equality Duties.  Progress on the action plan will be reported to the 
Executive quarterly. 
 
Gillian emphasised a lot of actions within the plan are already in place within STCCG being the only CCG 
that have a local quality surveillance group.  Ann asked for a statement to be added into section 2 of the 
report. 
STCCG agreed to approve the action plan and Christine asked for this to be published. 
 

10. Planning Update 
 
Aaron Tucker gave a brief verbal update around planning progress to date. 
 
A plan on a page has been created to give an image of where we are at and has been interlinked with 
commissioning intentions.   
Fortnightly planning meetings are still taking place to map changes going forward. 
 

11. LES Transition 
 
Conflicts of interest were noted as declared in point 2. 
Christine welcomed Janine Ogilvie to the meeting. 
Janine shared an updated position around LES transition and progress which has occurred since the last 
report was submitted. 
 

• Patient transport booking – currently on track, will be going out to advert for procurement next week. 
• INR – joint procurement with Sunderland CCG, also opening up window for AQP.  Confident that 

Boots will mobilise on 10th March 2014 resulting in 2 providers. 
• Minor Surgery – capacity demands and hoping to conclude work by March 2014 with a mobilisation 

date of June 2014.  Kate asked for an updated position on finance to ensure the procurement wont 
overlap. 

• Perth Green – draft specification has been circulated for comment, hopefully sign off this week.  A 
June date for mobilisation with a new provider. 

• Prostate – waiting for specification to be singed off.  Dual specification sent out in year so it can be 
integrated into NHS contract, 21st February target date for sign off. 

• Care Homes – specification has been signed off and being built into NHS contract. 
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Christine asked if there are any risks outstanding.  Janine confirmed there are 2 remaining specifications 
which need to be signed off.  ACTION: Matthew to sign off both contracts as soon as possible and 
send to Janine. 
ACTION: Janine agreed to circulate a communication bulleting to all practices around AQP process 
and work currently ongoing. 
 
The Executive agreed to endorse all recommendations within the report and thanked Janine for the update 
position. 
 

12. The Director of Public Health Annual Report 
 
Amanda shared Director of public health annual reports to the Executive Committee for information. 
 
Main features of the report show challenges and opportunities faced in South Tyneside.  The report covers 
the three spheres of public health – health improvement, health protection and healthcare quality.  There are 
a series of recommendations some of which are directly relevant to STCCG. 
 
Public health England is also providing support tools to CCGs. 
Amanda asked for the document to be shared with colleagues and joint partnership organisations. 
ACTION:  The Executive agreed to share this report on STCCG website. 
ACTION:  Laura Witters to add to Governing Body forward planner for a future meeting. 
 

13. Care Homes Integrated action plan 
 
Jo Farey attended to share with the Executive a Care Home integrated action plan which sets out key 
deliverables, objectives and actions. 
Ann noted more information will be fed into this report after 18th February Care Homes workshop has taken 
place which Jo agreed to attend.   
It was agreed to have useful input from Local Authority colleagues. 
ACTION:  Agreed to have a separate meeting with Jo and Ann to discuss how we map arrangements 
currently and suggestions for a more robust plan and how we measure. 
 

14. AOB 
 

• Non Recurrent Funding 
Kate gave a reminder of bidding process for non-recurrent funding is now taking place and all bids 
need to be sent to Caroline by Monday.  Currently 3 schemes STICS, quality in primary care 
prescribing scheme and nursing homes. 
Agreed to discuss virtually. 
 
Carers Strategy 
A strategic review was noted to be drawing to completion; both the CCG and LA jointly fund a range 
of services across the borough. It was agreed that the review, which has been delivered by the LA, 
should be shared with the CCG Exec.  

 
15. Date and time of next meeting: 

13th March 2014, 9.00 – 12.00noon at Monkton Hall, Meeting room 1 
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