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NHS South Tyneside Clinical Commissioning Governing Body 
 

to be held on Thursday 25 April 2013, 10 a.m. – 12 noon  
 

The Customs House, Mill Damm, South Shields, NE33 1ES 
 

AGENDA 
 

1. 

 

Welcome 
Dr Matthew Walmsley, Chair 

10.00  

2. Apologies for absence 
  

3. Declarations of interest   

4. Minutes of meeting held on 28 February 2013 10.10-10.15 Enclosure 01 

5. Matters arising from the minutes 10.15-10.20  

6. 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. 

10.20-10.25  

7. Chief Officer’s information 
Dr David Hambleton, Chief Officer 

10.25-10.30 Verbal  

8. QUALITY   

8.1  Commissioned services assurance report 
Jeanette Scott-Thomas, Head of Quality & Patient Safety 

10.30-10.40 Enclosure 02 

9. PERFORMANCE   

9.1 Contract update 
Kate Hudson, Chief Finance Officer 

10.40-10.45  Verbal 

9.2 Performance and QIPP monthly report 

Christine Briggs, Director of Operations 

10.45-10.50 Enclosure 03 

9.3 Authorisation 
Christine Briggs, Director of Operations 

10.50-10.55 Enclosure 04 

10 FINANCE 
  

10.1 South Tyneside 2013/14 Budget Paper 
Kate Hudson, Chief Finance Officer 

10.55-11.05 Enclosure 05 
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11. COMMISSIONING BUSINESS   

11.1 Commissioning Intentions 2013/14 
Christine Briggs, Director of Operations 

11.05-11.15 Enclosure 06 

11.2 South Tyneside Improving Care Scheme 
Dr Jon Tose, Clinical Director 

11.15-11.25 Enclosure 07 

11.3 Quality in Prescribing Scheme 2013 
Dr Jon Tose, Clinical Director 

11.25-11.35 Enclosure 08 

12. PARTNERSHIP   

12.1 Public Health and Health and Wellbeing Board update 
Amanda Healy, Director of Public Health, South 
Tyneside/Helen Watson, Corporate Director of Children, Adults 
& Families, South Tyneside Council 

11.35-11.45 Enclosure 09 

13. GOVERNANCE   

13. Policies for Ratification 11.45-12.00  

13.1 Access & Choice 
 Enclosure 10 

13.2 Intellectual Property Rights 
 Enclosure 11 

13.3 Procurement Policy 
 Enclosure 12 

14. Any Other Business   

15. 

 

Date and time of next meeting 
Thursday 27 June 2013, 10.00 am, Living Waters Church, 
Alice Street, Laygate, South Shields, NE33 5PB 
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Enclosure: 01 

 

NHS South of Tyne and Wear 

South Tyneside Clinical Commissioning Group 

Meeting of the Shadow Governing Body 

Minutes of the meeting held on Thursday 28 February 2013 in Meeting Room 1, 
Monkton Hall, Jarrow 

 
Present: 
 
Dr Matthew Walmsley                   Chair 
Mr Stephen Clark                          Lay Member and Deputy Chair 
Mr Jeff Gosling                              Lay Member 
Dr David Hambleton  Chief Officer Designate 
Mr Paul Morgan                             Lay Member                   
Dr Vis Nathan   Elected GP Member 
Dr Tarquin Cross                           Secondary Care Doctor 
Ms Kate Hudson                            Chief Finance Officer Designate  
                                                        
Ms Amanda Healy                         Director of Public Health (non-voting  
                                                       Member) 
                                                                       
In Attendance (for relevant items): 
 
Mrs Christine Briggs  Head of Commissioning Development/Director                                                                                      
                                             of Operations Designate 
Mrs Jan Thwaites   Governance Support Officer (minutes) 
Mrs Lucy Topping   Head of Quality Assurance & Improvement 
Mr Aaron Tucker   Performance/QIPP Delivery Lead 
Mrs Helen Watson   Corporate Director of Children, Adults & Families,  
                                                      South Tyneside MB Council 
 
2013/ Welcome and Introductions 
 
The Chair welcomed those present to the meeting of the Shadow Governing Body.  
 
2013/1 Apologies for absence 
 
Apologies for absence were received from Mrs Carol Donaldson. 

2013/2 Declarations of Interest 
 
There were no declarations of interest. 
 
2013/3 Minutes of the meeting held on 20 December 2012. 
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The minutes of the meeting were approved as an accurate record subject to the 
following amendment: 
 
2012/12 Revised Governance Arrangements – in the final paragraph the date should 
be amended to read 31 March 2013. 
 
2013/4 Matters arising from the minutes 
 
The CCG were currently looking at a joint solution with Sunderland and Gateshead 
CCGs in regard to the continuing health care restitution scheme claims. 
 
2013/5 Chair’s information 
 
Congratulations were given to Dr. Hambleton on his appointment to the post of Chief 
Officer Designate for South Tyneside CCG reference was also made to the post of 
Director of Quality, Patient Safety/ Governing Body Nurse.  This had been filled by 
Anne Fox who currently works for the North East Ambulance Service. 
 
The Chair informed the meeting that he had attended the first semi-formal Local 
Area Team Directors meeting and indicated that positive relationships had been 
formed. 
 
The Chair gave his thanks and an acknowledgement for all the hard work 
undertaken to achieve authorisation with only one condition; this would be 
discharged within the month. This would be the last meeting of the CCG in Shadow 
form with the abolition of the PCT at the end of March. 
 
2013/6 Francis 2 report 
 
The Chief Officer Designate presented information on the inquiry into Mid 
Staffordshire NHS Foundation Trust which included letters from Sir David Nicholson, 
NHS Chief Executive and Jeremy Hunt, Secretary of State for Health and a summary 
and response from the NHS Confederation.  
 
The importance of the report and the culture of the NHS were discussed including 
that as a public body we are open to scrutiny. It was noted that the CCG must 
maximise the opportunity to scrutinise the quality of services it commissions. The 
Quality, Patient Safety and Risk Committee will provide assurance to the Governing 
Body on the quality, safety and risks of commissioned services and should take the 
lead on framing the CCG’s response to Francis 2. The Chair noted that all services 
must demonstrate a fundamental quality standard. The planned development 
session in April would be led by the Director of Quality, Patient Safety/ Governing 
Body Nurse where the detail would be looked at in more depth. 
The Chair recommended a number of pages to take particular note of in the Francis 
2 report which related to commissioning standards. 
A decision was made to take a broad outline paper to the next Governing Body 
meeting which would be held in public in April.  
 

The Governing Body NOTED the report. 
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2013/7 Quality reports 
 

(1) Secondary Care Services 
 
A report was presented which looked at the summary of external assurance 
reviewed during the past year noting key points which included continued monitoring   
of surgical procedures, the need to increase participation rates (PROMS), serious 
incidents and patient satisfaction. The report also included a draft CQUIN scheme for 
2013/14. Areas of concern were: 
 

 Discharge bundle relating to COPD 

 Mortality  
 

It was noted information in relation to Infection, prevention and control would be 
covered in the performance report: the local Foundation Trusts were below the 
national average for infection rates. 
 
The draft CQUIN scheme for 2013/14 had been discussed at a contract group 
meeting and a number of goals had been removed i.e. collaborative discharge 
planning and pulmonary rehabilitation 
The Chief Officer Designate informed the meeting that a 2 day improvement event 
with the Foundation Trust had been arranged and would focus on re admission and 
collaborative discharge rates. It was also noted that Cancer Network had raised 
concerns in regard to the end of life care indicator. 
 
Appendix one gave a summary of external assurance for local Trusts. The following 
areas were highlighted: 
 

 NHSLA scores 

 Quality and Risk profiles 

 Patient Experience which included national inpatient, outpatient A&E, national 
cancer patients and staff surveys – South Tyneside had not scored as well as 
other Foundation Trusts 

 Patient Environment Action Team (PEAT) scores 

 National Patient Experience Composite Measures 

 Mortality measures 

 Serious Incident reports – there had been a positive increase in the reporting 
of incidents. 

 
It was noted that suggestions for CQUIN measures had been received/encouraged 
from other organisations. 
 

(2) Community Health Services 
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The report was presented summarising key points from external sources of 
assurance reviewed during the previous 12 month period and the draft CQUIN 
scheme for 2013/14. 
 
The following areas had been linked to the CQUIN scheme: 
 

 District Nursing – a number of actions from the implementation plan had been 
linked in   

 Community Matrons – focus on caseloads, A&E attendances and emergency 
admissions. The number of patients on the Community Matrons (CM) 
caseload in the high risk category had decreased. A question was raised in 
regard to the caseload information, in response it was noted that the data was 
the actual caseload and not an average.  

 
An Elected GP Member raised the question of District Nurses attendance at practice 
meetings. He was aware that for example his own practice hosted a regular weekly 
meeting to which there had been no DN attendance.  
In response it was explained that there was still a lot of work to be carried out on the 
service specification.  
 

(3) Mental Health Services 
 
The report provided an overview of the external sources of assurance reviewed in 
Quarter 3.  
 
In relation to CQC registration activity Rose Lodge in Hebburn were visited by CQC 
on 28 December 2012. The report found this specialist centre to be an example of 
good practice. A visit had been made to St George’s Park in Morpeth where the 
providers were not meeting the essential standard: an action plan had been 
requested as a number of red indicators had been raised, these related to the 
management of medicines, the safety and suitability of premises, staffing and 
records. 
 
Key performance indicators in relation to the IAPT service were highlighted noting 
the improvement of indicator 6, the number of people completing treatment and 
moving to recovery. Attention was drawn to the significant waiting list for young 
people to access the service, it was noted that the Child and Family Board monitor 
and manage the lists down. It was acknowledged this was a challenging task, an 
update from NTW on how this would be managed in future would be requested. 
 
ACTION: An update from NTW indicating how the waiting lists for young people 
would be managed going forward had been requested. 
 
In discussion it was noted that the usual waiting time standards did not apply to the 
Mental Health service. A development session with NTW had been planned where 
these issues would be picked up. 
 
2013/8 Contract, Performance and QIPP update 
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This report contained the latest summary updates of performance against the 
Integrated Strategic and Operational Plan (ISOP), key performance indicators (KPIs) 
and QIPP financial savings. 
Key highlights on KPIs  
 

 the under-performance of NHS Health Checks – work continues with practices 
to resolve data queries. 

 the % of patients treated within 62 days of urgent referral for suspected 
cancer – weekly breach reporting remains in place 

 mental health access  and number of patients moving to recovery – action 
plans in place 

 CDIF infections – the Foundation Trust reported a trajectory of just 2 cases 
remaining. 

 MRSA – the CCG had reported 2 cases against a trajectory of 3 for the year 
with the FT reporting 2 cases against their trajectory of 1: weekly breach 
reporting was in place. 

 
It was reported that the flu vaccination programme had been completed successfully 
with the achievement against target for the over 65s but with an under achievement 
against the under 65s, pregnant women and healthcare workers although an 
improvement had been seen on last year’s targets. 
 
Questions were raised as to the number of red Urgent Care and unplanned 
hospitalisation for ACS conditions indicators and whether the situation had worsened 
over the previous quarters. In response it was explained that these were new 
indicators and would be monitored closely on a monthly basis.  Further question was 
raised as to the possible deterioration in regard the figures for A&E Quality, these 
figures would be checked and the information brought to the next meeting. 
 
ACTION: The Performance/QIPP Delivery Lead to check the information on A&E 
Quality indicators and bring back to the Governing Body meeting in April. 
 
The position in regard to contract finance and activity was presented to the meeting 
highlighting the over performance on non-elective inpatients, the under-performance 
of elective inpatients and the problem at City Hospitals Sunderland with non-elective 
inpatients. Ambulatory care tariffs would be added as part of the next contract round. 
The high pressures expected next year were highlighted noting that South Tyneside 
lose out on the market share due to the significant patient flow into Gateshead 
Health.  
 
2013/9 Finance Report - Month 9 
 
An update on the financial position for the CCG against delegated budgets was 
presented to the meeting. This showed a predicted position of a £1.5m over spend at 
the year-end despite a contribution of £2m from South Tyneside PCT reserves. After 
offsetting of various benefits there will be a £4m over activity against all of the main 
acute providers.  
The current forecast for STCCG is an under-recovery of £85k: The Executive 
Committee had agreed a revised QIPP programme to attempt to address these 
issues.  
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It was declared that the FT had historically over-performed and it was anticipated 
that there had not been sufficient leverage available to keep them to the level of 
activity they had been contracted for. 
It was proposed to hold back on investments and refocus on non-electives. 
 
 
2013/10 Transition of Clinical Contracts 
 
Following a letter in November 2011 from David Flory an update in regard to the 
actions undertaken on the transfer of commissioning responsibility for clinical 
contracts was presented to the meeting. An internal working group had been set up 
which met fortnightly to receive updates from the Department of Health and the 
North East group in order to transfer all healthcare expenditure agreements to 
successor commissioners.  
The group worked closely with contract leads to set up electronically held contract 
portfolios and copies of contract documentation, this information would be used to 
inform the PCT Transfer Scheme. 

The Governing Body were asked NOTE the content of the report and nominate a 
CCG representative or engagement on the contract transfer. 

 
 
2013/11 Authorisation Update 
 
An update and assurance report was presented to the meeting on the authorisation 
conditions including the work carried out to ensure the one remaining condition 
namely the Terms of Reference (ToR) for the Council of Practices had been 
addressed. 
 
The ToR were amended following a communication to the member practices 
advising the detail of the change, approval was sought and shared with the NHS 
Commissioning Board as evidence of the action taken.  The Chief Officer and 
Deputy Chair determined via Chair’s action to approve the change on behalf of the 
Governing Body. In regard to remuneration for governing body members this had 
been delegated to the Remuneration Committee. 
 

Members ENDORSED the content of the report and the action taken. 
 
2013/12 Public Health update 
 
The Director of Public Health gave a presentation on the Public Health Transition 
and Health and Wellbeing Board. The presentation covered statutory responsibilities, 
public health services, work with CCGs and the Health and Wellbeing Board. 
 
Statutory responsibilities: 

 a duty to improve health and wellbeing 

 to prepare with the CCGs a Joint Strategic Needs Assessment (JSNA) 

 a Joint Health and Wellbeing Strategy 
 
This work would be supported by a ring fenced grant. 
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Public Health Services: 
 
The public health mandated services included sexual health services, NHS Health 
Checks and key advice to NHS Commissioners. Various other priority interventions 
were noted. 
 
Work with the CCG: 
 

 This included a Memorandum of Understanding 
 Development sessions with the Commissioning executive which would include 

JSNA, develop clinical dashboards, responsibilities around health inequalities 
and to support work around re-admissions.   

 Work on Children’s Commissioning would be looked at through a joint 
approach with the Local Authority and the CCG. 

 Work with key staff in NECS 
 Joint monitoring of public health contracts with South Tyneside Foundation 

Trust in areas including sexual health and school nursing. 
 
Health and Wellbeing Board: 
 
The Health and Wellbeing Board had been established as part of the Local 
Authority and has a duty to encourage integrated working between public health 
and social care services. A review of the South Tyneside HWB governance 
function was on-going. 
 
A presentation entitled South Tyneside Council Safeguarding Children Peer 
Review was presented to the Governing Body meeting highlighting strengths and 
areas for further consideration.  To ensure governance arrangements continue to 
be effective the CCG need to appoint a named GP, it was noted that there were 
capacity issues with the Foundation Trust for the named nurse and named 
doctor. The Chief Officer Designate added that it was possible that the CCG 
would have to look outside the borough to engage a GP. 
In regard to the commissioning arrangements for children and family services it 
was noted that midwives caseloads were very high and there appeared to be an 
opportunity to align midwives, health visitors and school nurses. 
A discussion outside of the meeting with the Director of Public Health and Head 
of Commissioning Development/Director of Operations Designate would take 
place in regard to South Tyneside Council‘s development of an overarching 
strategy which encompassed health and fuel poverty.                                                                                
 

2013/13 Commissioning Intentions, work programme and planning 2013/14 
 
The Governing Body were asked to note the action taken and the progress made to 
date on the Commissioning Intentions for 2013/14. 
 
Appendix 1 described the schemes and initiatives to be delivered and the potential 
impact in 2013/14. 
Appendix 2 described the local work programme in terms of work for development 
during 2013/14 with the links to the 5 domains in the NHS Outcomes Framework. 
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Following a development session 6 local measures were identified including: 
Emergency readmissions, patients with COPD referred to a rehabilitation programme 
and personalised care plans for mental health patients. 
It had been explained that it was the CCGs statutory duty to compose a narrative in 
the Commissioning Intentions to relate to what had been done.  
 
 
2013/14 Policies for ratification 
 

(1) Confidentiality and Data Protection 
(2) Data Quality 
(3) Information Access 
(4) Information Security 
(5) Records Management policy and strategy 
(6) Information Governance and information risk policy 
(7) Access and Choice policy 

 
The CCG received a commissioning set of Information Governance policies that 
were noted to require a level of clean up. The following conditions were noted:  
 
Equality impact assessments to be completed  
Internal Information Governance to be confirmed 
The board to scrutinise each policy 
 
The Policies were AGREED in principle following the conditions noted and would be 

brought to the Governing Board meeting in April. 
 
2013/15 Governance Documentation update 
 
The report described a number of changes which had been made to key governance 
documents. The changes arose following the publication of the CCG regulations and 
an updated model constitution template. 
A minor amendment to the Council of Practices Terms of Reference had been made 
following approval from member practices and a subsequent Chair’s action. This 
amendment clarified that only the Governing Body could establish a remuneration 
committee. 
Further changes had been made to the Constitution in regard to a reference being 
made to the third lay member of the Governing Body. It was explained that once 
authorised no changes could be made to the Constitution unless made through the 
NHS Commissioning Board. Members were asked to approve the amendments and 
recommend them for approval at the Council of Practices. 
 
Following the inaugural meeting of the Quality, Patient Safety and Risk Committee 
changes had been made to their Terms of Reference. These changes included 
processes around principle function, membership, roles and responsibilities, patient 
safety, patient experience and clinical effectiveness. 
 
The Conflicts of Interest policy had been updated to include the requirement for all 
Council of Practices members to declare an interest. It had been explained that legal 
advice had been sought around the interpretation of the requirement. 
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Clarity had been requested around GP attendance at the Quality, Patient Safety and 
Risk Committee, the Chair would discuss outside of the meeting. 
 

The Governing Body ratified the decision to approve the revisions to the 
Terms of Reference of the Council of Practices. 

Approve the amendments to the CCG Constitution 
Approve the amendments to the Terms of Reference of the Quality, Patient 

Safety and Risk Committee. 
Noted the legal opinion in relation to the requirement for declarations of 

interest from member practices. 
 
2013/16 South Tyneside Indigent Sick Society 
 
South Shields Indigent Sick Society had been in a dormant state over recent years. 
The constitution of the Charity sets out that the Trustees should be competent 
persons appointed by South Tyneside Primary Care Trust with the successor body 
now being South Tyneside CCG.  
 
The purpose of the society was to award grants to people with welfare requirements: 
only two grants had been given out since its re-establishment in 2009. It was 
explained that even after an interview on Radio Newcastle there had been no 
activity. It was also explained that applications must be sponsored by the Local 
Authority, a GP, Health Worker or Social Services before being put forward for 
approval.  
 
The Corporate Director of Children, Adults & Families, South Tyneside MB Council 
would arrange to meet with the Chair and Lay member to discuss what could be 
done to advertise the society. 
 
2013/17 Minutes of Executive meeting held on 10 January 2013 
 

The minutes of the meeting were accepted. 
 
2013/18 Minutes of Council of Practices meeting held on 6 December 2012. 
 

The minutes of the meeting were accepted. 
 
2013/19 Any other Business 
 

(1) Transfer Scheme – Delegation of authority for approval of 
understanding 

 
Following a shift in the Department of Health guidance the final approval process in 
relation to the Transfer Scheme has been amended. It had been originally intended  
for the PCT Board to approval at its meeting on 25 March and the CCGs to sign off 
at subsequent meetings. The guidance noted that there was no requirement for 
formal approval indicating that it would be a matter of internal governance. 
The Transfer Scheme had been shared with the Chief Officer Designate. 
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It had been explained that archived records would be forwarded to the Secretary of 
State with approved access to CCGs. 
It had been suggested that the transfer scheme documentation could be taken to an 
Executive meeting or to the Quality, Patient Safety and Risk Committee for sign off 
which would include an overview from the lay membership. 
 
ACTION: It was agreed to delegate authority for approval to the Chief Officer 
Designate. 
The Chief Finance Officer Designate noted that a paper on the sign off of the 
accounts would need to be taken to the business section of the Board development 
session to be held on 28 March 2013. 
The Head of Governance explained that the paper could be signed off in principle 
but that it should be taken to the April Governing Body meeting as this would be held 
in public. 
 

(2) NHS Commissioning Board/CCG Risk share 
 
The Governing Body were updated with regard to discussions that had been taking 

place with the Area Team in respect of specialised commissioning as a result of 

changes to commissioning arrangements for 2013/14.  Work was on-going to 

understand how funding for specialised services commissioning had filtered into 

CCG and Area Team allocations.  There was concern that whilst the overall quantum 

of funding available was correct, its distribution might not be right.  Therefore the 

Area Team was keen to discuss options for managing the overall system risk and 

that a contribution to a risk pool may be required.  Support was sought from the GB 

for the recommendation that the CCG support the Area Team approach as this was 

a system wide issue and should be a one-year solution to the problem that would be 

addressed through amendments to resource allocations for future years.   The GB 

was in agreement. 

 

(3) Individual Funding Request (IFR) Panels 
 
Under Any other Business the Terms of Reference for the Individual Funding 

Requests (IFR) Panel were reviewed by the Governing Body . Concern was 

expressed regarding the language in the Terms of reference regarding decision 

making - since Governing bodies could not delegate authority to a joint committee of 

CCGs the decision making with regard to the Panel can only lie with CCG decision 

makers  as delegated by the Governing body (which within South Tyneside CCG 

was the Chief Officer Designate and a CCG Clinical rep (currently Dr Tose).  Use of 

words such as endorsement by them of decisions made was not considered to be 

appropriate.  It was considered that the Terms of Reference required to be explicitly 

revised in this regard and it was recommended that in view of the complexities of the 

decision making in the joint Panels that the Terms of reference should be finally 

reviewed by legal advisers on behalf of the CCGs to ensure that they were 

appropriate.     The panel was not empowered to make decisions that were binding 
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on the Governing Bodies   - only the CCG rep makes the decision and reference to 

ultimate decision making power was not considered appropriate. 

A discussion ensued regarding the proposed attendance of Lay members i.e. one 

from each patch, one to attend each North Panel and one to attend each South 

Panel.  The lay members at the meeting were concerned to understand the explicit 

nature of their role at the Panel, and also expressed concern about their ability to 

chair the panel effectively in terms of their technical knowledge in guiding debate.  It 

was noted that the current IFR Committee in SOTW was chaired by the Medical 

Director who had a good technical understanding of the issues debated. 

In discussion it was suggested that the preferred outcome would be a lay member 

plus a representative from each CCG to attend each panel meeting.  A further 

suggestion of a pool of lay members met with the meetings approval. The Governing 

Body were asked for their approval of the above suggestion to be taken forward and 

this was agreed.  

The Governing body did not review the accompanying documents in view of their 

late circulation for the meeting.  This would be undertaken by the Chief Officer 

outside of the meeting with approval to be delegated to the Quality, Safety and Risk 

Committee where necessary with regard to the approval of policies in line with the 

Scheme of Delegation.  

The Governing Body agreed to delegate authority to the Chief Officer and the Deputy 

Chair to approve revised Terms of Reference should approval be required out with 

the timescale of the formal meetings 

 
(4) Occupational Health support for GPs. 

 
The Chair and Chief Officer Designate requested the agreement of the Governing 
Body to support to the sum of £18k per year an Occupational Health scheme for GPs 
to access in line with Duty to Improve in Primary Care. In discussion it was observed 
that funding should come through NHS Commissioning Body but as they had not yet 
received their allocations the Governing Body agreed to fund on a one off basis for 
the first year. 

(5) Agenda and papers 
 
A request was made for the agenda and papers to be available 5 working days 
before the meeting. In discussion it was suggested that in future the papers may be 
uploaded to SharePoint as and when they were received with the members 
accessing the site as required. Further to this an email could be sent to the members 
to make them aware that the final agenda had been posted. 
The Board cycle of business would be looked at to even the agenda items out over 
the calendar year.  
 
2013/20 Date and time of next meeting: 
Thursday 25 April 2013. The Customs House, Mill Dam, South Shields, NE33 1ES. 
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Meeting title  Governing Body Date 25 April 2013 

Report title  Assurance Report South Tyneside Foundation Trust Agenda item Enclosure  02 

Lead director: 
Report author: 
Sponsor(s): 

Name/Title: Ann Fox  Tel/Email: ann.fox@sotw.nhs.uk  
Name/Title: Jeanette Scott-Thomas  Tel/Email: Jeanette.thomas1@nhs.net 
Name/Title: Ann Fox Tel/Email: ann.fox@sotw.nhs.uk 

F.o.I status   
 
Report summary The attached report gives a summary of external assurance for South Tyneside 

Foundation Trust for the period 01/01/2012-31/12/2012. 

Purpose (tick one 
only) 

Information 
√ 

Approval To note Decision 

Recommendation The Governing Body is asked to note the contents of the report and the 
assurance processes currently in place.  

 
Strategic objectives 
links 

 

Identified risks & 
risk management 
actions 

None. 

Resource 
implications 

None identified.  

Legal implications 
Including equality & 
diversity 
assessment 

South Tyneside CCG has a duty to commission safe, effective service on behalf of 
patients and the local population.  We are required to be assured through various 
processes in place. 

 
Report history This paper was considered at Quality Safety and Risk Committee on 20 March 

2013. 

Next steps Regular monitoring will be continued and quarterly updates provided to the Governing 
Body. 

Appendices Appendix 1 - Summary of external assurance for local Trusts 

Appendix 2 - Dr. Foster Hospital Guide Overview 
Appendix 3 – North East Quality Observatory System (NEQOS) – NHS Trust         

Indicators April 2011- March 2012 
Appendix 4 - North East Quality Observatory System (NEQOS) Hospital Mortality Report 
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Summary of External Assurance 

South Tyneside Foundation Trust 1st January 2012 – 31 December 2012 
 
 
Clinical Effectiveness (See Summary Appendix 1) 
 
 
National Hip Fracture Database 
This national audit, reviewed the care and outcomes of patients with hip fracture admitted 
to hospitals between 1 April 2011 and 31 March 2012.  
 
The quarter 2 2011/12 quality report noted that South Tyneside Foundation Trust was 
below the national average in a number of areas. Improvements have been noted.  
(Detailed in the previous Q1 12/13 quality report).  The trust has developed and action 
plan that is monitored through quality review meetings on a quarterly basis.  
 
Dr Foster Hospital Guide 2012 (See Appendix 2) 
This year's guide demonstrates evidence of wide variations in hospital mortality rates, and 
calls for safer medicine and hospital care that consistently delivers good outcomes.  
STFT was one of the Trusts named for submitting either incomplete staffing data or it was 
received too late to be included.  
 
STFT was within expected range for all 4 mortality measures.  Although not outside the 
limits two of the mortality measures were over 100.  
 
The trust performed as expected on most of the efficiency measures other than 1 of 13 
being better than expected and 1 of 13 being worse than expected. 
 
Mortality Review, North East Quality Observatory System (NEQOS) November 2012 
(See Appendix 3) 
Assessment period: April 2011 to March 2012. 
There has been a rather sudden increase in the use of palliative care coding towards the 
end of 2011/12 at STFT that would suggest a change in systems.  This has been 
discussed in quality review meetings and will be monitored. 
 
Patient Reported Outcome Measures 
For the past 3 years a national scheme has been running to collect patient reported 
outcomes following four common elective procedures: hip replacement, knee replacement, 
groin hernia, and varicose vein surgery. The outcomes are established by administering 
pre- and post-operative standardised quality of life questionnaires.  These assess clinical 
effectiveness from the patient’s perspective.  
It is widely acknowledged that participation rates of 80% are needed in order for the health 
gain data to be reliable.  STFT did not achieve these rates on any of the procedures falling 
well short: 
Groin – 58% 
Hip – 53% 
Knee – 52% 
Varicose vein – 62%  
The numbers for some of these procedures are very small e.g. varicose vein and this 
impacts on % score.  
 
On knee replacement, health gain showed lower than average. 
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Innovation, Health and Wealth (pre-qualification for CQUIN 2013/14) 
The Department of Health has identified a number of high impact innovations that are 
considered a prerequisite for CQUIN in 2013/14 the aim is to rapidly spread clinical 
innovation.   
 
Commissioners have to satisfy themselves that all eligible organisations are delivering the 
high impact innovations set out in Innovation Health and Wealth document in order to pre-
qualify for CQUIN payments from April 2013.  
 
Commissioners and providers are working together to prepare for the new arrangements 
and trusts are sharing high level data demonstrating their current position in relation to 
each of the innovations. Further National Guidance (Draft) was published in December to 
support the compliance assessment process.  The North East Quality Leads are sharing 
information about the process through routine meetings. 
 
Patient Safety 
 
National Reporting and Learning System (NRLS) Patient Safety Incident Report 
(Period covered 1 October to 31 March 2012.) 
The NRLS is the world’s most comprehensive database of patient safety information. 
Incidents are reported to the NRLS at least monthly. From this the NPSA produces patient 
safety incident reports that identify:  

 Incident reporting rates,  

 Top ten incident types and  

 Incidents reported by degree of harm.  
 
Detail included in previous Q2 2012/13 Quality report.  
 
Within highest 25% of reporters (small acute organisations)  
 
Nationally approximately 68% of incidents are reported as no harm, and just under 1% as 
severe harm or death. Three out of the four acute trusts were under 1% for severe harm or 
death, however, STFT reported 1.3% severe harm.  
The STFT figures now include incidents from community services and this will have had an 
impact on reporting rates 
 
Early in February trusts shared more detailed baseline assessments against the recently 
published criteria, these will be assessed quickly by commissioners with the intention of 
agreeing and outcome prior to contract agreement. 
 
Local Assurance 
 

 Serious incidents are the subject of a separate report and are followed up in detail 
prior to closure.  A very high level overview of reporting is included in Appendix One 
in order that reporting levels can be viewed alongside other quality measures.  
There has been a general increase in the numbers of serious incidents reported 
and this has been viewed positively as the numbers had been surprisingly low 
previously.  The increase in reporting has to some extent been as result of the 
reporting of category 3 and 4 pressure damage. 

 MRSA: The chart in appendix one shows that levels of MRSA have generally 
reduced over recent years and local trusts now fluctuate above and below but close 
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to the national average.    Targets in this year have been challenging with some 
areas already exceeding yearend target. 

 CDifficile: The chart in appendix one shows that whilst all local trusts had 
experienced a period of time of being consistently below the national average this 
began to change in Q1 12/13 and the most recent data point for Q2 12/13 shows all 
local trusts as being above average.  It is important to consider position against 
national benchmark as well as performance against targets. Clostridium difficile 
targets have presented a challenge during the past year.  The SoTW Infection 
prevention performance and practice group has historically taken a health economy 
wide approach to infection control issues generally and in this past year have 
developed improvement plans for C diff. 

*Important safety assurance information comes from local systems and for the purposes 
of completeness is included here.  

 
Patient Experience 
 
Health and Social Care Information Centre Report of Complaints   
Date of publication: September 2012 
Data collection:  April 2011 – March 2012 
Each year the Health and Social Care Information Centre publish data linked to written 
complaints.  This is a useful source of assurance and can be used alongside provider 
complaints reports. 
In 2010/11 the number of complaints received by STFT was less than half that of the 
previous year 2009/10.  During 2011/12 the numbers received then more than doubled 
returning to a level similar to that in 2009/10.  In addition at this time community services 
moved to STFT however the increase was primarily linked to an increase in acute 
complaints. 
 
DoH 2011/12 National Cancer Patient Experience Survey 
Date of report: August 2012 
The survey covered all 160 acute and specialist NHS trusts in England that provide adult 
acute cancer services. Results show substantial improvement nationally.  
STFT were in the top 10 most improved trusts for local cancer services only  
 
Care Quality Commission Survey of adult inpatients in the NHS 2011 
Assessment period: Summer 2011. Date of Report April 2012 
The 2011 results are presented in a new style of benchmark report with the data presented 
as a score out of 10, a more robust statistical technique than previous years has also been 
used and section scores are also given.  
The national response rate was 53%, STFT was 48% (increase from 44% in 2010)  
STFT are within the ‘about the same’ as most other trusts within the survey category for all 
10 sections within the 2011 benchmark report. Whilst the reports are useful for overall 
benchmarking it is also important to look at each trust’s position within the benchmarking 
categories and the scores. STFT overall score for the ‘doctors’ section whilst within the 
‘about the same’ as most other trusts within the survey category was towards the lower 
scoring end. 
 
Care Quality Commission Outpatient Department Survey 2011 
Assessment period: June to October 2011.Date of Report 14 February 2012 
More than 72,000 outpatients across England responded to the survey. Nationally the 
results of this survey show that more patients are treated with respect and dignity but the 
way they are given information about treatments and results needs to improve. 
The response rate was 49% at STFT. 
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1 score from STFT fell into the worst 20% of trusts.  
 
DoH NHS Staff Survey results 2011(March 2012) 
Assessment period:   Sept – Dec 2011. Date of Report March 2012 
The survey provides trusts with information about the views and experiences of employees 
that can help to improve the quality of care for patients. The NHS Constitution includes a 
number of pledges to staff.  The survey is also used to monitor against these.  
Although the assurance overall is generally positive there are areas for improvement e.g. 
incident reporting and staff experiencing work related stress.  
An action plan from survey results is monitored at the quality review group.   
 
National NHS Friends and Family Test 
In May 2012 the Prime Minister announced the introduction of the ‘Friends and Family’ 
test. This test aims to improve patient care and identify the best performing hospitals in 
England. Acute trusts must have mechanisms in place to collect the Friends and Family 
Test information from 1 April 2013. The question being ‘How likely are you to recommend 
our ward/A&E department to friends and family if they needed similar care or treatment?’  
The Trust is entering into an agreement with a company ‘I want Great Care’ to implement 
a postcard option.  
 
Some testing has already taken place and a response rate of 30% achieved for inpatients, 
less for A&E.   
 
Implementation began in February 2013 with local review of data.   
 
South Tyneside Foundation Trust delivered full compliance with the national start date of 
1st April 2013.  
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Appendix One 
 

Summary of external assurance for local Trusts 
 

ORGANISATIONAL INDICATORS 

Monitor ratings at a glance (Nov 12) 

CHSFT GHFT STFT NUTHFT 

 Finance

Highest Risk                Lowest Risk

Governance

    
The governance risk rating for 
this foundation trust was 
amended from AMBER-RED to 
AMBER-GREEN in November 
2012 due to the trust returning 
to compliance with healthcare 
target(s) in quarter 2 2012/13.   

The Financial risk rating for this 
foundation trust was amended 
from 4 to 3 in August 2012 due 
to a deterioration in the trust's 
financial position. 

The governance risk rating for 
this foundation trust was 
amended from AMBER-
GREEN to GREENin August 
2012 due to the trust returning 
to compliance with healthcare 
target(s) in quarter 1 2012/13. 

 

The governance risk rating for 
this foundation trust was 
amended from AMBER-RED 
to GREEN in August 2012 due 
to the trust returning to 
compliance with healthcare 
target(s) in quarter 1 2012/13. 

 

CQC Quality and Risk Profiles – Jan 12 

CHSFT GHFT STFT NUTHFT 

  
  

 

NHS Litigation Authority Scores 
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    CQC A&E Survey Results 2012 (2012)             National Cancer Patient Experience Survey (2011/12)  
 

 

 

 

 

 

 

 

 

 

 

 

 

PATIENT EXPERIENCE INDICATORS 
Care Quality Commission National Surveys 

National Inpatient Survey (2011) National outpatient Survey (2010 & 2011)     National Staff Survey (2010 & 2011)  

   
 
  

      

0%

10%

20%

30%

40%

50%

60%

70%

80%

90%

100%

CHSFT GHFT STFT NuTH

Scores for the lowest scoring 20% of trusts

Scores for intermediate 60% of trusts

Highest scoring 20% of trusts
                

  Patient Environment Action Team (PEAT) Results 

  

Percent of 
hospitals 
achieving 
'Good' or 
'Excellent' 

CHSFT GHFT STFT NUTHFT 

Sunderland 
Royal 

Hospital 

Sunderland 
Eye 

Infirmary 
Queen 

Elizabeth  
Dunston 

Hill 

South 
Tyneside 
District 

Palmer 
Community 

Primrose 
Hill 

St 
Benedicts 

Newcastle 
General 
Hospital 

Freeman 
Hospital 

Royal 
Victoria 
Infirmary 

Walkergate 
Hospital 

Campus for 
Ageing & 

Vitality  

Patient 
Environment 

2012 94.9% 
Excellent Excellent Excellent N/A Good Good Good Excellent N/A Excellent Excellent N/A Excellent 

2011 92.9% 
Good Excellent Excellent Excellent Good Good Good   Good Excellent Excellent Excellent Excellent 

Food 
2012 97.7% Excellent Excellent Excellent N/A Excellent Excellent Excellent Excellent N/A Excellent Excellent N/A Excellent 

2011 98.0% 
Excellent Excellent Excellent Excellent Excellent Excellent Excellent   Good Excellent Excellent Excellent Excellent 

Privacy & 
Dignity 

2012 98.0% Excellent Excellent Excellent N/A Excellent Excellent Excellent Excellent N/A Excellent Excellent N/A Excellent 

2011 98.6% 
Excellent Excellent Excellent Excellent Good Good Good   Good Excellent Excellent Excellent Excellent 

 
National Patient Experience Composite Measure 

 

 

 
Comments: 
Inpatient survey – 2010 results are not shown here as methodology changed so results cannot be compared in this 
way.  
National patient experience measure – all trust above national average but STFT well behind others.  
NUTH and GHFT performed well in A&E survey as with inpatient and outpatient survey.  Cancer survey shows 
reverse picture with STFT performing very well.   
Friends and Family Test data will be added to this page as it becomes available.   
PEAT – all scores excellent or good.  2012 is the last year for this type of assessment a new assessment will come 
into place from April 2013.  
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SAFETY / CLINICAL EFFECTIVENESS INDICATORS 

Mortality Measures 

Dr Foster Intelligence Hospital guide HSMR SHMI - Summary Hospital-Level Mortality Indicator 

2007 2008 2009 2010 2012 Oct 11 Jan 12 Apr 12 July 12 Oct-12

CHSFT 3 2 2 CHSFT 2 2 2 2 Higher than expected

GHFT 3 3 2 2 GHFT 2 2 2 2 Within expected range
STFT 2 2 2 STFT 2 2 2 2 Lower than expected
NUTHFT 2 3 3 3 NUTHFT 2 2 2 22

2

2011

2
2

 

 

Serious Incident Reports  

 

 
Healthcare Associated Infections (HCAI) 
 
Trust apportioned MRSA bacteraemia reports  
(4 quarter rolling average) 

Trust apportioned Clostridium Difficile infection reports 
(4 quarter rolling average)  
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Appendix 2 Dr. Foster Hospital Guide Overview 
 

FIT FOR THE FUTURE?  Dr Foster Hospital Guide 2012 
 
Hospitals under pressure 
This year's guide demonstrates evidence of wide variations in hospital mortality rates, and 
calls for safer medicine and hospital care that consistently delivers good outcomes. The 
number of hospital beds has decreased by a third in the past 25 years, as hospital stays 
have become shorter.  
 
Hospital bed availability changes throughout the year  
The report suggests that bed occupancy in English hospitals is sometimes under but, 
crucially, often over the 85% level after which problems – such as hospital-acquired 
infections – are thought more likely to occur.  When occupancy rates rise above 85% it can 
start to affect the quality of care provided to patients and the orderly running of the 
hospital. Findings show that many acute hospitals are often working at between 95 and 
100% capacity, leaving patients at risk; infections becoming more difficult to control; 
orderly management of admission and discharge becoming strained; and the likelihood of 
mistakes occurring increasing. 
 
South Tyneside was highlighted as one of the trusts who were either unable to supply 
complete staffing data or this was received too late to be included in Dr Fosters analysis, 
or information about bed numbers was incomplete. 
 
Hospital stays that should not have happened 
29% of hospital beds are taken by people who could be treated in a more appropriate 
setting. Admissions are rising, especially for groups such as the frail elderly it particularly 
highlights the number of people finding themselves admitted to hospital because of lack of 
access to more relevant treatment. Last year 54,915 people were admitted as an 
emergency to an acute hospital with a diagnosis of dementia, another 151,449 had urinary 
infections. 
 
High Mortality rates persist 
Four measures are used in Dr Foster’s’ guide,  these should be used as warning signs, 
they indicate that there is a risk that poor quality care is leading to higher than however 
they do not prove that this is happening.  Four measures of Hospital Mortality: 

1. Hospital Standardised Mortality Ratio (HSMR) - a measure of deaths while in 
hospital care based on 56 conditions that account for 80% of deaths. 

2. Summary Hospital-level Mortality Rate (SHMI) - Deaths following hospital treatment 
based on all conditions. Deaths are measured that take place in hospital and the 
30days following discharge. 

3. Deaths after Surgery - Surgical patients who have died from a possible 
complication.  

4. Deaths in Low-Risk Conditions - deaths from conditions where patients would 
normally have survived.  

Scores for local hospitals are shown in the summary table below from NEQOS.  
 
Emergency Mortality 
Dr Foster also looked at emergency mortality at weekends. It found that emergency 
mortality rate dropped when Trusts had more senior doctors on site.  None of the hospitals 
in the local area had higher than expected mortality rates at the weekend. 
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Efficiency – delivering good quality care 
Dr Foster has looked at the relationship between clinical efficiency and quality by 
comparing mortality ratios with an index of 13 efficiency indicators. Hospitals with 
significantly high and low mortality ratios were identified.  Scores for local hospitals are 
shown in the summary table below from NEQOS.  
 
Dr Foster has launched a new data website - My Hospital Guide: efficiency and mortality 
where people can learn about any NHS trust. The website address is: 
myhospitalguide.drfosterhealth.co.uk 
 

 

file:///C:/Documents%20and%20Settings/johnstonge/Local%20Settings/Temporary%20Internet%20Files/Content.Outlook/M3T75P08/myhospitalguide.drfosterhealth.co.uk
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Mortality Legend

Summary Hospital-level Mortality Indicator (SHMI)

Deaths following hospital treatment .
100 91.6 100.8 103.4 110.3 100.2 97.2 107.6 94.7 Worse then expected

Hospital Standardised Mortality Ratio

Deaths while in hospital care.
100 93.4 99.9 111.3 98.9 106.0 102.0 107.0 97.4 Within expected range

Deaths After Surgery

Surgical patients who have died from a possible complication.
100 91.5 113.9 72.6 106.0 71.1 123.8 68.7 100.2 Better then expected

Deaths in low-risk conditions (per 100 patients)

Deaths from conditions where patients would normally survive.
N/A 0.3 0.5 1.3 0.6 0.9 1.0 1.1 0.5

Readmission within a week

Number of admissions with an emergency readmission within 7 days of discharge per 

100 admissions.

3.2 - 2.9 2.8 3.4 3.6 3.2 4.1 3.1 3.1 2.7

Readmissions within 28 days

The ratio of the observed number of admissions with an emergency readmission within 

28 days of discharge to the expected number, multiplied by 100.

103.2 - 96.9 103.1 102.7 103.8 99.5 110.5 100.2 94.5 96.4

Procedures with limited clinical effectiveness

Number of operating room procedures of limited clinical effectiveness.
4.7 4.5 5.3 4.6 2.4 5.8 5.4 5.5 4.6

Short-stay admissions without diagnosis

Number of emergency admissions which have a length of stay of 0 or 1 day and a vague 

diagnosis.

13.2 10.4 13.9 13.6 12.2 13.50 13.2 11.9 13.9

Scheduled operations that weren't performed

The percentage of elective admissions where no procedure was performed.
3.1 3.2 3.3 2.5 2.1 3.1 2.3 3 2.8

Use of day case surgery

Number of day cases per 100 spells with a dominant procedure for which BADS 

recommends at least 90% of patients could be treated with a <24 hour stay.

90.6 92.2 87.6 92.6 84.6 94.6 90.4 91.7 90.7

Long-stay elderly patients

The ratio of the observed number of long length of stay spells to the expected number, 

multiplied by 100.

29 34.8 26.2 29.4 27.9 27 26.2 38.1 34

Long-stay surgical patients

The ratio of the observed number of long length of stay spells to the expected number, 

multiplied by 100.

112.4 - 88.6 92.5 101.7 81.6 92 76.1 73.8 101.9 130.4

Excess bed days

Number of excess bed days per 100 inpatient bed days.
11.3 8 9.6 8.2 6.2 10.7 16.6 11.1 10.9

Outpatients: Rates of follow-up

Ratio of the number of follow-up outpatient appointments to the number of first 

appointments.

2.2 2.6 1.8 3.1 2.8 2.4 2.3 2.2 2.3

Outpatients: Rates of attendance

Number of appointments where the patient did not attend (DNA) per 100 booked 

outpatient appointments.

8.6 0.4 8.7 7.1 7.3 6.2 8.2 8.7 9.6

Operations not performed at the weekend

The percentage of procedures occurring on a weekday from a basket of high volume 

predominantly inpatient procedures.

96.6 - 94.5 90.6 99.5 94.2 99.1 96.6 98.1 91.4 95

Scans available at the weekend

The ratio of the rate at which MRI scans are carried out on the day of admission when the 

admission is on a weekend to the rate at which these procedures are carried out on the 

day of admission when the admission is on a weekday.

57.9 32.3 11.2 44 44 38.2 68.9 14.8 84.1

Mortality

Effeciency
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Appendix 4 – summary  
 
North East Quality Observatory System (NEQOS) Hospital Mortality Report 14 (November 
2012) Data collection period: April 2011 to March 2012 Report produced November 2012 
 
Background 
Mortality measures should be used as warning signs, they indicate that there is a risk that poor quality care 
is leading to higher than expected mortality; however they do not prove that this is happening. Much of the 
focus on hospital mortality monitoring came from the first Francis report into the failings at the Mid 
Staffordshire NHS Foundation Trust. This report uses the Health Evaluation Data (HED) system provided 
by university of Birmingham NHS Foundation Trust to show data from December 2008 to March 2012. It 
shows both SHMI (Summary- Hospital level Mortality Indicator) and crude (unadjusted) mortality rate for 
each Trust. They show considerable variability through time, but the underlying trends appear to be stable 
for all local Trusts. Hospital Standardised Mortality Ratio (HSMR) is also provided along with the proportion 
of discharges that have palliative care codes. There is a section which identifies SHMI by Clinical 
Classification System (CCS) code. The most common diagnosis for death is Pneumonia and trusts have 
more detailed information which could determine which areas to undertake mortality reviews. Another topic 
covered is spells in hospital for people with co morbidity. There is a detailed breakdown of these for each 
Trust within the report. 
 
Summary 
The report draws attention to trends and variation in hospital associated mortality to give assurance across 
the North East. Latest research suggests preventable deaths due to problems in care only make up around 
5% of deaths. Consequently variation seen in SHMI and other indicators is likely to be due to other factors. 
The burden of preventable deaths is substantial and the report states that further analysis locally is required 
by each trust to identify shortcomings in care that contribute to preventable deaths. 
 
Local Interpretation - comparison of hospital mortality between Trusts: Is covered in the following figures 
and table below. 
 
Figure 1 : SHMI funnel plot by Acute Trust with banding using 95% Control limits and adjustment for over-
dispersion for 2011/12  
 

 
 
 
 
 
 
 
 
 
 
 



 

 

 
 
Table 1: SHMI, total discharges and banding for the latest data released by The Health and Social Care 
Information Centre (HSCIC) 

 
 
There are no high or low outliers in the North East in this release of data and it appears to be 
broadly stable through time. The SHMI for all Trusts mirrors unadjusted mortality, this varies 
between 2% to 5% (Includes all deaths in hospital plus deaths within 30 days of discharge). HSMR 
also appears broadly stable, unlike the SHMI is adjusted for discharges with palliative care code. 
There is an increase in the use of palliative care codes in most Trusts with the exception of 
Gateshead and Newcastle.   
 
 
Figure 2 shows the SHMI and unadjusted mortality rate for local Trusts by quarter from October 2008 to March 
2012 

  
 
SHMI and unadjusted Mortality Rates   HMSR and Palliative Care Coding 

 
 
 



 

 

 
 
 

 
 
 

 
 
 
 



 

 

NEQOS and HED data has been checked against other data and it matched that published by the 
NHS the Health and Social Care Information Centre (HSCIC). However, NEQOS is unable to 
validate the HSMR provided by HED and that published by Dr Foster. The two differ because HED 
rebase HSMR continually ((i.e. they ensure the average HSMR for the Trusts in England always 
equals 100), whereas Dr Foster rebase periodically. 
 
Conclusion 
SHMI is becoming the main measure used to monitor hospital mortality. HSMR remains important 
and is included in the report. Trusts in the North East continue to perform well on mortality 
indicators, with none showing as high outliers on SHMI. The two mortality indices are fairly 
consistent across the region. Ideally mortality indicators would help to identify causes of deaths in 
hospitals that are avoidable through better, safer and more efficient or effective healthcare 
delivery. The HSCIC released two new contextual indicators with the fifth tranche of SHMI data 
covering deprivation. They will be included in the next report along with analysis following on from 
Dr Foster report (day of the week). 
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25.04.13 

Report title NHS South of Tyne and Wear 
Performance and QIPP Monthly Report (as at 28/03/13) 
South Tyneside CCG – March 2013 

Agenda 
item 

Enclosure 
03 

Lead director: 
Report author: 
Sponsor(s): 

Name/Title: Christine Briggs Tel/Email: 
Name/Title: Aaron Tucker Tel/Email: 
Name/Title:  Tel/Email: 

F.o.I status  

 
Report summary This report contains the latest summary updates of performance against the 2012/13 

Integrated Strategic and Operational Plan (ISOP).  
 
It includes key performance indicators; QIPP financial savings and progress against 
planned milestones. Performance against acute hospital contracts is shown in a 
separate Contract Update report. 
 
Red Rated KPIs in the report include: 

 RTT Specialties not achieving (admitted) 

 Patients on an incomplete pathway  

 NHS Health Checks (offered and received)  

 Choose and Book 

 Planned daycase admissions  

 3 A&E Quality 

 Unplanned hospitalisation for ACS conditions  

 Psychological therapies (access and moving to recovery) 

 MRSA 

 3 flu 

 Emergency admissions for conditions not usually requiring hospital stay 
 

Purpose  
(tick one only) 

Information  X Approval  To note  X Decision     

Recommendation The Governing body is asked to note the performance of STPCT.  

 
Strategic objectives 
links 

Not applicable  



 

 

Identified risks & 
risk management 
actions 

Risk to year end performance include:  

 IAPT access and recovery rates 

 MRSA and CDI 

 Cancer 62 Days  
 

Resource 
implications 

None identified  

Legal implications 
Including equality & 
diversity 
assessment 

None identified 

 
Report history This report has not been considered by any other committee 

Next steps This report has will be considered by the Contract operation group to determine 
actions to monitor performance and provide additional assurance to the board going 
into 2013/14.  
New reports to be delivered by NECS provider management team are being 
developed in conjunction with the CCG.  

Appendices None identified  
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South Tyneside CCG – Performance and QIPP Monthly Report 

 

This report contains the latest summary updates of performance against the 2012/13 Integrated 
Strategic and Operational Plan (ISOP). It includes key performance indicators; QIPP financial 
savings and progress against planned milestones. Performance against acute hospital contracts 
is shown in a separate Contract Update report. 

Key Highlights 

1.  Key performance indicators 

  

As at production of this report 
 represents KPI has turned red in latest data period 

2.  QIPP financial savings 
 
 
 
 

January 2013 year to date 

3.  Progress against Integrated Plan (ISOP) milestones 
 

 
 

 
 
As at February 2013 

NHS South of Tyne and Wear 
Performance and QIPP Monthly Report (as at 28/03/13) 

South Tyneside CCG – March 2013 

17 are rated red (>2% beyond target), 
  3 are amber (<2% beyond target), and 
53 are green (within target) 

Slipped milestones 

 

Red rated KPIs 

Failing initiatives 

 CAMHS (1) 

 Medicines Management (4) 

 Planned Care (7) 

 Urgent Care (1) 

 Community Services (2) 

 Safeguarding (3) 

 

Year end shortfall of £0.09m against target of 
£4.7m 
 

 Reduction in first outpatient attendances 

 Reduction in follow up outpatient attendances 

 Move carpel tunnel out of hospital 

  18 milestones have slipped (with revised due date), 
  87 are still due, and 
167 have been completed 

 RTT Specialties not achieving 
(admitted) 

 Patients on an incomplete 
pathway  

 NHS Health Checks (offered 
and received)  

 Choose and Book 

 Planned daycase admissions 
 

 3 A&E Quality 

 Unplanned hospitalisation 
for ACS conditions  

 Psychological therapies 
(access and moving to 
recovery) 

 MRSA 

 3 flu 

 Emergency admissions for 
conditions not usually 
requiring hospital stay 
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South Tyneside CCG – Performance and QIPP Monthly Report 

 

This section summarises performance against key performance indicators for services which will be commissioned by South Tyneside 
CCG (indicators for PCT services likely to be commissioned by South Tyneside Council are shown at the back of this report for 
information). Indicators which are beyond their target or where there is a risk to year end performance are highlighted in red.  

 

1. Key performance indicators 
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South Tyneside CCG – Performance and QIPP Monthly Report 

The following table provides additional detail for KPIs which are beyond their target or where there is a risk to year end performance. 

Ref Performance Area Issues and Risks Key Actions 
4 
5 

RTT Specialties not 
achieving (admitted 
and non admitted) 

 Admitted:  Neurosurgery (84.6%) did not achieve the 
90% standard in January 2013. 

 Admitted:  At least one specialty has failed to 
achieve the 90% standard throughout 2012/13 

 Non Admitted:  No specialties failed to achieve the 
95% standard in January 2013. 

 Non Admitted:  January 2013 is the only month in 
2012/13 during which all specialties have achieved 
the target, therefore this remains a risk. 

 Admitted:  Low numbers for South Tyneside PCT often mean 
performance fluctuates.  All specialties report a performance of 
95.0% - Monthly monitoring continues 

 Non Admitted:  All specialties report a performance of 99.0% – 
Monthly monitoring continues. 

 Waiting list issues in Neurosurgery are being addressed through 
the NUTHFT Waiting list management meeting – Monthly 
monitoring continues. 

7 Numbers waitning on 
an incomplete pathway 

 Prior to January 2013, the target was achieved in 6 
out the previous 7 months. 

  

9  
 

Volume of diagnostic 
tests 

 This is a new KPI for 2012/13; 

 Trajectories for diagnostic activity (endoscopy and 
non-endoscopy) have been set for 2012/13.   

 After recovering in December, performance is back 
above target and there remains a risk to year-end 
achievement. 

 This KPI will be monitored closely on a month by month basis;  

 Further investigation taking place in relation to impact of Bowel 
Cancer Awareness Campaign on gastroenterology / endoscopy 
services. 

 The increase post September, can in part be linked back to the 
re-running of the Bowel Cancer campaign in August 12 and the 6 
week waiting times for diagnostic tests. 

13 
14 

NHS Health Checks 
(Offered and Received) 

 Targets for 12/13 have increased to 20% offered and 
10% received; 

 Q1, 2 and 3 show underperformance for Health 
Checks offered  - 14.1% against a target of 14.8%, 
and Health Checks received - 7% against a target of 
7.4%; 

 90% of activity for this programme comes from 
General Practice.  However, there is significant 
variability across practices. 

 SoTW NHS Business Information will amend the analysis for both 
Qtr1 & Qtr 2 2012/13 to identify NHS Health Checks delivered 
and recorded as reviews and where the previous check was 
carried out under the vascular risk or CVD prevention LES as a 
new NHS Health Check; 

 A new standard template has been developed for rollout across 
South of Tyne and Wear; 

 Public Health and the PCT Data Quality Team continue to work 
with practices to resolve data queries. 

15 Smoking Quitters  South Tyneside achieved the YTD Q3 target, with 
1,229 quitters at the 4 week stage compared to a 
target of 1,199; 

 Key risks to year end performance are the de-
commissioning of the Tier 3 service; 

 Risk to year end has been given an amber rating to 
also take into account any unexpected affects on 
performance due to the reconfiguration and Local 
Authority transfer. 

 Procurement of the Stop smoking programme management 
service is complete.  All required staffing / IT / Accommodation 
issues are resolved in order to allow the team to commence fully 
on 1

st
 January 2013; 

 Marketing plan and training schedule developed for 2013/14 ; 

 Currently 19 trained providers that are enabled to see pregnant 
women via the revised pathway; 

 Smoking mentors continue to work through other providers to 
ensure that the active interventions SLAs are returned.  Mentors 
are continuing to poll providers to ensure that information is being 
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Ref Performance Area Issues and Risks Key Actions 
uploaded to Call It Quits. 

17 Choose and Book  Historically the ambition was to achieve 90%.  
Although this is no longer a target it continues to 
serve as a useful guide of success. 

 Utilisation has recovered somewhat from 57.4% in 
December to 76.8% in January, but still falls short of 
the 90% target. 

 The PCT has not reached 90% utilisation, however 
this is consistent with the national picture rather than 
the PCT being an outlier.  

 STFT continue to review their 2 week wait slot issues on a daily 
basis and are proactively managing capacity and demand 
internally.    The purpose is to understand if there is an increase 
in utilisation and look at the benefits for the organisation 
managing capacity/demand in this way.  However, there is some 
internal work that needs to be done first around system 
functionality with slot issues being maintained at 4%;  

 Currently working with STFT around increasing the named 
clinician functionality creating greater choice for patients. 

19 
20 
22 
24 

Acute contract activity  Please see South Tyneside CCG Contract Report for 
further information 

 Please see South Tyneside CCG Contract Report for further 
information. 

32 62 day cancer waits  85.7% was achieved in January 2013 against the 
national target of 85%. YTD the performance is 
above target at 85.7%.  

 Weekly breach reporting remains in place for 12/13. 

 Reasons for each individual breach are investigated. 

 No capacity problems have been identified. 

38 Category A ambulance 
calls 

 Sustained surges in emergency services were 
experienced throughout Dec-12 and Jan-13, leading 
to a failure to achieve the 75% target. 

 However, January’s performance has recovered to 
79.1% 

 Issues have been experienced regionally due to increased winter 
pressures.  In particular, there has a 20% increase in the number 
of 999 calls received in December and bed capacity issues in 
local Foundation Trusts leading to increased handover delays. 

45 Major A&E  In Febraury, South Tyneside recoverd to achieve the 
95% standard in all areas.  

 Sustained surges in emergency services and A&E 
were experienced throughout Dec-12 and Jan-13  

 STFT are at risk of failing this target for Q4 unless 
sustained performance above 95% is achieved 

 Performance in March up to week ending 17
th 

is above target - 
96.3% for major and 98.5% for all A&E. 

 Issue has been escalated to STFT and response received from 
Malcolm Walker; this issue is to be raised at the next contract 
meeting 

 STFT are confident that regular achievement of the 95% standard 
will resume from Feb-13 however recognize that are still at risk of 
failing the Q4 target 

48 Emergency admissions 
for acute conditions 
that don’t usually 
require admission 

 New indicator for 2012/13; target is to see a 
reduction on 2011/12 actual.  Performance has been 
higher than the 2011/12 actual all year with no sign 
of improvement.  

 NB This particular indicator is included within 
the 2013/14 quality premium where success is a 
reduction or a zero per cent change for CCG 
population between 2013/14 and 2014/15 

 Performance is being monitored closely on a monthly basis 

 Need to raise profile of indicator and the link to the quality 
premium 
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Ref Performance Area Issues and Risks Key Actions 
49 
50 
52 
 

A&E Quality  A suite of five A&E quality indicators was introduced 
in 2011/12; two patient impact indicators and three 
timeliness indicators.  

 In October 2012 South Tyneside FT was failing 3/5 
A&E quality indicators however as they are achieving 
one patient impact indicator and one timeliness 
indicator the national standard is being achieved 

 As the national standard of at least one patient impact indicator 
and at least one timeliness indicator is being achieved there are 
no actions required 

54 
55 

Stroke and Transient 
Ischemic Attack (TIA) 

 In Q1 STPCT failed both Stroke indicators as a result 
of poor performance at STFT. 

 Q2 performance for stroke has improved but still 
failed to hit target with 75% patients spending 90% of 
their time on a stroke ward against a target of 80%.  
Performance in Q3 has recovered recording 88.9%. 

 Q3 data for TIA treated within 24hrs records 
performance of 100% this being the second quarter 
in a row achieving the 60% target.  

 Improvements in Stroke indicator performance is due to the return 
of a stroke consultant, the appointment of another and now that 
the data collection tool is successfully operational.  

 Performance of this target will be closely monitored on a monthly 
basis through the STFT Performance scorecard   

58 Unplanned 
hospitalisation for 
asthma, diabetes and 
epilepsy in <19s 

 New indicator for 2012/13; target is to see a 
reduction on 2011/12 actual.  Performance has 
fluctuated month on month and will continue to be 
monitored. 

 NB This particular indicator is included within 
the 2013/14 quality premium where success is a 
reduction or a zero per cent change for CCG 
population between 2013/14 and 2014/15 

 Performance is being monitored closely on a monthly basis. 

 Need to raise profile of indicator and the link to the quality 
premium 

59 Unplanned 
Hospitalisation for ACS 
conditions 

 New indicator for 2012/13; target is to see a 
reduction on 2011/12 actual.  Performance has 
fluctuated month on month and will continue to be 
monitored. 

 NB This particular indicator is included within 
the 2013/14 quality premium where success is a 
reduction or a zero per cent change for CCG 
population between 2013/14 and 2014/15 

 Performance is being monitored closely on a monthly basis. 

 Need to raise profile of indicator and the link to the quality 
premium 

60  Proportion of people 
with depression / 
anxiety disorders with 
access to 
psychological 
therapies 

 Proportion of people accessing the IAPT service is 
below the target for Q3 – 2.8% against a target of 
3.0%, showing a 0.4% improvement on Q2. 

 In year definition changes may impact on end of year 
performance. 

 Monthly performance action planning meetings in place to 
address this target. Actions include; maximise referrals through 
patient info in GP practices leisure centres, press releases. 

 Definition changes are currently under discussion with the 
Information Centre 
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Ref Performance Area Issues and Risks Key Actions 
61 Improving Access to 

Psychological 
Therapies (IAPT) - 
Proportion moving to 
recovery 

 Proportion of people moving to recovery is 2.8% 
below the target for Q3 – 42.3% against a target of 
45.1% 

 The improvement in performance from Q1 to Q2 has 
not continued in Q3. The increase in target by year 
end to 50% means that this target is at risk of non 
achievement. 

 The Trust believes performance will improve by Q4. 

 In year definition changes may impact on end of 
year performance. 

 Monthly performance action planning meetings in place to 
address this target. Actions included;  

 Use of triage/filtering/low level interventions to identify appropriate 
patients for care model and the number of appropriate referrals 
required to hit target. 

 Address DNAs through use of telephone /text/assertive contact / 
feedback to referrer. Clear communication with patients about 
process around DNAs & reinforcing implementation by clinicians, 
monitoring DNAs by clinician. 

 Robust management of Individual clinicians caseloads & daily 
activity 

 Review of waiters & signposting elsewhere 

 Distribution of waiters across clinicians 

 Restating expectations about 4 weeks between allocation & 
intervention 

 Management supervision focus on 10 clients with least 
progression through treatment 

 Definition changes are currently under discussion with the 
Information Centre 

63 Number of crisis 
resolution/home 
treatments episodes of 
care 

 Performance Q3 YTD remains just below target and 
is recording a performance of 266 against a target of 
276. 

 NTW has assured commissioners that the drop in performance is 
not due to a reduction in service provision or delivery and is 
predominately due to changes in reporting ability and 
improvements to systems. 

66 Prescribing costs per 
Astro PU 

 Progress against this target saving was not achieved 
in 2011/12 and continues to be a risk for 2012/13; 

 However, the latest data (Dec-12) suggests South 
Tyneside are 3.6% below the SHA average – a 
marked improvement on the Nov-12 position. 

 Implementation of the prescribing integrated plan is intended to 
deliver a reduction in the overall prescribing costs towards the NE 
average Astro PU. The CCG is currently reviewing its action plan 
to intensify initiatives to deliver this target. 

68 
69 

Clostridium Difficile  STPCT and STFT YTD performance was achieved 
in February,with the PCT reporting 24 against a 
trajectory of 34 and FT reporting 7 against a 
trajectory of 9. 

 March unpublished data shows that neither the PCT 
nor FT have had any cases. 

 New CDI objectives have been published by the 
department of health, these give South Tyneside 
CCG an obejctive of 30 case of CDI in 2013/14  

 Weekly breach reporting has been implemented and remains in 
place for 12/13. 

 Changes to CDI reporting arrangements from October 2012; 

 ALL toxin positive CDI cases must be entered on the system,  
however for those cases where taking a stool sample may have 
been inappropriate e.g. patient had laxatives and asymptomatic of 
infection, there is a right for providers to appeal (CDI toxins are 
present in most people but don't cause illness) 

 Whilst these cases will still count against the overall trajectory, 
they can be offset against the contractual thresholds so long as 
commissioners are satisfied the provider did everything it could to 
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Ref Performance Area Issues and Risks Key Actions 
ensure appropriate clinical management of the patient. It is likely 
to be small numbers but could make all the difference to FTs 
facing financial penalties. 

70 
71 

MRSA  STFT has already exceeded its year end target with 
2 cases against a target of 1 

 March infromation shows that the PCT is at the 
target for MRSA with no headroom. 

 Weekly breach reporting has been implemented and remains in 
place for 12/13. 

 An RCA has been requested for the March MRSA.  

 

73 
74 
75 

Flu vaccinations  GP flu vaccination programmes are complete and 
January data shows the following: 

 75.9% of over 65s vaccinated against a target of 
75%. 

 56.4% of under 65s in clinical at risk groups and 
58.7% for pregnant women against targets of 70%. 

 As at Dec-12: 60.8% of healthcare workers against a 
target of 69.7%. 

 It is noted that performance is cumulative. 

 Issues with the submitting of practice data have now been 
resolved. 

 Information submitted in January shows an improvement in all 
performance targets.  

 Over 65’s is achieve the year end target.   

 Under 65 at risk and pregnant women failed to achieve the 70% 
trajectory; however performance is comparative in the North East, 
and shows an improvement on last year. 

 % healthcare workers vaccinated failed to achieve the target. 
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Financial Savings update for QIPP Resource Releasing Initiatives (RRIs) – January 2013. 

Please note that due to a delay in receiving and processing data, estimates are provided for ‘Reduce excess bed days’, ‘Emergency Re-
Admissions (Activity and Finance)’, ‘Reduce outpatient attendances (first and follow-up)’ during Dec-12 and Jan-13. 

 

2. QIPP financial savings 
 



Header 

 
Page 10 of 14 
 

South Tyneside CCG – Performance and QIPP Monthly Report 

The following table provides additional detail for Resource Releasing Initiatives (RRIs). 

Ref RRI 
2012/13 
Target  

(£k) 

2012/13 
Forecast  

(£k) 
Issues and Risks Key Actions 

1 
2 
4 
5 

Reduce 
emergency 
readmissions 

£1,227 £1,227  The Payment by Results (PbR) re-
admission tariff rule technically means 
we have achieved the saving 

 However, real reductions in 
readmissions were not achieved in 
2011/12 and so is a risk for 2012/13 and 
for future years (see orange hash in 
QIPP financial savings table). 

 The funding released by the PbR re-admission tariff 
rule has been used to establish schemes developed 
by acute providers, to reduce the number of 
readmissions.  Impact of schemes is expected during 
2012/13. 

3 Reduce excess 
hospital bed 
days 

£243 £314  Good progress in reducing excess bed 
days was made during 2011/12 and 
continues so far during 2012/13. 

 Delivery of £243k remains a challenge 
during 2012/13. 

• Work to reduce delayed transfers of care which can 

contribute to excess bed days continues, and 
reductions have been seen in recent months as a 
result of step up / step down access to new 
community based schemes using new single points of 
contact and with increased joint working between 
health and social care teams. In Sunderland funding 
has been secured to develop an ‘early supported 
discharge’ model for community rehabilitation teams 
to work into key wards in the trust to facilitate earlier 
discharge. In Gateshead and recent review of 
discharge initiatives has led to investment in 
dedicated nurse and social care input to ward based 
‘huddles’ to facilitate earlier discharge. All three trusts 
are also developing daily board round initiatives to 
facilitate patient flow. These developments will 
continue into 2013/14 as part of locality Intermediate 
Care and Reablement Strategies 

6 Reduce 
outpatient first 
attendances 

£97 £61  Community Dermatology Service 
mobilised on 1.4.12.  Initial monitoring is 
showing that the level of risk around 
increased activity and potential unmet 
need is reducing. 

 Monthly contract monitoring in place. 

7 Reduce 
outpatient 
review 
attendances 

£141 £21  CCG is proactively working with GP 
colleagues and secondary care to 
implement a shared decision making tool 
to manage appropriateness of referrals 

 Dermatology community service and reduction in FT 
activity will contribute to the contingency. 
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Ref RRI 
2012/13 
Target  

(£k) 

2012/13 
Forecast  

(£k) 
Issues and Risks Key Actions 

for Gynaecology, general surgery and 
orthopaedics. 

8 Move carpal 
tunnel out of 
hospital 

£50 £0 • AQP for carpel tunnel – Stage 3 Service 

mobilisation has commenced in all three 
localities with a plan for go live 1.4.13. 

• The redesign of the DEXA (bone density 

scan) pathway with South Tyneside FT 
to enable GPs to have access to direct 
access DEXA has released savings 

• Contract included £50k savings for changes to DEXA 

services commenced 16th November 2012 

9 End short term 
funding to 
community 
services for 
HCAIs 

£300 £300  No risk - already negotiated through 
contract. 

 Technical saving achieved. 

10 Redesign of 
the DEXA 
(bone density 
scan) pathway 

£0 £50  The redesign of the DEXA pathway with 
South Tyneside FT to enable GPs to 
have access to direct access DEXA has 
released savings 

 Contract included £50k savings for changes to DEXA 
services commenced 16th November 2012 

11 Reduce 
Primary Care 
budgets 

£2,000 £2,000  Technical saving achieved.  Technical saving achieved. 

12 Reduce PCT 
management 
Costs 
(Including 
Community 
Health 
Services) 

£131 £131  Technical saving achieved.  Technical saving achieved. 

13 Reduce public 
health budget 

£500 £500  Technical saving achieved.  Technical saving achieved. 
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Reasons for slipped milestones, risks, impact, likelihood & mitigating actions are updated and documented on a monthly basis within 
respective integrated plans.

3.  Progress against Integrated Plan (ISOP) milestones 
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External Assessment 

The North East Strategic Health Authority makes a formal quarterly assessment of the performance of 
South Tyneside PCT.  The latest Quarterly Review communication was received 4th December 2012; 
the content was detailed and raised some concerns.  A written response was prepared and sent 21st 
December 2012 

In addition, the new North SHA Cluster now produces a monthly, high-level performance assessment 
against seven of the key performance indicators, comparing the performance of all PCT clusters in the 
North. The latest assessment in the North East is as follows: 

 

In addition the North SHA Cluster produces a monthly acute trust dashboard for the North of England.  
The latest assessment for your major acute providers is shown below. 

 

Appendix 1 
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Remaining Key Performance Indicators (PCT Responsibility) 

 



 

 

 
 

 

 

Meeting title Governing Body Date 25 April 13 

Report title Authorisation Agenda item Enclosure 04 

Lead director: 
Report author: 
Sponsor(s): 

Name/Title: Christine Briggs Tel/Email:christine.briggs@sotw.nhs.uk 

Name/Title: Helen Smith Tel/Email:helen.smith@sotw.nhs.uk 

Name/Title: Christine Briggs Tel/Email:christine.briggs@sotw.nhs.uk 

F.o.I status  
 
Report summary The report is to provide the Governing Body with an update on authorisation and is 

made up of a letter re authorisation and the Post Authorisation Conditions Report 

Purpose (tick one 
only) 

Information 
  

Approval To note Decision 

Recommendation For information 

 
Strategic objectives 
links 

 NA 

Identified risks & 
risk management 
actions 

 NA 

Resource 
implications 

 NA 

Legal implications 
Including equality & 
diversity 
assessment 

 NA 

 
Report history 
 
 
 
 

A report was presented to the Governing Body in February to provide an 
update and assurance about the progress around authorisation and the work 
being carried out to ensure that the one remaining condition was addressed 

Next steps State whether this report needs to be referred to at another meeting or requires 
additional monitoring 

Appendices   Authorisation Letter from Sir Ian Dalton, Post Authorisation Conditions Report 
 
 

 

 
 



 

NHS Commissioning Board 
Quarry House | Quarry Hill | Leeds | LS2 7UE 
 
commissioningboard@nhs.net 
www.commissioningboard.nhs.uk 

 
26 March 2013 

 
 
Dr Matthew Walmsley 
NHS South Tyneside CCG 
Monkton Hall 
Monkton Lane 
Jarrow 
NE32 5NN 
 
 
 
Dear Dr Walmsley, 
 
 

CLINICAL COMMISSIONING GROUP AUTHORISATION 
FIRST CONDITIONS REVIEW OUTCOME 

 
I am writing to notify you of the NHS Commissioning Board’s (NHS CB) decision on 22 
March 2013 in relation to the first review of the conditions applied to NHS South 
Tyneside CCG at authorisation. 
 
The NHS CB will regularly review the progress of CCGs in relation to the discharge of 
conditions applied at authorisation. It was also agreed at the Board meeting of the NHS 
CB in September 2012 that the first review of conditions should take place before 31 
March 2013. Sarah Pinto-Duschinsky subsequently set out the process for conditions 
review in her letter of 6 February 2013 to Regional Directors of Operations & Delivery 
and this was communicated to CCGs. The process has also involved a review of 
support levels applied to conditions.  
 
Decision  
 
Following the NHS CB CCG conditions review sub-committee meeting of 22 March 
2013, the NHS CB has agreed that one condition should be removed leaving no 
conditions remaining.  
 
Accordingly, your CCG is now authorised in full and without any conditions. 
 
The outcome of the conditions review is set out in the attached conditions review report 
at annex A. 

 
The NHS CB will not review this decision and neither the National Health Service Act 
2006 (as amended) or the Health and Social Care Act 2012 provides for any appeal 
against the NHS CB’s decision.  



 
What do you need to do next? 
 
Of course, authorisation is the first step on your commissioning journey of continuous 
improvement. I know that you will now want to develop the full potential of the clinical 
leadership of commissioning for the benefit of your local community. 
 
Over the next few weeks your area team will be in touch to begin the process of 
agreeing a development plan with you.  
 
As set out in your authorisation letter, we will also today be writing to your accountable 
officer, setting out Clinical Commissioning Groups' legal responsibilities, along with 
other key information to support you in meeting your obligations as you become fully 
operational as a statutory body.   
 
Conclusion  
 
On behalf of the NHS CB, I would like to congratulate you on becoming fully authorised 
and acknowledge the progress you are continuing to make through the hard work and 
commitment of you and your CCG staff. I would also like to encourage you to remain 
focussed on developing your organisation beyond the requirements of authorisation.  
 
Should you require any assistance in understanding this decision, please contact your 
area team Director of Operations and Delivery in the first instance. 
  
 
 
Yours sincerely, 
 

 
 
 
 
 
 
 
 

Ian Dalton CBE 
Chief Operating Officer and Deputy Chief Executive 
 
 

Inc:  ANNEX A – Conditions review outcome report for NHS South Tyneside CCG 
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Regional Operations Director Jon Develing
Date report generated: 26/03/2013



South Tyneside CCG:Post Authorisation Conditions Report page 2

Dashboard summary assessment post review 

 

 

Summary Domain Dashboard Assessment threshold
outcomes

Criteria
changed
following
review

No. of reds No. of greens

1. A strong clinical and multi-professional focus
which brings real added value

0 17

2. Meaningful engagement with patients, carers
and their communities

0 15

3. Clear and credible plans which continue to
deliver the QIPP (quality, innovation, productivity
and prevention) challenge within financial
resources, in line with national requirements
(including excellent outcomes) and local joint
health and wellbeing strategies

0 22

4. Proper constitutional and governance
arrangements, with the capacity and capability to
deliver all their duties and responsibilities
including financial control, as well as effectively
commissioning all the services for which they are
responsible

0 32 4.1 - C (R -> G)

5. Collaborative arrangements for commissioning
with other CCGs, local authorities and the
NHSCB as well as the appropriate
commissioning support

0 17

6. Great leaders who individually and collectively
can make a real difference

0 16

Total 119 authorisation sub-criteria 0 119 1 total

Overall Summary
The CCG had one condition remaining at authorisation.  This related to criterion 4.1C and required
the CCG to provide evidence that the CCG constitution and other documents detailing governance
arrangements met legislative requirements and take account of guidance and model constitution.
The specific concern was in relation to the Remuneration Committee and demonstrating that the
arrangements for the governing body and committee chairs were in line with regulations. The Terms
of Reference of the Council of Practices were to be amended to remove reference to the Council's
role in remuneration, and the ROD had earlier recommended that the criterion should stay red-rated
until the CCG could demonstrate that practices have ratified this amendment.

The ROD has reviewed the additional evidence provided and is satisfied that the Terms of
Reference have been updated and that practices have ratified the amended Council of Practice
Terms of Reference, sufficient to meet the outstanding issue.

It is therefore recommended that the criterion is met and the is condition is removed. Accordingly,
the CCG is recommended to become fully authorised.
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Threshold Condition 14C
matter

Support Rationale

(4.1 - C) Constitution is
appropriate and complies
with legislative requirements.
CCG has a viable
organisational size and has
an appropriate geographical
area. CCG governance
meets the requirements of
legislation and takes account
of guidance and the model
constitution.

Provide evidence that
CCG constitution and
other documents
detailing governance
arrangements meet
legislative
requirements and
takes account of
guidance and model
constitution.

A, F III The outstanding issue at authorisation was that a copy of the ratified
terms of reference for the remuneration committee was required, to
demonstrate that the arrangements for governing body and committee
chairs are in line with legislative requirements.  Specifically, that the new
Terms of Reference for the Council of Practices (which will remove
reference to the Council of Practice's role around remuneration) have
been ratified by member practices.

In response to this, the CCG submitted supporting evidence, the
Regional Operations Director (ROD) found that following the review of
the constitutional and associated governance arrangements, an
appropriate change to the CCG Council of Practices Terms of Reference
had occurred.  The CCG chair has emailed every practice in the CCG to
seek approval for the change.  The CCG chair has provided evidence in
the form of an email to all practices on 20 February 2013 confirming that
all practices are in agreement with the changes proposed.

The ROD is assured that the outstanding issue has been addressed and
confirms that the criterion is met.  It is recommended that the condition is
removed.
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Enclosure 05 
 
 
 
 

Budget Proposal 2013/14 
 
 

1. Reason for the Report  
 

All Clinical Commissioning Groups have a statutory duty to only commit 
expenditure in line with their allocations and to operate within the parameters 
set out in the guidance document “Everyone counts: planning for patients 
2013/14”. 
 
The CCG has produced a budget for 2013/14 based on the allocations and 
rules that were published by the Department of Health on 18th December 
2012. 
 
A draft budget was taken to an extraordinary meeting of the Governing Body 
in March as 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.  This 
paper provides an updated and refined budget proposal for approval by the 
Governing Body. 
  
 

2. 2013/14 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 (coloured green) and the bottom section demonstrates the 
intended application of the allocation.   
 
Following agreement with the NHS England local area team regarding 
treatment of funding for specialised services, the CCG is able to include in its 
allocation the return of funding taken from the CCG for these services.  It has 
been agreed that the CCG had contributed too much and this has been 
returned.  Further detail is given in the section 3 on risks. 
 
For additional clarity Appendix 2 details a number of budget lines that are 
shown in summary at Appendix 1.  In particular, the detail behind Non NHS 
Healthcare, Voluntary Bodies and Miscellaneous Commissioning is provided. 
 
Members will note that there are a number of funds sitting in reserve 
(coloured lilac) to be allocated as projects become operational.  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. 
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Appendix  3 shows the CCG running cost budget proposal including the 
agreed Service Level Agreement value with North of England Commissioning 
Support service.  This has not altered since the first iteration. 
 
 

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 2012/13 
 
During 2012/13 the CCG (as part of South Tyneside PCT) experienced 
significant pressure on its commissioning budgets.  At the time of writing the 
forecast position is a £4m overspend.  The CCG has allocated sufficient 
growth funding to be able to commission this higher level of activity for 
2013/14 (where appropriate) and this will be factored into the commissioning 
negotiations.  However, looking forward this level of over-performance cannot 
be sustained.  The CCG has a number of work streams in place to address 
the planned and urgent care pressures that are in the system currently but 
this remains a high risk area for the organisation.  Specialist Commissioning 
“full take” and in year risk-share 
 
For 2013/14 the scope of services that are included in the national definition 
of Specialist Commissioning, that will be commissioned by NHS England 
(NHSE) has changed significantly – this is known as “full take”.  This has had 
an impact in terms of changing commissioning responsibilities for both the 
NHSE and the CCG.  The funding associated with these changes has been 
mapped differently to the final definition algorithm meaning that in some cases 
CCGs have been de-funded too much and some too much.  In order to 
address this the local area team of the NHSCB has agreed to reverse the 
adjustment to CCG allocations for the specialist commissioning “full take”.  
However, in order to do this the local area team has over-committed itself and 
needs to recover funding from Yorkshire and Cumbria to make up the 
shortfall; in these areas the CCGs had not made a big enough contribution.  
The CCGs in the north east have agreed to underwrite the local area team 
until it is able to recover the funds from outside of the north east.  Members 
will remember that CCGs have to hold a 0.5% contingency reserve and it has 
been agreed that a proportion of the 0.5% contingency will be used as the 
“underwrite” fund.  CCGs will have other risks that they feel they need the 
contingency fund to offset and until the area team is able to recover the funds 
from outside area this will represent a high risk to the CCG in terms of pre-
commitment of contingency funding. 
 
 Spending 2% of budget non-recurrently 
 
South Tyneside CCG must use 2% of its allocation on a non-recurrent basis, 
this is a significant amount - £4.4m.  Of this a large proportion will be utilised 
in supporting pathway and nationally driven tariff changes with our local 
provider.  For the remainder the CCG is developing a prioritised list of 
schemes that will need to be approved by the local area team.  There is a low 
risk that we are not able to use all of the funding in a non-recurrent manner.  
However, the CCG must be clear that it cannot use this funding to support 
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emerging risks of a recurrent nature as to do so would over-commit the CCG 
in the future. 
 
 
 CCG QIPP Programme 

 
The CCG has developed a QIPP programme that will deliver £2.1m of savings 
in 2013/14.  Of this, 50% will be delivered through contractual changes.  The 
remainder is subject to separate workstreams and will be included in 
performance monitoring to the Governing Body in year.  Non-delivery of the 
QIPP programme is a medium risk and consequently I would recommend that 
the CCG considers phasing of the investments planned for 2013/14.  
 
 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.  At this point 
the pay costs and NECS SLA values are well understood however on the 
non-pay budgets some areas have had to be estimated.  This will remain a 
low risk until the CCG is better informed with regard to some of the charges it 
will receive. 

 
 

 
4. Recommendation 
 

The Committee is requested to: 
 
i) Consider this report and note the risks; 
ii) Approve the proposed opening budgets for both commissioning and 

running costs budgets for 2013/14. 
 
 

Kate Hudson 
Chief Financial Officer Designate 
April 2013 
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1.  Introduction 
 
This document sets out South Tyneside Clinical Commissioning Group’s (STCCG’s) 
Commissioning Intentions for 2013/14 and provides an update on our key work programmes 
for the year. Commissioning intentions (Appendix 1) are expressed in terms of schemes and 
initiatives to be delivered in year around which it is anticipated providers would require 
awareness of, given their likely potential impact in 2013\14. Work programmes (Appendix 2) 
are expressed in terms of key areas of work for development during 2013\14, which may 
impact in future years.  
 
This reflects the commissioning responsibilities the Clinical Commissioning Group (CCG) will 
take on statutorily on 1st April 2013 and excludes commissioning responsibilities forming the 
future portfolios of the National Health Service (NHS) Commissioning Board Local Area Team 
(eg specialised commissioning and primary care) and Local Authorities (public health 
commissioned services). The intentions and programmes described within have been 
developed via engagement with patients, carers, partners and stakeholders and link to our five-
year commissioning plan STCCG-Commissioning-Plan-2012-17.pdf and provide a focus on our 
investment and disinvestment priorities for 2013/14, as well as Quality Innovation Productivity 
Prevention (QIPP) initiatives (Appendix 3). 
 
In drawing these up, we have made particular reference to the South Tyneside Joint Strategic 
Needs Assessment, Joint Health and Well Being Strategy, the “Everyone Counts” planning 
framework and associated documents, as well as national tariff and planned activity.  
Furthermore, quality and patient experience feature at the heart of our plans; indeed, at the 
time of writing we are considering the implications of the Francis Report and our approach in 
response. 
 
2. Our vision for the future of South Tyneside 
 

  

The building blocks for 
achieving our 

aspirations 
 
This sets out the building 
blocks for our first year of 
operating as a statutory 

organisation, representing 
the fundamental 

components which will 
support the delivery of our 
aspirations and our vision. 

http://www.southtynesideccg.nhs.uk/wp-content/uploads/2013/01/STCCG-Commissioning-Plan-2012-17-final-version-2.pdf
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We will achieve our vision through: 
 

 Integrating health and social care services; 

 Improving patient experience; 

 Making the best use of resources.  
 
We will deliver our values through the following behaviours: 
 

 Being innovative by introducing new ideas and challenging old ones 

 Being responsive to local health needs 

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

 Being aspirational, will not accept mediocrity and will always strive for the best  

 Striving to ensure equality and reduce inequalities 

 Behaving with transparency and will work in an open and honest way 
 
3. About South Tyneside CCG 
 
South Tyneside has a population of just over 154,000. There are 29 General Practitioners (GP) 
practices across the geographical area. STCCG is co-terminus with the local Council and is 
served by a single Health and Well Being Board. All 29 GP practices in South Tyneside are 
members of STCCG.  
 
The challenges we face are far reaching: the people of South Tyneside die an average of 8 years 
earlier than the people who live in the healthiest parts of England.  There is also a gap of over 
10 years between the most deprived and least deprived communities in South Tyneside. South 
Tyneside has a legacy of a post-industrial and mining economy and over the past half century 
has seen a decline in prosperity and an increase in deprivation. This brings increasing health 
and social care problems and alongside a higher than average level of smoking, drinking and 
obesity, cancer and heart disease are the main killers. One of the starkest inequalities 
highlighted by the Joint Strategic Needs Assessment (JSNA) is in life expectancy.  Further 
challenges relate to the ageing population and increasing overreliance on hospital services, 
factors which are increasingly evident across the North East; this in turn presents significant 
financial challenges for STCCG. 
 
As part of our internal governance arrangements, a Constitution has been signed by all GPs 
practices in South Tyneside, drawn up to regulate the relationship between STCCG Member 
Practices and the Governing Body.  The CCG’s constituent practices meet monthly as a “Council 
of Practices” to discuss matters ranging from the strategic level challenges facing STCCG 
through to pathway redesign, through to improving the quality of in primary care, eg the 
referral improvement scheme.  
 
STCCG is overseen by a Governing Body which is chaired a local GP, Dr Matthew Walmsley 
(designate), supported by Stephen Clark as deputy Chair with a lead role around quality.  
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Dr S Vis Nathan, a local GP, provides general practice input, with Jeff Gosling providing a lay 
membership role with responsibility for public and patient involvement. Paul Morgan brings a 
lay membership expertise around audit and governance and Dr Tarquin Cross provides 
secondary care consultant expertise. 
 
STCCG’s overall leadership is provided by Dr David Hambleton, Chief Officer (designate), 
working with the following executive team : 

 Kate Hudson Chief Finance Officer (designate)  

 Christine Briggs – Director of Operations (designate)  

 Ann Fox – Director of Quality and Patient Safety (designate) (shared with Sunderland CCG) 

 Dr Funmi Nixon - Clinical Director (LTCs) 

 Dr Jim Gordon, Clinical Director (Mental Health\LD) 

 Dr Jon Tose – Clinical Director (Planned Care\Quality in Primary Care) and,  

 Mrs Ros Whitehead – Practice Manager lead. 
 
STCCG will have a small in house commissioning team and will buy a wide range of 
commissioning support services from North East Commissioning Support (NECS).  
 
4 Our strategic headlines 
 
The key headlines of our strategy can be seen in our updated 2013\14 plan on a page: 
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5. Investing in Quality 
 
National context  
‘Equity and Excellence: Liberating the NHS’ (July 2010) placed a significant emphasis on 
developing and implementing quality standards to improve healthcare outcomes for patients.  
As the architecture of the new NHS develops the mechanisms to do this are evolving.  The NHS 
Commissioning Board (NHSCB) will have a statutory duty to exercise its functions with a view to 
securing continuous improvement in the quality of health services.  Securing improvement in 
outcomes, as defined by the NHS Outcomes Framework will be particularly important as the 
Board will be held to account using this framework. 
 
Local arrangements are being reviewed following the publication of the Francis 2 report.   The 
Francis Report into the public inquiry into Mid Staffordshire NHS Foundation Trust was 
published on 6th February 2013.   While the inquiry was confined to Mid Staffs, evidence has 
emerged that there are other places where unhealthy cultures, poor leadership and 
unacceptable poor standards of care are prevalent. The report makes 290 recommendations, 
which primarily focus on securing a greater cohesion and culture across the system. No single 
recommendation can be regarded as the solution to the many concerns identified. 
 
The report emphasises that commissioners should have a primary responsibility for ensuring 
quality, and envisages that commissioners will use their contractual arrangements to regularly 
and effectively hold providers to account for poor quality, and incentivise improvements to 
enhance quality. The report goes on to recommend that all NHS healthcare bodies begin to 
evaluate their own organisation against the report’s findings and recommendations. 
 
The report calls for a’ hierarchical system of standards’ to ensure patient safety, with a set of 
‘fundamental standards of minimum safety and quality’ established through legislation and 
enforced by the regulator, and ‘enhanced quality standards’, to be developed by NHSCB and 
CCGs to be used as a commissioning tool to drive up quality. 
 
It is anticipated that the NHSCB will use Quality Standards developed by NICE (National Institute 
for Health and Care Excellence) to drive its commissioning processes.  NICE Quality Standards – 
and accredited evidence produced by other groups such as the Royal Colleges – will underpin 
the Commissioning Outcomes Framework, through which clinical commissioning groups will be 
held to account.  Quality Standards are intended to be the backbone of the commissioning 
system, supporting consistent improvement in all parts of the country. 
 
It seems clear from the emerging national picture that the NHS Outcomes Framework 
underpinned by NICE Quality Standards will increasingly influence the focus of attention within 
quality improvement work going forward.  It is important therefore quality schedules and 
Commissioning for Quality and Innovation (CQUIN) schemes align well with priorities of the NHS 
Outcomes Framework.     
 
The Planning Guidance for NHS England 2013/14 outlines requirements linked to quality and 
these will also need to be taken into account.    
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Clinical Commissioning Groups plan to maintain a strong focus on quality assurance and 
improvement during 2013/14 using established quality mechanisms linked to contractual 
process for instance quality review meetings, monitoring against quality schedules and CQUIN 
schemes in addition to safety systems such as serious incident reporting.  These frontline 
operations of Clinical Commissioning Groups will feed into new NHS CB local area Quality 
Surveillance Group where commissioners, regulators and others will come together.   
 
Local priorities for quality assurance or improvement 
The process of identifying priorities for quality assurance and improvement has begun and it is 
anticipated that these will be agreed during February by relevant groups.  
 
Patient safety 

 Strengthening of Serious Untoward Incidents (SUIs) processes and development of 
consistent reporting  

 Infection control 

 Safeguarding 

 Reducing hospital mortality (Including reducing deaths from Venous Thromboembolism 
[VTE])  

 Reducing harm from pressure ulcers  

 Discharge communication 
 

Clinical effectiveness 

 NICE guidance compliance 

 NICE quality standards, particularly stroke, heart failure, dementia, chronic obstructive 
pulmonary disease and VTE prevention 

 Specific clinical areas linked to CCG strategic priorities 
 

Providers will be asked to share and discuss their clinical audit programme for 2013/14 through 
the relevant quality review group by end of April 2013. 
 
Patient experience 

 Collection and review of patient experience information and completion of related 
actions 

 Patient reported outcome measures (PROMS) 

 Delivering single sex accommodation 

 Continued development of a programme of CCG visits to provider organisations focused 
on patient experience. 

 
Providers will be asked to share and discuss their patient experience programme for 2013/14 
through the relevant quality review group by end of April 2013. 
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Commissioning for Quality and Innovation (CQUIN) 2013/14  
 
Where an NHS Standard Contract is in place, 2.5% of the contract’s outturn value will be 
awarded to the provider for the achievement of CQUIN goals.  The CQUIN 2013/14 Guidance 
identifies: 
 

 Friends and Family Test – where commissioners will be empowered to incentivise high 
performing Trusts;  

 improvement against the NHS Safety Thermometer (excluding VTE), particularly 
pressure sores;  

 improving dementia care, including sustained improvement in Finding people with 
dementia, Assessing and Investigating their symptoms and Referring for support (FAIR); 
and  

 Venous thromboembolism (VTE) – 95 per cent of patients being risk assessed and 
achievement of a locally agreed goal for the number of VTE admissions that are 
reviewed through root cause analysis.  

 

 
 
A range of stakeholders including Clinical Networks, the North East Quality Observatory, 
providers and commissioners are involved in the development of suggested local measures for 
CQUIN schemes.  Proposals for CQUIN indicators should have a clear rationale, existing data 
flow where possible and sufficient baseline data to adequately inform goal setting prior to 
contract agreement.  
 
CQUIN pre-qualification – High Impact Innovations 
For the first time providers have to demonstrate compliance with specific high impact 
innovations in order to qualify for a CQUIN scheme.  By 31st March 2013 providers have to 
satisfy at least 50% of the criteria that apply to them.   
 

 3 million lives (telehealth/telecare technologies) 

 Intra-operative fluid management  
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 Child in a chair in a day – review provision of wheelchair services  

 International and commercial activity  

 Digital first (reducing inappropriate face-to-face contact) 

 Carers for people with dementia 
 
6. Our approach to integrated care 
 
South Tyneside Health and Well Being Board’s Joint Health and Well Being Strategy sets out a 
number of key initiatives to improve the health and well being of our population.  Achieving 
integration of care is one such expressed priority around which STCCG, as the primary 
commissioner of health services in the borough, has an important role to play.  
 
Integration of health and social care services is an important aspect of our vision. We believe 
that better integration of services is a key feature in improving the provision of care for patients 
in the primary and community setting to reduce overreliance on hospital services and 
inappropriate attendances, thus ensuring patients go to hospital when they need to and freeing 
up hospital space for our increasing elderly population. The CCG will focus particularly around 
initiatives which will reduce re-admissions to hospital within 30 days of discharge. 
 
During 2013\14, we will build on the excellent progress made to date in working with partners 
from South Tyneside Council and South Tyneside Foundation Trust to progress initiatives which 
will support the achievement of better integration across secondary, primary and community 
services and we welcome this partnership approach, which is fully supported by the Health and 
Well Being Board.  
 
7.  QIPP plans 
 
Within our financial plan for 2013/14 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 £2.1m and 
equates to 1% of our allocation. 
 
In addition to the QIPP programme, national tariff efficiencies continue into 2013/14.  
Appendix 3 details a breakdown of the level of savings for each RRI for the forthcoming year.  
 
8. National Priorities 
 
The Mandate, https://www.wp.dh.gov.uk/publications/files/2012/11/mandate.pdf, between 
the Government and the NHS Commissioning Board, setting out the ambitions for the health 
service for the next two years, was published on 13th November 2012. The Mandate reaffirms 
the Government’s commitment to an NHS that remains comprehensive and universal – 
available to all, based on clinical need and not ability to pay – and that is able to meet patients’ 
needs and expectations now and in the future. The NHS Mandate is structured around five key 
areas where the Government expects the NHS Commissioning Board to make improvements: 

https://www.wp.dh.gov.uk/publications/files/2012/11/mandate.pdf
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 preventing people from dying prematurely  
 enhancing quality of life for people with long-term conditions  
 helping people to recover from episodes of ill health or following injury  
 ensuring that people have a positive experience of care  
 treating and caring for people in a safe environment and protecting them from avoidable 

harm.  

Through the Mandate, the NHS will be measured, for the first time, by how well it achieves the 
things that really matter to people. The key objectives contained within the Mandate include: 
 
 improving standards of care and not just treatment, especially for the elderly  
 better diagnosis, treatment and care for people with dementia  
 better care for women during pregnancy, including a named midwife responsible for 

ensuring personalised, one-to-one care throughout pregnancy, childbirth and the postnatal 
period  

 every patient will be able to give feedback on the quality of their care through the Friends 
and Family Test starting from next April – so patients will be able to tell which wards, 
Accident and Emergency (A&E) departments, maternity units and hospitals are providing 
the best care  

 by 2015 everyone will be able to book their GP appointments online, order a repeat 
prescription online and talk to their GP online  

 putting mental health on an equal footing with physical health – this means everyone who 
needs mental health services having timely access to the best available treatment  

 preventing premature deaths from the biggest killers  
 by 2015, everyone should be able to find out how well their local NHS is providing the care 

they need, with the publication of the results it achieves for all major services.  

Further to the publication of the mandate, the NHS Commissioning Board (NHS CB) has 
published its planning guidance for 2013/14, pledging to drive a revolution for patients, offering 
the public more information about quality of care and giving them greater control of their 
health. 
 
The document named Everyone Counts: Planning for Patients 2013/14, 
http://www.everyone.commissioningboard.nhs.uk/ aims to help local clinicians deliver more 
responsive health services, focused on improving outcomes for patients, addressing local 
priorities and meeting the rights people have under the NHS Constitution. It outlines the 
incentives and levers that will be used to improve services from April 2013, where 
improvement is driven by clinical commissioners.  It also addresses health inequalities, so that 
those most in need gain the most from the support we provide. 
 
The guidance covers a clear set of outcomes against which to measure improvements and 
outlines five offers: 
 
 moves toward seven-day a week working for routine NHS services  
 greater transparency and choice for patients  
 more patient participation  

http://www.commissioningboard.nhs.uk/everyonecounts/
http://www.everyone.commissioningboard.nhs.uk/
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 better data to support the drive to improve services  
 higher standards and safer care  

The NHS CB will also commission some services nationally for the first time, improving them by 
tackling variation in care around the country.  These services include specialised healthcare, 
primary care and services for the military as well as those in prison and offenders with 
otherwise-reduced liberty.   

9.  Workforce Assurance 
 
The quality of care is closely related to how well organisations, engage, manage and support 
their own staff.  The NHS Constitution includes important pledges to staff who provide NHS 
care, and the NHS Commissioning Board is required to promote the NHS Constitution in 
carrying out its functions.   
 
To ensure the quality and safety of the services we commission, we will seek assurance from 
the providers we commission services from, that they have a safe and affordable workforce in 
place.  
 
10.  National tariff and planned activity profiles  
 
Where relevant, detailed financial and activity schedules outlining the impact of commissioning 
intentions and reflecting modelled activity requirements will be issued in association with this 
document. Proposed activity volumes will be costed using the draft Payments by Results (PbR) 
tariff. The basis on which activity assumptions have been modelled will be shared with our 
providers for discussion and agreement as part of the contract negotiations. 
 
We will work with providers to effectively manage the impact of revised tariff arrangements 
and explore potential to adopt tariff flexibilities.   
 
11. Choice and shared decision making 
  
STCCG has made a commitment to fulfilling its obligations under the NHS Constitution in 
relation to Choice to optimise patient experience. Key components of our programmes of work 
in this context which will continue throughout 2013\14 are: 
 
Shared decision making (SDM) 
SDM and the Making Good Decisions In Collaboration (MAGIC) programmes were key parts of 
our work during 2012\13 with all GPs in South Tyneside, along with many practice nurses, 
having been trained in SDM by GP MAGIC ‘champions’. The success of this project will be rolled 
out further during 2013\14 with practices being actively encouraged to use SDM in all 
appropriate consultations and we will be also be providing SDM training to clinical colleagues in 
secondary care. 
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Choose and Book 
STCCG views Choose and Book as a key method of supporting delivery of the choice agenda and 
work continues to develop Choose and Book services working jointly with providers to include 
areas such as delivery on the NHS Constitution maximum waiting times, as well as Any Qualified 
Provider (AQP) initiatives.  
 
AQP 
Following consultation with patients and clinicians, South Tyneside CCG has committed to 
increasing quality of services and choice of provider so that patients can choose a service that 
best meets their needs in the following service areas. Having implemented AQP for the 
following services: 
 

o Adult Hearing Services in the community 
o Anticoagulation Monitoring Service (for non-complex patients) 
o Podiatry Services (not including biomechanics or orthotics). 
o Carpal Tunnel  

 
STCCG will continue to consider the use of AQP as appropriate in future procurements. 
 

12. Timetable 
 
Nationally there is an expectation that the contracts will be formally signed off by the 29th 
March. Locally, the NHS CB Local Area team has set a deadline of the 28th February for contract 
agreement.  NHS SoTW intends to work with providers to reach agreement and formally sign 
off contracts in accordance with the required timeframes. It should be noted that this will be 
dependent on the publication of the final tariff which is expected imminently. 
 
In addition the revised standard contract was published on the 1st February. Commissioners 
will ensure that the process of developing contract schedules, which will be developed via the 
new e-contract format, will be undertaken in conjunction with providers such that contract sign 
off can be agreed within expected timeframes.  
 
13.  Local contracting issues 
 
The following contract issues will be addressed with the providers as part of the contract 
negotiation process: 
 
Contract documentation: Where appropriate, the revised standard contract will be adopted 
and where existing contracts extend beyond 31st March, discussions will take place regarding 
the potential, by mutual agreement, to adopt the revised standard contract. Alternatively it is 
the expectation of that the CCG that the standard deed of variation will be adopted. Work 
which commenced in 2012/13 to develop service specifications for each service line will be 
concluded in 2013/14 and will be included as part of the Service Development and 
Improvement Plan. 
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Provider Cost Improvement Plans: In order to be contracted to provide NHS services, in line 
with the requirements of planning guidance, it is the expectation of the CCG that provider cost 
improvement programmes will be agreed by the Medical and Nursing Directors of the provider 
as being clinically safe. The CCG expects to review provider Cost Improvement Plans (CIPs) in 
order to provide assurance that initiatives are safe for patients and do not impact adversely on 
the quality of care provided.  
 
Risk share arrangements: The requirements of the 2013/14 PbR Guidance in relation to the 
unbundling of outpatient diagnostics and implementation of national tariffs for maternity 
pathways, introduce a significant level of risk against individual contract agreements with major 
providers. It is the intention of the CCG to work with providers to identify and mitigate these 
risks and implement appropriate risk share arrangements, in line with guidance. 
 
Ambulatory care: The CCG intends to complete the joint review with South Tyneside 
Foundation Trust (STFT) of the ambulatory care pathway which was established in 2012/13. The 
CCG expects that by appropriate clinical input, each pathway will be clearly defined and under 
pinned by a service specification. The CCG will work with the provider to ensure that the tariffs 
chargeable for patients referred through this pathway are reasonable and commensurate with 
the activities being undertaken, with a view to negotiating revised tariffs where appropriate, 
within the 2014/15 contract agreement.  
  
Local Tariffs:  Where appropriate, local tariffs will continue to be reviewed with a view to 
identifying areas of potential efficiency. The emphasis will be on identifying opportunities for 
reduced expenditure which allow providers to release costs. Tariff efficiencies outlined in PbR 
Guidance will be applied to non tariff services.  
  
Block Contracts: Where relevant, review of remaining block contracts will be undertaken in 
accordance with the ongoing contract management arrangements. 
 
Coding and Counting Changes: Where counting and coding changes are agreed during the 
negotiation process a commissioner based risk assessment will be required from providers prior 
to entering into any discussions regarding implementation. In addition, commissioners expect 
that any such coding changes will be under pinned by an appropriate in year risk share 
arrangement to protect both providers and commissioners from unanticipated financial risk.  
 
Contract Management: The CCG expects to agree indicative contract activity plans which will 
be affordable, deliverable and which will ensure key performance targets are achieved. It is 
expected that the activity plans will be based on clear activity planning assumptions which will 
form part of the contract agreement and which will be reviewed in year in the context of any 
material variance from planned levels. In accordance with the requirements of the standard 
contract, the CCG expects that contract queries raised through the contract review mechanism 
will be resolved in a timely manner. 
 
Specialised commissioning: The CCG recognises the risks associated with the specialised 
commissioning maximum take contract adjustment which will be the subject of discussion with 
the NHS CB Area Team. In modelling 2013/14 contract activity requirements, the CCG has taken 
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an “open book” approach such that activity adjustments are transparent to both commissioner 
and provider. It is expected that this transparency will facilitate the in year contract 
management process in order to identify reasons for activity variances.  
 
North East Ambulance Service (NEAS): Commissioners will continue to actively contribute and 
support the lead commissioner of ambulance services, particularly in the further development 
of PbR related tariffs in line with national currencies which were implemented in April 2012. 
The commissioner expects that, following specific discussions with the provider, where it is 
clinically safe to do so, there will be a significant increase in the number of patients transported 
to Minor Injuries Unit’s (MIUs) as an alternative to A&E. 
 
Community services and joint commissioning: Where appropriate, community based contracts 
will be reviewed to continue the process of ensuring high quality cost effective services which 
meet the needs of the local population. 
 
In particular it is expected that specific issues relating to District Nursing Service and Continuing 
Health Care Nurse Assessment Team pressures will be considered as part of the negotiation 
process. 
 
The CCG expects that the revised District Nursing Service specification will be implemented in 
full in 2013/14. As coordinating commissioner South Tyneside CCG has a specific responsibility 
to lead on major commissioning issues relating to other CCGs which are signatories to the 
contract.  With regard to the Sunderland treatment room service, the CCG expects to work 
closely with STFT to repatriate activity to primary care in line with local implementation 
arrangements. As part of this process the CCG expects to undertake a joint “open book” 
approach to reviewing the costs of delivering the existing treatment room service with a view 
to identifying efficiencies arising from the service transfer. It is expected that a service 
specification will be agreed for those treatment room services which will remain with the DNS 
to deliver post implementation.  
 
The CCG will work with stakeholders to address the issue of continuing healthcare restitution.  
 
Mental health contracting:  2013-14 will continue to introduce in 'shadow' form what is a 
major change in the way that mental health care is currently funded, a shift from block grants 
to PbR currencies which are associated with individual service users and their interactions with 
mental health services. Commissioners will work collaboratively with providers to ensure a 
smooth transition to this new Care Packages and Pathways Programme (CPPP) system 
throughout 2013/14. 
 
Contract penalties: In addition to the standard penalties outlined in the legally binding 
contract, the CCG expects to retain the existing locally agreed penalties with a focus on 
encouraging service improvements. The principles governing the application of the contract 
penalties which are reflected in current contract agreements are expected to continue to apply.  
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The rationale supporting the introduction of the penalty schedule remains the need to support 
the delivery of continued national and local targets and which enhance patient experience and 
good system management. 
 
Consultant to Consultant Referral Policy:  Having implemented the South Tyneside Consultant 
to Consultant Referral Policy in 2012\13, STCCG will carry out work during 2013\14 to 
understand its impact and effectiveness. 
 
Health equity: The CCG  expects all providers to actively engage in initiatives at both CCG and 
locality level which are aimed at establishing fair access to services and in particular 
demonstrate, in conjunction with the commissioner, practical changes to service delivery to 
improve equity of delivery.  
 
14. Equality, Diversity and Human Rights 
 
STCCG is committed to promoting human rights and providing equality of opportunity; not only 
in our employment practices but also in the way we commission our services. The organisation 
also values and respects the diversity of its employees and the communities we serve. 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 
 Consider providing more favourable treatment for people with disabilities  

 
This policy aims to be accessible to everyone regardless of age, disability (physical, mental 
health or learning disability), gender (including transgender) race, sexual orientation, religion or 
belief or any other factor which may result in unfair treatment or inequalities in health or 
employment.    
 
15.  Equality Impact Assessment  
 
Positive Impact – the Commissioning Intentions sets out that there is a duty on the Provider of 
services to ensure equity of access to their services for people from all groups regardless of race 
or ethnicity, disability (physical, mental and learning disabilities), gender (including 
transgender), age, sexual orientation, religion and belief or any other factor which may result in 
unfair treatment or inequalities in health.  It also recognises that there are some services for 
specific groups – for example, gender specific breastfeeding services. It is anticipated that the 
Commissioning Intentions will ensure providers deliver a service that promotes equality and has 
a positive impact on all groups.   
 
The development of the South Tyneside five year commissioning plan has sought to promote 
equality, human rights and tackle health inequalities.  This has been through carrying out health 
needs assessments, life-style surveys, publication of the Single Equality Scheme, Health Impact 
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Assessments, Equality Impact Assessments and involving partners, stakeholders and local 
communities in the design, planning and development of services. 
 
As part of the practical work that is undertaken to develop service specifications for new or 
changing services as part of our commissioning development work, we will undertake equality 
impact assessments to ensure that our services provide equity of opportunity, equity of access 
and equity of outcomes.   
 
16.  Summary 
 
The purpose of this document to raise awareness of the initiatives which the CCG intends to 
implement during its first year of full operation.  As plans are developed and implemented, the 
impact on individual contracts will be discussed with providers. Where appropriate, the 
detailed activity and cost of schedules which accompany this document identify the activity and 
financial impact of the 2013/14 QIPP schemes. 
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Appendix 1 - South Tyneside CCG Commissioning Intentions 
 
Commissioning intentions are expressed in terms of schemes and initiatives to be delivered in 
year around which it is anticipated providers would require awareness of given their likely 
potential impact in 2013\14.  Their respective links to the 5 domains in the NHS Outcomes 
Framework are illustrated via the following colour code system: 
 
 
 
 
 
 
 
 

Objective and link to NHS 
Outcomes Framework 

Action 

Streamlined Urgent Care  services 
with a single point of access 
 
 
 
 

Develop the Urgent Care Hub in South Tyneside 

 Standard model of GP integrated across all Minor Injuries Unit (MIU)/ Walk In 
Centre’s (WICs) 

 Evaluate the effectiveness of the GP role within A&E and if appropriate 
mainstream the role 

 To withdraw the Foundation Trust (FT)-provided MIU service that currently 
operates from Palmers Hospital, given there is duplication with services also 
being provided by the GP-led walk in centre. 

 Develop a pilot project for the delivery of a psychological liaison service within 
the Urgent Care hub. Consolidating existing provision in a comprehensive 
service.  

Review, evaluate and reform the Urgent Care pathway focusing on the Acute Care Team, 
Intermediate Care Team, other community nursing services and Social Services to 
include and Case Management Service. 

Review pathways for ambulatory care sensitive conditions to enable patients to be 
treated in community settings where appropriate 

Review urgent care provision including General Practitioner Out of Hour (GP OOH) 
services, as well as retaining oversight of the new 111 service. 

Personalised  care plans in  
Mental Health based on a stepped 
care approach with timely access 
to services 
 
 
 

Develop a joint business case with the Local Authority for the development of a Tier 2 
Child and Adolescent Mental Health Service (CAMHS) service for South Tyneside. 

Continue to implement the national dementia strategy with the Local Authority & 
primary care by improving case finding, ensuring effective interventions & reducing 
antipsychotic prescribing. 
 

Further development of Primary Care Mental Health(MH) Services including improving 
access to psychological therapy for those with Long Term Condition’s (LTCs) 
 

  

Preventing people from dying prematurely 

 Enhancing the quality of life for people with long-term conditions 
 

Helping people recover from episodes of ill health or following injury 
 

Treating & caring for people in a safe environment and protecting them from avoidable 
harm 

Ensuring people have a positive experience of care 
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Partnership  delivery of 
personalised care and 
independent living for patients 
with Long term Conditions 
 

Implement a CCG self management framework for LTCs, including reviewing current 
provision of self management education and support.  Improve access to a menu of 
options, systematic delivery within pathways and workforce development to increase 
capacity and capability and embed self care opportunities into core healthcare services. 

Continue implementation of CCG Rehabilitation Strategy including revised specifications 
for pulmonary and cardiac rehabilitation which provide increased access from primary 
care, a menu-based approach to service delivery and ensure synergies and joint working 
between specialist professionals. 
 
Continue to review the Chronic Obstructive Pulmonary Disease (COPD) pathway across 
primary, community and secondary care and identify areas for improvement and 
redesign opportunities. 

Develop a structured approach to Chronic disease management, including: 
 
Integrated nursing teams: District Nurse’s (DNs), Community Matrons and 
others; to ensure structured chronic disease management occurs for all. 
Integrated model of intermediate care services (including Reablement) to 
support individuals in their own homes, including single point of brokerage to 
services, including community based 'step up' dementia facilities.  
Work with Local Authority to develop and implement locality models for 
integrated health and social care services including the use of risk stratification 
tools such as the combined predictive model across primary, community and 
secondary care. 

Commission a community model to support care homes and housebound patients. 

Review the role of the Continuing Health Care (CHC) nurse assessment function jointly 
with Sunderland and Gateshead CCG. 

Improve the quality of Prescribing 
and deliver agreed efficiencies 
 
 

Ensure patients have equal access to drug treatments by adhering to NICE guidance, 
following locally agreed formulary, ensuring decision making about drugs is robust and 
transparent. 

Improve medicines management in care homes. 

Managing variation in primary care prescribing and maintaining quality. 

Work with Secondary care providers to agree mechanisms for outpatient prescribing. 

Optimise medicines usage for patients taking long term conditions by actively involving 
patients in decisions about their own medicines as part of the MAGIC programme with 
GPs as well as a range of services in specialist clinics and community pharmacies. 

Continue support for the Oral Nutritional Supplements (ONS) dietetics team, ensuring all 
patients prescribed ONS are been reviewed by a registered dietician. 

  
Preventing people from dying prematurely 

 Enhancing the quality of life for people with long-term conditions 
 

Helping people recover from episodes of ill health or following injury 
 

Treating & caring for people in a safe environment and protecting them from avoidable harm 

Ensuring people have a positive experience of care 
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Cancer Services 
 
 
 

Implement Bowel Scope pathway as part of the Bowel screening programme. 

Explore opportunities to reduce referral to diagnostic time for colorectal and 
urological cancers 

Reduce Turn Around Time for reporting of GP-requested diagnostic tests specific 
to Non-Obstetric USS and Endoscopy - Urgent referral for suspicion of cancer. 

Improve pathway for patients with a dermatological lesion on the head or neck. 

Increase the uptake of Radiotherapy Services by supporting the strategy to 
secure local provision with additional capacity for South Tyneside by 2015. 

Prostate Cancer - Development of a prostate cancer Local Enhanced service (LES) 
taking in existing Zoladex LES 

End of life care\palliative care 
 
 
 

Seek appropriate capacity for out of hours Palliative care service for South 
Tyneside 

Seamless Planned Care pathways, 
integrated within and across 
organisations 
 
 

Review of Musculoskeletal Clinical Assessment and Treatment Service (MSK 
CATS) and Physiotherapy Services with a view to seek greater integration of 
pathways in 14/15 

Explore alternative pathways for Dupuytren’s contracture. 

Review pathway for joint injections with an aim to increasing the number of 
injections delivered outside of hospital. 

Magnetic Resonance Imaging (MRI) - Rationalise the use of Radiology services 
especially MRI. 

Review chronic pain pathways with consideration for commissioning a multi-
disciplinary ‘tier 2’ service. 

Children’s Commissioning 
 
 

Jointly Implement (CCG and LA [Local Authority]) the findings of the review of the 
Speech and Language Therapy (SALT) service and commit to a 6 month 
evaluation.  

Joint review the commission arrangements to support continuing health care and 
individual funding decisions. 

Preventing people from dying prematurely 

 Enhancing the quality of life for people with long-term conditions 
 

Helping people recover from episodes of ill health or following injury 
 

Treating & caring for people in a safe environment and protecting them from avoidable harm 

Ensuring people have a positive experience of care 
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Appendix 2 - South Tyneside CCG – Local Work Programme  
 
The local work programmes are expressed in terms of key areas of work for development 
during 2013\14, which may impact in future years. Their respective links to the 5 domains in 
the NHS Outcomes Framework are illustrated via the following colour code system 
 
 
 
 
 
 
 
 

Objective Action  

Streamlined Urgent Care  services 
with a single point of access 
 
 

Evaluating the effectiveness of the current Community based 
cellulitis pathway in STCCG. 
 
Following the full implementation of 111 service single point of 
access for urgent care, review provider models of service delivery to 
ensure appropriate end dispositions. 
 

Personalised  care plans in  
Mental Health based on a stepped 
care approach with timely access to 
services 
 
 

Implementation of Mental Health PbR through Care Pathways and 
Packages Project delivering 
- Agreed Pathways of Care and associated Care Packages 
- Agreed Quality and Outcome Measures 
- Agreed Costing Methodology 
 
Develop seamless transitions between youth and adult pathways 
(ADHD [Attention Deficit Hyperactivity Disorder], ASD [autistic 
spectrum disorders], eating disorders, emerging PD [Personality 
Disorder]).   
 
Continued use of contractual incentives to drive service 
transformation with NTW (Northumberland, Tyne & Wear) to 
include: 
- Consolidation of Initial Response Team and Crisis response 
- Improved timely access to treatment services 
- Improved communication across MH System  
- Continued commissioner support and engagement to NTW PRIDE 
project delivering new build and reconfigured inpatient 
environments at Monkwearmouth in 2013 and Ryhope in 2014 
 
Enhance the physical health of people with severe mental illness. 
 
Enhance the physical health of people with learning disabilities 
 

  

Preventing people from dying prematurely 

 Enhancing the quality of life for people with long-term conditions 
 

Helping people recover from episodes of ill health or following injury 
 

Treating & caring for people in a safe environment and protecting them from avoidable harm 

Ensuring people have a positive experience of care 
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Partnership  delivery of personalised 
care and independent living for 
patients with Long term Conditions 
 
 

Implement one-stop diabetes screening service 

Peripheral Arterial Disease (PAD) Diagnosis - Practice and House 
bound - move to concentrate on the house bound population. 

Continue to review provision of heart failure services across primary 
community and secondary care in light of evaluation of one stop 
heart function service and Left Ventricular Systolic Dysfunction 
(LVSD) LES. 

Revise pathways for referral to Rapid Access Chest Pain clinic to make 
use of the new calcium scoring test. 

Review arrhythmia pathway across primary, community and 
secondary care and identify areas for improvement and redesign 
opportunities  

Community Ophthalmic Clinic – review opportunity for service 
development. 

Community Consultant Geriatrician.  

Improve the quality of Prescribing 
and deliver agreed efficiencies 
 
 
 

Oral nutritional products and wound management 

End of Life Care 
 

Secure integrated end of life care packages which are available 24/7 

To have advanced care plans and Do Not Attempt Resuscitation 
(DNAR) in place for all appropriate patients 

Secure educational model for End of Life (EOL)for whole economy 
(inc Care homes) 

Seamless Planned Care pathways, 
integrated within and across 
organisations 
 
 

To consider the case for managing inflammatory bowel disease in the 
community 

Endometrial biopsy/hysteroscopy carried out in primary care and 
consider the development of a Community Gynaecology Clinic to see 
patients with Menorrhagia.  
 
Develop a ring pessary service in practice (with inter-practice 
referrals). 

To improve pathway for patients with abnormal liver function tests 
and liver disease. 

  

Preventing people from dying prematurely 

 Enhancing the quality of life for people with long-term conditions 
 

Helping people recover from episodes of ill health or following injury 
 

Treating & caring for people in a safe environment and protecting them from avoidable harm 

Ensuring people have a positive experience of care 
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Children’s Commissioning  
 
 

Jointly review the Occupational Therapy (OT) provision  

Undertake an holistic review of the joint arrangements for 
Safeguarding and Looked After Children (LAC) 

Jointly review provision for young carers including short breaks and 
respite care 

Work jointly with the Local Authority to understand and implement 
the recommendation of the Special Educational Needs (SEN) group 
paper; understand the need of children with autism and identify gaps 
in local provision 

Jointly commission and develop integrated maternity provision with 
social carer and children's centres 

Joint Commissioning 
 
  

Review of community pathways for high intensity users of hospital 
services including alcohol misuses (link to mental health) Including 
supporting the development of a business case for the 
implementation of an ‘Alcohol bus’ in South Tyneside (with Public 
Health commissioning in the LA) 

Develop a Case Management  approach in primary care: - GPs to 
identify the case mix of the frequent flyers and to take a lead role in 
managing the care plan,  working in conjunction with other providers 
in South Tyneside   

Robust escalation plans are to enable providers to effectively manage 
surges and pressures   

Primary Care Quality 
 

Review existing LES arrangements within STCCG and make decisions 
on future arrangements for 14/15. These include: Patient transport, 
International Normalized Ratio (INR), Minor injury, Minor Surgery 
(including joint injections), near patient testing, prostate, minor 
ailments,  Intra-ocular Pressure (IOP), Cataract choice, LVSD and 
Pulse checks.   

Development of quality improvement Scheme for primary care: to 
improve the quality of referrals, embed shared decision making into 
the culture of primary care and reduce unnecessary hospital 
attendances through improving care of long term conditions.  

 
 
 
 
 
 
 
 
 
 
 
 

Preventing people from dying prematurely 

 Enhancing the quality of life for people with long-term conditions 
 

Helping people recover from episodes of ill health or following injury 
 

Treating & caring for people in a safe environment and protecting them from avoidable harm 

Ensuring people have a positive experience of care 
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Appendix 3 - RRI Summary South Tyneside CCG 
 
 

 

2013/14 

Planned 

Saving 

£'000

Quality in Primary Care

Referral improvement Scheme 125

Total 125

Planned Care

Direct access diagnostics 77

DEXA scanning - full year pathway implementation 270

Primary care led admissions avoidance schemes 177

Total 524

Urgent Care reform

Reduce emergency admissions 419

Palmer MIU 25

Total 444

Prescribing cost

Savings from prescribing of drugs in secondary care 200

Oral nutrition supplements 200

Total 400

Contract Technical Changes

End short term HCAI funding 300

Management cost reduction community services 131

7 Day stroke physio - now in contract 125

Block contract reduction 126

Total 682

2,175
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Report summary Following feedback from stakeholders the document has been amended to reflect more 
comprehensible language for the purpose of sharing our priorities in a meaningful way  
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priorities for the year ahead with underpinning financial detail. 
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risk management actions 
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Resources are outlined in the Clinical Commissioning Group’s financial plan. 
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Report history Previously presented to the Governing Body and Executive Committee prior to 
the Clinical Commissioning Group becoming a statutory organisation. 
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the development of the Clinical Commissioning Group’s prospectus to be 
published in May 2013. 
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Commissioning Intentions 2013\14 
 

1 Introduction 
 
The Clinical Commissioning Group (CCG) published its commissioning intentions with its 
providers in March 2013.  These have been slightly updated after feedback from stakeholders 
in terms of the addition of more user-friendly language; the content has not altered in terms of 
the priorities set out.  These changes have been made for the purpose of sharing our 
priorities in a meaningful way with the public and stakeholders.  
 
As the Governing Body meeting in April 2013 is the CCG’s first public meeting, it is also 
appropriate to present the updated document to the Governing Body. 
 
2 Commissioning intentions  
 
The purpose of commissioning intentions is to signal on an annual basis to providers the 
CCG’s key priorities for the year ahead with underpinning financial detail.  This is to help 
providers in their planning for the year and supports the process of annual contract 
negotiation with NHS funded providers. 
 
Furthermore the intentions set out the key work programmes around which the CCG will 
focus over the year, on a programme basis: 
 

 Urgent Care 

 Long Term Conditions 

 Children’s Services 

 Mental Health and Learning Disabilities 

 Planned Care 
 
Ensuring quality in commissioned services remains a key priority for the CCG and cross cuts 
through all our work programmes.  
 
The programmes of work set out are drawn from the CCG’s five year strategic plan which is 
available on our website at http://www.southtynesideccg.nhs.uk/ 
 
The intentions are set out in two ways; as areas of work which will have impact during 
2013\14 and as objectives which will be worked up during 2013\14 which, if carried through to 
the next stage, will have impact in 2014\15. 
 
It is important that the CCG is clear on its key deliverables for the year therefore the areas of 
work and objectives set out in the intentions are currently being prioritised within the CCG. 
This will form a work programme for delivery by North of England Commissioning Support 

http://www.southtynesideccg.nhs.uk/


Services, on behalf of the CCG, though it is also the case that some of the work will be 
delivered directly by in house CCG staff. 
 
Finally, as set out in the 2013\14 nationally published planning framework “Everyone Counts”, 
the CCG will publish a prospectus by 31 May 2013.  This will set out the vision, values, 
priorities as well as who is who. 
 
3 Action required 
 
Governing Body members are asked to endorse the content of this report. 
 
 
Christine Briggs 
Director of Operations 
17 April 2013  
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Poor health  
and risk  
taking  
behaviours 

Growing  
elderly  
population 

Availability  
of resources 

Fragmented  
Healthcare  

Clinical  
variation 

• Reduce referral to diagnostic time for colorectal and urological cancers 
• Reduce Turn Around Time for reporting of GP requested diagnostic tests 
• Improve pathway  for head or neck patients 
• Increase the uptake of Radiotherapy Services 
• Seek appropriate capacity for out of hours Palliative care service 
• Review the South Tyneside NHS FT Physiotherapy service 
• Explore alternative pathways for Dupuytren’s contracture. 
• Review pathway for joint injections 
• Rationalise the  use of Radiology services especially MRI 

Over reliance   
on hospital  
services 

Challenges Objectives Commissioning intentions themes 2013/14 Vision The ‘How’ Outcome Aspirations CCG Work Programme 

 Develop the Urgent Care Hub in South Tyneside; 
 GP integrated across all MIU/WIC 
 Evaluate the effectiveness of GP in A&E 
 To withdraw the FT provided MIU service  at Palmers 
 Develop a pilot for delivery of a psychological liaison service 

 Reform Urgent Care pathways focusing on the Acute Care Team Nursing 
Services and Social Services 

 Review pathways for ambulatory care sensitive conditions to enable patients 
to be treated in community settings where appropriate 

 Review urgent care provision including  GP OOH services, as well as retaining 
oversight of the new 111 service 

 Continue to implement the national dementia strategy 
 Develop a joint business case with the Local Authority for the development 

of a Tier 2 CAMHS service for South Tyneside. 
 Further development of Primary Care MH Services including IAPT services 

and practice based counselling 

• Implement CCG self management framework for LTCs 
• Implementation of CCG Rehabilitation Strategy 
• Develop a structured approach to Chronic Disease management, including 

revised specifications for pulmonary and cardiac rehabilitation 
• Jointly develop locality models for integrated health and social care services 

including the use of risk stratification tools 
• Community model to support care homes and housebound patients  
• Review the role of the CHC nurse assessment function jointly with 

Sunderland and Gateshead CCG  

 Evaluate the effectiveness of the current 
community based cellulitis pathway in STCCG 

 Following the full implementation single 
point of access for urgent care review 
provider models of service delivery to ensure 
appropriate the end dispositions  

 Review of community pathways for high 
intensity users of hospital services including 
alcohol misuses and mental health. 

 Re-provision of mental health in patient/ 
outpatient unit 
 Enhance the physical health of people with 

severe mental illness  and learning 
disabilities  
 Seamless transitions between youth and 

adult pathways  

 Review provision of heart failure services 
 Revise pathways for referral to rapid access 

chest pain clinic to make use of the new 
calcium scoring test 

 Review arrhythmia pathway 
 Explore the potential of Community 

Consultant Geriatrician.  

NHS South Tyneside CCG - Plan on a Page 2012-2017  
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 Seamless Planned 
Care pathways, 

integrated within 
and across 

organisations 

Streamlined Urgent 
Care  services  with 

a single point of 
access 

Personalised  care 
plans in  

Mental Health 
based on a stepped 
care approach with 

timely access to 
services 

Partnership  delivery 
of personalised care 

and independent 
living for patients 
with Long term 

Conditions 

Improve the quality 
of Prescribing and 

deliver agreed 
efficiencies 

 Equal access to drug treatments 
 Development of locally agreed formulary. 
 Improve medicines management in care homes 
 Managing variation in primary care prescribing 
 Secondary care providers to agree mechanisms for outpatient prescribing  
 Optimise medicines usage for patients taking long term conditions  
 Continue support for the Oral Nutritional Supplements dietician pilot.  

 Oral nutritional products and wound 
management 
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 Expansion of current referral improvement 
Scheme for primary care to better manage 
patients with Chronic Disease 

 Implement revised pain pathway 
 Development of IBD community service  
 Review Anaemia pathway 
 Consider development of a Community 

Gynaecology Clinic - including Ring pessary 
fitting, Menorrhagia and Endometrial biopsy  

Local Outcome 
measures 
 
 
Emergency 
readmissions 
within 30 days 
of discharge 
from hospital 
 
 
Number of 
people in 
Nursing homes 
with a care plan 
 
People with 
COPD & Medical 
Research 
Council 
dyspnoea scale 
≥3 referred to a 
pulmonary 
rehabilitation 
programme 
 
 



Enclosure: 07                                   South Tyneside Improving Care Scheme (STICS) for 2013-14                          

 

 
Section 

 
Area of Work 

 
STICS - 
% of 
scheme 

 
Payment 
per reg. 
patient 
 

 
What the practice has to do: 

 
When practices can 
expect payment: 

 
1 

 
Practices will improve the 
quality of their Chronic 
Disease registers for 
COPD  

 
5% 

 
0.10 

 
Practices will do this by: 

 Using information provided in the Primary care Dashboard 
within RAIDR 

 Using information from the Evidence into Practice (EiP COPD) 
Programme or the GSK COPD programme: 

 Engage regularly (every 4-6 weeks) with their commissioning 
manager/officer to access support through the Quality and 
Demand Management (QDM) project 

 
Practices should review: 
 

1. Patients receiving inhalers but not on asthma or COPD 
register 

2. Patients known to 2ry care as COPD but not on practice 
register 

3. Patients who are on COPD register but who do not have 
severity recorded 

 

 
Achievement of this will be 
assessed through 
submission of practice 
report. 
 
After Q4 2013-14. 
Payment by June 2014. 

 
2 

 
Practices to identify the 
cohort of patients to work 
with as part of the 
scheme. 
 

 
5% 

 

 
0.10 

 
The practice identifies patients that are housebound or who are 
exception reported from QOF because fail to respond to invites (seldom 
seen/ heard) patients.  

 
1. Practices expected to identify 10 housebound patients per 

1000 list size who are on  >1 chronic disease register 
2. Practices expected to identify 10 seldom seen patients per 

1000 list size who are on  >1 chronic disease register 
 
Patients who are part of the care homes project are exempt from this 
part of the scheme; therefore practices must work with different 
patients. It is expected that a significant proportion of these patients will 
have COPD. 
 
[E.g. A practice of 5000 patients will therefore identify 100 housebound / 

 
Practice to inform CCG of 
patients (NHS numbers) by 
30

th
 June 2013 (end of 

Q1). Payment to be made 
in July 2013. 
 
  



 

2 
 

seldom seen patients and so require no more than 2 visits/attendances 
per week] 
 
A sliding scale of payments will be applicable to the scheme if a 
practice cannot manage the full 20 per 1000 list size. They will be able 
to achieve a % of the total scheme if they complete what is necessary 
for the number of patients they choose to work with. Further detail in 
Appendix 1. 
 

 
3 

 
Each Housebound / 
Seldom seen patient is 
visited or seen in practice 
with the GP acting as 
lead professional for the 
patient and oversee the 
process. 
 
If any of the cohort of 
patients are admitted to 
hospital during the 
scheme the GP will make 
contact with each patient 
as soon as possible 
following a recent 
admission to assess 
clinical condition and 
perform medication 
review to reduce risk of 
readmission.  
 
(Data for this will be 
provided through the 
Urgent Care dashboard 
in RAIDR / or another 
timely reporting 
mechanism provided by 
the CCG and NECS). 
 

 
60% 

 
1.24 

 
The initial focus of the discussion with the patient should be to identify 
what are the barriers to patients accessing healthcare services. 
 
The visit / practice consultation should then include the patient being 
offered support for all relevant interventions: 
 
Clinical Risk Management  

 Perform a medication review with the patient 

 Screened for hypertension 

 screened for depression and/or anxiety 

 screened for smoking / alcohol use  

 offered an NHS Health Check where appropriate (supported 
by CV Decide  - if available) 

 If smokers >40 screened with spirometry for COPD 

 If known COPD attend pulmonary rehabilitation (subject to 
appropriate guidelines) 

 If known COPD to perform spirometry to assess severity 

 Encouraged to receive Flu and Pneumonia vaccination if 
appropriate 

 Complete a Falls risk assessment  

 Discuss and implement an Emergency care plan (e.g. rescue 
medications for COPD patients)  
 

 Unplanned admission multi agency review (when an 
admission takes place a community matron will lead this 
for the patient with the GP being involved) 

 
Improved Self Management: 

 encouraged to take part in a shared decision making 
discussion (SDM) about their care (Developing an agreed 
self care plan) 

 given appropriate lifestyle advice e.g. Brief Alcohol Advice 
/stop smoking advice 

 Encouraged to engage with social prescribing and signposted 

 
 
Practices will receive 
payment for this section in 
2 parts.  
 
1) Practices submit 
evidence of 1

st
 visit with 

patients by 31
st
 December 

2013 and half payment of 
0.62pp will be made. 
As at 31

st
 December 

Practices to provide the 
following:  
 

1. Date of STICS 
assessment for 
patients 

2. Date of follow up 
review (s) 
completed  if 
patient has an 
admission 

 
2) The final payment of 
0.62pp for this section will 
be made on submission of 
practice report after Q4 
2013-14 with assessment 
and payment to be made 
by early June 2014. 
 
As at 31

st
 March 2014 

Practices to provide the 
following:  
 



 

3 
 

to relevant 3
rd

 sector organizations that could help  

 Encouraged to engage with self care course 
 

Integrated Care: 

 Consider which other professionals are /should be involved in 
patient care planning 

 Identify the most appropriate key worker for the patient from 
Community Matron, GP, Practice Nurse, Social worker, Health 
and Lifestyle Trainer etc. 

 Consider any social care package needs of the patient during 
the discussion  

 Identify if the patient is a carer and has responsibilities that 
effect their own health needs 

 Identify if the patient is socially isolated / lonely and link to 
appropriate support (Age UK etc.) 

 
A practice EMIS template will be provided to record this 
information from the visits. 

 
 

 
1. Date of STICS 

assessment for 
patients 

2. Date of follow up 
review (s) if 
patient has an 
admission 

 

 

 
4 

 
All GPs will engage with 
further SDM training to 
encourage self 
management and use of 
social prescribing to 
support their role as lead 
professional for this 
cohort of patients. 
 
 

 
15% 

 
0.31 

 
All GPs will attend a module of MAGIC+ training and can then choose 
to supplement their skills and knowledge by accessing other optional 
modules from an agreed training programme. This will provide evidence 
of CPD that can be used for revalidation.  

 
All GPs attend training by 
end of September 2013 
(Q2) then payment will be 
made at in October 2013. 

 
5 

 
Practice nurses involved 
in Chronic Disease 
Management engage 
with the MAGIC+ training 
module to encourage self 
management and use of 
social prescribing as 
nurse support for this 
cohort of patients. 
 
 

 
5% 

 
0.10 

 
Practice nurses (a minimum of 1 per practice) will attend a module of 
MAGIC+ training and can then choose to supplement their skills and 
knowledge by accessing other optional modules from an agreed training 
programme.  

 
A minimum of one practice 
nurse from each practice to 
be trained in MAGIC + by 
end of September 2013 
(Q2) then payment will be 
made at in October 2013. 

      



 

4 
 

6 Practice writes a report 
summarizing its 
interventions and 
outcomes including 
lessons learnt and/or 
changes made to their 
clinical practice. 
 
 
 

5% 0.10 The report is to be submitted to STCCG by Friday 4
th

 April 2014. 
 
Results from the report submitted will be shared at a learning event in 
June 2014 to share best practice amongst member practices. 
 
A report template will be provided for completion. 
 
 

 

Achievement of this will be 
assessed through 
submission of practice 
report. 
 
After Q4 2013-14. 
Payment by June 2014. 
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Housebound / Seldom 
seen patients have fewer 
admissions following 
support and interventions 
from their GPs and 
practice staff. 
 
 

 
5% 

 
0.10 

 
The practice will provide the CCG with the NHS numbers of the patients 
who they have worked with during the scheme which will include the 
dates of the appointments with the practice. Analysis of these patients 
will then be carried out to show the before and after effect of the 
intervention with the practice. Practices will achieve this part of the 
STICS scheme if patients have used the health system less than they 
did prior to the intervention. Practices will be provided the results of this 
and be able to comment prior to the CCG agreeing achievement of this 
part of the scheme. 
 
The practice will find out their achievement of this part of the scheme by 
June 2014. 

 

 
Analysis and feedback to 
practices will happen in 
May 2013, with 
achievement and payment 
agreed between the 
practice and the CCG by 
June 2014. 
 
 
 

  
Total 
 

 
100% 

 
£2.05 
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Appendix 1 

Sliding scale for achievement of Parts 2 and 3 of the STICS scheme for 2013/14: 

Number of patients per 
1000 to carry out 
intervention 
 

2 - Identify patients 3 - Intervention with 
patients 

20 5% /  £0.10 60% / £1.24 

10 2.5% / £0.05 30% / £0.62 

5 1.25% /  £0.025 15% / £0.31 

 

Practices choosing to identify less than the 20 per 1000 patients for the scheme will be able to achieve the appropriate % shown above for parts 2 and 3 of the 

scheme; for the remaining parts of the scheme that practice can achieve the 35% shown in the main table. 

Example 1 -  A practice chooses for work with 10 patients per 1000 registered list. If they complete all parts of the scheme they could potentially achieve: 

Part 1 – 5% 

Part 2 – 2.5% (reduced as above) 

Part 3 – 30% (reduced as above) 

Part 4 – 15% 

Part 5 – 5% 

Part 6 – 5% 

Part 7 – 5% 

Which totals 67.5% of the £2.05 pp (around £1.38 per registered patient). 

Example 2 - A practice chooses for work with 5 patients per 1000 registered list. If they complete all parts of the scheme they could potentially achieve a total 

51.25% of the £2.05 pp (around £1.05 per registered patient). 

 

 



 

 

 
Meeting title South Tyneside CCG Governing Body Date 25

th
 April 2013 

Report title South Tyneside Improving Care Scheme (STICS) 
2013/14 

Agenda item Enclosure 07 

Lead director: 
Report author: 
Sponsor(s): 

Jon Tose, Clinical Director for Planned Care and Improving Quality in Primary care 
Jon.tose@sotw.nhs.uk  
0191 283 1903 
 F.o.I status  

 
Report summary The attached report outlines the proposed STICS scheme for 2013/14 which has 

been developed to work with housebound and seldom seen patients with COPD and 
other co-morbidities across the locality. 

Purpose (tick one 
only) 

Information Approval 
 

To note Decision 
X 

Recommendation 1. The Governing Body is asked to endorse the STICS scheme for 2013/14 to 
agree both the content and the proposed payments to practices for taking part 
in the scheme.  

2. The Governing Body is asked to agree the role of the Governing Body in any 
appeals process for the scheme to ensure transparency and consistency for 
practices. 

 
  

Strategic objectives 
links 

The STICS scheme links to the following strategic objectives for the CCG: 
 Improving Quality in Primary Care 
 Partnership delivery for personalised care and independent living for patients 

with Long Term Conditions 
 Integrated health and social care for patients with Long term Conditions 

Identified risks & 
risk management 
actions 

See related appendix. 

Resource 
implications 

The CCG commissioning team will support the implementation of the scheme working 
with practices through the quality and demand management project.  
The resource implications are also with the practices for which they will be supported 
for via the scheme. 

Legal implications 
Including equality & 
diversity 
assessment 

The scheme is aiming to work with a more vulnerable group of patients to improve 
the care for COPD patients as well as housebound and seldom seen patients. This 
aims to improve equality of access of health services for these patients as well as 
identifying what the key issues for these patients accessing services in the first place. 

 
Report history This is a new scheme proposed for 2013/14 and so has not been reported on 

previously. 

mailto:Jon.tose@sotw.nhs.uk


 

 

Next steps Once agreed the scheme will be overseen by a strategic steering group in the CCG 
(quarterly) and will be operationally managed by a CCG operational group on a 
monthly/6 weekly basis. 

Appendices 1. STICS Summary Report 
2. STICS Scheme Detail including Payment Schedule 
3. Issues log for STICS 
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Issue ID Issue Type Author Date Identified Date of last 

Update

Description Priority Action taken/to be taken Log Action Owner Status

1 Quality Kim Teasdale 15/04/2013

There may be variation in the 

implementation of the scheme 

between practices who do all aspects 

of the assessment with practices and 

those who do less. Medium

MIQUEST queries could be 

developed (linked to standard 

template codes) to understand the 

extent of the content of the reviews 

carried out with patients half way 

and at the end of the scheme. This 

will allow and quality issues to be 

raised via the CoP KT

2 Engagement Kim Teasdale 15/04/2013

There is a risk that not all GPs sign 

up to the scheme and therefore there 

is inequity across the locality for 

patients. Medium

Promotion of the scheme with the 

practices has been undertaken. JT 

to lead engagement with practices if 

there are issues p[preventing them 

form taking part. However ultimately 

the scheme is voluntary. KT / JT

3 Process Kim Teasdale 21/03/2013

Accurate and timely 

admissions/discharge information for 

the cohort of patients is not available 

to practices to facilitate them 

reviewing patients in a timely way 

following a hospital admission Very High

KT linking with Bob Gaffney in 

NECS to ensure that a system to 

get information to practices is 

effective and in place for the 

scheme to work. KT

4 Capacity Jon Tose 15/04/2013

The capacity of the commissioning 

managers to visit and support their 

respective practices. High

Capacity to be monitored by each 

manager and reported back to Ops 

group. Standardized practice script 

with additional support from the 2 

commissioning officers should help 

with this issue. KT / AT / JF

5 Process Kim Teasdale 15/04/2013

The training needs of the practices 

around the use of the RADIR system 

cannot be addressed in time to 

support the scheme. Medium

KT working closely with the RAIDR 

implementation team to ensure 

practices are supported in 

accessing the reports necessary. 

Commissiong officer to provide 

additional support and guidence to 

help practcies. KT

6 Process Kim teasdale 21/03/2013

RAIDR will not be avaliable to all 

South tyneside practices for them to 

use to identify their cohort of patient 

by end of june 2013. Very High

The primary care data colection for 

RADIR has been delayed due to 

national ommission around 

requirements needed from the 

information Commissioner. This is 

looking to be rectified by 15th April - 

no update as yet. 

There may also need to be a 

revised data colleciton agreement 

signed by all practices in South 

tyneside before the collection can 

happen - KT following this up 

urgently with Val Maddison, Bob 

Gaffney and our practcies.

KT

ISSUE LOG: QUALITY & DEMAND PROJECT - STICS



COMMISSIONING OPERATIONAL PROCESS

ISSUE LOG

Purpose: To log and manage all issues that may affect the commissioning initiative.

To provide a summary of all project issues, their analysis and status.

Project Issue: Any matter that has been brought to attention, that has the potential to impact 

on the delivery of the commissioning project in hand, and requires and 

answer/response.  

An issue may be raised by anyone associated with the commissioning initiative 

at any time and may have a positive or negative impact.

The Project Manager may make a decision on the action to be taken or 

alternatively the issue may need to be referred to the Project Board.

Issue Type: Project issues may include:

▪  Requests for change - to the product, project plan

▪  Off-specifications - outwith the scope of the commissioning initiative as 

defined in the PID and Business Case

▪ Questions

▪ Concerns

In addition, during the piloting of the Guide to Commissioning, issues may also 

include aspects of the Commissioning Operational Process and should be 

logged and managed accordingly. 

Priority 

Assessment:

All issues should be assessed in terms of the impact on the outcomes sought 

(as specified in the Business Case) and/or product required (as specified in the 

Operational Process and/or Project Plan), effort and cost, risks, Project Plan 

and Business Case. (See Assessment page herewith).

Access: Access to the Issues Log should be controlled and managed by the Project 

Manager

Version control: Version control should be applied to the Issues Log in line with the agreed 

Configuration Management Policy

Application: The Issues Log should be utilised to manage and control the commissioning 

project and associated risk.  It should be used to inform both end stage 

evaluations and the project end evaluation.  

In addition it should be used to inform the development of the Commissioning 

Operational Process and any issues in this respect should be forward to 

Business Manager - Commissioning (in the interim Linda Reiling).



Project Issue Severity Levels

Very High

A must, the final product will not work without this change. Action is 

needed immediately

High

An important change; its absence would be very inconvenient, although 

are able to delay work on it for a while

Medium A nice to have, but not vital

Low A cosmetic change of no important
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Meeting title Governing Body Date 25
th

 April 2013 

Report title Quality in Prescribing Scheme Agenda item Enclosure 08 

Lead director: 
Report author: 
Sponsor(s): 

Name/Title: Dr Jon Tose Tel/Email: 
Name/Title: Marie Thompkins Tel/Email: 
marie.thompkins@sotw.nhs.uk 
Name/Title: Tel/Email: F.o.I status  

 
Report summary The Quality in Prescribing Scheme has been designed to engage GP practices 

with key areas of cost effective and quality prescribing. The scheme is in three 
sections with practices achieving points for financial balance, a number of audits 
and a number of targeted indicators. Based on the points achieved the practice 
receives financial awards which must be spent on improving patient care or 
improved patient experience in the practice. The scheme has been in place for a 
number of years, each year focussing on different prescribing issues. Evidence 
shows that areas of prescribing featured in the scheme have been significantly 
improved as practices are encouraged to focus on those areas and are also given 
tools to support them in making the changes and embedding these changes in 
standard practice. Practices will also now receive direct support from the CCG GP 
prescribing lead in making these changes 
 
It is proposed that the funding for the scheme remains the same as in 2012-13 at 
£117,141. In addition additional funding of £7,404 is requested to fund 2 four hour 
sessions per month for the CCG GP prescribing lead. This will allow the 
Prescribing lead to support GPs in delivering the prescribing changes featured in 
the scheme 
 Purpose (tick one 

only) 
Information Approval  To note Decision 

Recommendation Approval of funding to a total of £124,000 for the scheme to be top sliced from 
the Prescribing Budget for 2013/14 

 
Strategic objectives 
links Improve the quality of prescribing and deliver agreed efficiencies  

 
Identified risks & 
risk management 
actions 

Funding for the scheme could otherwise have been spent on medicines, therefore if 
the scheme does not deliver efficiencies the prescribing budget could be at some risk. 
The risk is relatively small compared to the size of the prescribing budget. The risk of 
not approving the scheme is a lack of engagement from some GP practices in 
relation to key areas of prescribing. 



 

 

Resource 
implications 

Funding required: £124,000.  
The management of the scheme will be supported by the Medicines Optimisation 
commissioning team and practices will be supported in delivery by the Medicines 
Management practice support service. Additional resources are not required for either 
of those teams.  

Legal implications 
Including equality & 
diversity 
assessment 

The scheme has developed to ensure the principles of equality and diversity are 
upheld. A specific aim of the scheme is to reduce clinical variation between 
prescribers and therefore promote equality. 
 
 

 
Report history Considered and approved by the Executive Committee April 11

th
 2013 

Next steps Approval from NHS England will be required 

Appendices Supporting information to the report should be listed here. 
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Quality in Prescribing Scheme for 2013-14 
 
Introduction 
The aim of a quality in prescribing scheme is to achieve cost-effective prescribing, improve quality of 
prescribing and ensure value for money from use of NHS resources in the interests of all patients. 
The freed up resources can be used to improve patient care and treat more patients. 
 
Background 
The Department of Health document “Strategies to Achieve Cost-Effective Prescribing: Interim 
Guidance for PCTs and CCGs” (October 2010) recommended that strategies to achieve cost 
effective prescribing satisfy the following criteria:- 

 they are safe for patients;   

 they meet the clinical needs of patients; and  

 they secure best value for money from NHS resources.  
 
In addition, the following principles should be applied to underpin local strategies:- 

 CCG Boards or Executive Committees should be made aware in advance of any 
incentive arrangements supporting a switching scheme. Details of the incentive 
arrangements, including success  criteria and underpinning therapeutic evaluations, 
should be published on the CCG website 

 All payments under a scheme should go into practice funds and not to individuals. The 
scheme rules should specify that payments must be used for the benefit of patients, and, 
for audit purposes, practices should keep written records of expenditure 

 Incentives should not conflict with or duplicate other funding rules, e.g. QOF. Payments or 
any other inducements to good practice must not reward prescribers or their practices 
simply for blanket prescribing of particular named medicines (e.g. without consideration of 
the individual circumstances of patients). 

 
The BMA General Practitioners Committee developed a document for clinical commissioning 
consortia, Ensuring Transparency and Probity, in May 2011 which did not recommend using 
financial incentive schemes. They did recommend that if such schemes were introduced against 
their advice, they should only generate awards for consortia to spend on patient care via consortium 
activity – NOT become funds for individual GPs or practices. The GPC continue to believe that there 
should be no possibility that any patient should be able to believe that their access to an element of 
healthcare has been diminished in some way and that the GP has received a financial reward for so 
doing. 
 
The NHS Commissioning Board (NHS CB) has issued guidance on commissioning enhanced 
services for CCGs which includes incentive schemes. The NHS CB has stated that whilst CCGs will 
have the power to contract directly for most services provider under the GP contract, they will not 
have direct powers to pay for improvements in the quality of services provided under the GP 
contract. The board will give delegated powers to CCGs to design and pay for local schemes funded 
from CCG budgets to provide, where appropriate, incentives for improvements in the quality of 
primary medical care services.  
  
Link to DH guidance 
http://www.dh.gov.uk/en/Publicationsandstatistics/Publications/PublicationsPolicyAndGuidance/DH_
120214 

Link to NHS CB guidance 

http://www.commissioningboard.nhs.uk/files/2012/03/fact-enhanced-serv.pdf 

http://www.commissioningboard.nhs.uk/files/2012/09/c-of-c-conflicts-of-interest.pdf 

 

 

 

 

http://www.dh.gov.uk/en/Publicationsandstatistics/Publications/PublicationsPolicyAndGuidance/DH_120214
http://www.dh.gov.uk/en/Publicationsandstatistics/Publications/PublicationsPolicyAndGuidance/DH_120214
http://www.commissioningboard.nhs.uk/files/2012/03/fact-enhanced-serv.pdf
http://www.commissioningboard.nhs.uk/files/2012/09/c-of-c-conflicts-of-interest.pdf


Aim of the Quality in PrescribingScheme  

 Improve the safety and quality of prescribing by improving engagement with prescribers 
on current patient safety issues, supported by the CCG GP Prescribing Lead 

 Improve cost effective prescribing across South Tyneside CCG, and where appropriate, 
to move each of the individual practices closer to the weighted per capita prescribing 
costs for North East SHA. It should be noted that the weighted per capita cost for South 
Tyneside PCT (based on April 2012 to January 2013 figures) is currently £22.28, higher 
than the SHA average of £21.93 meaning further cost efficiencies are likely to be 
possible. Please note the figures quoted are not full year figures, therefore potential cost 
efficiencies based on a full year cannot be calculated.  

 Release NHS resources from prescribing efficiencies to improve patient care and treat 
more patients. 

 
Benefits of having a Prescribing Engagement Scheme 

 The GMS Quality and Outcomes Framework organisational indicators including the only 
remaining medicines management indicators, Med 6 and 10, have been retired for 2013-
14. A scheme may be necessary to provide a lever to maintain engagement of GP 
practices with the medicines optimisation QiPP programme (including interventions 
identified by the Regional Behaviour Change Project to support patients to take their 
medicines).  

 The scheme may improve performance against nationally benchmarked key performance 
indicators.  

 The scheme may include specific indicators or audits focusing on improving the safety 
and quality of prescribing    

 Historically, resource has been identified and agreed with the Director of Finance if a 
scheme is not agreed the funding will go back into the prescribing budget and may not be 
available in future years if required.  

 
Risks of having a Quality in Prescribing Scheme 

 The funding stream for the incentive scheme is included in the allocation for the 
prescribing budget and therefore, if the scheme does not deliver savings and there are 
pressures in year on the prescribing, there will be a risk on delivering financial balance on 
the budget 

 Resource required from Medicines Management Team and Finance Team for 
administration of the scheme is significant. This has been included as part of the service 
specification from NECS to the CCG. Consideration needs to be given to the risks of 
duplicating incentives and also return on investment of duplicate schemes. 

 Following NHS organisational changes, there may be increased public scrutiny around 
the use of financial incentives to reward performance delivery 

 
Funding 
Finance allocation for the Quality in Prescribing Scheme for 2012-13 was £117,141. A decision is 
required regarding uplift to the scheme. The decision will need to take into account that no uplift has 
been applied to any provider contracts or staff salaries for the previous three years.  
Additional funding will also be required for the CCG GP Prescribing Lead to support implementation 
of the scheme in all GP practices. Funding of £7,404 would allow for two 4hour sessions per month.  
This would mean a total funding requirement of £124,545 assuming no uplift on the 12-13 scheme. 
 
Options 
1. Not have a Quality in Prescribing scheme 
2. Have a Quality in Prescribing scheme 
If South Tyneside CCG executive committee decide on Option 2 
 
The CCG will need to request delegated authority to commission the scheme from the NHS 
CB. 
 
There are 3 options for the format of the prescribing incentive scheme. The financial element usually 
represents 25% of the total award. 
 
1. Prescribing indicators only (no financial target) 



Although this would be the easiest option to implement and monitor, this is unlikely to deliver 
adequate savings on indicators alone and therefore not likely to be self financing. 
 
2. Prescribing indicators + financial target based on total South Tyneside CCG budget 
performance 
This option represents a collective responsibility for all constituent practices towards the prescribing 
budget and would also mitigate some of the risk to delivery of financial balance on budget. Practices 
would not receive any award linked to the financial section if financial balance by the CCG is not 
delivered. The will benefit practices who struggle to meet their budgetary targets due to growing list 
sizes and high levels of chronic disease. 
 
3. Prescribing indicators + financial target based on individual practice performance 
This option reflects the current format of the prescribing scheme and rewards individual practices for 
their performance but does not recognise the overall risk to the delivery of the CCG prescribing 
budget. It has often raised concerns from individual practices who feel penalised if list sizes increase 
significantly in year. 
  
Recommendation 
Option 3 is recommended as this will encourage engagement of individual practices. 
 
Jon Tose 
April 2013 
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Transfer of Public Health Function to South Tyneside Council 
and the Function of the Health and Wellbeing Board – update 
report 

 
Report of the Corporate Director Children, Adults and Families, and Director of 
Public Health 
 

 

Purpose of Report 
 
1. To update STCCG of the statutory responsibilities of Local Authorities as a 

result of the Health and Social Care Act 2012 in relation to Public Health. 
 

2. To update STCCG of the transition arrangements for public health to South 
Tyneside Council. 

 
3. To outline the responsibility of STCCG and ST Local Authority in  the 

establishment of the Health and Wellbeing Board (HWB) and to develop a 
Joint Strategic Needs Assessment and Joint Health and Wellbeing Strategy 
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Introduction 
 
1. Since 1st April 2013 local authorities have had statutory responsibility for 

the health and well-being of their local population through the 
development of Health and Wellbeing Boards and the transfer to them of 
certain statutory public health services, roles and functions. 
 

2. This report provides further detail on the duties and responsibilities 
outlined in the Health and Social Care Act 2012, and related implications.  
It provides the detail on the statutory responsibilities of the Local Authority 
and the role of the Director of Public Health. 

 
3. The report also outlines the statutory responsibilities of the Health and 

Wellbeing Board as it moves from its shadow form to statutory form as of 
1st April 2013, governance arrangements and how this relates to STCCG 

 
Background 

 
4. Public Health is concerned with the health of whole populations, rather 

than the health of individuals, and is defined by the faculty of Public 
Health (2010) as “The science and art of promoting and protecting health 
and wellbeing, preventing ill-health and prolonging life by the organised 
efforts of society.” 
 

5. There are broadly three domains to Public Health: 
 

 Health improvement – this includes improving life expectancy and 
reducing health inequalities by improving lifestyles (e.g. smoking, 
alcohol, and weight) and also by addressing the wider social 
determinants of health (housing, employment, 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. 

 
New Statutory Responsibilities of the Local Authority for Public Health 

 
6. The statutory responsibilities of the local authority are to: 

 Improve the health of local people. 

 Protect the health of local people. 

 Commission and provide public health services – some of which 
are mandated. 

 Duty to prepare, with Clinical Commissioning Groups, a Joint 
Strategic Needs Assessment. 

 Duty, with Clinical Commissioning Groups, to produce and local 
authorities to publish a Joint Health and Wellbeing Strategy to meet 
those needs. 
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 To establish a Health and Wellbeing Board as a committee of the 
Local Authority. 

 
7. Public Health services that are mandated are: 

 Sexual Health Services – including contraception and treatment for 
 sexually transmitted infections 

 NHS Health Check Assessment 

 Public Health advice to NHS commissioners 

 National Child Measurement Programme 

 Health Protection advice and information 
 

8. Local authorities have a duty to appoint Directors of Public Health.   The 
statutory responsibilities of the Director of Public Health generally match 
those of the Local Authority. 

 
9. The only exception to this is the annual report on the health of the local 

population.  The Director of Public Health must write this and the Local 
Authority publish it. 

 
10. The DPH will become a proper officer of the Council and will provide 

senior Public Health leadership to STCCG 
 
11. Directors of Public Health will be Local Authority employees who may be 

dismissed only after consultation with the Secretary of State.   
 
Public Health Staff team and operating model within the local authority 
 
12. The current South Tyneside Public Health team have transferred under 

statutory order to the Council.  The transfer has been on a ‘lift and shift’ 
basis which means that the team structure within the PCT is transferred 
into the Council without any changes at point of transfer. 
 

13. The Public Health function will be part of the Children, Adults and Families 
group but will integrate across other key Council functions having very 
strong, close working links with other Council groups and services.  The 
Public Health Team will be led by the Director of Public Health (DPH).  
The DPH will report directly to the Corporate Director for Children, Adults 
and Families for day to day management and will have direct access to 
the Chief Executive for its Chief Officer functions. 

 
14. The public health team comprises 28 individuals who are skilled and 

 qualified in varying levels of public health expertise. The team is a multi-
 disciplinary team comprising, public health consultants, practitioners, 
 commissioners and data analysts. 

 
 
Staff transfer and shared services  
 

15. Currently public health information and resources, public health 
epidemiology staff and public health primary care consultant post are 
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services that comprise 8 staff and are shared across South of Tyne and 
Wear- across Gateshead, Sunderland and South Tyneside.  In order to 
ensure continuity and consistency of this service delivery, it is proposed 
that for a minimum 12 month period upon transfer, services continue to be 
delivered in this way.  These are covered by a shared service agreement 
between the three Local Authorities 
 

16. It has been agreed that the public health epidemiology and senior 
analytical staff will be ‘hosted’ at North East Commissioning Support 
Service to support the flow of intelligence to Local Authorities and to 
support CCG’s in their evidence informed healthcare, individual funding 
requests. 

 
Public Health Services 
 
17. There are five mandatory service areas that the Local Authority must 

commission or provide ( as detailed in paragraph 7). These are: 
 

 Sexual health services 

 Health Protection advice and information 

 Provision of public health advice to NHS Commissioners  

 National Child Measurement Programme 

 NHS Health Check assessment 
 
18. The commissioning of other services as outlined below will be guided by 

the Public Health Outcomes Framework, the local Joint Strategic Needs 
Assessment and the Joint Health and Wellbeing Strategy. The Public 
Health Outcomes Framework is provided at Appendix 2.  
 

 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 
 

19. Public health services are currently commissioned from a range of 
organisations including third sector partners, statutory organisations and 
other independent sector providers, GP’s and pharmacists.  Key services 
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currently commissioned include sexual health services, tobacco and 
alcohol control and treatment services, school nursing, and weight 
management. 

 
Public Health Funding Allocation 

 
20. The public health budget will be paid as a ring fenced grant. The 

Department of Health published the ring fenced grant on 10th January 
2013. The circular set out the funding available to local authorities to carry 
out their new public health responsibilities, and the conditions of the grant. 
The grant is for two years. 
 

21. The grant for 2013/14 is £12.5 million. The opening baseline is higher than 
the PCT baseline spending estimate of £11.9 million and then has had a 
2.8% uplift applied. The grant for 2014/15 has had a further 2.8% uplift 
applied and is £12.9 million. 

 
22. There are a limited number of conditions against the grant to clearly define 

the purpose and to ensure it is spent on the public health functions for 
which it has been given, and for accounting processes. There is a focus 
on outcomes rather than targets, based on the public health outcomes 
framework.   

23. There are several mandatory functions for which the grant must be used 
as set out in the Health and Social Care Act as outlined in paragraph 16. 

 
Information and Intelligence 
 
24. In order to deliver the Public Health function, the Council will have to 

ensure there is access to appropriate health intelligence and evidence, to 
discharge their duties effectively. This includes emerging health 
intelligence products and services from Public Health England and the 
North East Commissioning Support (NECS), access to secure ICT 
systems, and ensuring that robust information governance arrangements 
are in place. 

 
25. The Council’s mandatory duty to provide Public Health advice to NHS 

Commissioners means that there is a need for a clear agreement with the 
CCG defining how that public health advice will be delivered. A 
memorandum of understanding has been agreed and a detailed work 
programme is being developed for 2013/14.- Appendix 1 

 
Additional duties for the Local Authority under the Health and Social Care 
Act 2012  
 
The Health and Social Care Act 2012 places a number of responsibilities on 
Local Authorities as set out below; 
 
26. Joint Strategic Needs Assessments and Joint Health and Wellbeing 

Strategies Section 192: amends previous legislation so that a local 
authority, and CCGs that have a boundary within or overlapping or 



6 
 

coinciding with that local authority, have a duty to prepare a Joint 
Strategic Needs Assessment (JSNA).  The amendments widen the scope 
of ‘relevant need’ so that it covers both the current and future needs of the 
local population. 

 
27. Section 193 imposes a duty on local authorities and CCGs to produce 

(and on local authorities to publish) a joint Health and Wellbeing Strategy 
for meeting the needs identified in the JSNA.  CCGs, the local authority 
and the NHSCB must have regard to the JSNA and joint health and 
wellbeing strategy when carrying out their functions. The Joint Health and 
Wellbeing Strategy for South Tyneside has been produced and ratified. 

 
28. The local authority and partner CCGs may also include in the strategy 

their views on how arrangements for the provision of health-related 
services could be more closely integrated with arrangements for the 
provision of health services and social care services in the area. 

 
29. CCGs and local authorities must involve Local Health Watch and the 

people who live or work in the local authority’s area when preparing the 
joint health and wellbeing strategy. Health Watch has recently been 
commissioned within South Tyneside and an induction programme, 
including ways of working with STCCG and the Health and Wellbeing 
Board is underway. 

 
Health and Wellbeing Board 
 
30. Section 194: requires each upper tier local authority to establish a Health 

and Wellbeing Board (HWB) for the area, as a committee of the local 
authority under section 102 of the Local Government Act 1972. Section 
195: imposes a duty on HWBs to encourage integrated working between 
commissioners of NHS, public health and social care services for the 
advancement of health and wellbeing of the local population.  A HWB 
must also provide advice, assistance or other support in order to 
encourage partnership arrangements under Section 75 of the NHS Act 
2006. 

 
31. The section also enables the HWB to encourage those who arrange for 

the provision of services related to wider determinants of health, such as 
housing, to work closely with the HWB; and to encourage such persons to 
work closely with commissioners of health and social care services. 

 
32. Section 196 requires the functions of CCGs and local authorities of 

preparing JSNAs and Joint Health and Wellbeing Strategies to be 
discharged by a HWB.  It enables the local authority to delegate any of its 
functions except its scrutiny function to the HWB.  This could extend to 
functions relating to the wider determinants of health.  A HWB may inform 
the local authority of its views on whether the authority is discharging its 
duty to have regard to the JSNA and joint health and wellbeing strategy in 
discharging functions. 
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33. The NHS Commissioning Board will be required to appoint a 
representative to participate in the preparation of the JSNA and joint 
health and wellbeing strategy.  It will also be required, upon request of the 
HWB, to appoint a representative for the purpose of considering a matter 
in relation to its local commissioning responsibilities, for example primary 
medical services commissioning. 

 
34. The Health and Wellbeing Board has existed in ‘shadow’ form since 2011 

and has made significant progress in bringing together health and social 
care commissioners and providers. A review of HWB governance and 
membership is underway and will be completed by April 2013. 

 
35. Ahead of the board assuming statutory status from 1 April 2013 Professor 

Bob Hudson of Durham University was commissioned to look at  existing 
governance arrangements, with a particular focus on how to retain ‘whole 
system leadership’ of the local health economy, while maintaining good 
governance and avoiding conflicts of interest.  His report ‘Competition, 
Collaboration and Governance in Health and Wellbeing ‘has been used to 
develop the Board with some specific recommendations. The governance 
arrangements are outlined below and have been approved. 

 
36. These include the establishment of a Joint Commissioning Group to 

encompass all areas of joint and aligned commissioning. 
 

37. STCCG are represented on the HWB and lead and contribute to the key 
themed work streams delivering the Boards priorities as outlined in the 
Joint Health and Wellbeing Strategy 

 
38. The Joint Health and Wellbeing Strategy has developed key outcomes 

upon which to focus and a range of initiatives to meet those outcomes. 
These have been drawn together into the ‘plan on a page’ – appendix 4 

 
Recommendations 

 
39. STCCG are asked to note the contents of this report 

 
40. Receive further detail when available from the Director of Public Health 

detailing the role of Public Health England and NHS England and how this 
relates to STCCG and its commissioning and statutory responsibilities to 
reduce health inequalities. 
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Appendix 1 
 

SCHEDULE 5 
 
NHS South Tyneside       South Tyneside 
Clinical Commissioning Group      Council  

 
Arrangements between NHS South Tyneside Clinical Commissioning 
Group and South Tyneside Council for provision of specialist public 

health service to NHS commissioners 
 

Memorandum of understanding 
 

The parties to the agreement 
 
NHS South Tyneside Clinical Commission Group (STCCG) 
Monkton Hall 
Monkton Lane 
Jarrow 
NE32 5NN 
Contact: Christine Briggs, Head of Commissioning Development, South 
Tyneside 

 
South Tyneside Council (STC) 
Town Hall 
South Shields 
Contact: Amanda Healy, Interim Director of Public Health, South Tyneside 
 
Context 
 

 This Memorandum of Understanding (MOU) is to establish a framework for 
relationships between the South Tyneside Council and the NHS South 
Tyneside  Clinical Commissioning Group (STCCG) as stipulated in Health 
and Social Care Act 2012 and national and regional guidance 

 

 Good population health outcomes, including reducing health inequalities, 
rely not just on health protection and health improvement, but on the quality 
and accessibility of healthcare services provided by the NHS.1 . This needs 
to be underpinned by the provision of high quality and effective specialist 
public health advice, delivered by appropriately competent individuals. 

 

 The successful provision of public health services is dependent upon the 
Parties discharging their three core public health responsibilities on behalf 
of the NHS and local communities: 

 Health improvement e.g. lifestyle factors and the wider determinants of 

health.  

                                            
1 Guidance to Support the Provision of Healthcare Public Health Advice to Clinical Commissioning Groups 
http://www.dh.gov.uk/prod_consum_dh/groups/dh_digitalassets/@dh/@en/documents/digitalasset/dh_132762.pdf  

http://www.dh.gov.uk/prod_consum_dh/groups/dh_digitalassets/@dh/@en/documents/digitalasset/dh_132762.pdf
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 Health protection e.g. preventing the spread of communicable diseases, the 

response to major incidents, and screening  

 Population healthcare e.g. input to the commissioning of health services, 

evidence of effectiveness, care pathways. 

 
Principles of the arrangement 
 

 This Memorandum of Understanding is based on the guidance ‘Public 
Health Advice to NHS Commissioners’ and ‘Guidance to support the 
provision of public healthcare advice to CCG’s’.  

 

 Its aim is to ensure leadership and delivery of specialist public health 
services to STCCG by the Council via its Public Health Team in a way 
which is clearly understood and agreed by both parties and which can be 
measured, reviewed and evaluated at agreed intervals. 

 

 The arrangement will maximise opportunities for the CCG to exercise its 
statutory duties to reduce health inequalities in South Tyneside,   to play a 
key role  in the South Tyneside Health and Wellbeing Board  and as a key 
driver of development of the JSNA and the Joint South Tyneside Health and 
Wellbeing Strategy. 

 

 The CCG is committed to the commissioning of services which will reduce 
health inequalities and inequity of access to services, as well as 
incorporating primary and secondary prevention commissioning practice. 

 

 Operational delivery of the arrangement will centre on an agreed annual 
programme of work linked to the CCG’s annual commissioning cycle and 
identified priority areas. 

  

 The CCG will be proportionate in its expectations around the annual 
programme of work for delivery and the provision of specialist public health 
advice will work in a way which is flexible and responsive to the local needs 
of both the CCG and the Council’s Public Health team. 

 

 This arrangement will support the organisational development of the CCG, 
and its associated succession plans, through training and education. 

 

 It is recognised that the provision of Public Health advice to Clinical 
Commissioning Groups is a mandated function of South Tyneside Council 
and, it will be provided directly to the CCG without any financial implications. 
How this will operate is detailed throughout this agreement 

 

 Inputs will be sensitive to the needs and priorities of the CCG and will result 
in clear understandable and achievable recommendations to assist clinical 
commissioners with sources appropriately referenced where applicable and 
based on public health analysis. 
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 The inputs are linked closely to the National Outcomes Frameworks, the 
priorities in the Joint Strategic Needs Assessment and Joint Health and 
Wellbeing Strategy and analysis of the effectiveness of the service. 

 

 The CCG will ensure that the Public Health team receive the data and 
services required to provide an effective public health advice service for 
healthcare commissioning across South Tyneside 

 
Agreement 
 
1. This Memorandum of Understanding (MoU) sets out arrangements 

agreed between STCCG and South Tyneside Council for the provision 
of a high quality public health service to STCCG; it is intended that this 
agreement be executed within the spirit of the principles outlined above. 

 
2. The MoU commences on 1st April 2013. These arrangements are as 

stipulated in the Health and Social Care Act 2012 and subject to national 
and regional guidance; public Health advice to NHS commissioners is 
described in Appendix 1.  

 
3. Public health input will be led by the Director of Public Health and other 

trained and accredited public health specialists, as defined by the 
Faculty of Public Health and named contacts within the STCCG and 
STC will be identified by both parties for key areas of joint work.  

 
4. The arrangement provided by the South Tyneside Council will consist of  
 

 The Public Health locality team providing local Public Health leadership 
and support to STCCG, population healthcare advice and 
epidemiological support. This would be provided by: 

 
a) a mix of specialists, practitioners and support staff and would 

include both advice in relation to policy and the analysis of clinical 
information; 

b) An element of a shared South of Tyne and Wear service 
providing high level technical healthcare advice, detailed 
epidemiological support and public health information analysis. 

c) Part of a shared Consultant in Public Health post which has a 
remit to support the development and implementation of policy 
and commissioning in relation to health improvement and 
reducing Inequalities in primary care delivery.  

 
5. An agreed work programme, with quantifiable outputs and qualitative 
measures, will  be drawn up in Q4 of each year led by the individuals 
named at the header of this  agreement, in time for delivery in the next 
financial year. The work programme will  also link with the CCG’s organisational 
development plan. STCCG will recognise the  need to be proportionate and 
clear in terms  of its expectations and requirements. 
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6. Progress against the agreed work programme will be reviewed on a 
quarterly  basis by the individuals named at the header of this agreement. 
 
7.  Requests for input from STCCG will receive a response generally within 
the  auspices of the agreed work programme (see 5, above) though both 
parties  acknowledge the need for flexibility along with proportionality of 
expectation. 
 
8. The CCG will ensure that the Public Health team receives an 

appropriate level of intelligence\data\ services  - as agreed by both 
parties - to provide an effective public health advice service for 
healthcare commissioning, e.g. surveillance information and information 
to support the development of the JSNA. Where agreed between both 
parties, this will include ensuring the Council’s Public Health Team has 
access to information collected and collated by North East 
Commissioning Support information as well as that recorded on the 
systems such as South Tyneside Foundation Trust held Child Health 
Information System 

 
9. The Public Health team will  

(a) lead health improvement working between the CCG, local partners 
and residents to integrate and maximise local programmes aimed 
at health improvement and disease prevention STCCG will 
encourage constituent practices to maximise their contribution to 
disease prevention by Commissioning  services which aim to 
reduce health inequalities and inequity of access to services; 
Ensuring primary and secondary prevention is incorporated within 
its commissioning practice , taking every opportunity to address 
smoking, alcohol, and obesity in their patients , by optimising 
management of long-term conditions and promoting the uptake of 
Public Health commissioned services such as NHS Health Checks 
. In addition STCCG may support and contribute to locally driven 
public health campaigns where agreed appropriate between both 
parties. 

(b) Provide specialist public health care advice which supports the 
commissioning of evidence-based interventions and clinical 
pathways, Ensuring the reduction of health inequalities is prioritized 
in the commissioning of services and identifying the impact 
interventions make to agreed outcomes. 

(c) ssupport the CCG’s clinical effectiveness and quality functions, 
support the development of public health skills within the CCG and 
provide specialist technical public health advice  to the Individual 
Funding Requests  

 
10. Whilst carrying out work for\working with STCCG, STC public health 
colleagues will  work within STCCG’s agreed policies and procedures 
including e.g. confidentiality,  information governance and data protection. 
 
11. Acknowledging that it is not possible to anticipate all issues, any matters 

which may arise which are not set out within this agreement should be 
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discussed and agreed between the individuals named at the head of this 
agreement. Any unresolved matters should be referred to STCCG Chief 
Officer and the Chief Executive of South Tyneside Council though it is 
anticipated that such escalation would be extremely rare. 

 
12. These arrangements will be reviewed and evaluated 6 months subsequent to 

the date of their commencement. The named officers at the head of this 
agreement will be responsible for conducting this review, reporting the 
outcomes to STCCG Chief Officer and Director of Children’s and Adult 
Services, STC. 

  
 
Signed on behalf of NHS South Tyneside 
CCG 
 

Signature:  

 
Date: 26th November 2012 

 
Signed on behalf of South Tyneside 
Council 
 
 

Signature: 
 
 
 
 

 
 
Date: 27th November 2012 
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Appendix 1: Public health advice to NHS commissioners2 
Stages in the 
commissioning cycle 

Core Public Health Advice Potential Outputs 

Strategic planning and 
needs assessment 

DPH input at CCG Executive 
Clinical level to secure, prioritise 
and allocate resources to work that 
achieves optimal impact across 
populations 

CCG alignment of commissioning 
at LA/PH/NHS to ensure strategic 
join up with the Health and Well 
Being Strategy and CCG plans 

 

 
 
 

 

Support CCG’s to make inputs to 
JSNA and to use it in their 
commissioning:  

 Supporting JSNA leadership 

 Encourage full use of the 
data annex 

 Direct the use of evidence 
base  

 Support for training of 
clinical commissioners in 
Health Needs Assessment 
and Health Equity Audit 

 Alignment of services 
across Commissioning 
Streams  

 Development of 
Neighbourhood/Practice 
health  profiles 

 Support the development of 
the local asset base within 
communities 

 
 
Specialist Public Health input into 
development, analysis and 
interpretation of health related data 
sets, including wider determinants 
of health, monitoring patterns of 
disease. e.g. trends in cancer 
mortality site specific causes and 
relationships to incidents 
 

 
JSNA will have a strong clinical 
focus and contributions from 
Clinical leads will help shape the 
JSNA 
JSNA  priorities are understood 
and acted on by the CCG 
Health and Well Being Strategy 
and CCG plans will be 
underpinned by a JSNA which 
and ensure key priorities are 
identified and addressed. 
CCG’s commission services 
which reflect local needs and build 
on local assets 
 
Clinical commissioners 
understand and use a broader 
range of health related data sets 
to effectively inform 
commissioning decisions 
including the data s 

 Mortality 

 Disease e.g.4 treatment 
post MI 

 Housing data 

 Education 

 Environment 

 Health Needs Assessments (HNA) 
for particular groups of 
conditions/groups of diseases using 
epidemiological skills to assess 
interventions Current examples 
have included Residential Care 
homes 
Maternal obesity, the impact of 
Domestic violence and Falls 
 

In depth understanding, clear 
recommendations and  informed 
commissioning  

                                            
2
 Department of Health (December 2011). Public Health in Local Government; Factsheet. Gateway 

reference 16747. Website: 
http://www.dh.gov.uk/prod_consum_dh/groups/dh_digitalassets/documents/digitalasset/dh_131904.
pdf 

http://www.dh.gov.uk/prod_consum_dh/groups/dh_digitalassets/documents/digitalasset/dh_131904.pdf
http://www.dh.gov.uk/prod_consum_dh/groups/dh_digitalassets/documents/digitalasset/dh_131904.pdf
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Agreed uniform local approach to 
HNA to assess interventions along 
clinical pathways  

Stages in the 
commissioning cycle 

Core Public Health Advice Potential Outputs 

Service review  Identifying vulnerable 
populations, marginalised groups 
and health inequalities in South 
Tyneside with advice on meeting 
their needs.   

 Geo-demographic profiling 
mapping. E.g. urgent care 
services, stop smoking service 
uptake 

 Health equity audit of key 
services (e.g. PCC’s) 

 Analysis for reduced variation in 
service (e.g. hip & knee joint 
replacement.) 

 Advise on service review 
methodology including the use of 
NETS – North East 
transformation methodology to 
review services and re-align 
pathways, including Large Scale 
Change Audit.  

  Health inequalities programme 
to support commissioning (short, 
medium and long term) 

 Use of CQUIN schemes to 
reduce inequalities 

 Maximising the use of the 
Service Level Agreement with 
Library services  

 

Vulnerable groups and target 
populations are clearly identified, 
ensure that commissioned 
services reduce health 
inequalities and address the 
specific health needs of those 
vulnerable groups by identifying 
variance and promoting 
consistency to secure optimum 
treatment for specific practice 
population groups. 
 
Public health recommendations 
for commissioning services to 
reduce health inequalities gap   
 
 
 
 
 
 
Supporting the development of 
evidence based and effective 
interventions and incentives to 
reduce inequalities 
 

  Interpreting and understanding 
clinical data on variation in 
primary and secondary care. 

 Use of clinical dashboard and 
key indicators. 

 Advice on variation and best 
practice/evidence. 

 Advice and support in the use of 
tools such as the Combined 
Predictive Model as to identify 
patients at risk of future hospital 
admission Support with 
secondary care. development 
providing Public Health support 
in discussions 

 Advice on long term conditions 
and commissioning for 
integration and quality. 

 

Public health support and 
recommendations to meet health 
needs reduce that variation and 
reduce inequalities. 
Greater effective use of the 
dashboard, indicators and models 
to improve clinical effectiveness. 
Encouraging a consistent 
approach to proactive 
management of those patients, 
particularly where there are 
multiple conditions  
Supporting practices to target 
care according to patient risk 
(including such as those with 
long-term conditions), 
encouraging the consistent 
approach to proactive 
management of those patients, 
particularly where there are 
multiple conditions 
The development of greater 
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integrated working between health 
and social care, with identified 
practice populations  
to improve clinical management, 
integrated care and self 
management 
 

Stages in the 
commissioning cycle 

Core Public Health Advice Potential Outputs 

Deciding Priorities Applying health economics and 
population perspective, including 
programme budgeting and technical 
advice  

Reviews of programme budget & 
local outcomes. 

 Advising CCG’s on prioritisation (to 
fit with South Tyneside prioritisation 
framework) 
Use of scale, evidence, timescale, 
impact. 

Agreed process for prioritisation 
for CCG and HWB which aligns 
across commissioning intentions  

 Identify areas for disinvestment and 
relative value 

 HEA 

 Value for money 

 Review of evidence 

Clear outputs from CCG 
prioritisation in commissioning 
intentions. 
 
Prioritisation on appraised 
evidence. 

 Horizon scanning likely impact of 
NICE decisions. 
 

CCG informed of impact of new 
technologies and innovations 

Procuring services; 
designing shape of 
supply  
 
 
 
 
 
 
 
Planning capacity of 
manage and demand 

 Public Health advice relating to 
the characteristics of South 
Tyneside’s population to ensure 
that the effectiveness of 
interventions, including clinical 
and cost-effectiveness (for both 
commissioning and de-
commissioning) as well as 
methodology,  is locally sensitive  

 
 

 PH advice into the development 
of evidence based care 
pathways &  specifications 

Specific PH advice on the 
understanding of the South 
Tyneside population effectiveness 
of commissioning interventions 
Working with clinicians on 
comparative information to a 
range of long term conditions 
including CVD, COPD, and 
Diabetes 
Improved localised pathways, 
specifications and indicators 

Monitoring and 
evaluation;  
supporting patient 
choice,  
managing 
performance  
and seeking public 
and patient views 

 Assist in the Mapping of service 
performance through Public 
Health input into  

- the design of monitoring 
and evaluation frameworks 

- Establishing and 
evaluating indicators 

- Identifying  benchmarks  

The development of clear 
monitoring & evaluation 
framework which are focused on 
improving quality and  outcomes, 
and align with the national 
PH/NHS and Social Care 
Outcomes Frameworks  

  Working with the CCG and 
Primary Care to draw on 
comparative clinical information 
to help understand the 
relationship between patient 
needs, clinical performance and 
wider quality and financial 
outcomes 

Encouraging the consistent 
approach to proactive 
management of those patients, 
particularly where there are 
multiple conditions 
 
Identifying vulnerable populations 
in order to ensure that service 
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 Support the interpretation and 
analysis of service data outputs 
(including clinical data)  

 Provide the skills and knowledge 
to assist CCG capacity to carry 
out HEA, advice of Health Impact 
Assessments 

 

provision meets their needs 
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Approval To note 
x 
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Access and Choice Policy 
 
1. Introduction 
 

For the purposes of this policy, Northumberland, North Tyneside, Newcastle 
North and East, Newcastle West, Gateshead, South Tyneside, Sunderland, 
North Durham, Durham Dales, Easington and Sedgefield, Darlington, 
Hartlepool and Stockton on Tees and South Tees Clinical Commissioning 
Groups will be referred to as ‘the CCGs’      

 
The Clinical Commissioning Groups (CCG) aspire to the highest standards of 
corporate behaviour and clinical competence, to ensure that safe, fair and 
equitable procedures are applied to all organisational transactions, including 
relationships with patients their carers, public, staff, stakeholders and the use 
of public resources.  In order to provide clear and consistent guidance, the 
CCGs will develop documents to fulfil all statutory, organisational and best 
practice requirements and support the principles of equal opportunity for all.  
 

1.1 Choice is fundamental to the delivery of a truly patient-centred NHS as it 
empowers people to get the health and social care services they want and 
need. Giving the public and patients good information helps them to make 
effective choices that are right for them and their families. 

 
1.2 The NHS Constitution sets out choice as a right and includes the right to 

information to support that choice. In 2009 legally binding Directions were 
issued from the Secretary of State to Primary Care Trusts (PCTs) which 
underpin this.  Since April 2008, with the introduction of Free Choice, patients 
who require a referral for a first consultant led outpatient appointment have 
been able to choose from any clinically appropriate provider.  The Directions 
legally require CCGs to ensure that patients get the choice set out in the Free 
Choice guidance. The right to choose will develop as choice is extended into 
other areas. 

 
1.3 This policy sets out the mechanisms that the CCG will adopt to fulfil its legal 

obligations. 

1.4 In 2010 The Government's White Paper, Equity and Excellence: liberating the 
NHS set out proposals which envisage a presumption of greater choice and 
control over care and treatment, choice of treatment and healthcare provider 
becoming the reality in the vast majority of NHS-funded services by no later 
than 2013/14 the paper details: 

 Proposals for offering more choice for patients and service users  
 How shared decision making can become the norm  
 How it can happen: information, 'any willing provider' and other tools  
 Making safe and sustainable choices 

 
1.5 This policy outlines the CCG’s commitment to fulfilling its obligations under 

the NHS Constitution in relation to choice in order to optimise patient 
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experience when choosing their secondary care provider. And also sets out 
the commitment to provide choice through understanding patients’ needs, 
monitoring and analysing the market and strengthening existing relationships 
whilst developing new ones.  

 
1.6 Status, Purpose and Scope 
 

Status  
 
This policy is a corporate policy. 
 

1.7      Purpose  
 

Directions Issued by the Secretary of State: The Secretary of State issued 
Directions under the NHS Act 2006 that place duties on PCTs now CCGs. 
CCGs now have to make arrangements to.  

 
1.7.1 Ensure that patients who need an elective referral are offered a choice 

of any clinically appropriate provider.  
 

1.7.2 Ensure that where a patient has not been offered that choice, and 
notifies the CCG that they have not been offered a choice, that patient 
may choose any clinically appropriate secondary care provider.  

 
1.7.3 Publicise, and promote awareness of, information about secondary 

care providers, and where that information may be found, to enable 
patients to make an informed choice of provider.  

 
1.7.4 Publicise, and promote patients’ entitlement to choice. 

 

1.7.5 Publicise procedures on how to complain if patients feel that the CCG 
has failed to ensure that choice is offered or fails to publicise or 
promote information about secondary care providers.  

 
1.7.8 Publish and report to the strategic health authority (SHA) the number of 

complaints about patients not being offered choice or about a failure to 
publicise and promote information, and what action it has taken. 

 
1.8 Scope 

1.8.1 The scope of the policy includes all patients and their rights to choice 
listed in 2.2. 

1.8.2 Patients have the right to choose their NHS care provider when they 
are referred for a first outpatient appointment with a service led by 
consultants.  

1.8.3 The organisation will promote Choose and Book as a vehicle to offer 
free choice. All healthcare professionals need to know how best to use 
Choose and Book in order to gain the most benefits for themselves and 
their patients. We should encourage more healthcare professionals to 
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use Choose and Book when they refer their patients to a healthcare 
provider. 

1.8.4 As an organisation CCGs will ensure that patients are offered choice.  
Where there is a clinical assessment centre, the clinical commissioners 
will ensure that patients are offered a choice of location, date and time 
and also a provider for their elective care. 

1.8.5 Maternity services have four national choice guarantees available to all 
women and their partners.  Women and their partners will be given the 
opportunity to make informed choices throughout pregnancy, birth and 
during the postnatal period. 

1.8.5 If choice is not offered to a patient under the scope of this policy and 
the patient notifies the CCG’s, then the complaints process will be 
followed and if clinically appropriate choice offered. 

1.8.6 The exclusions applicable to the policy of Free Choice apply to the right 
to choose elective care providers. So the right does not apply to: 

(a) Prisoners 
(b) Serving members of the armed forces 
(c) Persons detained under the Mental Health Act 1983. 

 
1.8.7 Certain services are also excluded. These include: 

 
(a) Emergency services 
(b)   Cancer services or services provided at rapid access chest pain 

clinics which are subject to the two-week waiting time or other 
services where it is necessary to provide urgent care 

 
2 Definitions 

The following terms are used in this document:   

2.1 Patient Rights:  

The purpose of this policy is to identify the patient’s rights relating to choice  
according to the NHS Constitutions and set out standards to deliver patients 
choice.  It will address the rights relating to patient’s choice listed below 
according to The NHS Constitution: 

2.1.1 Patients have the right to choose their GP surgery, and to be accepted by that 
practice unless there are reasonable grounds to refuse, in which case the 
patient will be informed of those reasons.  

A patient can choose which GP surgery they would like to register with. That 
GP surgery must accept that patient unless there are good reasons for not 
doing so, for example, if the patient lives outside the boundaries that it has 
agreed with the NCB, or because it has no spaces left. Whatever the reason, 
the surgery must inform the patient why. If the patient can't register with their 
preferred GP surgery, the NHS will help the patient find another one. 
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2.1.2 Patients have the right to express a preference for using a particular doctor 
within a surgery and for the surgery to try to comply. 

Within the GP surgery, patients have the right to say which particular GP they 
would like to see. The GP surgery will try to give the patient their choice, but 
there may be good reasons why they can't see the preferred GP.  

2.1.3 Patients have the right to make choices about their NHS care, and to receive 
information to support these choices. This is a legal right. Patient right to 
choose will develop as choice is extended into other areas.  

Currently, patients have the right to choose any clinically appropriate 
secondary care organisation that provides their NHS care when they are 
referred for their first outpatient appointment with a service that is led by a 
consultant. There are the following exceptions:  

 
Persons excluded:  

 Persons detained under the Mental Health Act 1983,  
 Military personnel. 
 Prisoners.  

 
Services excluded: 

 Accident and emergency services. 
 Attendances at a Rapid Access Chest Pain Clinic under the two-

week maximum waiting time (local agreement in place to allow 
choice of providers across South of Tyne and Wear). 

 Attendance at cancer services under the two-week maximum 
waiting time (local agreement in place to allow choice of providers 
across South of Tyne and Wear). 

 Mental health services. 
 Other services where it is necessary to provide urgent care. 

2.1.4 Patients have a right to information where there is a legal right to choice. 
Currently, this gives patients a right to information to support them in choosing 
their provider when they are referred for their first outpatient appointment with 
a service led by a consultant. Information to help them make their choice can 
be found on NHS Choices. CCGs are expected to promote this information 
and make it more accessible to patients.  

The NHS is also committed to: 

 Informing patients about the healthcare services available to them, 
locally and nationally. 

 Offering patients easily accessible, reliable and relevant information 
to enable them to participate fully in their own healthcare decisions 
and to support them in making choices. This will include robust and 
accurate information where available on the quality of clinical 
services.  
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2.1.5 Patients have the right of choice to a named consultant-led team, where 
clinically appropriate as of April 2012. (NHS Operating Framework 
Requirement) 

 The Choose and Book electronic referral and booking system 
allows people to choose particular teams of health professionals, 
led by a named consultant 

 All local providers across South of Tyne and Wear have now 
published Consultant Led Teams within their Directory of Services 
on Choose and Book. 

 Clinical Commissioning Groups will support choose and book; 
ensure referrers are able to access information around choice of 
provider and a choice of named consultant led team. 

 Clinical Commissioners are expected to provide information to 
support patients, children and those with learning disabilities and 
others who may find it hard in decision making around their health 
care. 

3        Principles and Process for Ensuring Patient Choice 

3.1 The CCGs will regularly review the health provision in the market place to 
ensure choice of provider and locations of care are available for patients on a 
regular basis. 

3.2 Where gaps in the market are identified the organisation may choose to 
engage with providers to create more choice in a service if it is appropriate to 
do so. 

 
3.3 The CCGs will work with Public and Patient Involvement leads, and patient 

involvement forums to gain an understanding of patients’ needs, priorities and 
perceptions to inform and influence the choice agenda 

 
 http://www.nhs.uk/choiceinthenhs/Pages/choicehome.aspx 

 
3.4 The CCGs will build on existing relationships whilst forging new ones to 

improve choice.  It will be proactive in engaging with referrers through 
workshops, meetings and regular communication. 

 
3.5 It will bring together for patients with long term conditions their healthcare 

professional, information about their life, available care and treatment options 
and choices, and together decide on a personalised package of treatment and 
care.  

 
3.6 Maternity services will have the four national choice guarantees available to 

all women and their partners.  Women and their partners will be given the 
opportunity to make informed choices throughout pregnancy, birth and during 
the postnatal period. 

3.7 Working in partnership, clinical commissioners will identify events, services 
and local opportunities to promote choice to the wider local population. 

http://www.nhs.uk/choiceinthenhs/Pages/choicehome.aspx
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3.8 The CCGs will publicise and promote awareness of, information about 
secondary care providers and where that information can be found to enable 
a person to choose a clinically appropriate secondary care provider within 18 
weeks from the time of their initial referral, unless it is not clinically appropriate 
or they choose to wait longer 

 
3.9 It will support GPs and other health professionals in promoting patient’s 

choice from within their services through: 

3.9.1 Providing choice posters to GP Practices for display in their practices. 

3.9.2 Distributing patient leaflets to GP Practices, Health Centres and 
Community Health services for display in their services. 

3.9.3 Monitoring the distribution and the displaying of choice information by 
spot checking GP Practices, Health Centres and Community Health 
locations. 

4 Duties and Responsibilities 
 

Member Practices Member practices have delegated responsibility to the 
governing body (GB) for setting the strategic context in 
which organisational process documents are developed, 
and for establishing a scheme of governance for the formal 
review and approval of such documents.  

Accountable Officer The accountable officer has overall responsibility for the 
strategic direction and operational management, including 
ensuring that CCG process documents comply with all 
legal, statutory and good practice guidance requirements.  

Contract 
Managers/Accountant  
& Locality Managers 
 

The Contract Managers/Accountant via Locality Managers: 
have the responsibilities to ensure the policy is kept current 
and is disseminated to all relevant staff via an 
implementation plan. 
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All Staff All staff, including temporary and agency staff, are 
responsible for: 

 Compliance with relevant process documents. 
Failure to comply may result in disciplinary action 
being taken. 

 Co-operating with the development and 
implementation of policies and procedures and as 
part of their normal duties and responsibilities. 

 Identifying the need for a change in policy or 
procedure as a result of becoming aware of 
changes in practice, changes to statutory 
requirements, revised professional or clinical 
standards and local/national directives, and advising 
their line manager accordingly. 

 Identifying training needs in respect of policies and 
procedures and bringing them to the attention of 
their line manager. 

 Attending training / awareness sessions when 
provided. 

 

5  Implementation  
 
5.1  This policy will be available to all staff for use in relation to access and choice. 
 
5.2  All managers are responsible for ensuring that relevant staff within the CCG 

have read and understood this document and are competent to carry out their 
duties in accordance with the procedures described.  

 
6.  Training Implications 
 

 It has been determined that there are no specific training requirements 
associated with this policy/procedure.   

   
7  Documentation 
 
7.1      Choice at referral, supporting information for 2008/09 published on 18 March 
           2008. 
 
7.2      The Primary Care Trust Choice of Secondary Care Provider Directions 2009, 
            published 21 January 2009. 
 
7.3       Choices Website 

http://www.nhs.uk/choiceintheNHS/Rightsandpledges/NHSConstitution/Pages
/Yourrightstochoice.aspx 

 
 
 
 
 
 

http://www.nhs.uk/choiceintheNHS/Rightsandpledges/NHSConstitution/Pages/Yourrightstochoice.aspx
http://www.nhs.uk/choiceintheNHS/Rightsandpledges/NHSConstitution/Pages/Yourrightstochoice.aspx
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8  Monitoring, Review and Archiving 
 
8.1 Monitoring 
 
8.1.1 The Accountable Officer will oversee, on behalf of the governing body, a 

method for monitoring the dissemination and implementation of this policy. 
 

8.1.2 Monitoring information will be recorded in the policy database.  

8.1.3 Patient Surveys will be conducted to identify the uptake of choice and the 
results will be fed back to GP Practices, Secondary Care and appropriate 
Clinical Commissioning Group. 

8.1.4 Clinical Commissioners will develop processes which ensure patients who 
complain about a lack of information or a lack of choice will still be entitled to 
start treatment  

8.2 Review 

8.2.1 The governing body will ensure that this policy document is reviewed in 
accordance with the timescale specified at the time of approval.  No policy or 
procedure will remain operational for a period exceeding three years without a 
review taking place.  
 

8.2.2 Staff who become aware of any change which may affect a policy should 
advise their line manager as soon as possible. The governing body will then 
consider the need to review the policy or procedure outside of the agreed 
timescale for revision.  

 
8.2.3 For ease of reference for reviewers or approval bodies, changes should be 

noted in the ‘document history’ table on the front page of this document.  
 

NB: If the review consists of a change to an appendix or procedure document, 
approval may be given by the sponsor director and a revised document may 
be issued. Review to the main body of the policy must always follow the 
original approval process.  

 
8.3 Archiving  

The governing body will ensure that archived copies of superseded policy 
documents are retained in accordance with Records Management: NHS Code 
of Practice 2009.  

 
 
 
 
 
 
 
 
 
 
 



                                 CCG CO01 Access and Choice Policy                                      11 
 

9 Equality Analysis 
 
Equality Analysis Screening Template (Abridged) 
 

Title of Policy: 

 

CCG CO01 Access and Choice Policy 

Short description of Policy (e.g. 
aims and objectives): 

Choice is fundamental to the delivery of a 
truly patient-centred NHS as it empowers 
people to get the health and social care 
services they want and need. Giving the 
public and patients good information helps 
them to make effective choices that are right 
for them and their families. 
 
The Policy sets out the mechanisms that 
CCGs will adopt to fulfil legal obligations with 
regard to access and choice. 

Directorate Lead: Gillian Stanger, on behalf of NECS 

Is this a new or existing policy? New  

 

Equality Group  Does this policy have a positive, neutral or negative 
impact on any of the equality groups? 

Please state which for each group. 

Age Neutral 

Disability Neutral 

Gender Reassignment Neutral 

Marriage And Civil 
Partnership 

Neutral 

Pregnancy And 
Maternity 

Neutral 

Race Neutral 

Religion Or Belief  Neutral 

Sex Neutral 

Sexual Orientation  Neutral 

Carers Neutral 

 
 



                                 CCG CO01 Access and Choice Policy                                      12 
 

Screening 
Completed By 

Job Title and 
Directorate 

Organisation Date completed 

Gillian Stanger Governance Lead NHS South of Tyne 
and Wear 

10 December 
2012 

 

Directors Name  Directors Signature Organisation Date 

 

 

   

 



 
Meeting title GOVERNING BODY Date: 25 April 2013 

Report title RATIFICATION OF POLICIES 
 

Agenda item Enclosure 10 

Lead director: 

Report author: 

Sponsor(s): 

Christine Briggs, Director of Operations Tel: 0191 2831903 

Christine Briggs, Director of Operations Email christine.briggs@sotw.nhs.uk 

David Hambleton, Chief Officer Email:david.hambleton@sotw.nhs.uk 

 

 

 

 

F.o.I status  

 

Report summary A suite of policies have been developed by the North East Commissioning  
Support Service for all North East Clinical Commissioning Groups to adopt. 

Purpose (tick one only) Information Approval 

X 

To note 

 

Decision 

Recommendation The Governing Body is asked to note the content and endorse the following 

policies:- Access and Choice, Intellectual Property Rights and Procurement 

policy. 

 

Strategic objectives 

links 

None identified. 

Identified risks & 

risk management actions 

None identified. 

Resource 
implications 

None identified. 

Legal implications 
Including equality & diversity 
assessment 

None identified. 

 

Report history None identified. 

Next steps The Clinical Commissioning Group will function under the guidance of the 
respective policies. 

Appendices None. 

 

mailto:christine.briggs@sotw.nhs.uk


Northumberland, North Tyneside, Newcastle North and East,      
Newcastle West, Gateshead, South Tyneside, Sunderland,  
North Durham, Durham Dales, Easington and Sedgefield, 
Darlington, Hartlepool and Stockton on Tees and  
South Tees Clinical Commissioning Groups 

 

CCG CO09 Intellectual Property Rights Policy 

Enclosure 11 
 

 

Corporate CCG CO09 Intellectual Property Rights 
Policy 

 

Version Number Date Issued  Review Date 

V1:  28/02/2013  31/08/2014 

 

Prepared By: Information Governance Advisor, NHS Tees 

Consultation 
Process: 

Governance Lead, NHS South of Tyne and Wear 

Senior Manager, Corporate Affairs, NHS North of Tyne 

Policy & Corporate Governance Lead, NHS County 
Durham & Darlington 

 

Formally Approved:  

 

Policy Adopted From: NHS County Durham and Darlington 

Approval Given By:  

 

Document History 

Version Date Significant Changes 

1 28/02/2013  

   

   

 

Equality Impact Assessment 

Date Issues 

11 October 2012 See section 9 of this document 

 
 
POLICY VALIDITY STATEMENT 
This policy is due for review on the latest date shown above. After this date, policy 
and process documents may become invalid. 
 
Policy users should ensure that they are consulting the currently valid version of the 
documentation. 
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Intellectual Property Rights Policy 

 

1. Introduction 
 

For the purposes of this policy, Northumberland, North Tyneside, Newcastle 
North and East, Newcastle West, Gateshead, South Tyneside, Sunderland,  
North Durham, Durham Dales, Easington and Sedgefield, Darlington, 
Hartlepool and Stockton on Tees and South Tees Clinical Commissioning 
Groups will be referred to as “the CCGs”. 
 
The CCGs aspire to the highest standards of corporate behaviour and clinical 
competence, to ensure that safe, fair and equitable procedures are applied to 
all organisational transactions, including relationships with patients their 
carers, public, staff, stakeholders and the use of public resources.  In order to 
provide clear and consistent guidance, the CCGs will develop documents to 
fulfil all statutory, organisational and best practice requirements and support 
the principles of equal opportunity for all.  
 
The NHS as an Innovative Organisation; A Framework and Guidance on the 
Management of Intellectual Property (IP) in the NHS (2002) places a duty on 
healthcare organisations to audit, protect and exploit its IP and it is the 
intention of the CCGs to be at the forefront of initiatives. This document 
outlines a policy for the effective management of IP and gives a brief definition 
of what intellectual property is. It also has information on who to contact if staff 
have an invention/idea/innovation that they think may need to be protected, or 
if they require general advice on IP arising from their work. 

   

1.1 Status  
This policy is a corporate policy. 
 

1.2 Purpose and scope  
Intellectual Property (IP) is created when an idea takes some tangible form. 
The legal framework within the UK then lets people own this IP. This legal 
ownership (IP right), enables the value of the idea to be identified and 
realised, as the owner is granted exclusivity for a period of time normally in 
exchange for its public disclosure. This period of exclusivity rewards the 
inventor without restricting public access to the new idea, and thus the UK’s 
IP framework plays an important role in the dissemination of innovation. 

 
1.2.2 This policy applies to the following: 
 

 All staff employed by the CCGs 

 Agency staff 

 Independent contractors 

 Staff on honorary contracts whose payroll costs are partially or fully funded 
by a third party under a formal arrangement 

 Trainee professionals and students hosted by the CCGs for the provision 
of work or vocational experience 
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2. Definitions 
The following terms are used in this document:   
 

2.1 Intellectual property: The novel or previously undescribed tangible output of 
any intellectual activity can legitimately be described as intellectual property. It 
has an owner, it can be bought, sold or licensed and must be adequately 
protected. It can include inventions, industrial processes, software, data, 
written work, designs and images.1 

 
2.2 Intellectual property rights: They define the legally-protected rights which 

enable owners of items of IP to exert monopoly control over the exploitation of 
these rights, usually with commercial gain in mind. They give the right to stop 
others exploiting this property, sometimes for a fixed period, sometimes 
indefinitely.2 

 
2.3 Designated Manager for Research and Development 
  

Northumberland CCG Chief Operating Officer 

North Tyneside CCG Lead Nurse 

Newcastle North and East CCG Head of Quality 

Newcastle West CCG Head of Quality 

Gateshead CCG Head of Quality 

South Tyneside CCG Director of Operations 

Sunderland CCG Director of Quality and Patient 
Safety/Board Nurse 

North Durham CCG Quality and Development Manager 

Durham Dales, Easington and 
Sedgefield CCG 

Head of Finance and Performance 

Darlington CCG Chief Nurse 

Hartlepool and Stockton on Tees 
CCG 

? 

South Tees CCG ? 

 
 

3. Intellectual Property Rights Processes 

3.1 Ownership of Intellectual Property (IP) 
 
3.1.1 There are a number of different categories of IP, with different processes to 

enable their protection. Details of these can be found at Appendix 1. 
 
3.1.2 The Patents Act 1977 states that: 
 

(1)  An invention made by an employee shall be taken to belong to the 
employer 

                                            
1 Taken from Handling Inventions and other Intellectual Property. A Guide for NHS Researchers 
2
 As above 
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if 

 
(a) it was made in the course of the normal duties of the employee and the 

circumstances were such that an invention might reasonably be expected 
to result from the carrying out of his duties, or 

 
(b)  the invention was made in the course of the duties of the employee and 

because of the nature of the duties he had a special obligation to further 
the interests of the employer’s undertaking. 

 
(2)  Any other invention made by an employee shall be taken to belong to the 

employee. 
 

The Copyright, Designs and Patents Act 1988 adopts the same stance on 
ownership for all classes of IP it covers, namely that IP produced by 
employees in the course of their normal duties belongs to the employer. 

 
3.1.3 Ownership of IP, in most cases, rests therefore with the CCGs as the 

employers of the person(s) who generated it. This applies to all IP produced 
by CCGs employees in the course of their normal duties. Any activities 
outside the normal duties of the employee that generate IP will belong to the 
employee. This is in accordance with the Patents Act 1977 and the Copyright, 
Designs and Patents Act 1988. 

 
3.1.4 If work/ research is conducted by an employee in partnership with another  

 organisation, a formal agreement stating ownership (or sharing) of generated 
IP is required. The designated manager for research and development will 
have responsibility for developing IP sharing agreements with collaborating 
institutions. 

 
3.1.5 If the ownership of IP is disputed, dated written records relating to the IP in 

question will be assessed to establish the inventor(s) and their proportionate 
contribution. If such material is not available, the accountable officer will make 
a final decision, taking professional advice if necessary.  

 
 

3.2 Exploitation of Intellectual Property 

 
3.2.1 Audits on IP will be periodically carried out. This process is necessary to 

identify potential IP arising from research and development and other 
activities. Auditing is essential to ensure the correct action is taken to protect 
any IP that may later be exploited. 

 
3.2.2 Any IP owned by the CCGs must be exploited in a cost-effective way.  This 

must be undertaken in a way which minimises speculative financial 
investment of public funds and which does not detract from their primary role 
in the NHS.  In general, as much as possible of the financial risk of 
exploitation should be assumed by a partner outside the NHS. 
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3.2.3 It is the role of the designated manager for research and development, in 
consultation with the inventor and other specialists, to decide on the potential 
for all ideas/inventions to be exploited. In strong cases, the information 
reported should effectively demonstrate the potential market and the likelihood 
of success of the venture.  The designated manager for research and 
development can agree on a case-by-case basis to give permission for other 
NHS partners or collaborators to have free or discounted access to the IP 
protected materials, where the wider public interest for this is demonstrated.  

 
3.2.4 Professional advisers may be involved in negotiating any IP that is licensed, 

sold or otherwise transferred to another organisation in the best interests of 
the CCGs. 

 
3.2.5 The CCGs wish to encourage full participation of employees in the creation 

and potential commercial management of IP whilst ensuring the 
 responsibility of their jobs is undertaken and with support of their line manager 
 and director. The policy will therefore be to reward staff who have contributed 
 substantially to the generation of IP, which has subsequently provided 
 revenue through exploitation.  Such revenue will be shared between the CCG 
 and the inventor according to the revenue sharing formula3 (below).  In cases 
 where several staff have been involved in generating the IP, the proportion of 
 income allocated to inventors will be divided between them on the basis of 
 relative inventive contributions. The accountable officer will agree this and will 
 also agree sharing between providers and commissioning organisations. In all 
cases the shared revenue will be the net of any organisational costs and 
expenditure and protection and exploitation costs (e.g. patent costs). Expert 
advice from external companies will result in a proportion of the revenue 
generated being retained by them.  

 
 

Cumulative Net 
Income 

Inventor Directorate CCG 

First £50,000  75% 12.5% 12.5% 

Next £100,000  50% 25% 25% 

Over £250,000  25% 25% 50% 

 

 
3.2.6  All staff employed by the CCGs have an obligation to notify the organisation 
 about any potential IP development resulting from their work  activities for the 
 organisation. Staff must ensure that they do not disclose, sell, assign, 
 license or trade in organisational IP without prior written permission from the 
 CCGs. 
 

                                            
3 Taken from The Management of Intellectual property and Related Matters. An Introductory 

Handbook for R&D Managers and Advisers in NHS Trusts and Independent Providers of NHS 
Services 
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3.2.7 All staff employed by the CCGs have an obligation to make and keep 
 accurate, dated, written records of any activities which potentially develop  IP 
 which can be exploited. 
 
3.2.8 In instances where IP may need to be shared with other organisations due to 
 the transfer of the employee who developed it e.g. through Transfer of 
 Undertakings (Protection of Employment) Regulations (TUPE), the IP will be 
 managed through a specific license agreement4. 
 
3.2.9 All staff employed by the CCGs who subsequently leave the organisation 

have an obligation to ensure that any and all IP developed by them, or by 
others within the organisation, during their employment remains the property 
of the organisation when they leave. It is the responsibility of line managers to 
ensure that this principle is clearly understood when conducting an exit 
interview with a member of staff.  

 
3.2.10 Line managers are also charged with the responsibility of ensuring that IP 

developed by former staff is protected as property of the CCGs after those 
staff leave the organisation. 

 

3.3 Developments with External Parties 
 
3.3.1 Any member of staff entering into a collaboration or specific development with 

external parties, e.g. universities, must ensure that a written agreement is 
produced to address any actual or potential IP rights. 

 
 3.3.2 This could take the form of a formal contract or memorandum of agreement 

drawn up and signed by all parties. 

 
4. Duties and Responsibilities 
 
Council of 
Members 

The council of members has delegated responsibility to the 
governing body (GB) for setting the strategic context in which 
organisational process documents are developed, and for 
establishing a scheme of governance for the formal review and 

approval of such documents.  
Accountable 
Officer 

The accountable officer has overall responsibility for the 
strategic direction and operational management, including 
ensuring that CCG process documents comply with all legal, 
statutory and good practice guidance requirements.  

Designated 
Manager for 
Research and 
Development 

The designated manager for research and development will be 
responsible for ensuring that specific activities, stated in Section 
3 of this policy, are undertaken. 

 

                                            
4
 Hempsons Solicitors have advised that it is not necessary to append the license agreement to this 

policy. 
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All Staff All staff, including temporary and agency staff, are responsible 
for: 

 Compliance with relevant process documents. Failure to 
comply may result in disciplinary action being taken. 

 Co-operating with the development and implementation 
of policies and procedures and as part of their normal 
duties and responsibilities. 

 Identifying the need for a change in policy or procedure 
as a result of becoming aware of changes in practice, 
changes to statutory requirements, revised professional 
or clinical standards and local/national directives, and 
advising their line manager accordingly. 

 Identifying training needs in respect of policies and 
procedures and bringing them to the attention of their 
line manager. 

 Attending training / awareness sessions when provided. 

 

5.  Implementation  
 
5.1  This policy will be available to all staff for use in relation to dealing with issues 

pertaining to IP rights. 
 
5.2  All managers are responsible for ensuring that relevant staff within the CCGs 

have read and understood this document and are competent to carry out their 
duties in accordance with the procedures described.  

 
 

6.  Training Implications 
  
 It has been determined that there are no specific training requirements 
associated with this policy/procedure.   

   
 

7.  Documentation 
 

7.1 Other related policy documents. 
 Records Management Policy  
 
 

7.2 Legislation and statutory requirements 
Cabinet Office (1988) Copyright, Designs and Patents Act 1988. London. 
HMSO. 
 
Cabinet Office (1977) Patents Act 1977. London. HMSO 

 

7.3 Best practice recommendations 
Department of Health (2009) Records Management: NHS Code of Practice 
Part 2. London. Department of Health 
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Department of Health (2002) The NHS as an Innovative Organisation; A 
Framework and Guidance on the Management of Intellectual Property in the 
NHS (2002). London. Department of Health. 
 
NHS Executive (1998) Handling Inventions and other Intellectual Property. A 
Guide for NHS Researchers. London. Department of Health. 
 
NHS Executive (1998) The Management of Intellectual property and Related 
Matters. London. Department of Health. 

 
 

8. Monitoring, Review and Archiving 
 

8.1 Monitoring  
The governing body will agree a method for monitoring the dissemination and 
implementation of this policy. Monitoring information will be recorded in the 
policy database.  

 

8.2 Review  
 
8.2.1 The governing body will ensure that this policy document is reviewed in 

accordance with the timescale specified at the time of approval.  No policy or 
procedure will remain operational for a period exceeding three years without a 
review taking place.  
 

8.2.2 Staff who become aware of any change which may affect a policy should 
advise their line manager as soon as possible. The governing body will then 
consider the need to review the policy or procedure outside of the agreed 
timescale for revision.  

 
8.2.3 For ease of reference for reviewers or approval bodies, changes should be 

noted in the ‘document history’ table on the front page of this document.  
 
NB: If the review consists of a change to an appendix or procedure document, 
approval may be given by the sponsor director and a revised document may 
be issued. Review to the main body of the policy must always follow the 
original approval process.  

 

8.3 Archiving  
The governing body will ensure that archived copies of superseded policy 
documents are retained in accordance with Records Management: NHS Code 
of Practice 2009.  
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9 Equality Analysis 
 

Equality Analysis Screening Template (Abridged) 
 

Title of Policy: 

 

CCG CO09 Intellectual Property Rights Policy 

Short description of Policy (e.g. 
aims and objectives): 

The NHS as an Innovative Organisation; A 
Framework and Guidance on the Management 
of Intellectual Property in the NHS (2002) places 
a duty on healthcare organisations to audit, 
protect and exploit its intellectual property (IP) 
and it is the intention of the CCG to be at the 
forefront of initiatives. This document outlines a 
policy for the effective management of IP and 
gives a brief definition of what IP is. It also has 
information on who to contact if staff have an 
invention/idea/innovation that they think may 
need to be protected, or if they require general 
advice on IP arising from their work. 

Intellectual Property (IP) is created when an idea 
takes some tangible form. The legal framework 
within the United Kingdom (UK) then lets people 
own this IP. This legal ownership (IP right), 
enables the value of the idea to be identified and 
realised, as the owner is granted exclusivity for a 
period of time normally in exchange for its public 
disclosure. This period of exclusivity rewards the 
inventor without restricting public access to the 
new idea, and thus the UK’s IP framework plays 
an important role in the dissemination of 
innovation. 

Directorate Lead: See paragraph 2.3 

Is this a new or existing policy? New 

 

Equality Group  Does this policy have a positive, neutral or negative 
impact on any of the equality groups? 

Please state which for each group. 

Age Neutral 

Disability Neutral 

Gender Reassignment Neutral 
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Marriage And Civil 
Partnership 

Neutral 

Pregnancy And 
Maternity 

Neutral 

Race Neutral 

Religion Or Belief  Neutral 

Sex Neutral 

Sexual Orientation  Neutral 

Carers Neutral 

 
 

Screening 
Completed By 

Job Title and 
Directorate 

Organisation Date completed 

Jeffrey Pearson Policy and Corporate 
Governance Lead 

NHS County Durham 
and Darlington 

11 October 2012 

 

Directors Name  Directors Signature Organisation Date 
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Appendix 1 

 
What categories of intellectual property are there?

5
 

 

Categories        Protected by 
 
Inventions, each embodying a new idea     Patent 
capable of being made or used by industry 
and involving a non-obvious inventive step. 
(There are a number of excluded classes, such as 
mathematical algorithms, methods of treatment 
of the human or animal body by surgery or 
therapy, or methods of diagnosis) 
 

Literary and artistic works, films, videos,     Copyright 
records, broadcasts and typographical 
arrangements, including computer software 
 

Designs and design drawings, mainly     Registered Design 
Rights of aesthetic objects 
 

Engineering components, architectural, Unregistered Design Rights drawings, etc. 
 
Product brand names, company logos, etc. Trade Marks 
 
Trade secrets, background techniques, Know-how 

 
Which of these categories are relevant to NHS research? 
 

Patents, copyright and know-how, probably in that order of importance, with 
perhaps a few cases of unregistered design rights. 

 
How can protection be achieved for these categories? 
 

External registration is essential in the case of patents. All patents are published and 
give full details of the invention. 
 
Copyright, including that on computer software, requires no external registration and 
comes automatically. It is however as well to establish ownership of each item by 
attaching a statement such as: 
 

© ABC Trust 1998. All rights reserved. Not to be reproduced in whole or in 
part without the permission of the copyright owner. 

 
Know how protection is achieved by its owner by keeping the information secret. 
The owner can share its secret with others if it chooses to do so. 
 

                                            
5
 Taken from Handling Inventions and other Intellectual Property. A Guide for NHS Researchers 
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For unregistered design rights a wise precaution is to mark all drawings of an object 
over which rights are claimed with the date and the name of the owner of those 
rights 
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Procurement Policy 
 

 

1. Introduction 
 

For the purposes of this policy, Northumberland, North Tyneside, Newcastle 
North and East, Newcastle West, Gateshead, South Tyneside, Sunderland, 
North Durham, Durham Dales, Easington and Sedgefield, Darlington, 
Hartlepool and Stockton on Tees and South Tees Clinical Commissioning 
Groups will be referred to as ‘the CCGs’      
 
The Clinical Commissioning Groups (CCGs) aspire to the highest standards 
of corporate behaviour and clinical competence, to ensure that safe, fair and 
equitable procedures are applied to all organisational transactions, including 
relationships with patients, their carers, public, staff, stakeholders and the use 
of public resources.  In order to provide clear and consistent guidance, the 
CCGs will develop documents to fulfil all statutory, organisational and best 
practice requirements and support the principles of equal opportunity for all.  

 
The CCG’s role, as commissioners, is to secure services that meet the health 
needs of the local population and that deliver the best combination of quality 
to patients and value for taxpayers. Procurement enables this by securing 
services through transparent engagement with providers, normally 
culminating in an award of a new contract(s) albeit that this may be a new 
contract awarded to an existing provider. 
 
 

   

1.1 Status  
This policy is a corporate policy. 
 

1.2 Purpose and scope  
The purpose of this document is to outline the procurement policy of the 
CCGs and to ensure that procurement activity complies with relevant 
legislation and Department of Health guidance.  
 
This policy will also enable the CCGs to: 
 

 Decide when to use Procurement 

 Determine Procurement approach 

 Outline key aspects of Procurement 

 Outline key considerations to take into account when undertaking a 
Procurement process 

 
This document covers the procurement of clinical health services only and 
does not cover the procurement of non-pay goods and services. Out with this 
scope there is a range of services that are covered by defined procurement 
channels as summarised below: 
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 Goods and supplies, which can be procured via NHS Supply Chain 

 Drugs and medical equipment, which can be procured via NHS Supply 
Chain or collaborative procurement protocols 

 Individual packages of care as commissioned under formal single or 
joint agency arrangements, such as Continuing Health Care, Section 
28a 
 

This policy sets the context within which procurement is undertaken and takes 
effect for all procurement activity that commences from April 2013.  The policy 
has been developed in line with EU Procurement Directives, implemented in 
UK law by The Public Contracts Regulations 2006 (as amended) (the 
“Regulations”), which apply to the award of contracts by public bodies.  As 
public bodies the CCGs are required to adhere to legislation that governs the 
award of contracts by public bodies, including the Regulations. 
 
It has been developed to reflect key themes from relevant guidance, including 
‘Procurement guide for commissioners of NHS-funded services’ (30 July 
2010, Gateway Reference; 14611), ‘Principles and Rules for cooperation and 
competition’ (30 July 2010, Gateway Reference 14611) and ‘Procurement of 
healthcare (clinical) services’ (September 2012, NHS Commissioning Board). 
 
This policy is supported by policies and procedures including; 

 The scheme of delegation, standing orders and detailed financial 
policies of each CCG,   

 NHS Standard Contracts 
 

 

2. Definitions 
 
2.1 Commissioning is the process of putting in place healthcare services that 

effectively meet the needs of the population and includes assessing the needs 
of the population, prioritising health outcomes, specifying requirements and 
monitoring quality of services. 

 
2.2 Procurement is the process of securing, or purchasing those services. 
 

 

3. Principles, Plan and Process 
 
3.1  Principles 

3.1.1 The objective of this policy is to provide a framework to ensure all 
procurements meet the overarching obligations of procurement law, namely, 
transparency, proportionality, non-discriminatory and equality of treatment.  In 
addition the framework is designed to ensure that procurements are evidence 
based; deliver key business objectives; services are innovative, affordable 
and viable; clinically safe and effective; set stretched targets to improve health 
outcomes and the quality of patient experience. 
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3.1.2 The policy and all procurements are underpinned by a number of core 
principles that the CCGs will observe. This will clearly demonstrate to all 
stakeholders including providers of services that the CCGs are adopting a 
principled approach to the procurement of healthcare. 
 

3.1.3 The CCGs procurement policy identifies its principles when procuring clinical 
healthcare services as; 

 
i) Transparent 

The CCGs will account publicly for expenditure and actions through: 

 publication of all commissioning strategies and intentions,  
outcome of service reviews and the mechanism by which it will 
secure services on its website; 

 advertising all procurements with a value in excess of £100,000 
on NHS Supply2Health and in the Official Journal of the 
European Union (OJEU) where appropriate (i.e. where high 
value and/or cross border interest) (N.B. EU regulatory 
thresholds are subject to change); 

 full publication of evaluation and scoring criteria in procurement 
documentation; 

 publication of contract award details on NHS Supply2Health and 
in OJEU (where total contract value is £156,00 or greater); 

 maintenance of an auditable documentation trail of all key 
decisions which provides clear accountability; 

 compliance with Cabinet Office policy and guidance by 
publication of all tender opportunities and contract awards over 
£10,000 con Contracts Finder. 

 
 Commissioning strategies and intentions will clearly state the services 

that are prioritised for the next 12-36 months and will outline, at a high 
level, those services which are expected to use competitive 
procurement to deliver and those which are likely to be delivered via 
Single Tender Action (e.g. where there is strong evidence to 
demonstrate that only one provider is capable of delivering the service). 

 
 The CCGs will state the outcome of service reviews and inform whether 

or not a competitive tender will be used.  These decisions will be 
informed from: 

  

 Healthcare Market Analysis 

 Benchmarking 

 Provider Engagement.  
 

Market management tools such as Prior Information Notices (PIN) will 
be used to ensure current and potential providers have engagement 
opportunities. 

 
ii) Assured, objective, and proportionate  
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The level of resource that the CCGs put forward into the process will 
be proportionate to the value, complexity and risk of service and the 
correct procurement route will be identified.  

 
The CCGs will equally carry out the relevant financial and quality 
assurance checks for all potential providers by undertaking an 
assessment of each provider. These checks will be proportionate to the 
service that is to be procured.   
 

iii) Competitive and Non Discriminatory 
All forms of procurement will be transparent and non-discriminatory.  
The specification and bidding process must not discriminate against or 
in favour of any particular provider or group of providers.  
 
All tender documentation will identify objective evaluation criteria and 
weightings and include detailed scoring criteria that bids will be 
evaluated against. No provider will be given preference over another.  
 
The CCGs will provide all information in good time ensuring all 
potential providers have the ability to assess the service provision and 
whether they wish to express an interest in providing that service. 
 
The CCGs will not favour or advantage a provider from any sector 
(Public, Private, Third etc.) or nationality/geographical background.  
This will ensure that the successful provider is selected in relation to 
their compliance with the evaluation criteria and not with regard to the 
type of organisation. 
  

iv) Contracts 
Standard NHS contracts will be used. Where no NHS contract is 
available a locally developed contract will be used until such times as a 
national template is available. 

 
v) Conflicts of Interest 

All conflicts of interest will be declared and managed appropriately as 
highlighted in the dispute resolution process (Appendix 4) and in 
accordance with the Bribery Act 2010. 
 
All incumbent and potential providers will declare potential conflicts of 
interest. 
 
All internal parties involved in the procurement of a potential service 
will also declare any conflict of interest at the commencement of the 
procurement (Appendix 5).  
 
All conflicts of interest that arise in relation to procurement must be 
appropriately managed.  The CCGs will comply with the 
recommendations detailed within the NHS Commissioning Board 
Authority’s Code of Conduct which outlines safeguards for CCGs when 
commissioning services for which GP practices are potential providers. 
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vi) Diversity 

The CCGs will promote diversity of provision and acceptable choices 
for local service users in accordance with the Equality Act 2010. 
 

vii) Procurement competencies 
Recognise the contribution of all functions in the CCGs in delivering 
best procurement outcomes and support competency and development 
in the commissioning and procurement process. 

 
viii) Use of Resources 

The CCGs will comply with internal governance and legal requirements 
for procurement procedures. 

  
ix) Sustainability 

The CCGs will consider the economic, environmental and social issues 
relating to services they intend to procure in accordance with The 
Public Services (Social Value) Act 2012. 

  
 

3.2  National Policy Context 
 
3.2.1 The CCGs aim to address issues of health inequality, variations in access and 

to improve the health outcomes of the population of the CCG. To support this, 
investment will need to be delivered via robust procurement and investment 
planning. The CCGs will need to determine which changes will occur to 
service delivery of existing services and where there will be benefit to patients 
in terms of access, choice and patient experience by identifying new providers 
into the market.  
 

3.2.2 The latter might be through the ‘Any Qualified Provider’ (AQP) models, 
through competitive tendering or through Single Tender Action. To achieve 
this it is essential that there are well developed, transparent processes that 
are accessible and effective. 

 
3.2.3 Where a CCG chooses to use commissioning support it will remain 

accountable whether or not it appoints others to carry out activities on its 
behalf.  The CCGs will not delegate responsibility for decisions in relation to 
procurement. As a public body, the CCG will adhere to legislation that 
governs the award of contracts by public bodies 

 

3.3  Procurement Options 
 
3.3.1 In evaluating procurement options the decision will need to be made on which 

procurement route to adopt; 
 

 Single Tender Action (uncontested procurement) 

 Open Competition 

 Restricted Competition 

 Competitive dialogue 
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Note:  where the CCGs decides to procure through a Single Tender Action the 
rationale must demonstrate with supporting evidence that there is only one 
provider capable of delivering the services and that they can deliver value for 
money.  Single Tender Actions carry an inherent risk of legal challenge and 
the governing body must be assured of the rationale for the decision.   

 
3.3.2 Under AQP, any provider assessed as meeting rigorous quality requirements 

who can deliver services at a pre-set tariff, under the NHS Standard Contract 
is able to deliver the service.  Providers have no volume guarantees and 
patients will decide which provider they are referred to on the basis of quality.   
Consideration should be given to the characteristics of the service and the 
local healthcare system to determine whether patient choice under AQP is 
appropriate for a given service.  This consideration will include whether the 
service lends itself to patient choice, an assessment of the current market, the 
degree of choice and competition in the market and potential barriers to entry. 

 
3.3.3 A process flow for each competitive tender option can be found in Appendices 

1, 2, and 3. 
 

3.4  Procurement Stages 
 

i) Advertising 
Adverts will be clear and will succinctly promote the procurement opportunity, 
encouraging suitably qualified providers to respond. The advert will be 
published in an appropriate means including NHS Supply2Health, the CCGs’ 
website and when applicable the OJEU (i.e. where there is a potential for 
cross-border interest or it is a high value contract). 
 
The scope of any procurement opportunity must be carefully considered prior 
to advertisement as any subsequent changes may result in a requirement to 
halt the process and re-advertise.   
 
Advertisements are key to alerting the market, in increasing market 
stimulation and ensuring adequate competition.  Adverts must provide 
sufficient detail of the services, including what they are, how they are to be 
delivered, how they are to be priced and expected outcomes.  The advert 
should also detail how the contract will be awarded, i.e. high level evaluation 
criteria. 
Where AQP is the approach being adopted, it is also necessary to place an 
advertisement so that providers are able to respond to the opportunity. 
 
ii) Memorandum of Information (MOI)  
Larger scale procurements may require the publication of a Memorandum of 
Information (MOI). This would be issued at the same time as the 
advertisement and is the communication with the market at the first stage of 
the formal procurement process. 
 
The MOI is a document providing an overview of the services that will be 
competitively tendered. It contains the background information and context of 
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the procurement. It will not contain any commercially sensitive information and 
will be available to any organisations who register their interest in the 
procurement through an electronic procurement portal.  The information 
allows potential providers to make an initial assessment of the opportunity so 
that they can determine whether they wish to proceed to the next stage. 
 
iii) Market Engagement /Bidder Events 
Prior to the start of a procurement process, market engagement events may 
be held to stimulate interest and gain feedback from the market in relation to 
service specification, commercial and contractual models.  This will also 
provide the CCG with information in relation to the size, shape and capability 
of the market. The CCG may also publish a Request for Information (RFI) to 
obtain written feedback from the market in the same areas. 
 
Bidder Events are held following the commencement of the formal 
procurement process and allow providers to obtain a more in depth 
understanding of the procurement requirements and provide a further 
opportunity to stimulate market interest.  Potential Providers are given the 
opportunity to raise clarification questions and request additional information.  
Note: It is essential to ensure that all interested parties are provided with the 
same level of information during the procurement process, so all information 
provided, points of discussion, etc. from any bidder event must be made 
available to all. 
 
Due to the cost implications of holding market engagement and bidder events, 
the overarching principle of Proportionality will remain. 

 
iv) Pre-Qualification Questionnaires 
When the Restricted Procedure is utilised, a Pre-Qualification Questionnaire 
(PQQ) is used to enable the CCGs to evaluate providers in their suitability to 
be short listed for the Invitation to Tender /Invitation to Participate in Dialogue 
stage. 
 
Potential Providers will complete a PQQ which allows the CCG to assess the 
capacity and capability, legal status and economic and financial viability of 
their organisation to deliver the service requirements.  Note: The PQQ is an 
assessment of the organisation and not the service delivery and financial 
model which are tested at a later stage within the procurement process. 
 
The PQQ document is published on a secure website and is available to all 
Potential Providers who register their interest on an electronic procurement 
portal. 
 
Bidders are short-listed against a set of published evaluation and scoring 
criteria.  Short-listed organisations are taken forward to the next stage of the 
procurement process. 
 
v) Invitation to Tender 
The Invitation to Tender (ITT) documents is issued to short listed 
organisations or in the case of the Open Procedure they are combined with 
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the PQQ in a single stage process. The ITT documents consist of guidance 
and instructions to the bidders on the process, detailed evaluation criteria, 
questions and corresponding response criteria based on the financial model, 
approved Service Specification and associated contractual requirements. 
 
Bidders are required to submit their responses to address requirements within 
the ITT documents within a specified deadline. The responses are evaluated 
against pre-determined, and pre-documented evaluation and scoring criteria. 
 
To avoid the risk of challenge it is essential that the process is clear and that 
the stated process is adhered to, thereby ensuring that all providers have a 
fair and equal opportunity to respond. 
 
vi) Tender Evaluation 
Tender evaluation is the non-discriminatory, transparent and objective 
process used to evaluate bid responses.  It is essential that details of 
evaluation and scoring processes are stated at the time of offer and that 
scoring undertaken by the evaluation panel is entirely consistent with those 
criteria and processes. The tender evaluation panel is a legal requirement of 
any tender process and its function is to ensure the safety, quality, 
performance, financial viability and merit of potential providers to serve 
patients on behalf of the CCGs. 
 
Multi-disciplinary teams will be established for all procurements to ensure fair 
and transparent scoring of each submission. The Evaluation panel will consist 
of representatives appropriate to the service requirements and the size and 
scope of the procurement.  A panel is typically made up of the following 
representatives: 

 

 Procurement Representative (Facilitator) 

 Commissioning Lead 

 Clinical Representative 

 Finance Representative 

 Clinical Governance/Patient Safety Representative 

 Contract Management Representative 

 IM&T Representative 

 Estates Representative 

 HR Representative 
 
Other representatives may sit on the panel, i.e. partners such as Local 
Authority.  Roles and responsibilities of panel members must be clearly 
defined at the outset.  Conflicts of interest will be taken into account when 
selecting panel members and all conflicts resolved to the satisfaction of the 
CCG prior to commencing evaluation of bid responses. 
 
 
vii) Contract Award and Standstill 
Following evaluation of responses a successful provider will be identified 
based on their total score in the process. Contracts are to be awarded by 
selecting the provider offering the “Most Economically Advantageous Tender 
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(MEAT)” which takes into account overall value for money.  The criteria which 
determine the MEAT are those which are set out in the ITT. 
 
The CCG will always make the final decision to award a contract to an 
identified successful provider; the decision must be based on the outcome of 
the evaluation.   
 
All providers involved in the procurement process must be notified of the 
outcome.   Letters will be issued to the successful and unsuccessful providers.  
It is essential that the content of the letters is fully compliant with the 
requirements of the Public Contracts Regulations 2006 (as amended).   
 
Whilst not a mandatory requirement for Part B services, a standstill period of 
at least 10 days between notification of the bidders of the outcome of the 
procurement process and contract award/signature should be adopted to 
allow unsuccessful providers to obtain further information and an opportunity 
to challenge the decision before their rights to obtain relief other than 
damages are closed off.  CCGs may choose to further extend this period 
allowing additional time to resolve any issues that may arise, so as to avoid 
costly legal proceedings. 
 
Once the ‘standstill’ period has passed, the contract is then formally awarded 
to the successful provider. 
 
Contracts awarded with a value in excess of £100,000 must be published on 
the NHS Supply2Health portal.  Where the contract value exceeds the EU 
threshold for Part B services (which is subject to change), then a contract 
award notice must also be published in OJEU within 48 days.  
 
 

3.5  Procurement Plan / New Service Models 
 
3.5.1 The CCGs will determine and publish a timeline for reviewing existing 

services.  
 

3.5.2 The decision making process and range of factors that will be considered may 
be broadly similar in different scenarios and the process will be transparent, 
proportionate and non-discriminatory. 
 
Key considerations that will inform a commissioner’s decision may include: 

 

 Commissioning Priorities 

 QIPP 

 Service Reviews 

 Healthcare Market Analysis 

 Public, Patient and Staff Engagement 
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3.5.3 Procurement options should be considered where a commissioner is seeking 
to secure investment in new service models or significant additional capacity 
such as:  
 

 New Service Models – where the commissioner is seeking to procure a 
new service model to address defined commissioning priorities. This 
may be a completely new service, an existing service delivered in a 
completely different way. 
 

 Additional Capacity – where the commissioner is seeking investment in 
significant, additional capacity to supplement existing services and/or 
improve access to services. 

 
3.5.4 If, on review existing contracts are identified as not fit for purpose, not best 

value or not meeting strategic objectives, (all or a combination of these) then 
the CCGs will determine whether the contracted service should continue to be 
commissioned.   

 
 

3.6  Process for Sign off and Procurement for New Services 

 
3.6.1 The process will ensure that the CCGs and their commissioning partners (e.g. 

local authority) will; 

 commission services which are safe and equitable for the population 
of the CCG 

 commission services that meets patient’s needs 

 commission services that meets the strategic objectives of the CCG. 

 reduces the risk of legal challenge to the CCGs by following best 
practice in procuring services 

 ensure robust and viable contracts are in place  

 Stimulate the market to meet demand and secure required clinical, 
and health and well-being outcomes. 

 
3.6.2 Before any Procurement commences, it is essential that a CCGs approve a 

Procurement Strategy, to be reviewed by the CCG Board or a CCG 
Representative nominated by the Board. 

 
The Procurement Strategy is form acts as the initial gateway to the 
procurement and includes information such as: 
 

 Financial Envelope and Approved Authorisation 

 Funding Information 

 Current State 

 TUPE implications 

 Anticipated benefits in line with QIPP 

 Market analysis 

 Procurement Process 
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3.7  Market Development 
 
3.7.1  Effective engagement with providers is crucial for effective procurement of 

health services.  
 

3.7.2 As such, one of the CCGs roles is to identify current weaknesses in provision 
against the strategic aims and to assess where weaknesses in existing 
markets may be a contributing factor.  Market analysis and engagement will 
be undertaken to assess the existing position and determine strategies for 
improvement. 
 

3.7.3 The CCGs will seek to stimulate the market through appropriate publicity and 
marketing for identified services.  
 

 

3.8  Capacity and Capability 
 
3.8.1  The CCGs need to ensure that the right procurement capability and capacity 

is widely available and gaps are actively identified and managed to ensure; 

 Commissioning staff have appropriate skills in relation to their role in 
procurement; 

 The CCG has capacity and capability to undertake healthcare 
procurement; 

 The CCG has a systematic process to demonstrate best value, 
governance and probity. 

 
3.9  Procurement Governance 
 
3.9.1 In order that procurements are planned, communicated and managed 

appropriately the procurement service will: 
 

 Be informed by the commissioning leads on the commencement of 
a service specification. 

 Work with the appropriate individuals to determine the best route to 
procure the service, once the service specification has been 
developed 

 Set a timetable and lead the process to ensure all milestones are 
met, legal and otherwise 

 Ascertain the type of contract to be offered, e.g. single contract or 
AQP. 

 Establish evaluation panels and facilitate the evaluation of 
proposals submitted by providers against pre-determined criteria. 

 Ensure the process is audited providing an open and transparent 
framework that can stand scrutiny in the event of a legal challenge 
on the decisions made. 

 

3.10  Risks, Pricing and Incentives 
3.10.1 The consequences of not following best practice procurement processes and 

principles are that aggrieved providers may; 
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 Initiate a local dispute resolution procedure via the NHS 
 Commissioning Board. 

 Bring actions in the UK courts for damages and/or for the award 
decision to be set aside. 

 Bring wasted cost claims 

 Seek judicial review 

 Bring the breach to the attention of the European Commission by 
lodging a complaint which could lead to an investigation and formal 
legal proceedings in the European Court of Justice. 

 Lodge a dispute through the Co-operation and Competition Panel (to 
become the role of Monitor) where they feel the Principles and Rules of 
Co-operation and Competition have been breached 

 
 

3.10.2 All decisions in relation to Procurement will be determined by what it is trying 
to achieve for its patients and populations, including decisions on how prices, 
funding models and contract durations will reflect risk transfer and create 
incentives. 

 
3.10.4 A commissioner will wish to review pricing mechanisms to complement the 

service specification and ensure they will drive the behaviours it is seeking to 
achieve, for example: 

 

 Increased activity 

 Improved outcomes 

 Addressing Health Inequalities 

 Service Delivery 
 
3.10.5 In turn, adjusting the funding model and prices to reflect an appropriate 

balance of risk will impact upon the extent to which revenues are determined 
by 

 

 Performance Risk 
As providers will generally be in control of performance, an appropriate 
transfer of risk would link prices and payments to performance 
 

 Demand Risk 
When undertaking procurements, the CCGs will consider how to manage 
risks of demand being higher, or lower, than anticipated. Contracts will be 
constructed so that the risk of greater demand lies with the provider where 
appropriate. However, providers are likely to require greater compensation 
if they are taking more risks, so contracts that transfer risk are likely to be 
more expensive. 

 

3.11  Gainsharing 
3.11.1 Gainsharing is a tool that allows CCGs to drive behaviours in providers which 

leads to cost savings. It allows both provider and commissioner to identify and 
share savings, and can be useful in developing longer-term strategic 
partnerships. 
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3.11.2 Gainsharing can utilise a programme administrator to maintain an arm’s 

length relationship between provider and commissioner. Where cost savings 
are found and then shared between the two bodies, the administrator will 
check the drivers are: 

 

 Safe 

 Effective 

 Appropriate (against benchmarks where possible) 
 
3.11.3 Contractual terms can encourage the reinvestment of the savings into patient 

care/ other efficiencies. 
 

3.11.4 It is paramount that clinicians are involved in this process as they are best 
placed to understand how the process may be streamlined to reduce cost, 
strengthen efficiency and improve quality. 

 
3.11.5 It is anticipated that Gainsharing will have the greatest impact on high-cost, 

high volume specialties for Providers with a sufficient level of activity. 
 

3.11.6 The benefits of Gainsharing are threefold: 
 

Provider benefits: 

 Keeping some of the savings 

 Incentive to innovate 

 Reduction in destabilisation risk 
 

CCG Benefits 

 Facilitates new patterns of provision where appropriate 

 Getting better prices 

 Reduced risk of the destabilisation of existing providers 

 Bringing providers on the strategic journey 
 

Patient Benefits 

 Receiving treatments in more appropriate settings 

 Financial benefits are reinvested to improve services. 
 

3.11.8 The CCGs will ensure one provider is not favoured above another and will be 
open, transparent and non-discriminatory regarding which providers it works 
with. 

 
3.11.9 The CCGs will also consider opening up these opportunities to new providers 

in order to ensure the best possible chance for innovative solutions. 
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4. Duties and Responsibilities 

 
Council of 
Members 

The council of members has delegated responsibility to the 
governing body (GB) for setting the strategic context in which 
organisational process documents are developed, and for 
establishing a scheme of governance for the formal review and 

approval of such documents.  
Accountable 
Officer 

The accountable officer has overall responsibility for the 
strategic direction and operational management, including 
ensuring that CCG process documents comply with all legal, 
statutory and good practice guidance requirements 

Chief operating 
Officer 

The chief operating officer will arrange for: 
 Updating of the policy as and when required to meet national 

and local policy. 
 Updating of the policy as and when required in order for the 

CCG to meet legislative requirements 

 Communicating of the policy throughout the organisation to 
ensure compliance. 

 

All Staff All staff, including temporary and agency staff, are responsible 
for: 

 Compliance with relevant process documents. Failure to 
comply may result in disciplinary action being taken. 

 Co-operating with the development and implementation 
of policies and procedures and as part of their normal 
duties and responsibilities. 

 Identifying the need for a change in policy or procedure 
as a result of becoming aware of changes in practice, 
changes to statutory requirements, revised professional 
or clinical standards and local/national directives, and 
advising their line manager accordingly. 

 Identifying training needs in respect of policies and 
procedures and bringing them to the attention of their 
line manager. 

 Attending training / awareness sessions when provided. 

 

5.  Implementation  
 
5.1  This policy will be available to all Staff for use in ensuring that procurement 

activity complies with the relevant legislation and guidance. 
 
5.2  All managers are responsible for ensuring that relevant staff within  the CCG 

have read and understood this document and are competent to carry out their 
duties in accordance with the procedures described.  

 
  It may be necessary to develop specific implementation plans. 
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6.  Training Implications 
 
  The training required to comply with this policy are: 

 Procurement and AQP Workshop 

 Any other training identified 
 
 

7.  Documentation 
 

7.1 Other related policy documents. 
CCGs Standing Financial Instructions 

 
 

7.2 Legislation and statutory requirements 
 Public Contracts Regulations 2006 (as amended) 
 

7.3 Best practice recommendations 
Procurement guide for commissioners of NHS-funded services (30 July 2010, 
Gateway Reference; 14611); 
 
Principles and Rules for cooperation and competition (30 July 2010, Gateway 
Reference 14611); 
 
Procurement of healthcare (clinical) services (September 2012, NHS 
Commissioning Board). 

 
 
 

8.  Monitoring, Review and Archiving 
 

8.1 Monitoring  
The governing body will have a method for monitoring the dissemination and 
implementation of this policy. Monitoring information will be recorded in the 
policy database.  
 

8.2 Review  
 
8.2.1 The governing body will ensure that this policy document is reviewed in 

accordance with the timescale specified at the time of approval.  No policy or 
procedure will remain operational for a period exceeding three years without a 
review taking place.  
 

8.2.2 Staff who become aware of any change which may affect a policy should 
advise their line manager as soon as possible. The governing body will then 
consider the need to review the policy or procedure outside of the agreed 
timescale for revision.  
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8.2.3 For ease of reference for reviewers or approval bodies, changes should be 
noted in the ‘document history’ table on the front page of this document.  
 
NB: If the review consists of a change to an appendix or procedure document, 
approval may be given by the sponsor director and a revised document may 
be issued. Review to the main body of the policy must always follow the 
original approval process.  

 

8.3 Archiving  
The governing body will ensure that archived copies of superseded policy 
documents are retained in accordance with Records Management: NHS Code 
of Practice 2009.  

 
 

9 Equality Analysis 
 

Equality Analysis Screening Template (Abridged) 
 

Title of Policy: 

 

CCG CO13 Procurement Policy 

Short description of Policy (e.g. 
aims and objectives): 

The purpose of this document is to outline the 
procurement policy of the CCGs and to ensure 
that procurement activity complies with the 
relevant legislation and Department of Health 
guidance.  

 
This policy will also enable the CCGs to: 

 

 Decide when to use Procurement 

 Determine Procurement approach 

 Outline key aspects of Procurement 
 

This document covers the procurements of 
clinical health services only and does not cover 
the procurement of non-pay goods and 
services. 

 

 This updated policy sets the context 
within which the Procurement Strategy 
operates and supersedes the previous 
policy published in December 2008 and 
takes effect for all procurement activity 
that commences from April 2010 

Directorate Lead:  
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Is this a new or existing policy? New 

 

Equality Group  Does this policy have a positive, neutral or negative 
impact on any of the equality groups? 

Please state which for each group. 

Age Neutral 

Disability Neutral 

Gender Reassignment Neutral 

Marriage And Civil 
Partnership 

Neutral 

Pregnancy And 
Maternity 

Neutral 

Race Neutral 

Religion Or Belief  Neutral 

Sex Neutral 

Sexual Orientation  Neutral 

Carers Neutral 

 

Screening 
Completed By 

Job Title and 
Directorate 

Organisation Date completed 

Jeffrey Pearson Policy and Corporate 
Governance Lead 

NHS County Durham 
and Darlington 

13 February 
2013 

 

Directors Name  Directors Signature Organisation Date 

    



Northumberland, North Tyneside, Newcastle North and East,      
Newcastle West, Gateshead, South Tyneside, Sunderland,  
North Durham, Durham Dales, Easington and Sedgefield, 
Darlington, Hartlepool and Stockton on Tees and  
South Tees Clinical Commissioning Groups 

 

CCG CO13 Procurement Policy 

 

Appendix 1 – Open Procedure Flow 
 
 

Open Procedure 
 

 All interested parties can submit a tender in response to the advertised service and 
all responses submitted will be entitled to assessment. 

 

 
 
 
 
 
 
 
 

Submit Notice for Publication 

Suppliers request contract 
documents 

Documents issued electronically 

Final date for receipt of tenders 

Evaluate Bids 

Issue Intent to Award 
notification to successful 

provider 

Allow for standstill period 

Award Contract and publish 
award notice 
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Appendix 2 – Restricted Procedure Flow 
 

Restricted Procedure 
 

 All interested parties can express an interest in the service but only those providers 
who meet the contracting authority’s selection criteria will be selected. 

 The authority will provided a Pre-Qualification Questionnaire (PQQ) outlining the 
minimum requirements for participation in the tender exercise and providers will be 
scored on their responses.  

 Candidates who are successful at PQQ stage will then be issued an Invitation to 
Tender (ITT) by the contracting authority. 

 
 

Submit notice for publication 

Suppliers request and submit 
Pre-Qualification Documents 

Submissions evaluated against 
a pre-agreed criteria and best 

qualified are selected 

Invitations to Tender are issued 
to suppliers simultaneously and 

include  the ITT documents 

Final Date for reciept of 
tenders 

Evaluate responses against pre-
agreed  and documented 

criteria  

Issue Intent to Award 
notifications 

Allow for Standstill period 

Award Contract and Publish 
Award Notice 



  
 

CCG CO13 Procurement Policy                                                        22 
 

Appendix 3 – Competitive Dialogue Procedure Flow 
 
Competitive Dialogue 

 
This is a new procedure introduced which has the advantage of allowing the input of those 
participating in the tender process. 
 

 All interested parties can express an interest in tendering for the contract but only 
those who meet the selection criteria at PQQ stage will be invited to participate in 
dialogue. 

 During the dialogue, tenderers are able to individually discuss aspects of the 
contract with the contracting authority. Solutions are worked up with each tenderer 
on the basis of the ideas and proposals put forward by that tenderer.  

 There can be no ‘cherry-picking’ by the CCG of the best bits of various and 
individual solutions.  Once the dialogue has generated potential solutions to the 
CCG’s requirements, the remaining tenderers are invited to submit a final tender 
based on their individual solutions The best tender can then be selected, but there 
is very little margin for further changes once submitted 

 

 

Submit notice for publication 

Suppliers request and submit Pre-
Qualification Documents 

Submissions evaluated against a pre-
agreed criteria and best qualified are 

selected to participate in dialogue 

Invitations to Participate in Dialogue are 
issued to suppliers simultaneously 

Dialogue phase. No of solutions / bidders 
can be reduced where set out in 

descriptive document 

Final Tenders 

Evaluate Tenders. Seek clarification, 
specification and fine tuning from 

tenderers as necessary 

Selection of Preferred Bidder & 
notification to Preferred Bidder and other 

tenderers. Commence standstill period 

Confirmation of commitment from 
preferred bidder and sign contract. 

Publish Contract Award notice 
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Appendix 4 – Appeals Process 

 
 

CCG Dispute Resolution and Appeals process 
 
 
 

Contents 
1. Introduction  
 
 
2. Objectives, principles and acceptance criteria of the CCG process  

 
 

3. Reserved matters 
 
 

4. The disputes resolution process  
 
 

5. Appeals 
 
 

6. Membership of the CCG Panel 
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  COMPETITION AND CO-OPERATION –  
DISPUTE RESOLUTION PROCESS 

 
1 INTRODUCTION 
 

This document sets out the dispute resolution process (DRP) for dealing with perceived 
breaches of 10 principles and rules of co-operation and competition in the CCGs. 
 
Note: Where a dispute arises NHS partners regarding contractual arrangements it is not 
proposed to change the existing arrangements.   
 
The design of the process is based on the principle that disputes should be resolved at the 
most local level possible: 

 The first port of call for the provider is the CCG, who should have clear processes for 
resolving the dispute locally.   

 If the dispute is not successfully resolved at this level, the complaint should then be 
heard by an NHS Commissioning Board (NHSCB) level panel.   

 If the complaint is still not successfully resolved, it can be referred to a national 
Independent Advisory Panel, which will be in place from October 2008. (the 
Cooperation and Competition Panel) 

 
The process is fully aligned with the agreed resolutions process in that there are common 
objectives, principles and acceptance criteria to ensure consistency in the system.   
 
 

2 OBJECTIVES, PRINCIPLES AND ACCEPTANCE CRITERIA OF THE DISPUTE 
RESOLUTION PROCESS  

 
2.1 Objectives for the dispute resolution process 
 

The objectives of the Durham Dales, Easington and Sedgefield Clinical Commissioning 
Group dispute Resolution Process are as follows:  

 To resolve disputes relating to the principles and rules for co-operation and competition 
transparently, fairly and consistently. 

 To assure providers that the process is fair and transparent, enhancing willingness to 
participate in the market. 

 To mitigate risks and protect the reputation of the NHS. 

 To be compliant with acceptance criteria of the disputes resolution process.  

 To prevent where possible legal challenge/ expensive external referral processes.  
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2.2 Underpinning Principles of the Dispute Resolution Process   
(System Management Principles) 

 
The process in the CCG will also uphold the national principles for system management.  
These are as follows: 
 
Transparency 

 Communicate the process and decision making criteria widely and in advance. 

 Engage all relevant stakeholders in the development of this process. 

 Enforce declarations of interest. 

 Publish findings within the CCG geographical area.  

Objectivity 

 Base analysis and the decision on objective information and criteria. 

 Maintain an audit trail. 

Proportionality 

 Only begin the formal dispute process on matters of material importance. 

 Resources used must be proportionate to the significance of the dispute. 

Non discriminatory 

 The CCG panel must not favour one part of the system over another. 

Accountability 

 The NHSCB will provide to the governing body information relating to the number of 
disputes considered and outcome.   

 
Subsidiarity 

 Wherever possible the dispute should be managed by the CCG drawing on NHSCB 

support as required. 

 If this fails then the NHSCB will manage the process – managing issues of conflict of 
interest through membership of the national Independent Advisory Panel. 

Consistency 

 Ensure internal coherence and consistency. 

 The CCG process is aligned with the NHSCB process having common acceptance 
criteria, objectives and principles 

No double jeopardy  

 Providers should not be held to account differently by different institutions, and there 
should be read across between the processes at local, regional and national level.    
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2.3 Acceptance Criteria for the CCG Panel 
 

The panel will only accept disputes that meet the following criteria:  
 

 The content of the dispute is covered by the principles and rules for co-operation 
and competition.  

 There is a full and frank disclosure of all relevant and applicable information. This 
does not preclude the panel from asking for further information as it requires. 
Furthermore, any individuals connected to the complaint are on hand to provide 
further evidence / testimony as required. 

 The Panel is best placed to resolve the issue (i.e. over the other regulators 
including OFT, ASA).  

 The dispute is not a reserved matter  

 No legal proceedings have commenced. 

 The dispute is not trivial, vexatious or an abuse of the Panel's procedures. 

 There is adequate time for the panel to review the complaint appropriately, for 
example, if there are time-critical issues 

 
3 RESERVED MATTERS  
 

Reserved matters are issues contained within the Principles and Rules for Cooperation 
and Competition that overlap with existing legislation and the role of competition 
authorities (OFT and Competition Commission).  CCGs are not expected to resolve these, 
but the Cooperation and Competition Panel will use CCGs to identify these issues and 
assist in the process.  
 
Reserved matters include:  

 Competition Act (CA98) – chapter 1 covering agreements that effect an 
‘appreciable’ prevention, restriction or distortion of competition (overlaps principles 
1 and 4 of the Principles and Rules for Cooperation and Competition (see Annex A)  

 Competition Act (CA) – chapter 2 dominant providers: predatory pricing, restrictive 
agreements etc. (overlaps Principles 1, 4 and 7 of the Principles and Rules for 
Cooperation and Competition).  

 Enterprise Act 2002 (EA02) – covering mergers or acquisitions which apply to 
‘enterprising ceasing to be distinct (overlaps principle of the Principles and Rules of 
Cooperation and Competition).  

 
The operations of the panel must not affect or restrict their legal responsibilities, to avoid 
risks of double jeopardy and to avoid challenge to higher authorities (Competition Appeals 
Tribunal, European Commission).   
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4 THE DISPUTE RESOLUTION PROCESS 
 

The process is made up of four formal stages:  
 
Stage 1: Making the Complaint 
 
Any complaint must be submitted to the CCG accountable officer.  
 
Stage 2:  Triage 
 
Following the receipt of the complaint, the CCG will make an assessment of the following 
factors:   

 Whether the complaint is viable in the context of the acceptance criteria.   

 Whether the complaint should be fast tracked to another organisation, including the 
NHSCB, ASA, OFT or the national Independent Advisory Panel.  In which case, the 
claimant is informed of the course of action and the process the complaint should 
follow.  

 Whether the complaint is suitable for formal mediation before adjudication is 
considered.   

 
Where the complaint is in scope, not subject to fast tracking and not appropriate for 
mediation, it will enter the CCG Dispute Resolution Process.  This stage of the process 
should take no more than five working days.     

 
Stage 3:  The panel 
 
Following triage the complaint is sent to the chair of the panel.  The chair will write to the 
organisation against which the complaint has been made, and ask them to provide 
evidence of the process they followed.   
 
In addition, the parties must also submit a joint paper. This must be no more than 4 sides 
of A4 (with no appendices), signed by both accountable officers (or most senior officer), 
and should describe what the parties agree and disagree on, the reasons they disagree 
and the key questions the adjudication panel should answer.   
 
The chair can then decide whether: 

 To invite any additional independent experts to sit on the panel, 

 To agree informally with the panel whether any further information is required 
before the panel can make a decision.   

 
The panel will then formally sit and review the case.  This will be desk based rather than 
an open panel.  This stage of the process should take no more than 15 working days.   
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Stage 4:  The decision 
 
Adjudication will generally be conducted using the ‘pendulum principle’.  This means that 
the panel can only find wholly in favour of the commissioner or the provider.  If two parties 
have multiple areas of dispute, they will all be resolved together in favour of one party.   
 
If the panel is able to make a decision, it will write to all parties notifying them of the 
decision, explaining the rationale and setting out the requirements for both sides for 
resolving the dispute.  It will also notify the NHSCB panel of the dispute and the outcome.   
 
If the panel is not able to make a decision based on the information available it can refer 
the case to the NHSCB.   
 
 

5 APPEALS  
 

Appeals against the CCG decision or process are escalated to the NHSCB.   
 

6 MEMBERSHIP OF THE CCG PANEL 
 

The CCG panel has the following core members:  

 Accountable officer  

 Chief Operating Officer 

 Secretariat 
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Annex A:  The Principles and Rules for Co-operation and Competition 
 

Principle 1 Commissioners must commission services from the providers who are 
best placed to deliver the needs of their patients and populations 

Principle 2 Commissioning and procurement must be transparent and non-
discriminatory and follow the CCG Procurement Guide 

Principle 3 Payment regimes and financial intervention must be transparent and fair 
 

Principle 4 Commissioners and providers must cooperate to improve services and 
deliver seamless and sustainable care to patients 

Principle 5 Commissioners and providers should encourage patient choice and 
ensure that patients have accurate and reliable information to exercise 
more choice and control over healthcare 

Principle 6 Commissioners and providers should no reach agreements which restrict 
commissioner or patient choice against patients and taxpayers’ interests 
 

Principle 7 Providers must not refuse to accept services or to supply essential 
services to commissioners where this restricts the commissioner or 
patient choice against patients and taxpayers’ interests 
 

Principle 8 Commissioners and providers must no discriminate unduly between 
patients and must promote equality 
 

Principle 9 Appropriate promotional activity is encouraged as long as it remains 
consistent with patients’ best interests and the brand and reputation of the 
NHS 

Principle 10 Mergers, including vertical integration, between providers is permissible 
when there remains sufficient choice and competition or where they are 
otherwise in patients and taxpayers’ interests, for example because they 
will deliver significant improvements in the quality of care 
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Appendix 5 – Conflict of Interest Forms 
 

 
<INSERT PROCUREMENT/PROJECT TITLE> 
 
 
Internal Project Conflict of Interest Declaration 
 
 
I acknowledge and agree that: 

 
 
1. I will carry out the evaluation in a thorough, transparent, non-discriminatory and objective 

manner and in accordance with the other requirements of the Evaluation Methodology; 
 

2. The documents made available to me (in electronic / hard copy format) for the purpose of 
evaluating Tenders are classified "Commercial in Confidence", and I confirm that none of 
these documents nor their contents will or have been released, disclosed or divulged by me, 
or on my behalf, to any third party without the relevant authorisation to receive them.  

 
3. I understand that the release or disclosure of such material to a third party without such 

authorisation will be regarded very seriously and may result in disciplinary action. 
 
4. I do not have any actual, or potential, conflict of interest in relation to evaluation of the 

Tenders. 
 

5. Any conflict of interest identified will be escalated to the CCG immediately 
 
 

Name Position/Organisation Date Signature 
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CONFLICT OF INTEREST (EXTERNAL) 
 
 

If a conflict of interest is identified, the Candidate will notify the CCG in advance of the PQQ 
response deadline to avoid spending time completing the remainder of the PQQ in the event that 
the response would be excluded as a result of an irreconcilable conflict of interest. Please note 
that the CCG will have the sole right to determine whether an irreconcilable conflict of interest 
exists or may exist. 
 
6.13.1 Has any Director, Partner, Associate or employee of the Candidate been employed by the 

CCG? If yes, please provide details. 
 
6.13.2 Please state if any Director, Partner, Associate or employee of the Candidate has a 

relative(s) who is/are employed by the CCG at Senior Level. 
 
6.13.3 Please describe any other actual or potential future conflict of interest of which the 

Candidate is aware. 
 
 
 

Questions 
 

Candidate Response 

6.13.1  
 

6.13.2  
 

6.13.3  
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Appendix 5 – New Service Models/Additional Capacity Flow 
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Appendix 7 – Contract Termination Expiry 
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