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NHS South Tyneside Clinical Commissioning Governing Body 
 

to be held on Thursday 27 June 2013, 10 a.m. – 12 noon  
 

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

AGENDA 
 

1. 

 

Welcome 
Dr Matthew Walmsley, Chair 

10.00  

2. Apologies for absence 
  

3. Declarations of interest   

4. Minutes of meeting held on 25 April 2013 10.05-
10.10 

Enclosure 01 

5. Matters arising from the minutes   

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. 

10.10
10.15 

 

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

10.15
10.20 

Verbal  

8. QUALITY   

8.1  Clinical Quality Quarter 4 report 
Jeanette Scott Thomas, Head of Quality and Patient Safety 

10.20 

10.30 

Enclosure 02 

8.2 Top Risks Report 

Christine Briggs, Director of Operations 

 

10.30-
10.40 

Enclosure 03 

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-
10.55 

Enclosure 04 
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10 FINANCE 
  

10.1 South Tyneside Finance Report Quarter  
Kate Hudson, Chief Finance Officer 

10.55-
11.05 

Enclosure 05 

10.2 Ratification of Audit Committee membership 

Kate Hudson, Chief Finance Officer 

 

11.05-
11.10 

Enclosure 06 

11. PARTNERSHIP   

11.1 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 

11.10-
11.20 

Enclosure 07 

11.2 South Tyneside NHS Foundation Trust – Francis report action 
plan 

Ms Bev Atkinson, Executive Director of Nursing and Patient Safety 

 

11.20-
11.40 

Presentation 

12. GOVERNANCE   

12.1 CCG Compliance with Legal Equality Duties 

Ben Murphy, Senior Governance Manager, NECS 

11.40-
11.45 

Enclosure 08 

12.2 Sealing of Documents 

Dr David Hambleton, Chief Officer 

11.45-
11.50 

Enclosure 09 

 POLICIES FOR RATIFICATION 

Liane Cotterill, Senior Governance Manager, NECS 

11.50-
12.00 

 

12.3 Deprivation of Liberty  
 Enclosure 10 

12.4 Anti-Fraud Policy 
 Enclosure 11 

13 ITEMS FOR INFORMATION 
  

13.1 Quality Patient Safety and Risk Committee minutes of meeting 
held on 15 May 2013. 

 Enclosure 12 

13.2 Executive Committee minutes of meeting held on 9 May 2013. 
 Enclosure 13 

13.3 Council of Practices minutes of meeting held on 21 March 
2013 and 20 June 2013. 

 Enclosure 14 

14. Any Other Business   
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15. 

 

Date and time of next meeting 
Thursday 22 August 2013, 10.00 am, Bede’s World. Church Bank, 
Jarrow, NE32 3DY. 

 

Exclusion of the Public and Press 

Representatives of the press and members of the public are asked to 
withdraw from the remainder of this meeting having regard to the 
confidential nature of the business to be transacted, publicity on 
which would be prejudicial to the public interest. (Section 1(2) Public 
Bodies Admission to Meetings Act 1960) 
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Enclosure: 01 
 

NHS South of Tyne and Wear 
South Tyneside Clinical Commissioning Group 

Meeting of the Governing Body 
 

Minutes of the meeting held on Thursday 25 April in the Customs House, 
Mill Damm, South Shields, NE33 1ES. 

 
 
Present:  
 
Dr Matthew Walmsley  Chair 
Mr Stephen Clark   Lay Member and Deputy Chair 
Mr Jeff Gosling   Lay Member 
Dr David Hambleton  Chief Officer 
Mr Paul Morgan   Lay Member 
Dr Vis Nathan   Elected GP Member 
Dr Tarquin Cross   Secondary Care Doctor 
Ms Kate Hudson   Chief Finance Officer 
In Attendance: 
 
Mrs Christine Briggs Director of Operations 
Ms Amanda Healy Director of Public Health (invited advisory non-

voting member) 
Mrs Jeanette Scott-Thomas Head of Quality and Patient Safety 
Mrs Jan Thwaites Governance Officer (minutes) 
Dr Jon Tose Clinical Director 
Mrs Helen Watson Corporate Director of Children, Adults & 

Families, South Tyneside MB Council Health 
(invited advisory non-voting member) 

 
2013/21 Welcome and Introductions 
 
The Chair welcomed those present to the first Governing Body meeting of South 
Tyneside Clinical Commissioning Group to be held in public. 
 
2013/22 Apologies for Absence 
 
There were no apologies. 
 
2013/23 Declarations of interest 
 
Full declarations of interests were declared from Dr Walmsley, Dr Tose and Dr 
Vis Nathan as GPs in South Tyneside and Dr Cross declared interest as a 
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consultant working for Northumbria Foundation Trust. Mr Gosling declared an 
interest as Chair of South Tyneside Indigent Sick Society. 
 
2013/24 Minutes of the meeting held on 28 February 2013. 
 
The minutes of the meeting were approved as an accurate record. 
 
2013/25 Matters arising from the minutes 
 
There were no matters arising. 
 
2013/26 Question Time 
 
There were no questions from the members of the public present. 
 
2013/27 Chief Officer’s Information 
 
The Chief Officer noted that during the meeting there would be an element of 
looking back at PCT business but also a focus on business going forward as an 
authorised CCG in 2013/14. 
 
He also noted that the Commissioning Intentions paper on the agenda today 
highlighted the Clinical Commissioning Groups (CCG) key objectives which had 
been shared with providers and stakeholders. 
 
Prior to the publication of the Francis enquiry report, the CCG had planned its 
structure around looking at the quality of commissioned services and highlighted 
that lay members were well sighted on the quality agenda. This focus would 
include mechanisms such as the use of patient stories/experience which were 
reported through the Quality, Patient Safety and Risk Committee meetings. 
 
Important relationships have already been formed with key stakeholders 
including the Local Authority, the community & voluntary sector and the Area 
Team of NHS England. This would be important during a time of change to help 
maintain stability within the local economy including the contracts and services 
provided. 
 
2013/28 Commissioned services assurance report 
 
The report gave a summary of external assurance for South Tyneside 
Foundation Trust (STFT) with no significant concerns raised. 
Mortality rates were within the accepted range for all 4 mortality measures. 
 
It was noted that Clostridium Difficile (CDiff) and MRSA targets had presented a 
challenge.  The results of the Patient Environment Action Team results (PEAT) 
were relayed as being either good or excellent for STFT. 
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The purpose of the friends and family test was explained with reference to the 
Francis recommendations. In response to a question concerning gaps in 
information and how they would be brought together it was explained that 
information from the Complaints and PALS service would be used and patient 
feedback on services would be sought. The information at present was 
retrospective but was being collected monthly. 
 
In response to a query around the Summary Hospital Mortality indicator it was 
explained that the rate was within acceptable limits; independent work had found 
the increase had been due to a hospice that had been taken over by the FT. 
 
A quality assessment in relation to Community Services and Nursing Homes was 
requested; this would be brought to the June Governing Body meeting after 
negotiations with the North of England Commissioning Support Unit had been 
completed to confirm what information would be provided on safeguarding and 
infection control. 
 
In discussion it was relayed that there was a need to ensure Healthcare 
Associated infections (HCAI) were looked at in detail. There was a reliance on an 
open policy with the FTs for triangulation of information. The Head of Quality and 
Patient Safety informed the Governing Body meeting that the Director of Nursing 
at STFT had stated that they would be happy to present their progress in 
addressing the recommendations from the Francis 2 report to this meeting; an 
invitation would be forwarded on behalf of the Governing Body. 
The Governing Body NOTED the report. 
 
2013/29 Contract Update 
 
The Governing Body had been informed that not all contracts had been signed 
off; although the numbers had been agreed there was still some detail to work 
through. The contract with Northumberland Tyne and Wear NHS Foundation 
Trust (NTW) had been signed off but due to an issue with the information system 
at Gateshead Health FT causing problems gauging levels of activity this contract 
was also outstanding. 
 
The Chair enquired if there were any specific risks in the delay of completion of 
contracts to which in response it was noted that South Tyneside were not unique 
in this position and no specific risks had been identified. 
 
The Governing Body NOTED the update 
 
2013/30 Performance and QIPP monthly report 
 
The report contained the latest summary updates of performance against the 
Integrated Strategic Operational Plan (ISOP) and included key performance 
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indicators (KPIs), QIPP financial milestones and performance against acute 
hospital contracts. Work was on-going with North of England Commissioning 
Support (NECS) provider management team to provide reports in conjunction 
with the CCG. 
 
A new KPI had been introduced in relation to emergency admissions for acute 
conditions that would not usually require hospital admission; the figures 
suggested a year end risk which would be the focus of attention going forward. 
In relation to the reduction of emergency admissions for chronic conditions that 
would normally be treated in the community, the poor performance against this 
target figure was discussed. Review of these targets would be taken through the 
Quality, Patient Safety and Risk Committee with any items of interest being 
brought to the attention of the Governing Body. 
 
A lay member questioned to what extent the information was examined as in 
regard the 62 day cancer waits the data showed 14% over target. In response it 
was explained that the data was being looked into in regard to a small number of 
patients not achieving the target which would in turn alter the percentage figures. 
Concerns were raised in regard to the A&E targets, in discussion it was 
explained that there had been a failure in timeliness which would be kept sight of 
through the Quality, Patient Safety and Risk Committee. 
 
In relation to the challenging Improving Access to Psychological Therapies 
(IAPT) target the CCG were sighted on improving the patient pathway, key 
actions had been identified and would be brought back to the Governing Body at 
a future date. 
 
The Governing Body NOTED the report. 
 
2013/31 Authorisation 
 
The report provided an update on authorisation and included a letter from Ian 
Dalton and a post authorisation conditions report. The report noted that South 
Tyneside CCG were now fully authorised and the one condition had been 
removed leaving no remaining conditions. 
 
The Governing Body NOTED the report. 
 
2013/32 South Tyneside 2013/14 Budget Paper 
 
The Chief Finance Officer presented the budget paper and explained that it was 
the statutory duty of the CCG to deliver a balanced budget based on the 
allocations published by the Department of Health. A draft budget had been 
presented to the March meeting of the Governing Body to assure them that plans 
were in place to ensure the CCG delivered its responsibilities.  
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The source and application statement was explained as income into the CCG 
and the intended application of the allocation. A change to the specialised 
commissioning arrangements had resulted in an overpayment by North East 
CCGs to NHS England Local Area Team: an agreement had been reached for 
the CCG to underwrite the shortfall until funding had been recovered from 
Yorkshire and Cumbria CCGs. This will represent a high risk to the CCG in terms 
of its use of contingency funding.  
 
The running cost budget for 201/14 for South Tyneside CCG was presented 
noting the high levels of over activity and risks to the organisation, the allocation 
would be revisited as the CCG were not permitted to overspend on this 
allocation.  
 
The CCG must use 2% of its allocation on a non-recurrent basis – this amounted 
to £4.4m of which a large percentage would be used in supporting pathways and 
tariff changes with local providers. It was explained that the CCG had developed 
a QIPP programme that would deliver £2.1m of savings in 2013/14 of which 50% 
would be delivered through contract changes.  
 
In response to an enquiry into the production of a CCG Risk Register it was 
explained that the register had been set up and would go before the Quality, 
Patient Safety and Risk Committee at its next meeting on 15 May 2013 with a bi 
annual report presented to the Governing Body in June.  
 
The Governing Body NOTED the report. 
 
2013/33 Commissioning Intentions 2013/14 
 
The Commissioning Intentions (CI) report for 2013/14 was presented to the 
Governing Body, it was explained that the current report had been compiled to be 
more user-friendly with the filtering out of acronyms. The CI formed a forward 
work plan for the year and would inform the development of the CCG prospectus 
which would be published in May 2013. A lay member noted the programme was 
very impressive and that would be a significant benefit to the local community. 
 
A number of key priorities for the year were discussed which had included Long 
Term Conditions especially the more severe cases of COPD. 
 
The friends and family test mandated though the Government and the NHS 
Commissioning Board and applied to acute trusts would give patients the ability 
to give feedback on the quality of care they received and in future would be rolled 
out across provider services.   
 
The Governing Body NOTED the report. 
 
2013/34 South Tyneside Improving Care Scheme 
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The Deputy Chair chaired this item with the GP members present removing 
themselves from the decision making process due to conflicts of interest. The 
Clinical Director presented the South Tyneside Improving Care Scheme (STICS). 
He outlined the work to support GPs to help manage and support housebound 
and seldom seen patients with COPD and other Long Term Conditions (LTCs) 
and to screen for other LTCs. The proposed scheme would facilitate effective 
management of patients and enable them to access services such as secondary 
care in a more planned way. In response to a question on how the success of the 
scheme would be measured it was confirmed that it would promote a reduction in 
growth in A&E admissions.  
  
The Governing Body were asked to endorse the scheme and the proposed 
payment to practices of £2.05 per registered patient. It was noted that the 
payment had stayed the same as in previous years.  
 
A lot of work had been carried out on NHS Health Checks which were seen as an 
innovative way of getting patients to visit their practices. 
 
The Governing Body ENDORSED both the scheme and proposed payments and 
AGREED that any disputes would be delegated to the Remuneration Committee. 
 
2013/35 Quality in Prescribing Scheme 2013 
 
The Quality in Prescribing Scheme had been designed to engage GP practices 
with key areas of cost effective and quality prescribing.  A number of audits had 
been undertaken on current prescribing targets. Payments would be based on a 
points system which then must be spent on improving patient care/patient 
experience.  
 
Approval was sought for funding of £124,000 which included an additional sum to 
fund sessions for the CCG GP prescribing lead to support GPs in delivering the 
changes featured in the scheme. 
 
The Governing Body APPROVED the funding of the scheme. 
 
2013/36 Public Health and Health and Wellbeing Board update 
 
The report gave an update on the public health transition from the PCT to South 
Tyneside Council and the Health and Wellbeing Board.it also outlined the 
statutory responsibilities of the Local Authority (LA) in relation to public health, 
health improvement, health protection and commissioned health services and to 
develop a Joint Strategic Needs Assessment (JSNA) and Joint Health and 
Wellbeing Strategy. The grant had been ring fenced for 2 years to deliver against 
priorities and to develop the JSNA.  
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An explanation was given of the working relationship between the Joint 
Commissioning Group and the Health and Wellbeing Board describing the work 
programme which included: 
 

 Adult social care 

 Public Health 

 Emergency planning 

 Immunisations. 
 

A catch up programme had been initiated to immunise against measles for 
children between the ages of 10 and 16 years old.  
 
A question was raised as to how the group interacted with Health Watch. In 
response it was explained that an offer had been received from a consultant who 
had set up Health Watch to attend a Local Engagement Board (LEB) and a 
patient group. 
 
The Governing Body RECEIVED the update 
 
2013/37 Policies for ratification 
 
The Governing Body were asked to note the content and endorse the following 
policies: 
 

(1) Access and Choice 
 

The Access and Choice Policy had been developed by the North of England 
Commissioning Support Unit (NECS) on behalf of the CCGs. The policy had 
been drawn up utilising a consistent process by subject experts. In response to a 
question concerning any significant changes to the policy from previous versions 
it was noted that the policy had been developed based on national guidance and 
the Governing Body should be assured of the process.  
 
The policy was APPROVED. 
 

(2) Intellectual Property Rights 
The policy was APPROVED 
 

(3) Procurement Policy 
 
The policy was APPROVED 
 
2013/38 Any Other Business 
 
The Deputy Chair chaired this item with the GP members present removing 
themselves from the decision making process due to conflicts of interest The 
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Chair referred to the future arrangements for GP Contracts which fit under the 
remit of the Area Teams. These contracts in respect of QOF QP and certain 
direct enhanced services will include specific input from CCGs around the 
parameters for these arrangements. Approval for payments and payment itself 
will fall under the remit of the Area Team. 
Members NOTED the future role of CCG in this work and APPROVED the 
decision to delegate operational decisions on the national schemes to the Chief 
Officer. 
 
A member of the public raised a question in regard to the running order of the 
meeting and the reason why the question time section was held before any 
discussion and decisions had been made and therefore the public had no 
influence on the agenda. The Chair responded by confirming that the agenda 
and papers were circulated in advance of the meeting and were made available 
to the public on its web site to enable the public to have their voice heard by the 
Governing Body before it makes decisions rather than after a decision has been 
made. A lay member of the Governing Body alluded to a variety of ways that the 
CCG engaged with patients, public and community to ensure key issues were 
aired and addressed at meetings such as the Local Engagement Board (LEB), 
Patient Reference Groups and a host of others.  
 
2013/39 Date and Time of next meeting 
 
Thursday 27 June 2013, 10.00a.m, Living Waters Church, Alice Street, Laygate, 
South Shields, NE33 5PB. 
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Enclosure: 02  

 
Clinical Quality Report – Quarter 4 2012/2013 

 
 

1. Introduction  

The purpose of this report is to provide South Tyneside Clinical Commissioning Group 
(STCCG) with a quarterly trend report relating to clinical quality and provide assurance that 
actions are being undertaken with providers where necessary.   
 
This report covers all information and issues received between 1 January and 31 March 
2013.  Where possible additional regional or national data is included allowing for some 
comparison and benchmarking.   

  
2. Implications and risks   

 

The focus of this report looks at the issues, incidents and complaints raised by healthcare 

workers and service users about the care and experience they have received during quarter 

four across the health system.  It also includes information relating to compliance against 

national and local standards and in the future it is hoped that sections will be included on 

Healthcare acquired infections and safeguarding. Information respective to this report for 

Q4, was held previously by PCT staff employed by South and Tyne and Wear PCT, and the 

transitional process has meant that there are a number of gaps within this report.       

 

Practices continue their efforts to report commissioning concerns and incidents and should 
be encouraged to do so as this provides the CCG with greater insights about the services 
they commission.  There is a continuing trend overall of reporting.   
 

As members of the CCG, it is important that the information shared within this reported is 
shared with our respective stakeholders and member practices.  GP leads need to be able 
to use this information with their practices to evidence that actions are being taken forward 
on their behalf and the outcomes shared.  

 

3. Recommendations 

 

The governing body is asked to: 
 

 Note the content of this report.  

 Consider any further actions that should be taken forward with providers. 

 Identify areas of further development within primary care. 
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 Continue the promotion of incident reporting through the Datix Incident Management 
System 

 GP leads commit to using the reports and its key messages within their quality 
discussions and practice visits. 

 
4. Author and sponsor director 

 

Author: Kirstie Hesketh, Senior Clinical Quality Manager, NECS 
 
Sponsor:  Ann Fox, Director of Nursing, Quality and Patient Safety  
 
Date:   18/06/13 
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Purpose of Paper Information Sharing x 

Development / discussion  

Decision / action  

This paper supports / has implications for: 

NHS County Durham and 
Darlington’s Strategic 
Priorities 

Delivery: 5 year Clear and Credible Plan x 

Maintain financial stability x 

Effective governance & risk: Implementing Equity and 
Excellence 

x 

Performance Measures All performance measures from the operating framework 
apply 

QIPP N/A 

NHS Constitution All principals within the constitution apply 

Equality and Diversity Following assessment: no specific impact or details of impact 
and actions to address 

Impact on / Involvement of 
partner 

NTWFT, STFT, Independent Contractors, NEAS  

Other policies / Issues Clinical Quality Strategy  
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Clinical Quality Report  
1 January to 31 March 2013 

Quarter 4 2012/2013 
 

1. Introduction  
 

The purpose of this report is to provide South Tyneside Clinical Commissioning Group 

(CCG) with an analysis of the incidents, complaints and concerns reported during Quarter 

(Q) 4 2012/13.  Its purpose is also to provide assurance that actions have been taken 

forward with providers, which can be shared with the CCG governance structure and 

member practices.   

 

Structured into our core categories of providers, this report follows the National Quality 

Board Clinical Quality Framework of patient safety, patient experience and clinical 

effectiveness.   
 

2. Primary Care 
 
2.1  Patient safety  
 

The trend of reporting from primary care is increasing each quarter.  
 
2.1.2 Serious Incidents 
 
A serious incident is defined as ‘an incident or near miss occurring on health service 

premises or in relation to health services provided, resulting in death, serious injury or harm 

to patients, staff or the public, significant loss  or damage to property or the environment, 

or otherwise likely to be of ‘significant public concern’. 

 
NHS STCCG is committed to proactively promoting patient safety across all its 

commissioned services, to ensure an effective contribution to the vision of no avoidable 

deaths, injury or illness and no avoidable suffering or pain is maintained.  By working 

together with all provider organisations, the CCG will improve the reporting, investigation 

and learning from of SIs by ensuring: 

 

 SIs are reported promptly in line with national guidance 

 SIs are investigated thoroughly 

 Action is taken where necessary to improve quality of the patient 

experience and patient safety 

 Lessons are learned in order to minimise the risk of similar incidents 

occurring in the future 

 
Formal responsibility for the management of SIs reported by providers across South 

Tyneside transferred to NHS STCCG as from the 29 January 2013 as part of the transition 

process.  This relates to services commissioned by the CCG only.  Responsibility for the 

management of any SIs relating to primary care independent contractors transferred to the 

Area Team on the 1 April 2013. 
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During Q4 the PCT/CCG Serious Incident Panel continued to meet on a six weekly basis to 

review each incident to gain assurance on the robustness of the investigation, progress 

made in completing outstanding actions and identification of any lessons learnt.  Additional 

panels were scheduled throughout February and March to ensure all incidents reported 

prior to 1 October 2012 are closed before the 31 March 2013.  This is in line with NHS 

North East’s directive on outstanding SIs. 

 
2.1.3  Serious Incidents reported in Primary Care  

 

In Q4, 1 serious incident (SI) was raised by primary care following the death of a patient 

were C diff was cited on part 1 of the death certificate.      

 

Detailed analysis of SI’s will be available in a separate SI report from Q1 onwards. 
 
 
2.1.4   Primary Care Untoward Incidents  
 

A total of 104 incidents were reported across the South Tyneside area during the quarter. 
 
Of the 104 incidents reported, 38 incidents reported were categorised as no harm, 24 as 

moderate and 10 as a high consequence. 32 incidents were not graded.  

 

It has not been possible for the NECS quality team to determine how many cases have 

been reported on datix web by independent contractors directly or whether these have been 

reported by PCT Medicines Management and commissioned services colleagues. 

 

NECS have been advised at handover that the roll out of training on datix web to all GP 

Practices was completed by the previous PCT. All practices have either been trained or 

declined the offer of training at that time. 

 

2.1.5 Analysis  

 

Of the 104 incidents reported during this quarter; 69 of them related to GP practices, 11 

were hospice incidents, 14 were community pharmacy issues, two related to nursing 

homes, four were South Tyneside District Hospital, three were community health service 

issues and one related to the North East Ambulance Service. 

 

The table below details the types if incidents being reported.   

 

Accident to Person 7 

Administration 30 

Clinical Incident Involving Patient 13 

Discharge Issue 2 

Estates/Property Issue 3 

Information Governance 2 

Medication issue 29 

Other 14 

Screening Issue 1 
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Security 2 

Violence/Abuse/Harassment 1 

 

 

2.1.6 Themes and trends  

 

The key theme which emerged from the GP practice incidents related to documentation and 

record keeping with 10 incidents in total being recorded during Quarter 4. These were test 

results recorded in the wrong patient records, incorrect patient contact details and in one 

case of a consultation recorded against the wrong staff name. 

 

The other major key theme was of communication issues both internally within the practices 

and externally with other providers and a total of eight incidents were reported on these 

themes during this quarter.  The internal communication issues resulted in tasks/requests 

not being acted upon. The external communication issues related to the lack of information 

back to GPs from secondary care providers. 

 

There were four incidents relating to delayed diagnosis/failure to diagnose all of which 

resulted in significant event reviews being undertaken. 

 

A small number of cases (3) were reported about the loss of smart cards.  

 

The key theme for community pharmacy incidents was in relation to controlled drugs (8 

incidents). There were 3 stock discrepancies, 3 dispensing errors, one misplaced script and 

one incident of controlled drugs being used by a staff member in a suicide attempt.   

 

The other community pharmacy incidents were dispensing errors (2), dispensed 

medications being handed / delivered to wrong patient (2) a drugs by deception (1) issue 

and an anti-coagulation error (1).  

 

For the hospice incidents the majority related to patient falls of which there were 7 incidents 

reported.  All except one were unwitnessed falls and in each case a falls risk assessment 

was undertaken, the patients’ families were informed and issues were addressed with staff 

involved where appropriate.  The other 4 incidents related cleanliness, security and 

medication. 

 

Four incidents were reported for South Tyneside District Hospital 3 of which related to 

communication issues.  The other incident was about poor patient experience following a 

breast cancer double mastectomy.  

 

Three incidents were reported about community nursing issues. 

 

2.1.7 Learning from incidents 

 

Lessons learned from the incidents reported by the GP practices have: 

 High -lighted training needs for read coding cover 
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 Processes for checking the completion of work such as prescription requests and 

medication changes may not be robust. 

 The need for GP's to be more vigilant when checking post. 

 Emergency contingency plans would benefit from periodic review to ensure all details 

are kept up to date and to identify if any additional measures should be incorporated. 

 Communication with admin teams to make them more aware of Cold Chain policies. 

 The need for staff to follow protocols regarding checking patient contact details. 

 

The learning for community pharmacies in response to the controlled drugs incidents were 

for the importance of education and training with regard to the statutory responsibilities 

towards dispensing and management of controlled drugs, standard operating procedures 

were reviewed to reinforce the need for the dispensing to be checked by 2 people and that 

dispensing and accuracy checks to be separate. They also highlight the need to ensure 

patient returns are destroyed and witnessed by the pharmacist in a timely manner 

 

Future NECS reports will provide detailed analysis of reporting by GP practice’s on Datix, 

including graphical representation of trends and themes.     

 
 

2.2 Patient Experience  
 

2.2.1 Overview of complaints activity  
 

South of Tyne and Wear PCT received a total of 2 complaints during the quarter relevant to 

South Tyneside.  

  

Of the 2 complaints received, 100% were acknowledged within 3 working days. The 

complainants were dissatisfied with the service provided by the independent contractors 

concerned.  

  

The Parliamentary and Health Service Ombudsman has not requested further details of any 

complaints referred to them by the complainant during the quarter.   

           

The Risk and Patient Safety Team at the former PCT continuously requested feedback on 
any service improvements made as a result of any formal complaints.  Unfortunately, no 
feedback in relation to improvements made as a result of complaints during this quarter was 
received 
 
 

2.2.2   Primary Care Patient Advice and Liaison Service (PALS) 
 
In Q4, a total of 38 issues were received by PALS. The table below highlights the number 
and origin of the contacts.  

Service South Tyneside 

General Practice 20 

Dental 8 

Pharmacy 0 

Optician  0 

General Hospital 1 

Other  9 
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From 31 March 2013, advice and support is also available via Local Healthwatch and NHS 
England’s Customer Contact Centre.  PALS teams within NHS provider organisations 
continue to provide support regarding issues relating to Trust and community services.   
 
The type of contact is evidenced below; the majority of cases were categorised as advice. 
 

Type South Tyneside 

Advice 19 

Comment 2 

Potential Complaint 4 

Compliment 0 

Concern 3 

Enquiry 9 

Support 1 

Total 38 

 
37 of the 38 PALS contacts were received via the PALS Free-phone facility and related to 
queries regarding access to services (17), communication (12) and clinical care (4). The 
table below indicates which service area the queries related to.  
 
Service  Access Communication/ Information Clinical Care 

General Practice 10 5 2 

Dental 6 1 1 

Pharmacy 0 0 0 

Optometry 0 0 0 

Other Commissioning  1 6 1 

Total 17 12 4 

 
 

Key themes / hot spots regarding primary care 
 
The analysis of the queries and concerns received by the PALS service shows that the 

following issues were of particular interest/concern to patients, their families and the public 

in Q4 in relation to primary care: 

 

 Issue: Relatives, on behalf of patient, requesting advice about access to records and 

advice about making a formal complaint regarding patient’s GP practice (Stanhope 

Parade Practice). They believe the patient was initially misdiagnosed and was also 

refused a request for referral, which caused a delay in diagnosis. The patient, who 

has subsequently been diagnosed with cancer, is to undergo surgery in Sunderland 

at end of January.  Patient and family unhappy that an unnecessary three month 

delay was caused.  

 

PALS actions: Explained NHS Complaints procedures/access to Health Records 

procedures and sign-posted family to the Independent Complaints Advocacy Service 

(ICAS) for independent support in raising their complaint. 

 

 Issue: Northern Doctors - Patient is very unhappy with the clinical care they received 

following a consultation. Patient had undergone a procedure a few weeks previously 

Total 38 
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and questioned possible DVT but this was dismissed and they were diagnosed with 

a water infection. Patient later received a second opinion and DVT was diagnosed. 

 

PALS actions: Liaised with Northern Doctors on patient’s behalf who advised that 

patient should send their complaint details to them via e-mail or in letter form. 

Contact details supplied. 

 

 Issue: Patient contacted the service wanting to know how to complain and claimed 

they were not informed of their diagnosis either by their GP or the hospital they were 

referred to. They are subsequently questioning both this and the treatment provided. 

However, patient would not disclose which GP practice they were referring to.  

 

PALS actions: General advice was given regarding the NHS Complaints procedure, 

the ICAS service, PCT complaints department and timescales for making complaints.  

Information regarding these procedures was mailed to them as they do not have 

access to the internet. 

 

 Issue: Client would like to make a complaint about their GP practice but would not 

disclose details of their complaint or details of which GP practice.  

 

PALS actions: General advice provided regarding the NHS complaints procedure, 

details given regarding the ICAS service and the PCT complaints department contact 

details 

 
The top hot spots are: 

 

 111 Service – PALS received a number of calls from residents in the South Tyneside 

area in quarter four, following distribution of information leaflets within the locality 

regarding the new 111 service. The reasons for the contacts were requests for 

further information about the service and to advise that Hebburn was spelt incorrectly 

on the leaflet.  

 

 Dental Access - PALS continues to receive a number of contacts requesting 

information on dental practices in the South of Tyne and Wear area that have 

capacity to see new NHS patients.  

 

 Continuing Health Care (CHC) - PALS continue to receive a number of contacts from 

enquirers in relation to retrospective claims for CHC.  These contacts range from 

information requests regarding timescales involved in the process to concerns raised 

due to application packs not being sent following making a request to claim. PALS 

have liaised with Business Delivery Team within the PCT as and when required.  

 

No specific trends/themes were identified in relation to individual clinicians or practices. 

 
 
2.3 Clinical Effectiveness 
 

2.3.1 Central Alert System (CAS) 
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In Q4, 45 alerts were issued 37 (82%) of which were identified as relevant to independent 

contractors.  The table below details the number of alerts issued by type and whether they 

were identified on the alert as relevant to Independent Contractors.  Appendix 1 provides a 

synopsis of the CAS alerts issued in Q4.  

 

Alert Type 

Number of Alerts Relevant to  
Independent Contractors Total 

Yes No 

Chief Medical Officer Alerts (CMO) 3 0 3 

Drug Alert 11 0 11 

Health protection Agency 2 0 2 

Medical Device Alerts (MDA) 12 8 20 

Met Office 7 0 7 

Estates and Facilities Alerts (EFA) 2 0 2 

Total 37 8 45 

 
During this quarter South of Tyne and Wear PCT were responsible for cascading the alert 

to independent contractors; however, assurance was not routinely sought unless this was a 

National Patient Safety Agency (NPSA) alert. From 1 April 2013 the responsibility for 

cascading CAS alerts falls within the remit of the Area Team (NHS England).  During Q4 

there were no NPSA alerts issued. 

 

2.3.2  NICE Guidance  

 
During Q4, NICE published 35 new guidelines, 6 of which were considered by NICE to be 
relevant to Primary Care; these are detailed in the table below.   
 

Jan-13 
Medical technology MTG13 

WatchBP Home A for diagnosing and monitoring 
hypertension and detecting atrial fibrillation  

Clinical guideline CG155 Psychosis and schizophrenia in children and young people 

Feb-13 

Clinical guideline CG156 Fertility  

Single Technology 
Appraisal 

TA275 
Stroke and systemic embolism (prevention, non-valvular 
atrial fibrillation) - apixaban [ID500] 

Quality standards QS27 QS_Epilepsy in children 

Mar-13 Quality standards QS28 QS_Hypertension 

 
Assurances regarding provider compliance with new guidelines is not available at this time. 
 
Work is in progress to determine the role of the Area Team in gaining assurances regarding 
provider compliance from 1 April 2013. 
 

2.3.3 Commissioner Assurance Visits 
 

This section in future reports will provide the CCG with information regarding the rolling 

programme of commissioner assurance visits that will take place throughout 13/14. 

Unfortunately no information is available to the Quality team at the North of England 

commissioning support team regarding any visit schedule or findings from the 12/13 

schedule and activity in Q4.      

 
 

3. Acute & Community Services 
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This report provides the quality intelligence for South Tyneside NHS Foundation Trust 
(STFT) where information has been directly reported to the clinical quality team.    
 
3.1 South Tyneside NHS Foundation Trust (STFT)  
 
The trust provide their Quality committee with an overview of complaints, litigation, incidents 
and PALS issues to provide assurance that lessons are being learned and action has been 
taken where appropriate.  The Q4 report from the trust is not available to date.  
 
3.1.1 Serious Incidents (SIs) 
 
During Q4, STFT reported 19 SIs. These related to the following: 
 

Incident Type No Reported in Q4 

Child Death 1 

Other 1 

Pressure Ulcer Grade 3/4 11 

Slips/Trips/Falls 4 

Transfusion Incident 1 

Unexpected Death of Community Patient (in receipt)  2 

 
The Serious incidents are monitored through the joint STCCG and Sunderland CCG 
incident panel and are reported by exception to the Quality Review Group.  
 
There continues to be increasing reporting around pressure ulcers and this is being 
monitored via the clinical quality review group.  
 
3.1.2   NHSLA (NHS Litigation Authority) 
 
In February 2013 the trust achieved NHSLA Level 2 status as a recognition of standards in 
place to manage risk. The maternity services in March achieved Level 1compliance with 
Clinical Negligence Scheme for Trusts.     
  

3.1.3   2012 Staff Survey 
 

 STFT featured in the top 20% of all trusts for 22 of the 28 key indicators.  

 One area that they have significantly deteriorated in since the last survey relates to 
the percentage of staff suffering from work related stress.  

 
Detailed analysis will feature in the Q1 Quality report as a benchmark exercise is 
underway.   
 
3.1.4 In Patient Survey, 2012 
 
Analysis of the in-patient survey will feature in Q1 reports.   
 
3.1.5 Incidents, Complaints and Claims Report   
 
A review of the 12/13 Incidents, Complaints and Claims reports to date indicates a positive 
culture for incident reporting as reflected in the trusts latest National Reporting and 
Learning System report discussed in detail in section 6.2.  
 
In relation to community reporting the District Nursing services are the biggest reporters 
and it is expected this trend will continue in Q4. The main type of reporting relates to 
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pressure ulcers.  
 
Learning disability services have been identified as having the highest number of incidents 
when calculated against a rate of per 1000 contacts. Incidents in this service 
predominantly relate to abuse of staff by patients.  
 
In acute services the Early Assessment unit consistently reported the highest incident rate 
for the first three quarters of the year. These related to pressure damage mainly identified 
on admission of the patient.  
 
Once the Q4 detailed report is received from the trust, the NECS quality team will provide 
an analysis report to ensure that assurance within Q4 is concluded.                 
 

4.   Northumberland, Tyne and Wear NHS Foundation Trust (NTWFT)  
 
4.1 Serious Incidents 
 

Serious Incidents 
 
During Q4, NTWFT reported 3 SIs, relating to South Tyneside residents. These related to 
the following: 
 

Incident Type No Reported in Q4 

Slips/Trips/Falls 1 

Unexpected Death of Community Patient (in 
receipt)  

2 

 
Never Events 
 
No Never Events were reported by NTWFT during the quarter. 
 

4.1.2 Quality Assurance 
 
Assurances from NTWFT have not been received in time for submission in this report.  
 

5.0 North East Ambulance Service (NEAS) and 111 Service  
 
 
5.1 Serious Incidents  
 
During Q4, NEAS reported 8 SI’s, which is a 33% increase on Q3 (6 incidents).  The 
following table shows a breakdown of incidents in Q4 in comparison to previous quarters. 
 
  

Incident Type Q1 Q2 Q3 Q4 

Ambulance Delay 0 0 3 3 

Abscond 0 0 0 1 

Ambulance General 1 0 3 4 

Total 1 0 6 8 

 

 
5.2 111 Feedback Forms 
 

During Q4, 50 incidents were reported about NEAS through the 111 feedback process. 
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This is an increase on Q3 where 45 incidents were reported.  The following table shows the 

number of incidents by type in comparison to previous quarters. 

 
 

Type of Incident Q1 Q2 Q3 Q4 

Access, admission, transfer (inc failure in referral process) 16 30 26 27 

Consent, Communications, Confidentiality (inc telecommunications issues) 2 0 5 6 

Information Governance 0 2 0 1 

Clinical Assessment 8 6 1 1 

Documentation (inc 111 reports to GPs) - - - 13 

Other 7 13 13 2 

TOTAL 33 51 45 50 

 
The main theme from incidents reported continues to be failure in the referral process and 

clinically inappropriate dispositions, including patients being referred to incorrect service (ie 

Urgent Care Centre instead of GP practice, particularly where practices were operating 

weekend ‘winter pressure’ clinics).  An End to End (E2E) group was held where several 

themes were discussed with NHS pathways.   The breathless pathway is currently being 

reviewed. In future E2E meetings, the final patient outcome will also be discussed.  

 

A further theme was format of reports received in GP practices from 111. This issue has 

been partially resolved by the exe (system upgrade) that was put in place which would 

show the reason for patient contact with 111 on the top three lines of the report. However, 

the length of reports will not change in the short term. This is a national issue.  

 

At present NEAS does not provide an incident, complaints and PALS report.  This has been 

raised with NEAS and a report will be provided from Q1, which will be monitored via a 

CQRG which is currently in the process of being established.   

 
 

6.0 Other Sources of Assurance 
 
6.1 Healthcare Associated Infections (HCAI) 
 
It is hoped that future reports will disclose the HCAI activity in primary care in relation to 

number of C-Difficile cases, MRSA bacteremia and Panton-Valentine leukocidin (PVL) and 

actions taken around specific cases. 

 
6.1.1   Health Protection Update 
 
Between December 2012 and March 2013 there was an increase in the numbers of 

confirmed cases of PVL staphylococcus community acquired infections.  National figures 

are 30 – 40 per annum and age range is between 1 – 84 years. 

 

Of the 41 cases, 9 patients died and at least 3 household clusters identified.  The cases 

and close contacts are being investigated to better describe the clinical epidemiological and 

microbiological characteristics and potential risk factors for disease.  It is recommended that 

health workers remain vigilant for such cases, especially during influenza/respiratory virus 

season.   

 
6.2 National Reporting & Learning System (NRLS)  
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The key functions and expertise for patient safety developed by the National Patient Safety 

Agency (NPSA) transferred to the NHS Commissioning Board Special Health Authority in 

June 2012. This ensures that patient safety is at the heart of the NHS and builds on the 

learning and expertise developed by the NPSA, driving patient safety improvement. 

  

The Board Authority will harness the power of the National Reporting and Learning System 

(NRLS), the world’s most comprehensive database of patient safety information, to identify 

and tackle important patient safety issues at their root cause.    Healthcare organisations 

should continue to report patient safety incidents to the NRLS. Working across sectors the 

NHS Commissioning Board Authority will utilise patient safety incident data to analyse risk, 

drive learning and improve patient safety.  

 

NHS staff report patient safety incidents via their local risk management systems to the 

National Reporting and Learning System (NRLS).   The national data collected in the 

database allows trends to be identified and this information informs the 

development of patient safety resources. Patient safety incident reports are produced which 

shows patient safety incident statistics for trusts in England.  

 

These reports identify incident reporting rates, top ten incident types and incidents reported 

by degree of harm.  The most recent reports were published in March 2013 and cover the 

period from 1 April to 30 September 2012.  The reports show the following overview of 

incidents reported by organisation, as follows: 

 

Organisation Total 
incidents 
reported 

Reporting rate 
(per 100 
admissions)  

Comparison to similar providers  

South Tyneside FT 2,248 6.5 Within the highest 25% of reporters when 
compared to 28 acute trust of similar size. 
Reported 6 out of 6 months.  

NTWFT 6,903 23.8 incidents 
per 1000 bed 
days  

Within highest level of the middle 50% 
percentile for 56 mental health organisations.   
NTWFT reported incidents to NRLS for the 
entire 6 month period. 

NEAS  
 

206 No comparative data available 

South Tyneside PCT 52 No comparative data available 
 

 

STFT should be commended for their incident reporting figures as they are in the top 25% 

of reporters nationally when compared against 28 trusts of equal size. The most common 

types of reporting relate to patient accidents (32.4%) and implementation of care(21.8%)   

 

NTWFT have robust systems and processes in place to ensure consistent reporting to the 

NRLS and their high volume of reporting indicates a positive incident reporting culture. The 

incidents predominantly relate to patient accidents (26.8%) and self harming behaviour 

(23.6%).      

 

34% of NEAS incidents related to implementation of care and ongoing monitoring and 

review and this is significant higher than other comparative ambulance trusts (8%). NTH 

reported 18.1% against this category which is also higher than other comparative medium 

size trusts (12.6%). 

http://www.nrls.npsa.nhs.uk/resources/
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South Tyneside PCT reported incidents on behalf of independent contractors and the data 

shows 48.1% of incidents related to medication which was significantly higher compared to 

other Primary Care Trusts (22.2%). 

 

Nationally 67% of incidents are reported as no harm and just less than 1% as severe harm 

or death.  However, not all organisations apply national coding of degree of harm in a 

consistent way, which can make comparison of harm profiles of organisations.  

Organisations should only record actual harm to patients rather than potential harm. 

 

The following table shows the number of incidents by level of harm and organisation, which 

highlights NTWFT reported higher numbers of incidents that resulted in severe harm or 

death in comparison to similar organisations.   

 

Organisation No Harm Low Harm Moderate 

Harm 

Severe Harm Death 

STFT 2248 999 154 8 1 

CHSFT 1017 1791 344 28 10 

NEAS 114 49 41 0 2 

NTWFT 6903 4194 1050 58 44 

NHS STW 25 17 9 1 0 

 

Information from NPSA reports and the provider incident reports reviewed in the quality 

review groups suggest a very positive safety culture within NTWFT and STFT.  

 

6.3  Quality Risk Profiles  
 

The Care Quality Commission's quality and risk profiles (QRPs) bring together information 

about a care provider and calculate an estimate of risk of non-compliance against each of 

the 16 essential standards of quality and safety.  The risk estimate for each outcome ranges 

from ‘Low Green’, i.e., reducing risk of non-compliance to ‘High Red’, i.e., increasing risk of 

non-compliance.  It should be noted that the risk estimates are calculated based on the 

most recent data available to the CQC and does not necessarily relate to the month of the 

report.   

 

The risk estimates from September 2012 to March 2013 are detailed below for NEAS and 

CCGs should now have been provided with access to the QRP website. Unfortunately at 

the time of this report the Quality team in NECS were unable to access information relating 

to STFT and NTWFT. This detail will feature in future reports.   
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 NEAS  
 

  

 

The QRP risk assessment of 31 March 2013 demonstrated that NEAS has ratings of high 

yellow or below.  

 

QRP data was previously monitored by the PCT and any areas of significance highlighted 

with the CCGs along with supporting information.  CCGs need to give consideration to 

whether access to this data will be of benefit in future and to the processes required to 

enable this.  

 
6.4 Monitor Governance Ratings 
 
Foundation trusts' risk ratings are updated each quarter. In STFT rating was amended from 

green to amber-green due to failure of meeting a healthcare target in Q1 12/13.  NEAS 

improved from amber-green to green after achieving all targets in Q4. The profiles for Q4 

are available in Appendix 2. 

 

6.5  Safeguarding Children 

 

Future reports will contain details of any practice issues in relation to safeguarding children 

and will provide highlights from any learning lessons reviews, serious case reviews and 

domestic homicide reviews.  

 

The section will also inform the CCG if there are any relevant policy changes within the 

safeguarding children’s agenda. 

 

It is anticipated that there will also be a section on the local safeguarding board’s 

performance monitoring with regard to both attendance at and sharing professional reports 

with parents/carers prior to Initial and Review Child Protection Conferences.  

 

6.6 Safeguarding Adults 
 

Future reports will also include assurances regarding safeguarding adults and 

information will be shared on the number of referrals invoked and any concerns within 

commissioned services. 
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6.7 Friends and Family Test (FFT) 
 
The FFT aims to provide a simple, headline metric which, when combined with follow-up 

questions, can be used to drive cultural change and continuous improvements in the quality 

of the care received by NHS patients. The test asks the following standardised question: 

‘How likely are you to recommend our ward/A&E department to friends and family if they 

needed similar care or treatment?’  

 

Data from the FFT will provide staff from ‘boards to wards’ with access to up-to-date patient 

feedback and informing and empowering organisations to take immediate action to tackle 

areas of weak performance and build on success.  

 

Patients will be able to use the information to make decisions about their care and to 

challenge their local trusts to improve services while championing those who excel. 

Commissioners will have an up-to-date and comparable measure to use to benchmark 

providers and use in contract discussions. Tracking trends will provide validation of where 

targeted improvements are most effective.  

 
The FFT applies to acute NHS Trusts, acute foundation trusts and independent sector 

organisations that provide acute NHS services. All patients within the following target 

groups will be given the opportunity to respond to the FFT and must be surveyed at, or 

within 48 hours of, discharge.  

 

 Adult acute inpatients (who have stayed at least one night in hospital) 

 Adult patients who have attended A&E and left without being admitted to hospital or 

were transferred to a Medical Assessment Unit and then discharged 

 

The FFT will be rolled out to other areas during 2013/14 and the NHS Commissioning 

Board will public a national programme, the first roll-out is for maternity services by October 

2013. 

 

Trusts will be required to report nationally on total numbers of patients within the target 

group, numbers given the opportunity to respond, numbers of responses and the 

breakdown of the response categories, at organisational level. The intention is to report at 

site level nationally and to apportion results at CCG level but this will be clarified in the 

reporting guidance to be published later this year. Trusts will be required to report locally at 

ward and site level.  

 

The results of the test will be made available to the public so that patients can use the 

information to make choices about their care, champion their local trusts that excel and 

challenge others to improve. 

 

The FFT is included in in domain four of the Government’s Mandate to the NHS 

Commissioning Board, ‘Ensuring that people have a positive experience of care’. 

Performance management of Trusts against FFT by commissioners is via contract 

management and clinical quality review groups.   
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Ensuring roll-out of the FFT and improving patient experience of hospitals services is one of 

the national measures included in the 2014/15 quality premium payable to CCGs.  The 

value is 12.5% of the quality premium.   

 

Acute hospital providers will need to ensure that they can provide Friends and Family 

scores from 1 April 2013 that meets the national guidance. Commissioners will need to be 

assured that their acute hospital providers are on track to have fully implemented the 

Friends and Family Test from 1 April 2013.  Commissioners and providers will need to put 

in place implementation plans for rolling out the Friends and Family Test to other areas 

during 2013/14. NHS England will publish a national programme, but the first roll-out is for 

maternity services by October 2013.  

 

Freedom Health Solutions Limited was commissioned to undertake a review of the 

readiness of trusts to fully implement the programme from 1 April 2013.  A series of visits 

was undertaken during February and March 2013, designed to provide assurance about the 

state of readiness of NHS trusts.  The following table provides state of readiness scores for 

individual local NHS Trusts based on data provided during visits.   

 

Trust name 

Overall likelihood of success (%) 
Indication of how likely the current 
state of readiness will satisfy the 
demands of the FFT roll out 

Acute A&E 

Northumbria Healthcare NHS Foundation Trust 87 69 

Newcastle Hospitals NHS Foundation Trust 100 100 

City Hospitals Sunderland NHS Foundation Trust 100 100 

Gateshead Health NHS Foundation Trust 100 100 

South Tyneside NHS Foundation Trust 87 85 

County Durham and Darlington NHS Foundation Trust 100 85 

North Tees and Hartlepool NHS Foundation Trust 100 100 

South Tees Hospitals NHS Foundation Trust 60 85 
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CAS Alerts Issued in Quarter 4 
 

Alert Ref Alert Title 

Chief Medical Officer Alerts (CMO) 

CEM/CMO/2013/01 Preparation Of Infant Formula 

CEM/CMO/2013/02 Isosorbide Mononitrate Tablets: Supply Problem 

CEM/ CMO/2013/03 2ci, 2ce And The 2c Family Of Drugs 

Drug Alert  

EL(13)A/01 
Recall Of One Lot Of Parallel Distributed Vimpat 150mg Tablets 
With Incorrect Blister Label 

EL(13)A/02 
Recall Of All Unexpired Stock Of Tredaptive Modified-Release 
Tablets. 

EL (13)A/03 
Marlborough Pharmaceuticals Limited, Gygel Contraceptive Jelly 
30g 

EL (13)A/04 Desloratadine Ratiopharm 5mg Film-Coated Tablets (Teva Livery) 

EL (13)A/05 Dexamfetamine Sulphate 5mg Tablets 

EL (13)A/04 Rev 1 
Replacement Class 3 Drug Alert For Teva Uk Limited Alert Issued 
On 13 February 2013 

EL (13)A/06 
Typharm Limited, Goldeneye 0.15% Eye Ointment, Recall Due To 
An Issue With Seal Integrity And Compromised Sterility Assurance 

EL (13)A/07 
Sanofi-Aventis, Brochlor 1% W/W Eye Ointment, Recall Due To An 
Issue With Seal Integrity And Compromised Sterility Assurance 

EL (13)A/08 
Mylan, Montelukast 5mg Chewable Tablets, Recall Due To An 
Error On The Carton 

EL (13) A/09 Hospira Uk Limited, Cytarabine Injection 100mg/Ml (1g/10ml) 

EL (13)A/10 
Rad Neurim Pharmaceuticals Eec Limited, Distributed By Flynn 
Pharma Limited, Circadin 2mg Prolonged-Release Tablets. 

Estates and Facilities Alerts (EFA) 

EFA/2013/001 Sharps And Sharps Containers Transported In Staff Vehicles . 

EFA/2013/002 Window restrictors 

Health protection Agency 

North East Measles Alert 

Measles Outbreak Update (Clinical Bulletin) 

Medical Device Alerts (MDA) 

MDA/2013/002 
 Medical Oxygen And Medical Air Cylinders Filled To 200 
Atmospheres (200 Bar/20,000 Kpa). Various Sizes And Outlets. 
Supplied By Sol Spa. 

MDA/2013/003 
Ambulatory Insulin Infusion Pumps. Manufactured By Animas. 
Animas Ir1200, Animas Ir1250 And Animas 2020. All Serial 
Numbers. 

MDA/2013/004 
 Infusion Pumps: Plum A+ Single Channel Infuser Systems. 
Manufactured By Hospira. Product Codes: 11005, 11971, 12391, 
20792. 

MDA/2013/008 
Electrosurgery Disposable Active Electrodes And Accessories.  
Manufactured By Conmed Corporation. Specific Catalogue 
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Numbers And Lot Codes. 

MDA/2013/010 
Metal-On-Metal (Mom) Total Hip Replacements: Adept&#174; 
12/14 Modular Head (Finsbury Orthopaedics Ltd).  All Lots. 

MDA/2013/012 

Diagnostic Test Strips And Cassettes For Urinalysis, Pregnancy 
Testing, Menopause Testing And Opiates Testing, Manufactured 
By: Ind Diagnostics Inc, Canada; Alere International Ltd; Barrier 
Healthcare Ltd; E-Pharm Ltd 

Alert Ref Alert Title 

MDA/2013/014 
Oxoid Antimicrobial Susceptibility Testing Discs (Ast) 
Manufactured By Thermofisher Scientific. 

MDA/2013/016 
 Infusion Pumps: Gemstar Infusion System.  Manufactured By 
Hospira.  All List Numbers Are Affected. 

MDA/2013/017 
Infusion Pump: Alaris&#174; Gp Volumetric Pump. Product Refs: 
80063un01, 80263un01, 80263un01-G, 9002med01, 9002med01-
Gmanufactured By Carefusion. All Serial Numbers Are Affected. 

MDA/2013/018 
Aquarius Haemofiltration Machine Using Software Version 6.01.  
Supplied And Supported By Baxter Healthcare Ltd.  Manufactured 
By Edwards Lifesciences Ltd (Now Nikkiso Europe Gmbh). 

MDA/2013/019 
Detergent And Disinfectant Wipes Used On Reusable Medical 
Devices With Plastic Surfaces.All Manufacturers. 

MDA/2013/020 
 Acrobat Swing (Ac Swing) Arm. Manufactured By Ondal. Supplied 
By Various Companies To Support Operating Lights And Monitors. 
Delivered From 1999 To 2008 Inclusive. 

Met Office 

Cold Weather Alert for 10/01/13 

Met Office Alerts (2) 

Severe Winter Weather - Level 2 - Alert and Readiness alerts (2) 

Cold Weather Alert Level 2 8/3/13 

Cold Weather Alert Level 2 18/3/13 

Severe Winter Weather - Level 3 - Cold Weather Action alert  
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Appendix2 
 
Monitor Ratings for STFT, NEAS and NTWFT   
  
Governance Risk rating Key : Red - likely or actual significant breach ot terms of authorisation    
Amber- red - Material concerns surrnounding terms of authorisation 
Amber - green - Limited concerns surrounding terms of authorisation  
Green-  No material concerns  

 
                                                                                    
           
NEAS    
 

      
 
 
 
South Tyneside NHS FT                              
                                                                     

   
 
 

Northumberland, Tyne and Wear NHS Foundation Trust 

                            



 

 

Enclosure: 04 

 

 

 

 

 
Strategic objectives 
links 

Links to CCG assurance framework 

Identified risks & 
risk management 
actions 

N/A 
 

Resource 
implications 

None  

Legal implications 
Including equality & 
diversity 
assessment 

N/A 

 
Report history This report has been considered at Executive meeting 6th June. 

Next steps N/A 

Appendices Supporting information to the report should be listed here. 

 

 
 
 
 
 
 
 
 
 
 
 
 
 
 

Meeting title STCCG Governing Board Meeting Date: 27 June 2013 
Report title Performance and QIPP Monthly Report Agenda item 
Lead director: 
Report author: 
Sponsor(s): 

Christine Briggs, Director of Operations   Tel/Email: 

Aaron Tucker, Commissioning Manger Tel/Email: 

Name/Title: Tel/Email: 
F.o.I status  



 

 

 
Report 
summary 

This report is based on quarter four 2012/13 information and is the final report in this 
format. 
 
Specific issues from the report are:    

 RTT Specialties not achieving for non-admitted patients  – QP indicator for this year  

 Patients on an incomplete pathway – QP indicator for this year 

 Endoscopy diagnostic tests is above plan, some of this is over performance is due to the 
Bowel Cancer Awareness Campaign on gastroenterology / endoscopy services. 

 NHS Health Checks (offered and received) - No Quarter 4 information due to issues 
with processing PID. 

 3 A&E Quality - Missing 3 targets out of five (re-attendance rate, time spent in A&E 95th 

percentile, time to initial assessment A&E 95th percentile) however the national 
achievement of this target is based on 2 out of 5 being achieved. For the purpose of the 
report we are green, however it does highlight issues within A&E that could affect the 
type 1 performance. Nb. there is always a 5 month time lag on data.     

 Stay on a stroke ward - Failed in Q4 – provider asked for explanation / mitigation  

 Unplanned hospitalisation for ACS conditions – above plan - QP indicator for this year 

 Emergency admissions for conditions not usually requiring hospital stay – above plan - 
QP indictor for this year  

 Psychological therapies (access and moving to recovery) - Access to IAPT services has 
been steadily improving all of last year and ended up at 2.9% in Quarter 4 against a 3% 
target. Recovery rate has also been improving up to Q3 but has dropped back in Q4. 

 
Additional Issues not in this report:  

 We have been notified that we have had 2 cases of MRSA that occurred in May 
2013 

 Provisional IAPT performance in Q1 of 2013/14 is positive with the CCG on track to 
achieve the access target in Q1.  

 A&E continues to be under pressure in STFT 
New Reports: 
New Integrated performance and contracting reports are being developed by NECS 
provider management team. The RAIDR information system is being used to provide the 
CCG with an up to date visibility wall. The new reports June and will provide the CCG with 
performance score card. This will form the basis of the next report to the executive 
committee with Month 1 and 2 data.       

Purpose 
(tick one 
only) 

Information 
 

Approval To note 
√ 

Decision 

Recommendati
on 

The Governing body to are receiving this paper for information and endorsement 
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This report contains the latest summary updates of performance against the 2012/13 Integrated 
Strategic and Operational Plan (ISOP) and the South Tyneside CCG Commissioning Plan. 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 
 
 
 
 

 

3.  Progress against Integrated Plan (ISOP) milestones 
 

 
 

 
 
As at April 2013 

NHS South of Tyne and Wear 
Performance and QIPP Monthly Report (as at 23/05/13) 

South Tyneside CCG – May 2013 

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

Slipped milestones 

 

Red rated KPIs 

Failing initiatives 

 CAMHS (5) 

 Medicines Management (4) 

 Mental Health (5) 

 Planned Care (5) 

 Urgent Care (1) 

 Community Services (2) 

 Experience, Satisfaction and 
Engagement (4) 

 Safeguarding (3) 

 

Estimated year end shortfall of £0.05m against 
target of £4.7m 
 
Last known position – November 2012 
 

 Reduction in first outpatient attendances 

 Reduction in follow up outpatient attendances 

 Move carpel tunnel out of hospital 

  29 milestones have slipped (with revised due date), 
  36 are still due, and 
211 have been completed 

 RTT Specialties not achieving 
(non-admitted patients) 

 Patients on an incomplete 
pathway 

 Endoscopy diagnostic tests 

 Maternity assessments  

 NHS Health Checks (offered 
and received) 

 Choose and Book 

 3 A&E Quality 

 Stay on a stroke ward  

 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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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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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 
5 RTT Specialties not 

achieving (non 
admitted) 

 Admitted:  No specialty failed to achieve the 90% 
target during March 2013. It is the first time this has 
happened in 2012/13. 

 Non Admitted:  Neurosurgery and Plastic Surgery 
failed to achieve the 95% standard in March 2013. 

 Non Admitted:  January 2013 was the only month in 
2012/13 during which all specialties achieved the 
target. 

 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 

 Performance for this indicator dipped late in 2012/13 
with the target being failed in each of the last 3 
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.   

 During 2012/13 this indicator was achieved in 2 
months. 

 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. 

11 12 week maternity 
assessments 

 ST have failed to achieved their target in Q4 – 85.4% 
against a target of 90% 

 This is the first time this KPI has failed during 
2012/13 

  

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 

 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 
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Ref Performance Area Issues and Risks Key Actions 
also take into account any unexpected affects on 
performance due to the reconfiguration and Local 
Authority transfer. 

 Data for the smoking cessation service is now 
managed by County Durham and Darlington FT – 
this has lead to a disruption of the data collection 
process. 

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 
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 recovered somewhat from a slight dip 
during winter, but still ends 2012/13 short of the 90% 
target at 75.2%. 

 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. 

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. 

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 

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 December 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 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%.  

 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   
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Ref Performance Area Issues and Risks Key Actions 
Performance in Q3 has recovered recording 88.9%. 

 73.3% of patients spend 90% of their time on a 
stroke ward at STFT during Q4, failing the target. 

 STFT achieved the 24 hour target during Q4. 

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 

 The target was achieved in October 2012. 

 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 was 
below the target for Q4 – 2.9% against a target of 
3.0%. 

 In year definition changes may have impacted 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 

61 Improving Access to 
Psychological 
Therapies (IAPT) - 
Proportion moving to 
recovery 

 Proportion of people moving to recovery ihas 
finished 2012/13 below the target for Q4 – 38.8% 
against a target of 50% 

 The improvement in performance from Q1 to Q2 has 
not continued in Q3 and Q4. 

 The Trust believed performance would improve by 
Q4, but this did not occur. 

 In year definition changes may have impacted 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 
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Ref Performance Area Issues and Risks Key Actions 
 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 in Q4 YTD was just below target and is 
recorded at 358 against a target of 368. 

 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. 

71 MRSA  STFT has 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. 

 



Header 

 
Page 8 of 13 
 

South Tyneside CCG – Performance and QIPP Monthly Report 

 

Financial Savings update for QIPP Resource Releasing Initiatives (RRIs). 

Please note that due to a delay in receiving and processing the Gateshead Health NHS Foundation Trust information, estimates have been 
provided from December ’12 to March ’13 for the RRIs that are not technical adjusments. This includes RRI numbers 3, 6, 7 and 8 as well 
as the emergency re-admissions detail at the bottom of the page. 

 

2. QIPP financial savings 
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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. Note that figures for December 2012 
onwards have been estimated in that 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. 

 Last known position (Nov ’12) is £212k achieved 
against a target of £165. 

 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 £88  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. 

 Last known position (Nov ’12) is £41k achieved 
against a target of £45. 

 Monthly contract monitoring in place. 

7 Reduce 
outpatient 
review 
attendances 

£141 £30  CCG is proactively working with GP colleagues and 
secondary care to implement a shared decision 
making tool to manage appropriateness of referrals 
for Gynaecology, general surgery and orthopaedics. 

 Last known position (Nov ’12) is £14k achieved 
against a target of £66. 

 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 

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 

 No savings will be achieved in 2012/13. 

 Contract included £50k savings for changes to 
DEXA services commenced 16th November 2012 
(see 10). 

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) 
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Finance Report Month 2 (May) 2013/14 
 
 

1. Reason for the Report  
 

The purpose of this document is to;  
 

 Report on the financial position for the two months ended 31 May 2013 
and provide an indication of the outturn position for the 2013/14 financial 
year.   
 

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

2. Current Performance 
 
The 2013/14 planned financial performance for South Tyneside CCG is a 
surplus of £2.233m. The CCG reported year to date surplus and forecast 
performance for the two months ended 31 May 2013 is in line with the current 
plan. The summary performance for the CCG is outlined below.  
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The chart below outlines the year to date financial performance of 
Commissioned Services against budget.  
 

 
 

1.1 The tables above outline the key financial performance of the CCG to date, 
the detail of which is available in the appendices for reference as follows:  
 

 Appendix 1  - year to date and forecast income & expenditure report  

Financial Target Target Detail

Year to Date 

Position 

Forecast 

Position 

Revenue Allocation  - Programme 

To keep expenditure within allocation and in 

line with plan g g

Revenue Allocation - Running Costs 

To keep expenditure within allocation and in 

line with plan g g

Cash Limit

To keep cash outgoings within the cash 

limit g g

BPPC

To pay CCG creditors within 30 days of 

receipt of invoices or goods g g

Risk Rating Key Indicator

Meeting Target and Improving h

Meeting Target and Remaining Static g

Meeting Target and Declining i

Close to Target and Improving h

Close to Target and Remaining Static g

Close to Target and Declining i

Distant to Target and Improving h

Distant to Target and Remaining Static g

Distant to Target and Declining i

21.2

3.5

3.7

2.3

4.8

0.1

0.6

1.2

21.2

3.5

3.7

2.3

4.8

0.1

0.6

0.8

0.0 5.0 10.0 15.0 20.0 25.0

Acute Services

Mental Health Services

Community Services

Continuing Care

Primary Care

Other Programme

Other Corporate

Comissioning Reserves

Commissioned Services

YTD Actual
£m

YTD Budget
£m
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 Appendix 2 – in year budget movements 

 Appendix 3 – DoH in year allocations 

 Appendix 4 – better payment practice code 
 
Appendix 1 shows the CCG high level budget position for the CCG allocations 
in totality – i.e. the commissioning and running cost budgets.  At this stage the 
running cost budget has not been shown in detail but this will be provided for 
the next Governing Body meeting.  This appendix shows year to date (YTD) 
budget and expenditure together with annual position and forecast for the 
year end.   
 
It should be noted that at this stage in the year we are awaiting activity data 
from a number of our providers and so for prudence it has been assumed that 
the CCG is in a break-even position on contracts. 
 
Members will see that a forecast underspend has been shown against 
reserves – this is the delivery of 1% surplus in line with national planning 
requirements.   
 
For additional clarity Appendix 2 details movements in budgets that have 
been transacted since opening budgets came to the Governing Body. 
 
Appendix 3 details movements in CCG allocations, members will note that the 
CCG is in receipt (non recurrently) of an additional £37k, this is our proportion 
of the South Tyneside PCT surplus from 2012/13.  In addition, the CCG will 
receive £1,644 from the Area Team, this is the anticipated adjustment relating 
to specialist commissioning funding where the CCG had contributed too 
much; it is expected that this will become a recurrent adjustment for 2014/15. 
 
The CCG performance against the BPPC target is given in Appendix 4.  
 
In future months the Governing Body will receive information within this report 
regarding progress towards delivery of the CCG QIPP programme.  
Unfortunately, this information is not yet available as we are in the process of 
developing the metrics by which we will monitor delivery.  This would suggest 
that there will be slippage against delivery of the QIPP programme. However 
a number of schemes are anticipated to deliver later in the year and the 
programme and reporting will reflect the appropriate phasing.  In the interim, 
the Governing Body can be assured that 50% of the annual QIPP programme 
has been delivered as a result of contractual changes with our acute 
providers. 
 
 

3. Risks 
Within the opening budgets proposed to the Governing body, a number of 
areas of financial risk were highlighted; the latest position regarding these 
risks is given below. 
 
 Contract over-performance 2013/14 
 
During 2012/13 the CCG (as part of South Tyneside PCT) experienced 
significant pressure on its commissioning budgets and whilst the CCG 
allocated sufficient growth funding to be able to commission this higher level 
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of activity for 2013/14 (where appropriate) this has left the CCG with no 
reserves and therefore 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 – members will recall that the funding associated 
with the changes in commissioning responsibility for specialist commissioning 
was mapped inconsistently.  The NHS England Area Team have facilitated 
adjustments to CCG allocations in order to address this problem but in so 
doing needs to recover funding from Yorkshire and Cumbria as 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.  The 
latest information from the area team indicates that they will not be able to 
recover the funding anticipated and that we should expect to fund £585k and 
this causes an additional pressure to the CCG for delivery of 1%surplus. 
 
 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 has been 
committed in supporting pathway and nationally driven tariff changes with our 
local provider.  For the remainder the CCG has developed a prioritised list of 
schemes that will need to be signed-off by the local area team.  The CCG 
must be clear that it cannot use this funding to support 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% has been delivered through contractual changes.  
The remainder is subject to separate workstreams that are detailed in the 
CCG delivery plan with clinical leads assigned to each scheme. Non-delivery 
of the QIPP programme remains a medium risk. 
 
 Running Costs 

 
The CCG has a small running cost allocation that will need careful 
management in order to deliver break even. This remains a low risk. 
 

4. Recommendation 
 

The Committee is requested to: 
 
i) Consider this report and note the risks. 
 
 

Kate Hudson 
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Chief Financial Officer Designate 
April 2013 
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APPENDIX 1 
 

 

YTD Budget YTD Actual 

YTD Variance 

(Under)/ 

Overspend

YTD Variance 

(Under)/ 

Overspend 2013-14 Budget 

Forecast 

Outturn 

Forecast 

Variance 

(Under)/ 

Overspend

Forecast 

Variance 

(Under)/ 

Overspend

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

Commissioned Services

South Tyneside NHS Foundation Trust 13,438 13,438 0 0 80,629 80,629 0 0

City Hospital Sunderland NHS Foundation Trust 3,325 3,325 0 0 19,950 19,950 0 0

Newcastle Upon Tyne Hospitals NHS Foundation Trust 1,622 1,622 0 0 9,734 9,734 0 0

Gateshead Health NHS Foundation Trust 774 774 0 0 4,645 4,645 0 0

County Durham and Darlington NHS Foundation Trust 333 333 0 0 2,000 2,000 0 0

Northumbria Healthcare NHS Foundation Trust 47 47 0 0 279 279 0 0

Leeds Teaching Hospitals NHS Foundation Trust 7 7 0 0 44 44 0 0

South Tees Hospitals NHS Foundation Trust 0 0 0 0 0 0 0 0

North East Ambulance Service NHS Foundation Trust 1,000 1,000 0 0 6,000 6,000 0 0

North East Ambulance Service NHS Foundation Trust - 111 Contract 91 91 0 0 545 545 0 0

Specialised Services 0 0 0 0 0 0 0 0

NHS Non Contract Activity 220 220 0 0 1,322 1,322 0 0

Pass Through Payments - NHS Levies 3 3 0 0 18 18 0 0

Other - Readmissions 365 365 0 0 2,192 2,192 0 0

Other - Transformation Fund 46 46 0 0 274 274 0 0

Mental Health Services Northumberland, Tyne and Wear NHS Foundation Trust 3,467 3,467 0 0 20,800 20,800 0 0

Tees, Esk and Wear Valleys NHS Foundation Trust 27 27 0 0 159 159 0 0

Community Services South Tyneside NHS Foundation Trust - Community Health Services 2,733 2,733 0 0 16,397 16,397 0 0

Non NHS Healthcare 193 193 0 0 1,156 1,156 0 0

Voluntary Bodies 242 242 0 0 1,451 1,451 0 0

Misc Commissioning 473 473 0 0 2,835 2,835 0 0

Continuing Care Continuing Care 2,255 2,255 0 0 13,530 13,530 0 0

0 0

Primary Care Out of Hours 312 312 0 0 1,870 1,870 0 0

Prescribing - GP 4,329 4,329 0 0 25,974 25,974 0 0

Prescribing - Other 68 68 0 0 405 405 0 0

Enhanced Services 44 44 0 0 263 263 0 0

Other Programme Reablement 69 69 0 0 416 416 0 0

0 0

Other Corporate NHS Property Services 455 455 0 0 2,728 2,728 0 0

PMS/GMS Unregistered Population 162 162 0 0 973 973 0 0

0 0

Commissioning Reserves 1,228 855 (372) (30) 7,365 5,132 (2,233) (30)

Total Commissioned Services 37,326 36,954 (372) (1) 223,957 221,724 (2,233) (1)

Running Costs 620 620 0 0 3,720 3,720 0 0

Total Running Costs 620 620 0 0 3,720 3,720 0 0

GRAND TOTAL EXPENDITURE 37,946 37,574 (372) (1) 227,677 225,444 (2,233) (1)

Income 

Notified Allocation (37,666) (37,666) 0 0 (225,996) (225,996) 0 0

Anticipated Allocation (280) (280) 0 0 (1,681) (1,681) 0 0

TOTAL INCOME (37,946) (37,946) 0 0 (227,677) (227,677) 0 0

TOTAL INCOME & EXPENDITURE (0) (372) (372) 0 (2,233) (2,233)

Acute Services (inc Ambulance 

Services) 
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APPENDIX 2 

 
 

Initial budget 

set Adjustments

Budget Month 

02 from NECS Details
£

TOTAL FOR CCG 233,423

PREMISES TRANSFERRING TO NHS PROPERTY 2,728

OTHER 868

OPENING 237,019

RUNNING COSTS -4,019

SPECIALIST SERVICES -14,025

REDISTRIBUTION OF 2% HEADROOM -1,696

SUB TOTAL 217,279

UPLIFT 4,997

SUB TOTAL 222,276

RECURRENT REVERSAL OF SPECIALIST 1,644
37 37 additional N/R budget - STPCT end of year surplus

TOTAL 223,920 37 223,957

CITY HOSPITALS SUNDERLAND NHS FOUNDATION 

TRUST

19,920 30 19,950 Movement of contract from starting budget

DURHAM UNIVERSITY HOSPITAL NHS FOUNDATION 2,000 0 2,000

GATESHEAD HEALTH NHS FOUNDATION TRUST 4,645 0 4,645

LEEDS TEACHING TRUST 44 0 44

NORTH EAST AMBULANCE SERVICE NHS TRUST 6,000 0 6,000

NORTH EAST AMBULANCE SERVICE 111 CONTRACT 545 0 545

NEWCASTLE HOSPITALS 9,640 94 9,734 Movement of contract from starting budget

NORTHUMBRIA HCARE NHST 279 0 279

SOUTH TYNESIDE NHS FOUNDATION TRUST 80,577 52 80,629 Movement of contract from starting budget

  SUBTOTAL ACUTE 123,652 176 123,827

NCA

NHS - NON CONTRACT ACTIVITY 1,322 0 1,322

  SUBTOTAL NCA 1,322 0 1,322

PASS THROUGH PAYMENTS

NHS LEVIES 37 -19 18 Service ceased regional drugs and therapy

  SUBTOTAL PASS THROUGH 37 -19 18

OTHER

READMISSIONS 2,192 0 2,192

TRANSFORMATION FUND 274 0 274

  SUBTOTAL OTHER 2,466 0 2,466
TOTAL ACUTE INCL. AMBULANCE 127,477 156 127,633

MH SERVICES

NORTHUMBERLAND TYNE &WEAR NHS TRUST 20,800 0 20,800

TEES ESK AND WEAR VALLEY NHS TRUST 159 0 159

TOTAL MH 20,959 0 20,959

COMMUNITY HEALTH SERVICES (STFT) 16,397 0 16,397

NON NHS H/CARE 1,151 5 1,156 Budget adjustments to contract values

VOLUNTARY BODIES 1,489 -38 1,451 Budget adjustments to contract values

MISC COMMISSIONING 2,879 -44 2,835 Budget adjustments to contract values

TOTAL COMMUNITY 21,917 -78 21,839

CONTINUING CARE 13,608 -77 13,531 Budget adjustments to contract values

TOTAL CONTINUING CARE 13,608 -77 13,531

OUT OF HOURS 1,870 0 1,870

PRESCRIBING - GP 25,974 0 25,974

PRESCRIBING - OTHER 405 0 405

ENHANCED SERVICES 263 0 263

TOTAL PRIMARY CARE 28,513 -1 28,512

REABLEMENT 417 -1 416 rounding

TOTAL OTHER PROGRAMME 417 -1 416

NHS PROPERTY SERVICES 2,728 0 2,728

PMS / GMS - UN REGISTERED POPULATION 973 0 973

TOTAL OTHER CORPORATE 3,701 0 3,701

RESERVES

NON RECURRENT RESERVE 4,446 0 4,446

COMMISSIONING RESERVE

  IN YEAR ACTIVITY ISSUES 0 37 37 additional N/R budget - STPCT end of year surplus

  AQP IN YEAR PRESSURE 245 0 245

  DISTRICT NURSING 250 0 250

  SAFEGUARDING 50 0 50

INVESTMENTS

  HOME OXYGEN 41 0 41

  CONTINUING CARE 200 0 200

  CARERS STRATEGY 350 0 350

  MH STRATEGY 570 0 570

  RENAL TRANSPORT 80 0 80

QIPP -155 0 -155

  RIS -125 0 -125

  DIRECT ACCESS RADIOLOGY MRI -27 0 -27

  REDUCE EMERGENCY READMISSIONS -419 0 -419

  SECONDARY CARE PRESCRIBING -200 0 -200

  ORAL NUTRITION SUPPLEMENTS -200 0 -200

0.5% CONTINGENCY - SPECIALIST RISK SHARE 832 0 832

0.5% CONTINGENCY - BALANCE 279 0 279

0.5% CONTINGENCY - BALANCE 1,111 0 1,111

TOTAL RESERVES 7,328 37 7,365

TOTAL SOUTH TYNESIDE CCG 223,920 37 223,956

0 0 0
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CCG Allocation Recurrent Non Recurrent Total

£000's £000's £000's

Confirmed Allocations: 

Total Programme Allocation for CCG 233,423 0 233,423

Premises transferring to NHS Property Services 2,728 0 2,728

Other 868 0 868

Running Costs (4,019) 0 (4,019)

Specialist Services (14,025) 0 (14,025)

Redistribution of 2% Headroom (1,696) 0 (1,696)

NHS Uplift 4,997 0 4,997

Total April NHS England Confirmed Programme Allocation 2013-14 222,276 0 222,276

Reversal of Specialist Commissioning 0 1,644 1,644

Year End Reversals 0 37 37

Total April NHS England Anticipated Programme Allocation 2013-14 0 1,681 1,681

Total April NHS England Programme Allocation 2013-14 222,276 1,681 223,957

Running Costs Opening Baseline 3,720 0 3,720

Total April Confirmed Running Costs Baseline 3,720 0 3,720

Total April NHS England  Running Cost Allocation 2013-14 3,720 0 3,720

Total Allocations 225,996 1,681 227,677

NHS ENGLAND IN YEAR ALLOCATIONS - SOUTH TYNESIDE CCG
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APPENDIX 4 
 
 

 
 
 
 
 
 
 
 
 

 

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

Non-NHS

Total Non-NHS Trade Invoices Paid in the Year 82 730

Total Non-NHS Trade Invoices Paid Within 30 Day Target 82 730

Percentage of Non-NHS Trade Invoices Paid Within 30 Day Target 100.00% 100.00%

NHS 

Total NHS Trade Invoices Paid in the Year 27 27,332

Total NHS Trade Invoices Paid Within 30 Day Target 27 27,332

Percentage of NHS Trade Invoices Paid Within 30 Day Target 100.00% 100.00%

BETTER PAYMENT PRACTICE CODE - SOUTH TYNESIDE CCG 

FOR THE TWO MONTHS TO 31 MAY 2013
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Meeting title Governing Body Date 27/06/13 

Report title 2013/14 Audit Committee Membership Agenda item 

Lead director: 
Report author: 
Sponsor(s): 

Kate Hudson Tel/Email: kate.hudson@sotw.nhs.uk 
Kate Hudson Tel/Email: kate.hudson@sotw.nhs.uk 
Kate Hudson Tel/Email: kate.hudson@sotw.nhs.uk 
 F.o.I status  

 
Report summary 2013/14 Audit Committee Membership – for approval 

Purpose (tick one 
only) 

Information Approval To note Decision 

Recommendation Approval of proposed budget by the Governing Body. 

 
Strategic objectives 
links 

Supports corporate governance of the CCG. 

Identified risks & 
risk management 
actions 

n/a 
 

Resource 
implications 

n/a 

Legal implications 
Including equality & 
diversity 
assessment 

n/a 

 
Report history n/a 

Next steps Audit Committee draft minutes to be received by Governing body. 

Appendices n/a 
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Audit Committee Membership update 
 
 

1. Reason for the Report  
 

The terms of reference for the audit committee state that  
 
“The Committee shall consist of a Chair, who will be a lay member of the 
Governing Body with a lead role in overseeing key elements of governance, 
together with two other members, at least one of whom will be a lay member 
of the Governing Body. The third member shall be appointed by the governing 
body and shall be a non governing body lay member with the appropriate 
skills or experience to be able to make a contribution to the Audit Committee”  
 
At present the lay members of the Audit Committee have not been appointed 
by the Governing Body, therefore the purpose of this paper is to seek 
ratification of the current membership.  
 

2. Current Membership 
 

The Audit Committee is chaired by Paul Morgan, GB Lay member.  The other 
two lay members are Stephen Clark and Jeff Gosling. 
 

3. Proposal  
 

Given that all three lay members named above have experience of working on 
audit committees the recommendation is that we continue with current 
membership rather than revisiting. 
 

4. Recommendation 
 

The Committee is requested to: 
 
i) Consider this report and approve the current membership of the audit 
committee 
 
 

Kate Hudson 
Chief Financial Officer Designate 
June 2013 
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Meeting title CCG Governing Body Meeting Date 27/6/13 

Report title  Agenda item 

Lead director: 
Report author: 
Sponsor(s): 

Name/Title: Amanda Healy, Director of Public Health Tel/Email:4246435 
Tel/Email:amandahealy@southtyneside.gov.uk 

F.o.I status  
 
Report summary This report gives an update on Public Health and the Health and Wellbeing Board 

Purpose (tick one 
only) 

Information 
yes 

Approval To note Decision 

Recommendation The Board is requested to note the contents of the report 

 
Strategic objectives 
links 

Delivery of outcomes, health inequalities 

Identified risks & 
risk management 
actions 

 

Resource 
implications 

No specific resources required 

Legal implications 
Including equality & 
diversity 
assessment 

 

 
Report history Regular update reports at each CCG Governing Body meeting 

Next steps Continued engagement in the Health and Wellbeing Board 

Appendices Public health advice to CCG 
 
Joint  
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Contact Officer:  

information information information information information  

Title: Update on Public Health 
and Health and Wellbeing Board 
Director of Public Health and Corporate Director Children Adults and Families 
Date: 27/6/13 
 

 

 
 

1. Purpose of Report 
 
This report is to update the Governing body in relation to public health and the 
development of the Health and Wellbeing Board 
 

2. Public Health 
The public health team have settled into the Council and are developing key 
priorities which include: 

 Leading the Joint Strategic Needs ( and Assets) Assessment and Joint 
Health and Wellbeing Strategy 

 Delivering mandated public health functions  - advice to CCG, National 
Child Measurement Programme, 

 Implementing Every Contact a Health Improvement Contact  

 Integrating public health across the Council 

 Introducing health impact assessment and health equity audit as key 
tools across the Council and partners 

 Developing and assurance framework for health protection and 
Emergency Planning and Response 

 Maintained focus on tobacco, alcohol, obesity and emotional wellbeing 
abut across the Life course 

 Development of Change 4 Life integrated lifestyle service 

 Implementation of commissioning intentions 

 Housing and health 

 Healthy settings – schools, children’s centres, workplaces 

 Public Health and spatial planning – transport, environment, regulation 
 
Public health advice to the Clinical Commissioning Group – the work 
programme for 2013/14 has been signed off by the Executive Committee and 
is attached in Appendix 1. This programme supports the CCG’s 
commissioning work programme, progress towards outcomes, input to 
individual funding requests, evidence and the tackling of health inequalities. 
 
Work is developing with Public Health England. The Longer Lives website was 
launched on 11th June providing intelligence on local mortality outcomes. 
Cancer in particular remains a key challenge for South Tyneside. 
A Health Protection ‘Plan on a Page’ is being developed. This will be the 
mechanism for the Director of Public Health and relevant Boards to receive 
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Contact Officer:  

information information information information information  

assurance of key health 
protection risks and mitigating actions. The DPH is working with the Chair of 
the CCG and the Director of Nursing to finalise this plan and it will be brought 
to the CCG Governing Body meeting. 
 
There have been three confirmed cases and one secondary case of measles 
in South Tyneside. GP’s are being encouraged to continue their work to 
vaccinate any unvaccinated or partially vaccinated children via a local Local 
Enhanced Service until the end of June and then will be part of the National 
campaign led by NHS England. We are working closely with NHS England, 
Public Health England and local healthcare providers to vaccinate any 
outstanding cases. Targeted marketing of 10-16 year olds will take place over 
the summer and further communication will be going to schools, social care, 
college etc. 
 
Commissioning reviews of substance misuse, weight management services, 
school nursing, and the bringing together of key behaviour change services in 
a Change 4 Life programme are progressing. 
 
Elizabeth Chalk is taking responsibility from within public health for children’s 
public health and will be working with the CCG two days per week to support 
Child and Adolescent Mental Health Services, Maternity, Occupational 
Therapy review. 
 
NHS Health Checks continues to be a priority. We are awaiting Quarter 4 data 
and this will be shared to address uptake following a marketing campaign. 
 
 

3. Health and Wellbeing Board update 
 
The Health and Wellbeing Board on 22nd May considered the following issues: 

 Finalised governance arrangements including the establishment of a 
Strategic Joint Commissioning Group ( co- chaired by the Director of 
Operations STCCG and Head of Adult Social Care) 

 Report out of improvement work (kaizen) on frail elderly that was 
carried out jointly sponsored by STCCG. South Tyneside Council and 
South Tyneside Foundation Trust 

 Agreement to apply for Department of Health Pioneer Status for 
integration of health and social care building on the improvement work. 

 Obesity scrutiny review action plan 

 Full performance schedule and action plans for the Joint Health and 
Wellbeing Strategy priorities 

 Presentation re response to the Francis Report 
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 The Board welcomed 
Moira Angel, Director of Nursing for NHS England and noted the 
appointment of Paul Cuskin as Chair of Healthwatch 

 The Board also noted that South Tyneside Council were undergoing 
and unannounced OFSTED inspection of safeguarding arrangements 
and Helen Watson, Corporate Director of Children Adults and Families 
would provide an update at a future board 

 The Board received updated copies of the Joint Strategic Needs 
Assessment and Joint Health and Wellbeing Strategy. These are 
attached/provided for STCCG Board. 
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4. Health and Wellbeing Board Update 
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Public Health Work Programme with the CCG 2013/14 
 
1. Introduction 
 
The provision of Public Health advice to Clinical Commissioning Groups is a 
mandated function of South Tyneside Council.  The requirements for Public 
Health are set out in ‘Public Health Advice to NHS Commissioners’ and 
‘Guidance to support the provision of public healthcare advice to CCG’s’. 
However there are a number of areas where there are opportunities for Public 
Health to work more closely with the CCG, and in particular to assist in the 
delivery of the STCCG Delivery Plan 2013\14 ensuring good population health 
outcomes, including reducing health inequalities. Public health input will not 
only be focused on health protection and health improvement, but also quality 
and accessibility of healthcare services provided by the NHS. 
The table set out in appendix 1 outlines Public Health Work Programme in 
Support of the CCG Delivery Plan. However the CCG will receive further 
Public Health support in addition to the specific details set out in the appendix 
and these are outlined below. 
 
 
2. What will Public Health provide?  
 
As set out in the Memorandum of Understanding between the CCG and South 
Tyneside Council, the Director of Public Health will provide direct Public 
Health leadership and support to the CCG, to ensure strategic join up 
between the Health and Well Being Board, the Joint Health and Wellbeing 
Strategy and CCG plans and alignment of commissioning across South 
Tyneside. This has been evidenced already in the work relating to the Hospital 
readmissions Kaizen and the integrated care work being developed as part of 
the Health and Well Being Board work plan, as well as in work on tobacco and 
alcohol. . 
In addition the Director of Public Health has a role in prevention, planning and 
responding to health protection issues (including the assurance of key plans 
and associated actions). The Director of Public Health  will advise the CCG 
about current issues and on the development of emergency planning 
response and is developing the ‘plan on a page’ with key partners to draw 
together key risks and actions across South Tyneside 
 However the CCG will also receive Public Health advice and epidemiological 
support from a range of sources including: 
 
a.  A mix of specialists, practitioners and support staff from South 
Tyneside Council’s Public Health team. This would include advice in relation 
to policy, operational delivery and the analysis of clinical information. This 
would include specified sessional time from a Consultant in Public Health. 
b. An element of the shared South of Tyne and Wear service providing 
high level technical healthcare advice, detailed epidemiological support and 
public health information analysis from Dr Mark Lambert and Public Health 
Analyst Andy Billett. This would also include access to knowledge 
management support through the Library Service 
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c. Public Health England and the emerging NHS England’s Public Health 
support structure 
The specific public health input into the CCG delivery plan is set out in 
appendix 1; however Public Health will also support the CCG through: 
• Working with the Clinical Commissioning Group to help it meet its 
statutory requirement to deliver a Joint Strategic Needs Assessment (JSNA), 
ensuring that it has  a strong clinical focus and supports the CCG to 
commission services which reflect local needs and build on local assets. 
• Providing public health  technical support to ensure that the CCG is 
effectively meeting its commitment to reducing Health Inequalities through 
working to address issues such as variation and  equity of access to services 
• Provide the skills and knowledge to assist CCG with its capacity to 
carry out Health Equity Audits to assist the CCG in Identifying vulnerable 
populations and marginalised groups in South Tyneside and give with advice 
on meeting their needs.   
• Ensuring that services commissioned by public health (including Sexual 
Health Services, Stop Smoking Services, Drug and Alcohol services) are 
engaging effectively with primary care, helping practices to develop 
approaches to public health in practices 
• Reviewing  the research evidence of the effectiveness of current 
strategies and producing illustrative reports and electronic resources to 
support strategic service change decisions 
• Helping the CCG develop evidence informed policy and practice with 
access to the library and knowledge service and through the development of 
technical public health skills capacity with clinical leads and within the CCG  
• Working  with council of practices to focus on the  delivery of 
interventions which will have the greatest impact in population terms and will 
reduce Health Inequalities 
• Providing specific public health advice  for clinical leads  relating to the 
characteristics of South Tyneside’s population to ensure the effectiveness of 
interventions, including clinical and cost-effectiveness in their speciality area 
• Work with the CCG help develop of clear monitoring & evaluation 
frameworks which are focused on improving quality and  outcomes, and align 
with the national PH/NHS and Social Care Outcomes Frameworks 
• Supporting the CCG in responding to individual funding requests 
   
3. Clinical Commissioning Group Support for Public Health 
 
In order for the Public Health team to support not only the CCG but also to 
enable it to provide an effective public health advice service for all healthcare 
commissioning across South Tyneside (as well as the Council’s statutory 
returns and information to support the development of key strategic 
documents such as the JSNA) South Tyneside Council needs access to data 
and services held by North East Commissioning Support. This will also 
include information recorded on the systems such as South Tyneside 
Foundation Trust held Child Health Information System. The CCG will need to 
support Public Health in manage PH intelligence work programme within 
NECS contract 
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4. How will this work programme be monitored?  
Progress against the agreed work programme will be reviewed on a quarterly 
basis by the Director of Public Health and the CCG’s Director of Operations 
and progress reported to the Executive Committee.  
  
Appendix 1 Public Health Work Programme in Support of the CCG Delivery 
Plan 
 
CCG Delivery Plan  objective CCG Delivery Plan Action Public Health 
Support Public Health Lead Timescale 
Urgent Care Develop a pilot project for the delivery of a psychological liaison 
service within the Urgent Care hub. Examine the options for linking 
emotional and well being action and the emerging Change for Life service to 
support the  psychological liaison service Mark Overton Q2 
2013/14 
 Readmissions Kaizen:  Risk Stratification, Hospital discharge process 
etc  Leadership of  the Kaizen  process to ensure greater integrated 
working between health and social care services, with identified practice 
populations Amanda Healy  
Q4 2013/14 
 
 
Long Term Conditions 
 Work with Local Authority to develop and implement locality models for 
integrated health and social care services: Single point of brokerage to 
services 
 Coordinating CCG and other stakeholder action with the Health and 
Wellbeing Board priority group Amanda Healy Q2 2013/14 
 Use of the risk stratification tools such as the combined predictive 
model across primary, community and secondary care   • Promoting 
and supporting the use of CPM practices to target care according to patient 
risk, 
• Developing bespoke health literature to support patients address 
lifestyle risk factors and signpost to services 
• Develop skills of primary care staff in identifying and working with hard 
to reach at risk patients  
  Mark Overton Q2 2013/14 
 Revised specifications for pulmonary rehabilitation which provide 
increased access from primary care. Consider step down routes following 
Pulmonary rehab  
 Working with the Council’s leisure services and secondary care to 
explore the opportunity to extend pulmonary rehab into community settings
 Sue Collins  Q2 2013/14 
  
 
 Explore the use of tele-health systems for COPD patients  Assist in 
the understanding of this initiative with specific PH advice on the 
understanding of the South Tyneside populations targeted , the effectiveness 
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of  the  interventions and the link to self management the condition Mark 
Overton Q2 2013/14 
 
 Implement a CCG self management framework for LTCs
 Developing a Self management/self care programme linking to the 
emerging Change for life service and other commissioned services supporting 
self management 
 Mark Overton Q2 2013/14 
 
 Integrated care model for care homes  Review of the Nursing Homes 
Health Needs Assessment across South of Tyne and Wear, drawing out 
specific recommendations for South Tyneside CCG delivery Mark Lambert
 Q3 2013/14 
Cancer Services Reduce Turn Around Time for reporting of GP-requested 
diagnostic tests specific  • Work with the Locality Cancer Board to 
develop work plans in response to the 2012/13 scoping paper and linking to 
the Health and Wellbeing Board Prevention Across the Lifecourse  
• Improving the  health care process through understanding and 
improving patient pathways to inform future commissioning 
 Mark Overton  
 
 
 
 
 
 
 
Mark Lambert Q2 2013/14 
Mental Health  Further development of Primary Care MH Services 
including improving access to psychological therapy for those with LTCs
 Examine the options for linking emotional and well being action and the 
emerging Change for Life service to support the  psychological liaison service
 Mark Overton Q2 2013/14 
Children’s Services  Develop a joint business case with the Local Authority for 
the development of a Tier 2 CAMHS service for South Tyneside Working 
with clinical leads and adult social care, as well as other stakeholders, to draft 
the business case  Elizabeth Chalk Q1 2013/14 
  
 
 Working with Local Authority to Jointly review the OT provision for 
children and identify improvements to the service  Working with clinical 
leads and adult social care, as well as other stakeholders, providing public 
health input into the review and service improvement process Elizabeth 
Chalk Q2 2013/14 
 Implementing revised service specification for maternity 
 Working with clinical leads and other stakeholders, to assist in the 
revision of the current maternity services specification and support the 
implementation Elizabeth Chalk Q3 2013/14 
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Meeting title Governing Body 
 

Date: 27 June 2013 

Report title Compliance with the Legal Equality Duties Agenda item: 08 
Lead director 
Report author 

  Sponsor(s) 

Christine Briggs      Email: Christine.briggs@sotw.nhs.uk  

Ben Murphy, Senior Governance Manger NECS      Email: benmurphy@nhs.net 
  Christine Briggs                                                          Email: Christine.briggs@sotw.nhs.uk  
 
 
 

F.o.I status  Unclassified 
 
Report summary As part of South Tyneside CCG’s authorisation process, they declared that at the 

point of authorisation, they would be compliant with the public sector Equality Duty 
and would demonstrate the use of the Equality Delivery System (EDS) to help 
attain compliance and ensure good equality performance. 
 
This paper has been produced in line with changes to the timescales for meeting 
the Specific Duties of the public sector Equality Duty, as applied to CCGs and sets 
out how the CCG will deliver on its equality duties. 
 
 Purpose (tick 

one only) 
Information Approval X To note Decision 

Recommendation To note the timeframes to meet the specific duties of the public sector Equality 
Duty, 
 
To ask the Governing Body to identify who will lead on each of the 18 outcomes of 
the Equality Delivery System (EDS) who will then be responsible for grading the 
CCG against that particular outcome, and 
 
To note the report and to approve the process to be undertaken to develop the 
CCG’s equality objectives. 
  

Strategic objectives 
links 

Maintaining the status of being a fit for purpose statutory organisation’ 

Identified risks& 
Risk 
management 
actions 

This paper will enable the CCG to comply with equality duties. 

Resource 
implications 

None identified 

mailto:Christine.briggs@sotw.nhs.uk
mailto:benmurphy@nhs.net
mailto:Christine.briggs@sotw.nhs.uk


 

 

Legal implications 
Including equality 
& diversity 
assessment 

The EDS does not replace legislative requirements for equality; rather it is 
designed as a performance and quality assurance mechanism for Governing Body 
local NHS Boards and a means by which the CCG meet the requirements of the 
Equality Act (2010) and the NHS Act (2006).  
 

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

 

Next steps To work in collaboration with local interests, analyse and grade organisational 
equality performance, identify, consult upon and agree 4-5 equality priority 
actions 

Appendices Appendix 1 – Equality Delivery System; Goals, Outcomes and Grades 
Appendix 2 – Example Grading 
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South Tyneside Clinical Commissioning Group 

 
Compliance with the Legal Equality Duties 

 
Introduction 

 
The aim of this paper is: 

 
• to advise NHS South Tyneside Governing Body of the timeframes to meet 

the specific duties of the public sector Equality Duty, 
 

• to ask the Governing Body to identify who will lead on each of the 18 
outcomes of the Equality Delivery System (EDS) who will then be 
responsible for grading the CCG against that particular outcome, and 

 
• to note the report and to approve the process to be undertaken to develop 

the CCG’s equality objectives. 
 

Equality declaration  
 

As part of South Tyneside Clinical Commissioning Group (CCG) authorisation process, 
they declared that at the point of authorisation, they would be compliant with the public 
sector Equality Duty and would demonstrate the use of the EDS to help attain compliance 
and ensure good equality performance. 
 
This paper has been produced in line with changes to the timescales for meeting the 
Specific Duties of the public sector Equality Duty, as applied to CCGs.  
 
The public sector Equality Duty 
 
The public sector Equality Duty, part of the Equality Act 2010, is made up of a ‘general 
Duty’ which is the overarching requirement, and the ‘specific duties’ which are intended to 
help performance of the general duty. The general duty has three aims and it applies to 
most public authorities, including the NHS Commissioning Board and CCGs (and bodies 
exercising public functions such as private healthcare providers), who must, in the 
exercise of their functions, have due regard to the need to:  
 

• Eliminate unlawful discrimination, harassment and victimisation and other conduct 
prohibited under the Act.  
 

• Advance equality of opportunity between persons who share a relevant protected 
characteristic1 and persons who do not share it.  

 
• Foster good relations between persons who share a relevant protected 

characteristic and persons who do not share it.  
 

 The specific duties of the public sector Equality Duty: Revised timeframes for CCGs  
 
Under the specific duties of the public sector Equality Duty, CCGs are required to publish 
in a manner that is accessible to the public:  
 



 Information to demonstrate its compliance with the public sector Equality Duty at 
least annually, starting by 31 January 2014. This information must include, in 
particular, information relating to people who share a protected characteristic who 
are:  

- its employees – (public authorities, including CCGs, with fewer than 

150 employees are exempt)  
 

- people affected by its policies and practices 
  

 Equality objectives at least every four years starting by 13 October 2013. All        
such objectives must be specific and measurable.  

 
The Equality Delivery System (EDS)  

 
The Equality Delivery System (EDS) is a toolkit that can help NHS organisations improve 
the services they provide for their local communities, consider health inequalities in their 
locality and provide better working environments, free of discrimination, for those who work 
in the NHS. Used effectively, it supports NHS organisations to:  
 

• Meet the public sector Equality Duty of the Equality Act 2010;  
 

• Deliver on the NHS Outcomes Framework and the NHS Constitution. 
 

The EDS has four key goals, with 18 specific outcomes (attached at Appendix 1). 
NHS South Tyneside CCG need to listen to and engage with patients, carers, 
voluntary organisations and people who work in the NHS in order to grade their 
equality performance, identify where improvements can be made and act on their 
findings. The EDS goals and grades are: 

 
EDS Grades 

 
The EDS supports the CCG to have a structured way of measuring the four goals, a clear 
way of setting outcomes for the year ahead and engaging effectively with staff, patients 
and local communities when grading their performance and setting objectives.  

 
The CCG in discussion with local interests will confirm Equality Objectives for the coming 
business planning period (as required by the Equality Act) and agree a limited number of 
priority actions (ideally 4 priority actions from each of the 4 goals).  

 
Performance against the selected priorities should be annually reviewed. These processes 
should be integrated within mainstream NHS business planning.  



 

 
 

Which functions do the EDS apply to? 
 

The EDS applies to both NHS commissioners and NHS providers. 
 

It may also be applied, through contracts, to all those healthcare organisations that are not 
a part of the NHS, but which may work to contracts issued by NHS commissioners. 

.  
 Timeline 

 
The following timeline has been proposed: 

 

Date Activity 

June 2013 Identify the 18 EDS Outcome Leads 

June 2013 Identify  local interests with whom performance will be graded in 
partnership 

June 2013 EDS Outcome leads should grade the CCG against each outcome 

July 2013 Work in collaboration with local interests, analyse and grade organisational 
equality performance and identify 4-5 equality priority actions. 

July / August 
2013 

The CCG, via HealthWatch should send their ratings of performance and 
priority actions to Local Authority Overview and Scrutiny Committees and 
Health and Wellbeing Boards. 

1 September 
2013 

Using the EDS, publish Equality Objectives, and related priority actions as 
required by the Equality Act. 

 
Equality Delivery System Officer for North of England Commissioning Support 
Unit (NECS) 
 
The Officer leading on the EDS for NECS on behalf of CCGs is Gillian Stanger and 
can be contacted at gillian.stanger@nhs.net or on 07919555283. 
 
Recommendation 

 
The Governing Body is invited to  
 

 Note the timeframes to meet the specific duties of the public sector Equality 
Duty 
 

 Identify/confirm a lead for each of the 18 outcomes of the EDS. 
 

 Note the report and to approve the process to be undertaken to develop the 
CCG’s equality objectives. 
 

 
 
 
Ben Murphy 
Senior Governance Manager 
North of England Commissioning Support Unit (NECS) 

mailto:gillian.stanger@nhs.net


 

 
 
 
 
Appendix 1:  Equality Delivery System; Goals, Outcomes and Grades 
 

Equality Delivery System 
 

Goal Narrative  Outcome Grade  Lead  

u
n
d
e
v
e
l
o
p
e
d 

D
e
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i
n
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A
c
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e
v
i
n
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x
c
e
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1.  
 
Better health 
outcomes for 
all 

The NHS should 
achieve 
improvements in 
patient health, 
public health and 
patient safety for 
all, based on 
comprehensive 
evidence of needs 
and results 

1.1 Services are commissioned, designed and procured to meet 
the health needs of local communities, promote well-being, and 
reduce health inequalities 

    (TBC) 
NECS – 

COMMISSIO
NING / 
PUBLIC 
HEALTH 

1.2Individual patients’ health needs are assessed, and resulting 
services provided, in appropriate and effective ways 

    (TBC) 
NECS – 

COMMISSIO
NING / 
PUBLIC 
HEALTH 

1.3 Changes across services for individual patients are discussed 
with them, and transitions are made smoothly 

    (TBC) 
NECS – 

COMMISSIO
NING / 
PUBLIC 
HEALTH 

1.4 The safety of patients is prioritised and assured. In particular, 
patients are free from abuse, harassment, bullying, violence from 
other patients and staff, with redress being open and fair to all 

    (TBC) 
NECS – 

COMMISSIO
NING / 
PUBLIC 
HEALTH 

1.5 Public health, vaccination and screening programmes reach 
and benefit all local communities and groups 

    (TBC) 
NECS – 

COMMISSIO
NING / 
PUBLIC 
HEALTH 

2.  
 
Improved patient 
access and 
experience 

The NHS should 
improve accessibility 
and information, and 
deliver the right 
services that are 
targeted, useful, 
useable and used in 
order to improve 
patient experience 

2.1 Patients, carers and communities can readily access services, 
and should not be denied access on unreasonable grounds 

    (TBC) 
NECS – 

QUALITY / 
COMMS 

2.2 Patients are informed and supported to be as involved as they 
wish to be in their diagnoses and decisions about their care, and to 
exercise choice about treatments and places of treatment 

    (TBC) 
NECS – 

QUALITY / 
COMMS 

2.3 Patients and carers report positive experiences of their 
treatment and care outcomes and of being listened to and 
respected and of how their privacy and dignity is prioritised 

    (TBC) 
NECS – 

QUALITY / 
COMMS 

2.4 Patients’ and carers’ complaints about services, and 
subsequent claims for redress, should be handled respectfully and 
efficiently  

    (TBC) 
NECS – 

QUALITY  



 

3.  
 
Empowered, 
engaged and well-
supported staff 

The NHS should 
Increase the diversity 
and quality of the 
working lives of the 
paid and non-paid 
workforce, supporting 
all staff to better 
respond to patients’ 
and communities’ 
needs 

3.1 Recruitment and selection processes are fair, inclusive and 
transparent so that the workforce becomes as diverse as it can be 
within all occupations and grades 

     
(TBC) 

NECS - HR 

3.2 Levels of pay and related terms and conditions are fairly 
determined for all posts, with staff doing equal work and work rated 
as of equal value being entitled to equal pay 

     
(TBC) 

NECS - HR 

3.3 Through support, training, personal development and 
performance appraisal, staff are confident and competent to do 
their work, so that services are commissioned or provided 
appropriately 

     
(TBC) 

NECS - HR 

3.4 Staff are free from abuse, harassment, bullying, violence from 
both patients and their relatives and colleagues, with redress being 
open and fair to all 

     
(TBC) 

NECS - HR 

3.5 Flexible working options are made available to all staff, 
consistent with the needs of the service, and the way that people 
lead their lives. (Flexible working may be a reasonable adjustment 
for disabled members of staff or carers.) 

     
(TBC) 

NECS - HR 

3.6 The workforce is supported to remain healthy, with a focus on 
addressing major health and lifestyle issues that affect individual 
staff and the wider population 

     
(TBC) 

NECS - HR 

4.  
 
Inclusive 
leadership at all 
levels 

NHS organisations 
should ensure that 
equality is everyone’s 
business, and 
everyone is expected 
to take an active part, 
supported by the work 
of specialist equality 
leaders and 
champions 

4.1 Boards and senior leaders conduct and plan their business so 
that equality is advanced, and good relations fostered, within their 
organisations and beyond 

     
Christine 

Briggs 

4.2 Middle managers and other line managers support and 
motivate their staff to work in culturally competent ways within a 
work environment free from discrimination 

     
(TBC) 

NECS – 
HR/OD 

4.3 The organisation uses the “Competency Framework for 
Equality and Diversity Leadership” to recruit, develop and support 
strategic leaders to advance equality outcomes 

     
(TBC) 

NECS - HR 

 
 
 

 
 

 
 
 
 
 
 
 
 
 
 
 
 



 

Appendix 2: Equality Delivery System, Goal 1 Outcome 1.1, Grading Example 
Better health outcomes for all 

 “Services are commissioned, designed and procured to meet the health needs of local 

communities, promote well-being, and reduce health inequalities”  

Name: TBC Lead contact: 
TBC Director of Public Health  

The CCG believes that patients are fully at the heart of the design and delivery of its services. It has set up systems 
through which patients can communicate to the CCG Governing Body, using a variety of means including patient 
surveys and public governing body meetings, informing Governing body members of the services they think should be 
provided. The trust ensures that in collaboration with the local authority, it also engages with and considers data and 
evidence for homeless people, refugees and asylum-seekers when designing and procuring and delivering services. 
The trust can demonstrate that patients from all protected groups report high levels of satisfaction, on a par with all 
other groups, in the way in which services are designed, procured and delivered. Furthermore, the local Joint Strategic 
Needs Assessment (JSNA) report and the Public Health Annual Report, which the CCG routinely use, show clear 
evidence that health inequalities are reducing across all groups. Evidence from public engagement and patient surveys 
is reviewed each quarter and plans to maintain current progress and make further improvements are updated on a 
regular basis. The CCG aims to meet health needs and reduce health inequalities, for all protected groups, through its 
annual Quality Accounts reporting. The CCG also works in partnership with the Foundation Trust, ensuring that services 
are commissioned, designed and procured to meet the health needs of local communities, promote well-being, and 
reduce health inequalities. 

EDS grade: EXCELLING 

Reasons for 
rating: 

Outcome: Using good data and evidence, the organisation can demonstrate that services are designed, 
procured and delivered to fully meet the needs of all protected groups, promoting well-being and 
reducing health inequalities. 
Engagement: Patients from all protected characteristics are engaged. 
Mainstream processes: The organisation aims to meet this EDS outcome, for all protected groups, 
using its Quality Accounts reporting. Contracts with its commissioners are jointly shaped.  

Progression plans: Plans are in place to maintain ‘excelling’ and to make further improvements. These 

are reviewed regularly and updated. 
Disadvantaged groups: Key disadvantaged groups are taken into account in the above processes. 
The organisation, with good evidence and engagement processes covering all protected groups 
and beyond, is able to demonstrate that its services are designed, procured and delivered to 
fully meet the needs of all protected groups, and reducing health inequalities. Firm plans for 

progression are in place. For these reasons, the organisation should be graded as ‘excelling’. 

 
This case study, although grounded in reality, is fictitious. 
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Meeting title South Tyneside Clinical Commissioning Governing Body 
Meeting 

Date: 27 June 2013 

Reporttitle Sealing of Documents Agenda item: 

Lead director: 
Report author: 
Sponsor(s): 

David Hambleton, Chief Officer Tel: 0191 2831904 
David Hambleton, Chief Officer Email: david.hambleton@sotw.nhs.uk 
David Hambleton, Chief Officer 

F.o.Istatus  

 
Report summary The Board is asked to confirm the sealing of the documents identified in the report. 

Purpose (tick one 
only) 

Information 
X 

Approval To note Decision 

Recommendation The Board is asked to approve the report 

 
Strategic objectives 
links 

 

Identified risks & 
Risk 
management 
actions 

 

Resource 
implications 

 

Legal implications 
including equality & 
diversity 
assessment 

 

 
Report history  

Next steps  

Appendices  

 

 
 
 
 

mailto:david.hambleton@sotw.nhs.uk


 

 

 
 

Sealing of Documents Report 
 
Background 
 
Standing Order 6.1 requires a report to be presented to the Board on the Sealing of Documents. 
 
The paper lists the Sealed Documents relating to South Tyneside Clinical Commissioning Group. 
 
 

 National Variation Deed 2013/14 in relation to NHS standard (acute, ambulance, community and 
mental health and learning disability services) contract dated 1st April 2012 for the dermatology 
service between Gateshead Clinical Commissioning Group, South Tyneside Clinical Commissioning 
Group and The Newcastle Upon Tyne NHS Foundation Trust, as provider. 

 

 National Variation Deed 2013/14 in relation to NHS standard (acute, ambulance, community and 
mental health and learning disability services) contract dated 1st April 2012 for the Palliative Care 
Co-ordination Centre between Gateshead Clinical Commissioning Group, South Tyneside Clinical 
Commissioning Group and Marie Curie Cancer Care, as provider. 

 
 
Recommendation 
 
The Board is asked to note the sealing of documents identified above. 
 
 



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 CO03 Deprivation of Liberty Safeguards (DoL) Policy 
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Corporate CCG CO03 Deprivation of Liberty 
Safeguards (DoL) Policy 

 

Version Number Date Issued  Review Date 

V1:  28/02/2013  31/08/2014 

 

Prepared By: Policy & Corporate Governance Lead, NHS County 
Durham & Darlington 

Consultation 
Process: 

Governance Lead, NHS South of Tyne and Wear 

Information Governance Advisor, NHS Tees 

Senior Manager, Corporate Affairs, NHS North of Tyne 

 

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 

6 February 2013 Please 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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Deprivation of Liberty Safeguards (DoL) Policy 
 

“The deprivation of a person’s liberty is a very serious matter and should not 
happen unless it is absolutely necessary, and in the best interests of the 
person concerned.” 

Deprivation of Liberty Safeguards: Code of Practice 
 

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 Deprivation of Liberty (DOL) safeguards provide legal protection for 
vulnerable people over the age of 18, who are or may become, deprived of 
their liberty in a hospital or care home environment, whether placed under 
public or private arrangements. Those affected by the DOL safeguards will 
include people with a “mental disorder”, as defined within the Mental Health 
Act 2007, who lack the capacity to make informed decisions about 
arrangements for their care or treatment, a risk that the person may be 
deprived of their liberty must be identified.  The safeguards do not apply to 
people detained under the Mental Health Act (MHA) 1983.  The DOL 
safeguards clarify that a person may be deprived of their liberty:  

 
 in their own best interests to protect them from harm 
 if it is a proportionate response to the likelihood and seriousness of the 

harm, and  
 if there is no less restrictive alternative. 

 
This policy covers the process for assessing the deprivation of a person’s 
liberty and the responsibilities of the CCGs as Supervisory Bodies and 
therefore for the purposes of this policy, will refer to the Supervisory Bodies as 
“the CCGs”. A summary of key points is attached at Appendix A.   
 
The preparation of this document has included an assessment against 
equality and diversity requirements and Human Rights considerations, to 
ensure that there is no direct or indirect discrimination against individuals or 
groups of persons and that no human rights are unlawfully restricted. 



                  CCG CO03 Deprivation of Liberty Safeguards (DoL) Policy                       4 
 

1.1 Status  
This policy is a corporate policy. 
 

1.2 Purpose and scope  
To outline the responsibilities of the CCG in applying the Mental Capacity Act 
Deprivation of Liberty Safeguards. 
 
To outline the process that Managing Authorities need to use in order to make  
referrals for Deprivation of Liberty. 

 

 

2. Definitions 
 
2.1 The following terms are used in this document:   

 

Reference Abbreviated Term 

Advance Decision to refuse treatment ADRT 

Best Interests Assessor BIA 

Court of Protection CoP 

Deprivation of Liberty DOL 

Enduring Power of Attorney EPA 

General Practitioner GP 

Independent Mental Capacity 
Advocate 

IMCA 

Lasting Power of Attorney LPA 

Managing Authority (Hospital) MA 

Mental Capacity Act  MCA 

Mental Health Act MHA 

Office of the Public Guardian OPG 

Relevant Persons Representative RPR 

Supervisory Body (CCG) SB 

 

2.2 Equality and Diversity Lead 

Northumberland CCG Lead Nurse 

North Tyneside CCG Lead Nurse 

Newcastle North and East CCG Safeguarding Adults Officer 

Newcastle West CCG Safeguarding Adults Officer 

Gateshead CCG Safeguarding Adults Officer 

South Tyneside CCG Director of Operations 

Sunderland CCG Director of Quality and Patient 
Safety/Board Nurse 

North Durham CCG Adult Safeguarding Lead 

Durham Dales, Easington and 
Sedgefield CCG 

Lead Nurse 

Darlington CCG Chief Nurse 

Hartlepool and Stockton on Tees 
CCG 

Executive Nurse 

South Tees CCG Executive Nurse 
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3. Application Process for DOL  

 
3.1 A ‘Managing Authority’ i.e. the relevant hospital or care home must seek 

authorisation from the Supervisory Bodies in order to be able to lawfully 
deprive someone of their liberty.   

 
3.2 DOL safeguards apply to people where DOL is or is likely to be necessary to 

protect them from harm and appears to be in their best interests.   Many of the 
people affected by these provisions will have learning disabilities, or will be 
older people with dementia, but the safeguards also include those who have 
certain other neurological conditions such as a brain injury. 

 
3.3 In order to come within the scope of a DOL authorisation, a person must be 

detained in a hospital or care home, for the purpose of being given care or 
treatment in circumstances that amount to a DOL. The authorisation must 
relate to the person and the hospital/care home in which they are detained.   

 
3.4 Whilst the DOL may be for the purpose of providing treatment, an 

authorisation does not itself authorise treatment. Treatment that is proposed 
may only be given with the person’s consent (if they have capacity to make 
the decision) or in accordance with the Mental Capacity Act 2005.  

 

 
3.5 The responsibilities of Supervisory Bodies are as follows: 

 
 To receive applications from Managing Authorities for standard 

authorisations. 
 

 To have obtained written assessments of the relevant person in order to 
ensure that they meet the qualifying requirements.  

 
 To ensure that sufficient skilled assessors are available.  

 
 To withhold authorisation unless all the qualifying requirements are met. 

 
 To specify an authorisation’s duration, which may not exceed 12 

months.  
 

 To attach conditions to the authorisation if it considers it appropriate to 
do so.  

 
 To give notice of its decision in writing to specified people, and notify 

others. 
 

 To appoint a Relevant Person’s Representative to represent the 
interests of every person for whom they give a standard authorisation 
for DOL. 

 
The Equality & Human Rights Services provided through North of England 
Commissioning Support (NECS) will co-ordinate the process required to meet 
all of these responsibilities. 
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3.6 In determining whether DOL has occurred or is likely to occur, decision-

makers must consider all of the facts. No universal definition can be applied to 
every case, and no single factor will determine the overall steps being taken 
which will amount to a DOL. The case of HL v United Kingdom (The 
Bournewood case) assists practitioners by stating that “the distinction 
between a deprivation of, and restriction upon, liberty is merely one of degree 
or intensity and not one of nature or substance” (para.89), decision-makers 
should therefore consider:  

 
 All of the circumstances in each and every case & the measures taken. 
 When they are required & what period do they endure?  
 The effects of any restraints/restrictions on the individual?  Are they 

necessary?  
 What aim do the restrictions seek to meet? 
 What are the views of the relevant person, family or carers?  Do any of 

them object?  
 How are any restraints or restrictions implemented? 
 Do the constraints go beyond ‘restraint’/‘restriction’ to the extent they 

constitute a DOL? 
 Are there less restrictive options for treatment that would avoid DOL 

altogether? 
 Does the effect of all the restrictions amount to DOL, if individually they 

don’t?  
 That practical steps can be taken to reduce the risk of DOL occurring? 

 

3.7 We will aim to reduce the risk of DOL to include minimising the restrictions 
imposed and ensuring decisions are taken with the involvement of all relevant 
people.  

 
 The processes for staff to follow are:  
 

 Ensuring that decisions are taken, reviewed & recorded in a structured 
way.  

 Assessing whether the person lacks capacity to see whether or not to 
accept the care 

 Considering the least restrictive form of care.   
 Helping the person retain contact with family/friends/carers/advocacy 

service support. 
 Reviewing the care plan including an independent view e.g. advocacy 

service. 
 
3.8 Section 6(4) of the MCA states that someone is using restraint if they use 

force, or threaten, to make someone do something that they are resisting, or 
restrict a person’s freedom of movement, whether they are resisting or not.  
However, where the restriction or restraint is frequent, cumulative and on-
going, or if there are other factors present, then care providers should 
consider whether this has gone beyond permissible restraint. The care 
providers should then consider: 
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 An application for authorisation under DOL safeguards or change their 
care provision to reduce the level of restraint. 

 
The flowchart at Appendix C outlines the process to follow. 

 
3.9 Managing Authorities will apply for authorisation to the relevant CCG.  There 

are two types of authorisation: standard and urgent.  The process to follow is 
outlined within the attached procedural guidance at Appendix B. 

 
3.10 Standard authorisations 
 
3.10.1 A Managing Authority must request a standard authorisation when it appears 

likely that, at some time during the next 28 days, someone will be 
accommodated in its hospital or care home in circumstances that amount to a 
DOL.  Whenever possible, authorisation should be obtained in advance.  

 
3.10.2 Where this is not possible, and the Managing Authority believes it is 

necessary to deprive someone of their liberty in their best interests before the 
standard authorisation process can be completed, the Managing Authority 
must itself give an urgent authorisation and then obtain standard authorisation 
within seven calendar days.  

 
3.10.3 If the DOL is authorised the respective CCG will appoint a Relevant Person’s 

Representative (RPR).  If an Independent Mental Capacity Advocate (IMCA) 
has been appointed previously this appointment will cease to apply. The 
IMCA may, however, still apply to the Court of Protection for permission to 
take the relevant person’s case to the Court in connection with the giving of a 
standard authorisation; but, in doing so, the IMCA must take account of the 
views of the RPR. 

 
3.10.4 An IMCA will be instructed during gaps in the appointment of a RPR. In 

addition, an IMCA may be instructed at any time where: 
 

 The relevant person does not have a paid ‘professional’ representative, 
 The relevant person or RPR requests that an IMCA is instructed to help 

them, or 
 The CCG believes an IMCA will ensure that a person’s rights are 

protected.  
 
3.11 Urgent authorisations 
 
3.11.1 A Managing Authority can itself give an urgent authorisation on one occasion 

for DOL where: 
 

 It is required to make a request to the relevant CCG for a standard 
authorisation, but believes that the need for the person to be deprived 
of their liberty is so urgent that deprivation needs to begin before the 
request is made, or 

 
 It has made a request for a standard authorisation, but believes that the 

need for a person to be deprived of liberty has now become so urgent 
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that DOL needs to begin before the request is dealt with by the relevant 
CCG.  

 
This means that an urgent authorisation can never be given without a request 
for a standard authorisation being made simultaneously.  

 
3.11.2 Urgent authorisations should normally only be used in response to 

sudden unforeseen circumstances for up to seven days. However, they 
can also be used in care planning (for example, to avoid delays in transfer for 
rehabilitation, where delay would reduce the likely benefit of the 
rehabilitation). 

 
3.11.3 An urgent authorisation will terminate at the end of the period for which it is 

given but in exceptional circumstances can be extended for up to 14 days by 
the relevant CCG.  An urgent authorisation will also terminate if a Managing 
Authority receives notice from the CCG that the standard authorisation will not 
be given.  

 
3.11.4 If there are exceptional reasons why the request for a standard authorisation 

cannot be dealt with within the period of the original urgent authorisation, the 
Managing Authority may ask the relevant CCG to extend the duration of the 
urgent authorisation for a maximum of a further seven days.   

 
3.11.5 Unless the duration of the urgent authorisation is extended by the CCG, or a 

standard authorisation is given before the urgent authorisation expires, the 
authority to deprive the person of liberty will cease once the urgent 
authorisation period has expired. It is therefore essential that any request for 
an extension of an urgent authorisation is made promptly. 

 
3.11.6 The CCG may only extend the duration of the urgent authorisation if: 
 

 The Managing Authority has made a request for a standard 
authorisation. 

 There are exceptional reasons why it has not been possible to make a 
standard authorisation. 

 It is essential for the DOL to continue while the CCG makes its decision. 
 
3.11.7 Extensions can only be granted for exceptional reasons. Examples include: 
 

 It was not possible to contact a person whom the BIA needed to 
contact. 

 The assessment could not be relied upon without their input, and  
 Extension for the specified period would enable them to be contacted. 

 
3.12 The assessment process for standard authorisation. 
 
3.12.1 There are six assessments required before a standard authorisation should 

be pursued. Assessments must be completed within 21 days for a standard 
DOL authorisation, or, where an urgent authorisation has been given, before 
the urgent authorisation expires. 
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 The assessments are:  
 

 age assessment     
 no refusals assessment     
 mental capacity assessment   
 mental health assessment     
 eligibility assessment     
 best interests assessment     

 
3.12.2 If the person being assessed is not currently dwelling in the relevant CCG 

area, the CCG should seek, as far as is practical and possible, to arrange to 
use assessors based near where the person currently is. 

 
3.12.3 The six assessments will be carried out by two types of assessors – “Best 

Interests” (BIA) and “Mental Health” (MHA) assessors.  
 
3.12.4 Where the Managing Authority and CCG are both the same body, the CCG 

may not select to carry out a best interests assessment on a person who is 
employed by, or providing services to it, and the CCG will seek to avoid 
appointing assessors in any other possible conflict of interests situations that 
might bring into question the objectivity of an assessment. 

 
3.13 Authorising DOL or otherwise. 
 
3.13.1 If all the assessments conclude that the relevant person meets the 

requirements for authorisation, the CCG will appoint a representative for the 
relevant person.  If any of the assessments conclude that one of the 
requirements is not met, then the assessment process will stop immediately 
and authorisation will not be given.    

 
3.13.2 If the reason the standard authorisation cannot be given is because the 

eligibility requirement is not met, the CCG will consider whether the Mental 
Health Act 1983 would be relevant to that individual. 

 
3.13.3 The CCG will set the period of the authorisation, which may not be longer 

than that recommended by the Best Interests Assessor and may attach 
conditions to the authorisation.    

 
3.13.4 A DOL authorisation should last for the shortest period possible and whether 

urgent or standard, relates solely to the issue of DOL. It does not give 
authority to treat people, nor to do anything else that would normally require 
their consent. The arrangements for providing care and treatment to people in 
respect of whom a DOL authorisation is in force are subject to the wider 
provisions of the Mental Capacity Act 2005. 

 
3.13.5 This means that treatment can only be given to a person who has not given 

their consent if: 
 

 It is established that the person lacks capacity to make the decision 
concerned. 

 It is agreed that the treatment will be in their best interests.  
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 There is no conflict with a valid and applicable advance decision to 
refuse treatment.  

 The treatment does not conflict with a decision of a Lasting Power of 
Attorney. 

 
3.13.6 Life-sustaining treatment, or treatment to prevent a serious deterioration in the 

person’s condition, may be provided whilst a decision in respect of any 
relevant issue is sought from the Court of Protection within the remit to act in 
the best interests of the person concerned. 

 
3.13.7 A person who is subject to a standard authorisation and moves to a different 

hospital or care home will need to have a new request for standard 
authorisation.  

 
3.13.8 The CCG commissioning process will aim to purchase care packages in a 

way that makes it possible for Managing Authorities to comply with the 
outcome of the DOL safeguards assessment process when a request for a 
standard authorisation is turned down. 

 
3.14 Appointing a Relevant Person’s Representative (RPR)  
 
3.14.1 The CCG will appoint a RPR for every person to whom they give a standard 

authorisation for DOL at the time the authorisation is given or as soon as 
possible and practical thereafter. 

 
 The role of the RPR, once appointed, is: 
 

 To maintain contact with the relevant person, and  
 To represent and support the relevant person in matters relating to the 

DOL safeguards. 
 
3.14.2 This is an essential role within the DOL process, providing the relevant person 

with representation and support that is independent of the 
commissioners/providers of the services they are receiving. 

 
3.14.3 The appointment of the RPR is in addition to, and does not affect, any 

appointment of a Lasting Power of Attorney or Court Appointed Deputy.  It 
should not be presumed that the RPR needs to be someone who supports the 
DOL. 

 
3.14.4It is important that the RPR has sufficient contact with the relevant person to 

ensure that the relevant person’s best interests are being safeguarded and 
their details should be recorded in the person’s health and social care 
records. 

 
3.14.5 The person who is deprived of their liberty under a standard authorisation, 

together with their RPR, have a statutory right of access to an IMCA. It is the 
responsibility of the CCG to instruct an IMCA if the relevant person or their 
RPR requests one.  
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3.14.5 The role of the IMCA is to help represent the relevant person and, in 
particular, to assist the relevant person and their RPR to understand: 
 

 The effect of the authorisation, what it means and why it has been 
given,  

 Why the relevant person meets the criteria for authorisation,  
 How long it will last,  
 Any conditions to which the authorisation is subject and, 
 How to trigger a review or challenge in the CoP.  

 
3.15 Reviewing cases and the end of an authorisation.  
 
3.15.1 A standard authorisation can be reviewed at any time by the CCG.  If a review 

is requested by the relevant person, their representative or the Managing 
Authority, the CCG will carry out a review. The CCG can also decide to carry 
out a review at its own discretion. 

 
 The statutory grounds for a review are: 
 

 The relevant person no longer meets age, no refusals, mental capacity, 
mental health or best interest’s requirements.  

 The relevant person no longer meets the eligibility requirement because 
they now object to receiving mental health treatment in hospital and 
they meet the criteria for an application for admission under section 2 or 
section 3 of the MHA 1983.  

 There has been a change in the relevant person’s situation and, 
because of the change, it would be appropriate to amend an existing 
condition to which the authorisation is subject, delete an existing 
condition or add a new condition. 

 The reason(s) the person now meets the qualifying requirement(s) is 
(are) different from the reason(s) given at the time the standard 
authorisation was given. 

 
3.15.2 Different arrangements apply if the person no longer meets the eligibility 

requirement because they have been detained under the MHA, or become 
subject to a requirement under that Act that conflicts with the authorisation.  

 
3.15.3 Where the CCG decides that the best interests requirement should be 

reviewed solely because details of the conditions attached to the authorisation 
need to be changed, and the review request does not include evidence that 
there is a significant change in the relevant person’s overall circumstances, 
there is no need for a full reassessment of best interests. The CCG will vary 
the conditions attached to the authorisation as appropriate.  

 
3.15.4If the review relates to any of the other requirements, or to a significant change 

in the person’s situation under the best interests requirement, the CCG will 
obtain a new assessment. 

 
3.15.5 If any of the requirements are not met, then the authorisation must be 

terminated immediately. 
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3.16 Process for reporting concerns of an unauthorised DOL.  
 
3.16.1 If any relevant person is concerned, after raising with the Managing Authority 

that it has not applied for an authorisation, they can ask the CCG to decide if 
there is an unauthorised DOL.  

 
3.16.2 The CCG does not need to arrange such an assessment where it appears the 

request is frivolous/vexatious or whether or not an unauthorised DOL has 
already been decided.  

 
3.16.3An assessment of whether an unlawful DOL is occurring must be carried out 

within seven calendar days.   
 
 
3.17 Reviewing the lawfulness of a DOL.  
 
3.17.1 The relevant person, or someone acting on their behalf, may make an 

application to the Court of Protection before a decision has been reached on 
an application for authorisation to deprive a person of their liberty. This might 
be to ask the court to declare whether the relevant person has capacity, or 
whether an act done or proposed to be done in relation to that person is 
lawful. It is up to the Court of Protection to decide whether or not to consider 
such an application in advance of the decision on authorisation.   

 
3.17.2 Once a standard authorisation has been given, the relevant person or their 

representative has the right to apply to the Court of Protection to determine 
any question relating to the following matters:  

 
 Whether the relevant person meets one or more of the qualifying 

requirements for DOL, 
 The period for which the standard authorisation is to be in force, 
 The purpose for which the standard authorisation is given, or 
 The conditions subject to which the standard authorisation is given. 

 
3.17.3 Where an urgent authorisation has been given, the relevant person or certain 

persons acting on their behalf, such as a donee or deputy, has the right to 
apply to the Court of Protection to determine any question relating to the 
following matters:  

 
 Whether the urgent authorisation should have been given, 
 The period for which the urgent authorisation is to be in force, or 
 The purpose for which the urgent authorisation has been given. 

 
3.17.4 The following people have an automatic right of access to the Court of 

Protection and do not have to obtain permission from the court to make an 
application:  

 
 A person who lacks, or is alleged to lack, capacity in relation to a 

specific decision or action.  There will usually be a fee for applications 
to the court.  

 The donor of a LPA to whom an application relates, or their donee. 
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 A deputy who has been appointed by the court to act for the person 
concerned. 

 A person named in an existing court order to which the application 
relates, and 

 The person appointed by the CCG as the RPR. 
 
 The court may make an order: 
 

 Varying or terminating a standard or urgent authorisation, or  
 Directing the CCG (in the case of a standard authorisation) or the MA 

(in the case of an urgent authorisation) to vary or terminate the 
authorisation.  

 
 
 
 
 

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.  

Equality and 
Diversity Lead 
(NECS) 

The equality and diversity lead is responsible for: 
 Maintaining and reviewing this policy document. 
 Updating this policy when required 
 Monitoring the implementation of this policy 

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. 
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5.  Implementation  
 
5.1  This policy will be available to all Staff for use in the circumstances described 

on the title page. 
 
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 
  

  The training required to comply with this policy are: 
 Policy awareness sessions 
 Mandatory training programme 
 E-learning  

7.  Documentation 
 

7.1 Other related policy documents. 

 Guidance on Advance Decision to Refuse Treatment (ADRT)  

  

7.2 Legislation and statutory requirements 
 
  Cabinet Office (1983) Mental Health Act 1983. London. HMSO 
   

  Cabinet Office (1998) Human Rights Act 1998. London. HMSO. 
 

Cabinet Office (2000) Freedom of Information Act 2000. London. HMSO. 
 
Cabinet Office (2005) Mental Capacity Act 2005. London. HMSO. 

   
  Cabinet Office (2006) Equality Act 2006. London. HMSO. 
 

Cabinet Office (2007) Mental Health Act 2007. London. HMSO 
 
Department of Health (2008) Mental Capacity Act 2005: Deprivation of liberty 
safeguards - Code of Practice to supplement the main Mental Capacity Act 
2005 Code of Practice. London. DH. 

 
Department of Health (2009) The Mental Capacity Act Deprivation of Liberty 
Safeguards. London. DH. 
 
Health and Safety Executive (1974) Health and Safety at Work etc. Act 1974. 
London. HMSO. 
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7.3 Best practice recommendations 
Department of Health. (2006) Records Management: NHS Code of Practice. 
London: DH. 

NHS Litigation Authority. (2008) Risk Management Standard for Primary Care 
Trusts.  London: NHSLA. 
 

Independent Safeguarding Authority (http://www.isa-gov.org.uk/) 
 
 
 

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.  

 
 

  

http://www.isa-gov.org.uk/
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9 Equality Analysis 
 
Equality Analysis Screening Template 
 

Title of Policy: 

 

CCG CO03 Deprivation of Liberty Safeguards 
Policy 

Short description of Policy (e.g. 
aims and objectives): 

The Deprivation of Liberty (DOL) safeguards 
provide legal protection for vulnerable people 
over the age of 18, who are or may become, 
deprived of their liberty in a hospital or care 
home environment, whether placed under 
public or private arrangements. Those affected 
by the DOL safeguards will include people with 
a “mental disorder”, as defined within the 
Mental Health Act 2007, who lack the capacity 
to make informed decisions about 
arrangements for their care or treatment, a risk 
that the person may be deprived of their liberty 
must be identified.  The safeguards do not 
apply to people detained under the Mental 
Health Act (MHA) 1983.  The DOL safeguards 
clarify that a person may be deprived of their 
liberty:  
 
• in their own best interests to protect them 
 from harm 
• if it is a proportionate response to the 
 likelihood and seriousness of the harm, and  
• if there is no less restrictive alternative. 
 

This policy covers the process for assessing 
the deprivation of a person’s liberty and the 
responsibilities of the CCGs as Supervisory 
Bodies and therefore for the purposes of this 
policy, will refer to the Supervisory Bodies as 
“the CCGs”. 

Directorate Lead:  

Is this a new or existing policy? New 

 

Equality Group  Does this policy have a positive, neutral or negative 
impact on any of the equality groups? 

Please state which for each group. 

Age Neutral 
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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 

6 February 2013 

 

Directors Name  Directors Signature Organisation Date 
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Appendix 1  

Summary of Key Points 
 

Managing Authorities – (Care Homes & Hospitals):- 
 
• need to adapt their care planning processes to incorporate consideration of 
whether a person has capacity to consent to the services which are to be provided 
and whether their actions are likely to result in a deprivation of liberty. 
 
• must not, except in an urgent situation, deprive a person of liberty unless a 
standard authorisation has been given by the Supervisory Body. 
 
• requests a standard authorisation and implement the outcomes.  
 
• should obtain from the Supervisory Body in advance of the DOL, except in 
circumstances considered to be so urgent that the DOL needs to begin immediately. 
In such cases, authorisation must be obtained within seven calendar days of the 
start of the DOL.  
 
• must ensure that they comply with any conditions attached to the authorisation.  
 
• should monitor whether the RPR maintains regular contact with the person.  
 
• should only request standard authorisation if it is genuinely necessary for a person 
to be deprived of liberty in their best interests in order to keep them safe.  

There are six forms that are for completion, as necessary, by managing authorities: 

Form Title 

Form 1 For the giving of an urgent authorisation by a managing 
authority. This form should be used if a managing authority 
needs to give itself an urgent authorisation to deprive a person of 
their liberty. 

Form 2 Managing authority request for an extension in the duration of an 
urgent authorisation. This form should be used if there is a risk 
that an urgent authorisation will expire before a standard 
authorisation can be given. 

Form 4 Managing authority request for a standard authorisation. This 
form should be used to request a standard authorisation, 
including where an existing standard authorisation is coming to 
an end and the person’s care or treatment still needs to be 
provided in circumstances that will amount to a deprivation of 
their liberty. 

Form 14 Managing authority notifies the supervisory body that a standard 
authorisation should be suspended because the eligibility 
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requirement is no longer being met. This form should be used if a 
standard authorisation is in force and the person then ceases to 
meet the deprivation of liberty safeguards eligibility qualifying 
requirement under the Mental Capacity Act 2005. For example, 
because the person has been detained under the Mental Health 
Act 1983 or a requirement has been imposed on them under the 
Mental Health Act 1983 that conflicts with the terms of the 
standard authorisation. 

Form 15 Managing authority notifies the supervisory body that the 
eligibility requirement is again met and the suspension of the 
standard authorisation is lifted. This form should be used to lift a 
previous suspension of a standard authorisation. For example, 
because a person who was detained under the Mental Health 
Act 1983 has now had their detention lifted. 

Form 19 Request for a review of a standard authorisation from the 
managing authority to the supervisory body This form should be 
used to request a formal review of a standard authorisation 
under Part 8 of Schedule A1 to the Mental Capacity Act 2005. 

 
Supervisory Bodies – (Local Authorities and CCGs):- 
 
• will receive applications from Managing Authorities for standard authorisations. 
 
• must have obtained written assessments of the relevant person in order to ensure 
that they meet the qualifying requirements.  
 
• need to ensure that sufficient skilled assessors are available.  
 
• may not give authorisation unless all the qualifying requirements are met. 
 
• must specify an authorisation’s duration, which may not exceed 12 months.  
 
• may attach conditions to the authorisation if it considers it appropriate to do so.  
 
• must give notice of its decision in writing to specified people, and notify others. 
 
• must appoint a Relevant Person’s Representative to represent the interests of 
every person for whom they give a standard authorisation for DOL. 

There are six forms that are for completion, as necessary, by supervisory bodies: 

Form/letter Title Page 

URGENT AUTHORISATIONS 

Form 3 Supervisory body’s decision regarding request for an 
extension of an urgent authorisation 

22 
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REQUESTS FOR A STANDARD AUTHORISATION 

Assessment forms 

Form 5 Age assessment form for completion by assessor 35 

Form 6 Mental health assessment form for completion by assessor 38 

Form 7 Mental capacity assessment form for completion by 
assessor 

41 

Form 8 No refusals assessment form for completion by assessor 45 

Form 9 Eligibility assessment form for completion by assessor 48 

Form 10 Best interests assessment form for completion by assessor 53 

Form 11 Record by supervisory body that an equivalent assessment 
is being used 

66 

Recording the outcome of the request 

Form 12 Supervisory body gives a standard authorisation 69 

Form 13 Supervisory body declines a request for a standard 
authorisation 

78 

SUSPENSION OF A STANDARD AUTHORISATION 

UNAUTHORISED DEPRIVATION OF LIBERTY 

Letter 1 Letter for a person to send to a managing authority 
concerning a possible unauthorised deprivation of liberty 

91 

Letter 2 Letter for a person to send to a supervisory body concerning 
a possible unauthorised deprivation of liberty 

92 

Form 16 Record of supervisory body action on receipt of notification 
of a possible unauthorised deprivation of liberty 

93 

Form 17 Unauthorised deprivation of liberty assessor’s report 96 

Form 18 Supervisory body’s decision following the receipt of an  
unauthorised deprivation of liberty assessor’s report 

100 

PART 8 REVIEW OF A STANDARD AUTHORISATION 

Letter 3 Letter to a supervisory body from a person subject to 
a standard authorisation requesting a review of the 
standard authorisation 

107 

Letter 4 Letter to a supervisory body from a person subject to 
a standard authorisation’s representative requesting a 
review of the standard authorisation 

108 
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Form 20 Supervisory body notifies relevant interested parties 
that a review is to be carried out 

112 

Form 21 Supervisory body records its decision as to whether 
any qualifying requirements are reviewable 

114 

Form 22 Supervisory body’s decision following receipt of 
review assessments 

119 

STANDARD AUTHORISATION CEASED TO BE IN FORCE 

Form 23 Supervisory body gives notice that a standard 
authorisation has ceased to be in force  

128 

RELEVANT PERSON’S REPRESENTATIVE 

Form 24 Best interests assessor action in respect of the 
selection of a relevant person’s representative 

133 

Form 25 Supervisory body action in respect of the appointment 
of a relevant person’s representative 

139 

Form 26 Supervisory body gives a relevant person’s 
representative notice of the pending termination of 
their appointment 

143 

Form 27 Supervisory body terminates a relevant person’s 
representative’s appointment 

146 

Form 28 IMCA report form [Note: This form, and form 29 
below, still to be designed.] 

 

Form 29 Assessor referral form  

 
In addition to the above, both MA and SB should be aware of the following key 

points: 
 
• An authorisation may last for a maximum period of 12 months.  
 
• Anyone engaged in caring for the person, anyone named by them as a person to 
consult, and anyone with an interest in the person’s welfare must be consulted in 
decision-making.  
 
• Before the current authorisation expires, the Managing Authority may seek a fresh 
authorisation for up to another 12 months. provided the requirements continue to be 
met. 
 
• The authorisation should be reviewed, and if appropriate revoked, before it expires 
if there has been a significant change in the person’s circumstances.  
 
• When an authorisation is in force, the relevant person, the RPR and any IMCA 
representing the individual have a right at any time to request that the Supervisory 
Body reviews the authorisation. 
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• A decision to deprive a person of liberty may be challenged by the relevant person, 
or by the RPR, by an application to the CoP. However, Managing Authorities and 
Supervisory Bodies should always be prepared to try to resolve disputes locally and 
informally.  
 
• If the court is asked to decide on a case where there is a question about whether 
DOL is lawful or should continue to be authorised, the Managing Authority can 
continue with its current care regime where it is necessary: – for the purpose of 
giving the person life-sustaining treatment, or – to prevent a serious deterioration in 
their condition while the court makes its decision. 
 
• Management information should be recorded and retained, and used to measure 
the effectiveness of the DOL processes. This information will also need to be shared 
with the inspection bodies. 
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Appendix 2  

Procedural Guidance 
 
1. Introduction 
 
1.1 This guidance covers the actions required within the Deprivation of Liberty 

Code of Practice for each element of the pre-assessment of Deprivation of 
Liberty referral, Supervisory Body (CCG) assessment and authorisation 
process (it is the procedural guide which accompanies and follows the flow of 
the corporate policy). 

 
1.2 In the event of further clarity being required staff should contact the Equality & 

Human Rights service. 
 
2. Assessing what amounts to a DOL?  
 
2.1 In determining whether DOL has occurred or likely to occur, decision-makers 

must consider all the facts. It’s unlikely any simple definition can be applied in 
every case, and probably no single factor will determine the overall steps 
being taken amount to a DOL.   

 
2.2 The processes for staff to follow are:  
 

•  ensuring that decisions are taken, reviewed & recorded in a structured 
way.  

•  to assess whether the person lacks capacity to see whether or not to 
accept the care 

•  considering the least restrictive approach.  
•  helping the person retain contact with family/friends/carers/advocacy 

service support. 
•  reviewing the care plan including an independent view e.g. advocacy 

service 
 
 

3. The application process for DOL  
 
Standard Authorisations 
 
3.1 A Managing Authority will apply for standard authorisation via the standard form 

number 4 to the CCG.  Applications should be addressed or faxed to the 
CCG’s equality and diversity lead (See section 2.2 of policy). 

 
3.2 Upon receipt of an application for DOL, the CCG will:  
 

•  consider whether the request is appropriate and should be pursued,  
•  seek any further information that it requires from the Managing 

Authority to help it with the decision. If the CCG has any doubts about 
proceeding with the request, it will seek to resolve them with the 
Managing Authority.  
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3.3      If there is nobody appropriate to consult, other than people engaged in 
providing care or treatment for the relevant person in a professional capacity 
or for remuneration, the Managing Authority will notify the CCG when it 
submits the application for the DOL authorisation. The CCG will immediately 
instruct an Independent Mental Capacity Advocate (IMCA) to represent the 
person.  

 
3.4      IMCAs in this context have the right to:  
 

•  consider appropriate, give information or make submissions to 
assessors, which assessors must take into account in carrying out their 
assessments  

•  receive copies of any assessments from the CCG 
•  receive a copy of any standard authorisation given by the CCG 
•  be notified by the CCG if they are unable to give a standard 

authorisation because one or more of the DOL assessments did not 
meet the qualifying requirements  

•  receive a copy of any urgent authorisation from the Managing Authority  
•  receive from the Managing Authority a copy of any notice declining to 

extend the duration of an urgent authorisation  
•  receive from the CCG a copy of any notice that an urgent authorisation 

has ceased to be in force, and a friend or family member is not 
considered to be acting in a professional capacity simply because they 
have been appointed as the person’s representative for a previous 
authorisation. 

•  apply to the Court of Protection for permission to take the relevant 
person’s case to the Court in connection with a matter relating to the 
giving or refusal of a standard or urgent authorisation (in the same way 
as any other third party can).  

 
3.5 An IMCA must also be instructed during gaps in the appointment of a 

Relevant Person’s Representative. In addition, an IMCA may be instructed at 
any time where: 

 
•  the relevant person does not have a paid ‘professional’ representative 
•  the relevant person or RPR requests that an IMCA is instructed to help 

them, or 
•  the CCG believes that instructing an IMCA will help to ensure that the 

person’s rights are protected.  
 
Urgent Authorisations 
 
3.6 A Managing Authority can itself give an urgent authorisation on one occasion 

for DOL.  But before giving an urgent authorisation, a Managing Authority will 
need to have a reasonable expectation that the six qualifying requirements for 
a standard authorisation are likely to be met. 

 
3.7       The Managing Authority must decide the period for which the urgent 

authorisation is given, but this must not exceed seven days via the standard 
form number 1. 
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3.8       An urgent authorisation in exceptional circumstances can be extended up to 
14 days by the CCG via the standard form number 2.   

 
3.9       An urgent authorisation will also terminate if a Managing Authority receives 

notice from the CCG that the standard authorisation will not be given.  The 
CCG will inform the relevant person and any IMCA instructed that the urgent 
authorisation has ended.  

 
3.10 If there are exceptional reasons why the request for a standard authorisation 

cannot be dealt with within the period of the original urgent authorisation, the 
Managing Authority may ask the CCG to extend the duration of the urgent 
authorisation for a maximum of a further seven days via the standard form 
number 2. 

 
3.11 The CCG will only extend the duration of the urgent authorisation if: 
 

• the Managing Authority has made a request for a standard authorisation 
• there are exceptional reasons why it has not been possible to make a 
standard authorisation,  
• it is essential for the DOL to continue while the CCG makes its decision. 

 
3.12 Extensions can only be granted for exceptional reasons. Examples include: 
 

• it was not possible to contact a person whom the BIA needed to contact 
• the assessment could not be relied upon without their input, and  
• extension for the specified period would enable them to be contacted. 

 
3.13 The CCG will notify the Managing Authority of the length of any extension 

granted and must vary the original urgent authorisation so that it states the 
extended duration. The CCG will also keep a written record of the outcome of 
the request and the period of the extension. 

 
3.14 If the CCG decides not to extend the urgent authorisation, it will inform the 

Managing Authority of its decision and the reasons for it. The Managing 
Authority must give a copy of the notice to the relevant person and any IMCA 
involved. 

 
Chapter 4 – Assessment Process for Standard Authorisation. 
 
4.1 As soon as the CCG has confirmed that the request for a standard 

authorisation should be pursued, it must obtain the relevant assessments to 
ascertain whether the qualifying requirements of the DOL safeguards are met. 
The CCG will select assessors who are accredited, suitable and eligible. 
Assessments must be completed within 21 days for a standard DOL 
authorisation, or, where an urgent authorisation has been given, before the 
urgent authorisation expires. 

 
4.2 The are six assessments to be completed and are set out below in the order 

in which it will normally be most appropriate to complete them. It is 
recommended that the best interests assessment, which is likely to be the 
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most time-consuming, is not started until there is a reasonable expectation 
that the other five qualifying requirements will be met. 

 
i) Age Assessment 
 

The purpose of the age assessment is simply to confirm whether the relevant 
person is aged 18 or over. This assessment can be undertaken by anybody 
whom the CCG is satisfied is eligible to be a best interests assessor (BIA).  

 
ii) No refusals Assessment 
 

The purpose of the no refusals assessment is to establish whether an 
authorisation to deprive the relevant person of their liberty would conflict with 
other existing authority for decision-making for that person.   

 
iii) Mental Capacity Assessment  
 

The purpose of the mental capacity assessment is to establish whether the 
relevant person lacks capacity to decide whether or not they should be 
accommodated in the relevant hospital or care home to be given care or 
treatment. The assessment refers specifically to the relevant person’s 
capacity to make this decision at the time it needs to be made. The starting 
assumption should always be that a person has the capacity to make the 
decision. 

 
iv) Mental Health Assessment  
 

The purpose of the mental health assessment is to establish whether the 
relevant person has a mental disorder within the meaning of the MHA 1983. 
That means any disorder or disability of mind, apart from dependence on 
alcohol or drugs. It includes all learning disabilities. This is not an assessment 
to determine whether the person requires mental health treatment.  

 
v) Eligibility Assessment 
 

This assessment relates specifically to the relevant person’s status, or 
potential status, under the MHA 1983.  The regulations for England specify 
that the eligibility assessment must be completed by: 

 
• a mental health assessor who is also a section 12 doctor, or  
• a best interests assessor who is also an approved mental health 
professional (AMHP). 

 
vi) Best Interests Assessment  
 

The purpose of the best interests assessment is to establish, firstly, whether 
DOL is occurring or is going to occur and, if so, whether: 

 
• it is in the best interests of the relevant person to be deprived of liberty  
• it is necessary to be deprived of liberty in order to prevent harm to 
themselves, and  
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• DOL is a proportionate response to the likelihood of the relevant person 
suffering harm and the seriousness of that harm.  

 
The BIA is the person who is responsible for assessing what is in the best 
interests of a relevant person.   

 
 If the person being assessed is not currently in the CCG’s area, we will seek 

as far as possible, to arrange to use assessors based near where the person 
currently is. 

 
 Where an ‘equivalent assessment’ to any of these assessments has already 

been obtained, it may be relied upon instead of obtaining a fresh assessment.  
An equivalent assessment is an assessment:  

 
•  that has been carried out in the last 12 months, not necessarily for the 

purpose of a DOL authorisation (where the required assessment is an 
age assessment, there is no time limit on the use of an equivalent 
assessment) 

•  that meets all the requirements of the DOL assessment,  
•  of which the CCG is satisfied that there is no reason to believe that it is 

no longer accurate, and 
•  of which the CCG has a written copy. An example would be a recent 

assessment carried out for the purposes of the MHA 1983, which could 
serve as an equivalent to a mental health assessment. 

 
 Great care will be taken in deciding to use an equivalent assessment and this 

should not be done routinely. The older the assessment is, even if it took 
place within the last 12 months, the less likely it is to represent a valid 
equivalent assessment (unless it is an age assessment).  

 
 If an equivalent best interests assessment is used, the CCG will also take into 

account any information given, or submissions made, by the Relevant 
Persons Representative or Independent Mental Capacity Advocate instructed 
under the DOL safeguards. 

 
 Any decision regarding why we have used any equivalent assessment must 

be recorded  
via the standard form number 11. 
 

 Assessments required for a standard authorisation must be completed within 
21 calendar days from the date on which the CCG receives a request from a 
Managing Authority.  However, if an urgent authorisation is already in force, 
the assessments must be completed before the urgent authorisation expires.  

 
 Urgent authorisations may be given by Managing Authorities for an initial 

period not exceeding seven days. If there are exceptional reasons why it has 
not been possible to deal with the request for a standard authorisation within 
the period of the urgent authorisation, they may be extended by the CCG for 
up to a further seven days. The CCG will decide what constitutes an 
‘exceptional reason’, taking into account all the circumstances of an individual 
case.  
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 We will keep a record of all requests for standard authorisations received and 

will acknowledge the receipt of requests from Managing Authorities.  
 
 The six assessments do not have to be completed by different assessors. In 

fact, it is highly unlikely that there will be six separate assessors – not least 
because it is desirable to minimise the burden on the person being assessed.  
Each assessor must make their own decisions, and to ensure that an 
appropriate degree of objectivity is brought to the assessment process:  

 
•  there must be a minimum of two assessors 
•  the mental health (MHA) and best interests assessors (BIA) must be 

different people 
•  the BIA can be an employee of the CCG or Managing Authority, but 

must not be involved in the care or treatment of the person they are 
assessing nor in decisions about their care 

•  a potential BIA should not be used if they are in a line management 
relationship with the professional proposing the DOL or the mental 
health assessor 

•  none of the assessors may have a financial interest in the case of the 
person they are assessing (a person is considered to have a financial 
interest in a case where that person is a partner, director, other office-
holder or major shareholder of the Managing Authority that has made 
the application for a standard authorisation) 

•  an assessor must not be a “relative”* of the person being assessed, 
nor of a person with a financial interest in the person’s care.  

 
For this purpose, a ‘relative’* is:  
 

a.  a spouse, ex-spouse, civil partner or ex-civil partner 
b.  a person living with the relevant person as if they were a spouse or a 

civil partner 
c.  a parent or child, brother or sister 
d.  a child of a person falling within definitions a, b or c 
e.  a grandparent or grandchild / grandparent-in-law or grandchild-in-law 
f.  an aunt or uncle 
g.  a sister-in-law or brother-in-law 
h.  a son-in-law or daughter-in-law 
i.  a first cousin, or half-brother/sister.  

 
*These relationships include step-relationships. 
 
 Where the Managing Authority and CCG are both the same body, the CCG 

may not select to carry out a best interests assessment on a person who is 
employed by, or providing services to it, and the CCG will seek to avoid 
appointing assessors in any other possible conflict of interests situations that 
might bring into question the objectivity of an assessment. 

 
 Other relevant factors for the CCG to consider when appointing assessors 

include:  
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•  the reason for the proposed DOL 
•  whether the potential assessor has experience of working with the 

service user group from which the person being assessed comes  
•  whether the potential assessor experience of the person’s cultural 

background  
•  other specific needs of the person being assessed, for example 

communication needs. 
 
 We will ensure that sufficient assessors are available to meet demand and will 

be satisfied in each case that the assessors have the skills, experience, 
qualifications and training required by regulations to perform the function 
effectively.  Assessors act as individual professionals and are personally 
accountable for their decisions. The CCG will not dictate or seek to influence 
their decisions.  

 
 There is no reason in principle why interviews, examinations and fact-finding 

required as part of any DOL assessment cannot serve more than one 
purpose, in order to avoid unnecessary burdens both on the person being 
assessed and on staff. However, if this does happen, all purposes of the 
interview or examination should be made clear to the relevant person, and to 
any family members, friends, carers or advocates supporting them. 

 
 Authorising DOL or otherwise. 
 
 If all the assessments conclude that the relevant person meets the 

requirements for authorisation, and the CCG has written copies of all the 
assessments, it must appoint a representative for the relevant person (section 
6).  Standard authorisations will be sent in writing to:  

 
•  the Managing Authority 
•  the relevant person 
•  the relevant person’s representative 
•  any Independent Mental Capacity Advocate (IMCA) involved, and  
•  every interested person named by the BIA in their report as somebody 

they have consulted in carrying out their assessment. The CCG must 
also keep a written record of any standard authorisation that it gives. 

 
The CCG will set the period of the authorisation, which may not be longer 
than that recommended by the BIA and may attach conditions to the 
authorisation. Before deciding whether to give the authorisation subject to 
conditions, the CCG will consider any recommendations made by the BIA.   

 
Where the CCG does not attach conditions as recommended by the BIA, it 
will discuss the matter with the BIA incase the rejection or variation of the 
conditions would significantly affect the other conclusions the BIA reached in 
their report.  This will be done via the standard form number 12. 

 
 DOL should last for the shortest period possible. The BIA should only 

recommend authorisation for as long as the relevant person is likely to meet 
all the qualifying requirements. The authorisation may be for quite a short 
period. A short period may, for example, be appropriate if: 
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•  the reason that the DOL is in the person’s best interests is because 

their usual care arrangements have temporarily broken down, or 
•  there are likely to be changes in the person’s mental disorder in the 

relatively near future (for example, if the person is in rehabilitation 
following brain injury). 

 
 A DOL authorisation – whether urgent or standard – relates solely to the issue 

of DOL and not treatment.  This means that treatment can only be given to a 
person who has not given their consent if: 

 
•  it is established that the person lacks capacity to make the decision 

concerned 
•  it is agreed that the treatment will be in their best interests, having 

taken account of the views of the person and of people close to them, 
and, where relevant in the case of serious medical treatment, of any 
IMCA involved 

•  the treatment does not conflict with a valid and applicable advance 
decision to refuse treatment,  

•  the treatment does not conflict with a decision made by a donee or LPA 
or a deputy acting within the scope of their powers. 

 
 Life-sustaining treatment, or treatment to prevent a serious deterioration in the 

person’s condition, may be provided while a decision in respect of any 
relevant issue is sought from the CoP. The need to act in the best interests of 
the person concerned will continue to apply in the meantime. 

 
 If a person who is subject to a standard authorisation moves to a different 

hospital or care home, the Managing Authority of the new hospital or care 
home must request a new standard authorisation. The application should be 
made before the move takes place.  If the move has to take place so urgently 
that this is impossible, the Managing Authority of the new hospital or care 
home will need to give an urgent authorisation.  The only exception is if the 
care regime in the new facility will not involve DOL.  

 
 If any of the assessments conclude that one of the requirements is not met, 

then the assessment process should stop immediately and authorisation may 
not be given. The CCG will: 

 
•  inform anyone still engaged in carrying out an assessment that they 

are not required to complete it 
•  notify the Managing Authority, the relevant person, any IMCA involved 

and every interested person consulted by the BIA that authorisation 
has not been given and 

•  provide the Managing Authority, the relevant person and any IMCA 
involved with copies of those assessments that have been carried out.  

 
 This will be done as soon as possible, as different arrangements may need to 

be made for the person’s care. 
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 If the reason the standard authorisation cannot be given is because the 
eligibility requirement is not met, it may be necessary to consider making the 
person subject to the MHA 1983. If this is the case, it may be possible to use 
the same assessors to make that decision, thereby minimising the 
assessment processes.   

 
 The actions that both Managing Authority’s and commissioners of care should 

consider if a request for an authorisation is turned down will depend on the 
reason why the authorisation has not been given: 

 
•  If the BIA concluded that the relevant person was not in fact being, or 

likely to be, deprived of liberty, no action is likely to be necessary. 
•  If the BIA concluded that the proposed or actual DOL was not in the 

relevant person’s best interests, the Managing Authority, in conjunction 
with the commissioner of the care, will need to consider how the care 
plan could be changed to avoid DOL. They should examine carefully 
the reasons given in the BIA’s report, and may find it helpful to discuss 
the matter with the BIA. Where appropriate, they should also discuss 
the matter with family and carers. If the person is not yet a resident in 
the care home or hospital, the revised care plan may not involve 
admission to that facility unless the conditions of care are adapted to 
be less restrictive and DOL will not occur. 

•  If the mental capacity assessor concluded that the relevant person has 
capacity to make decisions about their care, the care home or hospital 
will need to consider, in conjunction with the commissioner of the care, 
how to support the person to make such decisions. 

•  If the relevant person was identified as not eligible to be subject to a 
DOL authorisation, it may be appropriate to assess whether an 
application should be made to detain the person under the MHA 1983. 

•  If the relevant person does not have a mental disorder as defined in the 
MHA 1983, the care plan will need to be modified to avoid a DOL, 
since there would be no lawful basis for depriving a person of liberty in 
those circumstances. 

•  Where there is a valid refusal by a donee or deputy, or an applicable 
and valid advance decision, alternative care arrangements will need to 
be made. If there is a question about the refusal, a decision may be 
sought from the CoP. 

•  If the person is under 18, use of the Children Act 1989 may be 
considered. 

 
 Where the BIA comes to the conclusion that the best interests requirement is 

not met, but it appears to the assessor that the person being assessed is 
already being deprived of their liberty, the assessor must inform the CCG and 
explain in their report why they have reached that conclusion. The CCG will 
then inform the Managing Authority to review the relevant person’s care plan 
immediately so that unauthorised DOL does not continue. Any necessary 
changes must be made urgently to stop what would be an unlawful DOL. The 
steps taken to stop the DOL should be recorded in the care plan. Where 
possible, family, friends and carers should be involved in deciding how to 
prevent the unauthorised DOL from continuing. If the CCG has any doubts 
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about whether the matter is being satisfactorily resolved within an 
appropriately urgent timescale, it will alert the inspection body. 

  
Appointing a Relevant Person’s Representative (RPR)  
 
 The CCG must appoint a RPR for every person to whom they give a standard 

authorisation for DOL. It is important that the RPR is appointed at the time the 
authorisation is given or as soon as possible and practical thereafter. 

 
  As soon as possible and practical after a standard DOL authorisation is given, 

the MA must seek to ensure that the relevant person and their representative 
understand: 

 
•  the effect of the authorisation 
•  their right to request a review  
•  the formal and informal complaints procedures that are available to 

them 
•  their right to make an application to the Court of Protection to seek 

variation or termination of the authorisation  
•  their right, where the relevant person does not have a paid 

‘professional’ representative, to request the support of an IMCA. 
 
To be eligible* to be the RPR, a person must be: 
 

•  18 years of age or over  
•  able to keep in contact with the relevant person, and  
•  willing to be appointed.  
 
The person must not be: 
 
•  financially interested in the relevant person’s MA  
•  employed by/providing services to, the care home in which the person 

relevant person is residing  
•  employed by the hospital in a role related to the treatment or care of 

the relevant person, or  
•  employed to work in the relevant person’s CCG in a role related to the 

relevant person’s case. 
 
 Identifying a representative will begin as soon as possible, usually when the 

Best Interests Assessor (BIA) is appointed – even if one or more of the other 
assessments has not yet been completed. This is because the BIA must, as 
part of the assessment process, identify if there is anyone they would 
recommend to become the RPR. The BIA should discuss the representative 
role with the people interviewed as part of the assessment via the standard 
form number 24. 

 
 The BIA should first establish whether the relevant person has the capacity to 

select their own representative and, if so, invite them to do so. If the relevant 
person has capacity and selects an eligible person, the best interests 
assessor must recommend that person to the CCG. 
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 Alternatively, if the relevant person lacks capacity and there is a donee or 
deputy with the appropriate authority, the donee or deputy may select the 
person to be recommended as the RPR.  The BIA must recommend that 
person to the CCG for appointment. 

 
 It is up to the BIA to confirm whether any representative proposed by the 

relevant person, a donee or a deputy is eligible. If the BIA decides that a 
proposed representative is not eligible, they must advise the person who 
made the selection and invite them to make a further selection.  If the BIA is 
unable to recommend anybody to be the RPR, they will notify the CCG 
accordingly. 

 
 If neither the relevant person, nor a donee or deputy, selects an eligible 

person, then the BIA must consider whether they are able to identify someone 
eligible who could act as the RPR. 

 
The CCG will then itself identify an eligible person to be appointed as the 
RPR.  The appointment of the RPR by the CCG must be in writing and set out 
the role and responsibilities of the RPR. The letter of appointment should also 
state the name of the appointed person and the date of expiry of the 
appointment, which must be for the period of the standard authorisation that 
has been given. Copies of the written appointment must be sent to all relevant 
parties via the standard form number 25. 

 
 The RPR must confirm to the CCG in writing that they are willing to accept the 

appointment and have understood their roles and responsibilities in respect of 
the relevant person.  

 
 It is important that the RPR has sufficient contact with the relevant person to 

ensure that the relevant person’s best interests are being safeguarded.  The 
name of the person’s RPR should be recorded in the person’s health and 
social care records. 

 
The appointment of the RPR will be terminated in any of the following 
circumstances: 

 
• standard authorisation comes to an end and a new authorisation is not 
applied for or refused. 
• the relevant person, if they have capacity to do so, objects to the RPR 
continuing in their role and a different person is selected to be their RPR 
instead.  
• a donee or deputy, if it is within their authority to do so and the relevant 
person lacks the capacity to decide, objects to the RPR continuing in their role 
and a different person is selected to be the RPR.  
• the CCG becomes aware that the RPR is no longer willing/eligible to 
continue in the role.  
• the CCG becomes aware that the RPR is not keeping in touch with the 
person, is not representing and supporting them effectively or is not acting in 
the person’s best interests.  
• the RPR dies. 
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*Recording this decision must be done via standard form number 27. 
 
 If the CCG becomes aware that the RPR may not be keeping in touch with the 

person, is not acting in the relevant person’s best interests, or is no longer 
eligible, it should contact the RPR to clarify the position before deciding 
whether to terminate the appointment. 

 
 When the appointment of the RPR ends, the CCG must notify all parties.  If a 

lawful DOL continues, the CCG must appoint a suitable replacement to be the 
RPR as soon as possible via consultation with the BIA.  

 
*Recording this decision must be done via standard form number 26. 
 
 If a person has nobody to represent their interests, the Managing Authority 

must notify the CCG, who will instruct an IMCA to represent the relevant 
person until a new representative is appointed.  The role of an IMCA 
instructed in these circumstances is essentially the same as that of the RPR. 
The role of the IMCA in this situation ends when the new RPR is appointed. 

 
 At any time when the relevant person does not have a RPR, the CCG will 

consider exercising their discretion to carry out a review if there is any 
significant change in the person’s circumstances. 

 
 Both the person who is deprived of liberty under a standard authorisation and 

their RPR have a statutory right of access to an IMCA. It is the responsibility 
of the CCG to instruct an IMCA if the relevant person or their RPR requests 
one. The intention is to provide extra support to the relevant person or a 
family member or friend acting as their RPR if they need it, and to help them 
make use of the review process or access the Court of Protection safeguards. 
Where the relevant person has a paid ‘professional’ representative, the need 
for additional advocacy support should not arise and so there is no 
requirement for an IMCA to be provided in those circumstances. 

 
 The role of the IMCA is to help represent the relevant person and, in 

particular, to assist the relevant person and their RPR to understand the effect 
of the authorisation, what it means, why it has been given, why the relevant 
person meets the criteria for authorisation, how long it will last, any conditions 
to which the authorisation is subject and how to trigger a review or challenge 
in the Court of Protection. The IMCA can also provide support with a review or 
with an application to the Court of Protection, for example to help the person 
to communicate their views. 

 
 The IMCA will have the right to make submissions to the CCG on the question 

of whether a qualifying requirement should be reviewed, or to give 
information, or make submissions, to any assessor carrying out a review 
assessment. Both the person and their RPR must be told about the IMCA 
service and how to request an IMCA. 

 
 An IMCA must be instructed whenever requested by the relevant person or 

RPR. A request may be made more than once during the period of the 
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authorisation. For example, help may be sought at the start of the 
authorisation and then again later in order to request a review. 

 
 In addition, if the CCG has reason to believe that the review and Court of 

Protection safeguards might not be used without the support of an IMCA, we 
will instruct an IMCA. For example, if the CCG is aware that the person has 
selected a RPR who needs support with Communication, it should consider 
whether an IMCA is needed. 

 
 Reviewing cases and the end of an authorisation.  
 
 The statutory grounds for a review are: 
 

•  The relevant person no longer meets age, no refusals, mental capacity, 
mental health or best interests requirements.  

•  The relevant person no longer meets the eligibility requirement 
because they now object to receiving mental health treatment in 
hospital and they meet the criteria for an application for admission 
under section 2 or section 3 of the Mental Health Act 1983.  

•  There has been a change in the relevant person’s situation and, 
because of the change, it would be appropriate to amend an existing 
condition to which the authorisation is subject, delete an existing 
condition or add a new condition. 

•  The reason(s) the person now meets the qualifying requirement(s) 
is(are) different from the reason(s) given at the time the standard 
authorisation was given. 

 
 Different arrangements apply if the person no longer meets the eligibility 

requirement because they have been detained under the MHA 1983, or 
become subject to a requirement under that Act that conflicts with the 
authorisation.  

 
 The CCG must tell the relevant person/representative/Managing Authority if 

they are going to carry out a review either before the review begins or as soon 
as possible after it has begun via the standard form number 20. 

 
 The relevant person’s records must include information about formal reviews, 

when they were considered, and the outcome. The CCG will retain these 
records.  

 
 DOL can be ended before a formal review where circumstances no longer 

necessitate it. If a care home or hospital decides that DOL is no longer 
necessary then they must end it immediately and should apply to the CCG to 
review and, if appropriate, formally terminate the DOL. 

 
 When the CCG receives a request for a review, it must first decide which, if 

any, of the qualifying requirements need to be reviewed via the standard form 
number 21. 

 
 If the CCG concludes that none of the qualifying requirements need to be 

reviewed, no further action is necessary.  
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 If it appears that one or more of the qualifying requirements should be 

reviewed, the CCG will arrange for a separate review assessment to be 
carried out for each of these requirements.  

 
 The CCG will record when a review is requested, what it decides to do 

(whether it decides to carry out a review or not) and the reasons for its 
decision. 

 
 In general, review processes should follow the standard authorisation 

processes – so the CCG will conduct the assessments outlined in section 4 of 
this guidance. 

 
 Where the CCG decides that the best interests requirement should be 

reviewed solely because details of the conditions attached to the authorisation 
need to be changed, and the review request does not include evidence that 
there is a significant change in the relevant person’s overall circumstances, 
there is no need for a full reassessment of best interests. The CCG can 
simply vary the conditions attached to the authorisation as appropriate. In 
deciding whether a full reassessment is necessary, the CCG will consider 
whether the grounds for the authorisation, or the nature of the conditions, are 
being contested by anyone as part of the review request. 

 
 If the review relates to any of the other requirements, or to a significant 

change in the person’s situation under the best interests requirement, the 
CCG must obtain a new assessment. 

 
 If the assessment shows that the requirement is still met, the CCG must 

check whether the reason that it is met has changed from the reason 
originally stated on the authorisation. If it has, we will make any appropriate 
amendments to the authorisation. In addition, if the review relates to the best 
interests requirement, we will consider whether any conditions should be 
changed following the new assessment. 

 
If any of the requirements are not met, then the authorisation will be 
terminated immediately. 

 
 The CCG will give written notice of the outcome of a review and any changes 

that have been made to the DOL authorisation to all parties concerned via the 
standard form number 22. 

 
 There are separate review arrangements for cases in which the eligibility 

requirement ceases to be met for a short period of time for reasons other than 
that the person is objecting to receiving mental health treatment in hospital. 
For example, if the relevant person is detained as a hospital in-patient under 
the MHA 1983, the Managing Authority must notify the CCG, who will 
suspend the authorisation.  

 
 If the relevant person then becomes eligible again within 28 days, the 

Managing Authority must notify the CCG who will remove the suspension. If 
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no notice is given within 28 days, then the authorisation will be terminated via 
the standard form number 23.  

 
 If the person ceases to meet the eligibility requirement because they begin to 

object to receiving mental health treatment in hospital and they meet the 
criteria for an application for admission under section 2 or section 3 of the 
MHA 1983, a review should be started immediately.  

 
 Where a relevant person’s capacity to make decisions about the 

arrangements made for their care and treatment fluctuates on a short-term 
basis, a balance needs to be struck between: 

 
• the need to review and terminate an authorisation if a person regains 
capacity, and 
• spending time and resources constantly reviewing, terminating and then 
seeking fresh DOL authorisations as the relevant person’s capacity changes.  

 
 Where there is consistent evidence of regaining capacity on this longer-term 

basis, DOL should be lifted immediately, and a formal review and termination 
of the authorisation sought. However, it should be borne in mind that a DOL 
authorisation carries with it certain safeguards that the relevant person will 
lose if the authorisation is terminated. Where the regaining of capacity is likely 
to be temporary, and the authorisation will be required again within a short 
period of time, the authorisation should be left in place, but with the situation 
kept under ongoing review. 

 
 If the Managing Authority considers that a person will still need to be deprived 

of liberty after the authorisation ends, they need to request a further standard 
authorisation to begin immediately after the expiry of the existing 
authorisation. 

 
 There is no statutory time limit on how far in advance of the expiry of one 

authorisation the Managing Authority can apply for a renewal authorisation. It 
will need to be far enough in advance for the renewal authorisation to be 
given before the existing authorisation ends. 

 
 Once underway, the process for renewing a standard authorisation is the 

same as that for obtaining an original authorisation, and the same 
assessment processes must take place. However, the need to instruct an 
IMCA will not usually arise because the relevant person should at this stage 
have a representative appointed. 

 
When the standard authorisation ends, the CCG will inform all parties in 
writing.  
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Process for reporting concerns of an unauthorised DOL.  
 
 If any relevant person is concerned, after raising with the Managing Authority, 

that it has not applied for an authorisation, they can ask the CCG to decide if 
there is an unauthorised DOL via standard form number 16.  The CCG does 
not, however, need to arrange such an assessment where it appears the 
request is frivolous/vexatious or whether or not an unauthorised DOL has 
already been decided.  

 
 The CCG will notify the person who raised the concern, the relevant person, 

the Managing Authority of the relevant hospital or care home and any IMCA 
involved: 

 
•  that it has been asked to assess whether or not there is an 

unauthorised DOL  
•  whether or not it has decided to commission an assessment, and 
•  where relevant, who has been appointed as assessor. 

 
 An assessment of whether an unlawful DOL is occurring must be carried out 

within seven calendar days.   
 
 In such circumstances, the CCG will select and appoint a person who is 

suitable and eligible to carry out a best interests assessment to consider: 
 

 whether the person is deprived of liberty by consulting the Managing 
Authority and examining any relevant needs assessments and care plans 
to consider whether they constitute a DOL. 

 the comments of the person who raised the concern about why they 
believe that the relevant person is being deprived of their liberty. 

 the relevant person’s family and friends and if there is nobody appropriate 
to consult with, they should inform the CCG who must arrange for an 
IMCA to be instructed to support and represent the person.  

 
A standard form is available for the assessor to record the outcome of their 
assessment number 17. 
 
 If the outcome of the assessment is that there is an unauthorised DOL, then 

the full assessment process should be completed as if a standard 
authorisation for DOL had been applied for – unless the Managing Authority 
changes the care arrangements so that it is clear that there is no longer any 
DOL.   

 
 The CCG must notify all relevant parties of the outcome of the assessment.  If 

the concerned person does not accept the outcome of their request for 
assessment, they can apply to the Court of Protection to hear their case.  

 
Monitoring the implementation of the safeguards. 
 
 The CCG will should keep their protocols and procedures under review and 

assess the nature of the authorisations they are giving in light of their local 



                  CCG CO03 Deprivation of Liberty Safeguards (DoL) Policy                       39 
 

population. This information may be relevant to policy decisions about 
commissioning care and support services. 

 
Recording & Completing Assessments 
 
 Glossary of Department of Health Forms can be identified at Appendix A of 

the corporate policy. 
 
 Assessors should list in their assessment report what records they examined.  

As soon as possible after carrying out their assessments, assessors must 
keep a written record of the assessment and must give copies of their 
assessment report(s) to the CCG.  

 
 The CCG will progress the assessments to determine whether the DOL is 

authorised and will inform all relevant parties of the outcome using the 
relevant paperwork.   
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Appendix 3 
 

Healthcare professional identify those at 

risk of deprivation of liberty & request 

authorisation from supervisory body   

Assessment commissioned by 

supervisory body. IMCA 

instructed for anyone without 

representation 

Age 

assessment

Mental health 

assessment 

Mental capacity 

assessment 

Best interests 

assessment 

Eligibility  

assessment 

No Refusals 

assessment 

Best Interests Assessor recommends 

period for which deprivation of liberty 

should be authorised

Authorisation is granted and persons 

representative appointed

Authorisation implemented by 

managing authority

Best Interests 

Assessor 

recommends person 

to be appointed as 

representative

Person or their 

representative 

appeals to the Court 

of Protection which 

has powers to 

terminate 

authorisation or vary 

conditions

Request for 

authorisation 

declined

Authorisation expires 

and Managing authority 

requests further 

authorisation 

In an emergency 

hospital or care 

home can issue an 

urgent 

authorisation for 

seven days while 

obtaining 

authorisation

Any assessment 

says no

All assessments 

support 

authorisation

Managing authority 

requests review because 

circumstances change

Person or their 

representative requests 

review 

Review

 



 
Meeting title GOVERNING BODY Date: 27 June 2013 

Report title RATIFICATION OF POLICIES 
 

Agenda item: 10 

Lead director: 

Report author: 

Sponsor(s): 

Liane Cotterill, Senior Governance Manager (NECS)  Tel: 01642 745049 

    Email: benmurphy@nhs.net 
Christine Briggs, Director of Operations    Email: christine.briggs@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:- Deprivation of Liberty; Anti Fraud 

 

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:benmurphy@nhs.net
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 CO06 Anti-Fraud Policy 

 
Enclosure: 11 

Corporate CCG CO06 Anti-Fraud Policy 

 

Version Number Date Issued  Review Date 

V1: 28/02/2013  31/08/2014 

 

Prepared By: Local Counter Fraud Specialist / Policy & Corporate 
Governance Lead, NHS County Durham & Darlington 

Consultation 
Process: 

Governance Lead, NHS South of Tyne and Wear 

Information Governance Advisor, NHS Tees 

Senior Manager, Corporate Affairs, NHS North of Tyne 

 

Formally Approved:  

 

Policy Adopted 
From: 

NHS County Durham and Darlington 

Approval Given By:  

 

Document History 

Version Date Significant Changes 

   

   

   

 

Equality Impact Assessment 

Date Issues 

7 February 2013 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. 



 CCG CO06 Anti-Fraud Policy                                                        2 

Anti-Fraud Policy 
 

Contents 
Section Title Page 

 
1 

 
Introduction   
 

3 

 
2 

 
Definitions 
 

4 

 
3 

 
Policy Development: Principles And Process 
 
 

5 

 
4 

 
Duties And Responsibilities 
 

13 

 
5 

 
Implementation  
 

13 

 
6 
 

 
Training Implications 14 

 
7 

 
Documentation 
 

14 

 
8 

 
Monitoring, Review And Archiving 
 

14 

 
9 
 

 
Equality Analysis 15 

 
Appendices 
 

 
1 Referral form 17 

 
2   

 
3 
 

  

 
4 
 

  

 
 

 



 CCG CO06 Anti-Fraud Policy                                                        3 

Anti-Fraud 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 vast majority of people who work in the NHS are honest and 
professional. Economic crime committed by a minority is wholly 
unacceptable as it ultimately leads to reduced or wasted resources. The 
CCGs therefore do not tolerate any form of fraud or bribery (economic 
crime). 

   

1.1 Status  
This policy is a corporate policy. 
 

1.2 Purpose and scope  
 The overall aims of this policy are to: 
 

 outline the CCGs responsibilities in terms of delivering a 
comprehensive approach to managing related risks  

 

 improve collective understanding of engaged work undertaken at the 
CCGs to systematically counter economic crime 

 

 support a broadly based, transparent and supportive anti-fraud 
culture where staff feel able to raise legitimate concerns sensibly and 
responsibly 

 

 ensure that all suspected economic crime is referred appropriately in 
accordance with specified reporting lines & that substantiated 
enquiries are always conducted solely by professionally accredited 
NHS Counter Fraud Specialists or the Police 
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 enable all parallel criminal, disciplinary & civil (triple track) sanction 
disposal options to be properly & consistently considered in the 
course of investigations; as an essential pre-requisite for fairness & 
optimising deterrence 

 
This policy applies to all CCG employees, as well as consultants, vendors, 
contractors, and/or any other parties who have a business relationship with 
the CCGs. All employees, externally sourced service providers & non 
executives will be briefed on its content. It will form a specific part of staff 
and board member induction or mandatory training processes. It should 
also be read in conjunction with the organisation’s Standards of Business 
Conduct and Declaration of Interests Policy. 

 

2. Definitions 
The following terms are used in this document:   
 

2.1 Fraud 
The Fraud Act 2006 provides some statutory definitions, which are 
premised on dishonest action(s) being committed intentionally to gain 
financially or cause loss to other parties in the following ways: 
 

1. Fraud by false representation (s.2) – lying about something using 
any means, e.g. by words, actions or documents 

2. Fraud by failing to disclose (s.3) – not saying something when you 
have a legal obligation to do so 

3. Fraud by abuse of a position of trust (s.4) – abusing a position where 
there is an expectation to safeguard the financial interests of another 
person or organisation. 

 
2.2 Bribery  

It is has been a common law offence of corruption to bribe the holder of a 
public office and it is similarly an offence for the office holder to accept a 
bribe. The Bribery Act 2010 came into effect in July 2011, following a final 
consultative stage. It will provide a more effective legal framework to deal 
with bribery in the following ways: 

1. Replace the fragmented and complex offences at common law and 
in the Prevention of Corruption Acts 1889-1916  

2. Create two general offences covering the offering, promising or 
giving of an advantage, and requesting, agreeing to receive or 
accepting of an advantage  

3. Create a discrete offence of bribery of a foreign public official  
4. Create a new offence of failure by a commercial organisation to 

prevent a bribe being paid for or on its behalf (it will be a defence if 
the organisation has adequate procedures in place to prevent 
bribery)  
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5. Require the Secretary of State to publish guidance about procedures 
that relevant commercial organisations’ can put in place to prevent 
bribery on their behalf  

6. Help tackle the threat that bribery poses to economic progress and 
development around the world 

(Source Ministry of Justice Website – www.justice.gov.uk) 

 

3. Anti-Fraud 
 

3.1 NHS Protect 
 

3.1.1 NHS Protect is a business unit of the NHS Business Services Authority. It 
has national responsibility for all policy and operational matters relating to 
the control of fraud and corruption and the management of security in the 
NHS.  
 

3.1.2 Each region has an Area Anti-Fraud Specialist to offer support and advice 
to LCFS. The Local Area Anti-Fraud Specialist is based in Newcastle. NHS 
Protect have a National Investigation Service (NIS) to carry out 
investigations that meet the NHS Protect NIS acceptance criteria, 
particularly investigations must be considered of strategic or national 
significance, known to have or likely to have a high degree of complexity or 
factors requiring investigation outside the NHS body. 
 

3.1.3 NHS Protect also has an Assurance Team, which measures the 
effectiveness of NHS counter fraud work. The LCFS completes an annual 
Qualitative Assessment on behalf of the CCGs, which is assessed by the 
Assurance Team. It is assigned with a performance rating. On site Quality 
Inspections are also periodically conducted to review local arrangements. 
 

3.2 Chief Finance Officer & LCFS 
 

3.2.1 The chief finance officer, in conjunction with the accountable officer, 
ensures compliance with Clause 43 and Schedule 13 part 2 of the Standard 
NHS Contract for Acute Services by appointing a designated lead LCFS. 
Counter Fraud Service delivery is regularly scrutinised to monitor 
operational effectiveness. Compliance is also required with standards set 
out in the NHS Counter Fraud Corruption Manual and legislation governing 
the conduct of criminal investigations. 
 

3.2.2 The chief finance officer also maintains oversight of suspected economic 
crime referrals & the progress of subsequent enquiries. The LCFS has 
delegated responsibility for assessing referrals & leading resultant criminal 
investigations which fall within the local operational remit. Full consultation 

http://www.justice.gov.uk/
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is always undertaken with the chief finance officer & NHS Area Anti-Fraud 
Specialist, via the NHS Protect Secure Intranet System, with respect to 
case notification, progress, outcomes & agreed disposals.  
 

3.2.3 Cases will be referred to the Police only by the chief finance officer / LCFS 
or NHS Area Anti-Fraud Specialist following joint evaluation of the 
circumstances. Liaison will be managed in these situations by the parties 
involved, on a case by case basis, with reference to NHS Protect / ACPO 
Memorandum of Understanding and any relevant Police Divisional Policy 
conditions.  
 

3.3 HR & Parallel Sanctions Application 
 

3.3.1 The CCGs seek to apply the full range of criminal, disciplinary & civil 
sanctions in all cases where economic crime may be present. Triple 
Tracking allows a full range of action to be taken against perpetrators and 
send a strong message to discourage others intent on misappropriating 
local NHS resources. 
  

3.3.2 This approach conforms to the high level NHS Protect policy statement; 
‘Applying Appropriate Sanctions Consistently.’ 
 

3.3.3 The LCFS will inform the Director of HR of any referrals received. The 
LCFS will not conduct disciplinary investigations, which are subject to 
employment law provisions. Separate disciplinary investigations will be 
conducted by HR into matters of possible misconduct when potential 
economic crime is present.  
 

3.3.4 The LCFS must be aware that staff under an investigation that could lead to 
disciplinary action have the right to be represented at all stages. In certain 
circumstances, evidence may best be protected by the LCFS 
recommending to the CCGs that the staff member is suspended from duty. 
The CCGs will make a decision based on HR advice on the disciplinary 
options, which include suspension.  
 

3.3.5 The chief finance officer and LCFS will liaise regularly with HR throughout 
the course of a criminal investigation, in accordance with the LCFS / 
Human Resources (HR) Protocol. Disposal decisions regarding the 
selection of specific sanctions and financial recovery methods to be applied 
at the end of a criminal investigation will be made in accordance with the 
Counter Fraud Redress Protocol.  
 

3.3.6 As a general principle criminal enquiries will be given initial precedence for 
tactical & evidential reasons, conventionally associated with a higher 
burden of proof and the investigation of complex, or serious crime. Patient 
safety concerns will however be given due consideration, when warranted 
in more extreme situations. Dialogue will also take place to assess scope, 
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on a case by case basis, to make lawful information disclosures to HR at 
more advanced investigation stages for prevention & detection of crime 
purposes.  
 

3.3.7 The LCFS will ensure that criminal enquiries are handled efficiently and do 
not become subject to undue delay. HR will ensure that they do not 
undertake any activity, which either by its nature or timing could prejudice 
the outcome of criminal investigations. In cases where criminal enquiries 
are undertaken by NHS Protect, or Area Anti-Fraud Specialist will provide 
advice, via the LCFS, or in person to update HR on relative operational 
status and any risks that could impact on investigation management.  
 

3.3.8 Any referral to the Police will not prohibit action being taken under the local 
disciplinary procedures of the CCGs.  
 

3.3.9 Discussion in the above contexts will also focus on the feasibility of 
applying civil or other redress measures, at the earliest possible juncture of 
a parallel sanction process. This method will also be adopted to facilitate 
the recovery of losses incurred by the CCGs.  
 

3.4 Lay Members & Senior Management Team 
 

3.4.1 The CCGs provide a secure environment in which to work, and one where 
staff or contractors are confident to raise concerns about incidents, 
behaviours or risks without worrying that it will reflect badly on them. This 
commitment extends to ensuring that people are not placed in a vulnerable 
position at work and promoting a corporate commitment to addressing all 
reasonable concerns.  
 

3.4.2 The CCGs want all employees to feel confident that they can expose any 
wrongdoing without any risk to themselves. It also fully supports integrated 
local counter fraud work which supports embedded awareness and factors 
attendant risk treatment into wider continual business improvement 
processes.  
 

3.4.3 In accordance with the provisions of the Public Interest Disclosure Act 
1998, The CCGs have a Whistleblowing Policy in place. Whistleblowing 
procedures are intended to complement reporting lines specified elsewhere 
within this Anti-Fraud Policy. Linkage provides empowerment for staff to 
raise any concerns if they do not feel able to raise them with their line 
manager/management chain.  

 
3.4.4 Responsibility for the day to day operation and maintenance of systems 

often falls directly to line managers. The CCGs will ensure that those who 
coordinate or operate internal procedures continue to be fully resourced 
and trained to carry out responsibilities properly within a sound 
environment. Controls review and improvement should be calibrated to 
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incorporate the identification and mitigation of fraud risks; including capacity 
to capture relevant gaps and data or behavioural outliers. The LCFS will 
provide relevant intelligence to assist with these aims.  
 

3.4.5 Directors will ensure that assessment of fraud, bribery & corruption risks 
and effective prevention, within their business areas, feed into the CCGs’ 
overall statements of accountability and internal control. 
 

3.4.6 When fraud or corruption is found to have occurred, the LCFS will prepare 
a report for the chief finance officer and the next meeting of the appropriate 
Audit and Risk Committee, setting out the following details:  
 

 the circumstances  

 the investigation process  

 the estimated loss  

 the steps being taken to prevent a recurrence and respective 
implementation timescales 

 the steps taken to recover the loss and respective implementation 
timescales 

 
 

3.4.7 Consideration will also be given to as to whether the extent of fraud or loss 
uncovered and any contributory system weaknesses are significant enough 
to justify inclusion on The CCG’s risk register. The Audit Committee will 
also assess if any areas identified by the CCGs’ organisational fraud risk 
assessment should be further evaluated for this purpose.  
 

3.5 All Employees & Contractors  
 
All employees and contractors are expected to act in accordance with 
probity standards laid down by their professional institutes or any other 
codes of conduct specified in the course of employment by the CCGs.   
 

3.5.1 Employees and contractors also have a duty to protect the assets of the 
CCGs, including information, goodwill and property. This requirement 
includes compliance with applicable laws and regulations relating to ethical 
business behaviour, procurement, personal expenses, conflicts of interest, 
confidentiality and the acceptance of gifts and hospitality. It means all 
parties should always: 
 

 avoid conducting themselves in any way where they act dishonestly 

 remain alert to the possibility that others might attempt to deceive 

 ensure that any computer use at work is only applied to the 
performance of their duties within the CCGs 
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3.5.2 All CCG employees and contractors have a duty to ensure that public funds 
are safeguarded, whether or not they are involved with cash or payment 
systems, receipts or dealing with suppliers. 
 

3.6 Internal and External Audit  
 

3.6.1 Any incident or suspicion that comes to internal or external audit’s attention 
will be passed immediately to the nominated lead LCFS. The outcome of 
the investigation may necessitate further work by internal or external audit 
to review systems.  
 

3.6.2 The LCFS liaises regularly with Internal Audit Management colleagues as 
part of a regular forum, which functions for business development 
purposes. Regular updates are provided regarding system weaknesses and 
breaches identified in the course of investigations. Internal Audit provides 
feedback on systems analysis and any outliers identified during the course 
of testing. The LCFS will continue to provide relevant intelligence that 
further shapes the design of this work and the level of assurance derived. 
Internal Audit will provide further updates on analytical tools which may be 
adapted by the LCFS for efficient criminal detection purposes. Resultant 
synergy will also add value by identifying an increased number of potential 
proactive exercises. 
 
 

3.7 Local Security Management Specialist (LSMS) 
 

3.7.1 The LCFS liaises regularly with the LSMS and legal distinctions between 
fraud, bribery, corruption and theft are understood. Referrals information 
and other intelligence are lawfully exchanged at meetings to ensure that 
investigations are conducted under the correct respective operational 
remits. Knowledge is routinely shared of potential risk indicators and 
system weaknesses appertaining to both agendas.  
 
 

3.8 Information Management and Technology  
 

3.8.1 The Head of Information Security (or equivalent) will contact the LCFS 
immediately in all cases where there is suspicion that IT is being used for 
fraudulent purposes. HR will also be informed if there is a suspicion that an 
employee is involved. Misappropriation of equipment will also be reported 
to the LCFS with a view to ascertaining if it may have arisen from an act of 
fraudulent misrepresentation and / or wider pattern of offending. 
 
 

3.8.2 The LCFS delivers an annual work plan of counter fraud work. It is 
designed to tackle risk holistically by reducing the incidence of economic 
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crime to a minimum and holding it at that level. Task prioritisation is aligned 
to critical areas highlighted within the CCGs’ organisational fraud risk 
assessment. Value for money is also demonstrated through quarterly and 
annual reporting to the chief finance officer and the appropriate Audit and 
Risk Committee. The LCFS carries out tailored work in seven generic 
activity areas to deliver coherent and integrated strategic counter fraud 
objectives: 
 
1. The creation of an anti-fraud culture 

Counter fraud awareness is promoted, including presentations, to persuade 
those who work in the CCGs that fraud, bribery & corruption diverts 
resources from NHS services. It demonstrates that the problem is being 
tackled. 
 

2. Maximum deterrence of fraud 

Deterrent material is distributed to increase expectations that people will be 
caught if they attempt to defraud. Publicising triple track sanctions, plus a 
range of other messages, shows how the CCGs apply systematic 
measures to treat and minimise risks posed by fraud, bribery & corruption. 
 

3. Successful prevention of fraud which cannot be deterred 

Policies and procedures are continuously developed to reduce the 
likelihood of fraud and corruption occurring. This work also entails ‘fraud 
proofing’ internal controls, Standing Financial Instructions and documented 
procedures, which also cover physical and supervisory checks, financial 
reconciliations, segregation and rotation of duties, and clear statements of 
roles and responsibilities. Where fraud and corruption has occurred any 
necessary changes to systems and procedures will take place, as matter of 
urgency within agreed timescales to prevent similar local incidents from 
happening in the future. 

 

4. Prompt detection of fraud which cannot be prevented 

Intelligence led local detection exercises are conducted in areas which are 
either known to be prone to fraud, bribery and corruption and / or where 
controls are assessed to be relatively weak. National data matching and 
risk measurement initiatives are also undertaken which compare payroll 
and other information sources to identify offences. 
 

5. Professional investigation of detected fraud 

The LCFS is trained to carry out investigations into suspicions of fraud, 
bribery and corruption to the highest standards. Support is also provided by 
NHS Protect to enable allegations to be proved or disproved on a 
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consistently reliable basis. A proper professional duty of care is therefore 
maintained in the course of all criminal enquiries.  

 

6. Effective sanctions, including appropriate legal action against 
people committing fraud and bribery 

Following the conclusion of an investigation, if there is evidence of fraud, or 
bribery, all available sanctions will be considered. This may include criminal 
prosecution, civil legal proceedings and dismissal following disciplinary 
hearing. The latter can also involve referral to a professional or regulatory 
body to examine any continued fitness to practice issues. 

 

7. Effective methods for seeking redress in respect of money 
defrauded 

Recovery of any losses incurred by the CCGs will be pursued through 
compensation applications submitted to the criminal courts. It will also be 
sought through civil proceedings or via Proceeds of Crime Act 2002 
reporting gateways, if appropriate; to ensure NHS losses are returned for 
their proper use.  

 
3.9 Reporting fraud & bribery  

 
3.9.1 This section outlines the action to be taken if fraud or bribery is discovered 

or suspected. 
 
If an employee suspects that there has been fraud or bribery, or has seen 
any suspicious acts or events, they must inform the lead nominated LCFS 
or the CCG’s chief finance officer immediately, unless either the chief 
finance officer or LCFS are implicated. If that is the case, however unlikely, 
they should report it to the accountable officer, who will decide on the action 
to be taken.  
 

3.9.2 An employee can contact any executive or non-executive director of the 
CCGs to discuss their concerns if they feel unable, for any reason, to report 
the matter to the LCFS or Chief finance officer.  
 

3.9.3 Employees can also call the NHS Fraud and Corruption Reporting Line on 
freephone 0800 028 40 60 or on line reporting www.reportnhsfraud.nhs.uk 
this provides an easily accessible route for the reporting of genuine 
suspicions of fraud within or affecting the NHS. It allows NHS staff who are 
unsure of internal reporting procedures to report their concerns in the 
strictest confidence. All calls are dealt with by experienced trained staff and 
any caller who wishes to remain anonymous may do so.  
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3.9.4 If employees are uncomfortable with any of the above reporting lines they 
should consider recourse to the CCGs’ ‘Whistleblowing’ procedures to 
make the referral. 
 

3.9.5 Anonymous letters, telephone calls, etc. are occasionally received from 
individuals who wish to raise matters of concern, but not through official 
channels. While the suspicions may be erroneous or unsubstantiated, they 
may also reflect a genuine cause for concern and will always be taken 
seriously. This information should also be forwarded immediately to the 
lead nominated LCFS.  
 

3.9.6 The LCFS will make sufficient enquiries to establish whether or not there is 
any foundation to the suspicion that has been raised. If the allegations are 
found to be malicious, they will also be considered for further investigation 
to establish their source.  
 

3.9.7 Appendix 1 provides a reminder of the key contacts and a checklist of the 
actions to follow if fraud and corruption, or other illegal acts, are discovered 
or suspected. Managers are encouraged to copy this to staff and to place it 
on staff notice boards in their department. 
 

3.9.8 Staff should always be encouraged to report reasonably held suspicions 
directly to the LCFS. You can do this by filling in the NHS Fraud and Bribery 
Referral Form (Appendix 2) or by contacting the LCFS by telephone or 
email using the contact details supplied (Appendix 1). 
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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.  

Local Security 
Management 
Specialist 
(LSMS) 

The LCFS liaises regularly with the LSMS and legal 
distinctions between fraud, bribery, corruption and theft are 
understood. Referrals information and other intelligence are 
lawfully exchanged at meetings to ensure that investigations 
are conducted under the correct respective operational 
remits. Knowledge is routinely shared of potential risk 
indicators and system weaknesses appertaining to both 
agendas.  

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 the circumstances 

described on the title page 
 
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.  
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6.  Training Implications 
  

There are no specific training requirements associated with this policy. 
 
 

7.  Documentation 
 

7.1 Other related policy documents. 
  

Standard of Business Conduct and Declaration of Interests Policy 
 

7.2 Legislation and statutory requirements 
 

7.3 Best practice recommendations 
 
www.nhsbsa.nhs.uk/fraud 

 
 

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.  
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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 CO06 Anti-Fraud Policy 

Short description of Policy (e.g. 
aims and objectives): 

The overall aims of this policy are to: 

 Outline the CCGs’ responsibilities in 
terms of delivering a comprehensive 
approach to managing related risks  

 improve collective understanding of 
engaged work undertaken at the CCGs to 
systematically counter economic crime 

 support a broadly based, transparent and 
supportive anti-fraud culture where staff 
feel able to raise legitimate concerns 
sensibly and responsibly 

 ensure that all suspected economic crime 
is referred appropriately in accordance 
with specified reporting lines & that 
substantiated enquiries are always 
conducted solely by professionally 
accredited NHS Counter Fraud 
Specialists or the Police 

 enable all parallel criminal, disciplinary & 
civil (triple track) sanction disposal 
options to be properly & consistently 
considered in the course of 
investigations; as an essential pre-
requisite for fairness & optimising 
deterrence 

This policy applies to all CCG employees, as 
well as consultants, vendors, contractors, 
and/or any other parties who have a 
business relationship with The CCGs. All 
employees, externally sourced service 
providers & non executives will be briefed on 
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its content. It will form a specific part of staff 
and board member induction or mandatory 
training processes. It should also be read in 
conjunction with the organisation’s Code of 
Business Conduct, Counter Fraud Strategy 
and the LCFS / Human Resources (HR) 
Protocol. 

Directorate Lead:  

Is this a new or existing policy? New 

 

Equality Group  Does this policy have a positive, neutral or 
negative impact on any of the equality groups? 

Please state which for each group. 

Age Neutral 

Disability Neutral 

Gender Reassignment Neutral 

Marriage And Civil 
Partnership 

Neutral 

Pregnancy And 
Maternity 

Neutral 

Race Neutral 

Religion Or Belief  Neutral 

Sex Neutral 

Sexual Orientation  Neutral 

Carers Neutral 

 

Screening 
Completed By 

Job Title and 
Directorate 

Organisation Date 
completed 

Jeffrey Pearson Policy and Corporate 
Governance Lead 

NHS County Durham 
and Darlington 

7 February 2013 

 

Directors Name  Directors Signature Organisation Date 

    



 

 17 

Appendix 1 
 
 

NHS fraud and bribery: dos and don’ts 
A desktop guide  

<INSERT ORGANISATI

FRAUD is the dishonest intent to obtain a financial gain from, or cause a financial loss to, a person or party through false representation, failing 
to disclose information or abuse of position. 

Bribery is the deliberate use of inducement or payment of benefit-in-kind to influence an individual to use their position in an unreasonable way 
to help gain advantage for another. 

 
 
 
 
 
 

DO NOT 
 confront the suspect or convey concerns to anyone other than 

those authorised, as listed below 
Never attempt to question a suspect yourself; this could alert a fraudster 
or accuse an innocent person. 

 try to investigate, or contact the police directly 
Never attempt to gather evidence yourself unless it is about to be 
destroyed; gathering evidence must take into account legal procedures in 
order for it to be useful. Your LCFS can conduct an investigation in 
accordance with legislation. 

 be afraid of raising your concerns 
The Public Interest Disclosure Act 1998 protects employees who have 
reasonable concerns. You will not suffer discrimination or victimisation 
by following the correct procedures. 

 Do nothing! 

DO 
 note your concerns 
Record details such as your concerns, names, dates, times, 
details of conversations and possible witnesses. Time, date and 
sign your notes. 

 retain evidence 
Retain any evidence that may be destroyed, or make a note and 
advise your LCFS. 

 report your suspicion 
Confidentiality will be respected – delays may lead to further 
financial loss.  
Complete a fraud report and submit in a sealed envelope marked 
‘Restricted – Management’ and ‘Confidential’ for the personal 
attention of the LCFS. 
 
If you suspect that fraud against the NHS has taken place, you 
must report it immediately, by: 

 directly contacting the Local Counter Fraud Specialist, or  

 telephoning the freephone NHS Fraud and Corruption 
Reporting Line, or 

 contacting the Chief finance officer. 

 

Do you have concerns about a fraud taking 
 place in the NHS? 

If so, any information can be passed to the 

NHS Fraud and Corruption Reporting Line: 0800 028 40 60 
All calls will be treated in confidence and investigated 

by professionally trained staff 
  

If you would like further information about the NHS Protect, please visit www.nhs.uk/fraud  
 

Protecting your NHS 

FORM 1 

http://www.nhs.uk/fraud


 

 

Appendix 2 
 

NHS fraud and bribery referral form  

All referrals will be treated in confidence and investigated by professionally trained staff 
 
 
 
1. Date  

 

 
2. Anonymous application  

Yes (If ‘Yes’ go to section 6) or No (If ‘No’ complete sections 3–5) 
 
3. Your name  

 

 
4. Your organisation/profession 

 

 
5. Your contact details  

 
 

 
6. Suspicion 

 
 
 
 
 

 
7. Please provide details including the name, address and date of birth (if known) of 

the person to whom the allegation relates. 

 
 
 
 
 
 

 
8. Possible useful contacts 

 
 

 
 

9. Please attach any available additional information. 
. 
 
 
 

 

FORM 2 
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Enclosure: 12 

 
South Tyneside Clinical Commissioning Group 

Quality,Patient Safety and Risk Committee 
Wednesday 15 May 2013 

10.00-12.00 noon 
Meeting Room 1 Monkton Hall 

 
 
Present: 
 
Stephen Clark   Chair 
Matthew Walmsley   CCG Chair 
David Hambleton   Chief Officer 
Dr Vis-Nathan   GP Governing Body member 
Tarquin Cross   Secondary Care Consultant 
Ann Fox    Director of Nursing, Quality & Safety 
 
Apologies: 
 
Jeff Gosling    Lay Member (PPI) 
Jeanette Scott Thomas  Head of Quality & Patient Safety 
 
In Attendance: 
 
Jan Thwaites    Governance Officer, NECS (minutes) 
Helen Smith Operations and Engagement Manager (attended for 

Howard’s story) 
Howard Becke   Member of the public (attended for Howard’s story) 
Christine Briggs   Director of Operations (attended for item 2013/07) 
Kate Watson    Senior Governance Officer, NECS 
 
Welcome and Introductions 
The Chair welcomed members to the meeting and a round of introductions took place. 
 
2013/01 Patient Stories 
 

Patient Story 2 
(HB).docx
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Howard’s Story  
 
As his mothers sole carer Howard described his experiences of contact with health 
professionals and associated contractors.  
 
In discussion the following concerns/solutions were raised: 
 

 Numerous visits to the GP – could appointments cover all aspects of care to 
allieviate numerous visits. 

 Prescriptions – could scripts not be sycronised to prevent additional visits to the 
pharmacy. 

 It would be helpful to other patients if concerns were raised for example the 
PALS service. 

 Were there any nursing records in existence. 
 
As commissioners of community services the CCG would pick up the issues raised.A 
member of the Committee pointed out that a recording of Howard’s story should be 
made and shown at practice meetings and patient forums to highlight the issues raised. 
In future a flow chart was to be produced and a decision made as to where it would be 
best used i.e. take to commissioning managers with the outcomes relayed back to the 
patient/carer. A further suggestion was to upload patient experiences on the intranet 
and use them in training sessions with links to a web page. This would let patients know 
that the CCG were interested in their experiences. 
 
It was noted that experiences such as had been narrated could undermine patients 
future contact and confidence in the health service and as the population of older 
people grew they would need to use more services in the future. 
 
A member of the committee asked if the concerns had been raised to the practice, in 
response it was noted that the Practice Manager had been called but a poor response 
had been received.  
 
In discussion it was noted that there was a need for improvement not just a process, 
this information would be shared with the Quality review group and the implementation 
group for the District Nursing specification.  
 
The Chair and Committee thanked Howard for attending the meeting and telling his 
story. 
 
2013/02 Apologies for Absence 
 
Apologies noted as above. 
 
2013/03 Declarations of Interest 
There were no declarations of interest. 
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2013/04 Minutes of the last meeting held on 20 March 2013 
 
The minutes of the last meeting were agreed as a true record. 
 
2013/05 Matters Arising 
 
4. Walkabouts – an invitation for Non Executives to undertake walkabouts in South 
Tyneside Foundation Trust (STFT) had been received. A response to the Chief 
Executive of STFT would request the right to unrestricted visits in all areas.  
 
6.1 Terms of Reference – it was agreed that the overarching responsibility for risk would 
sit with the Director of Operations although consideration would be given to the Director 
of Nursing, Quality & Safety with her clinical portfolio. The terms of reference would be 
discussed at a later date. 
 
 6.2 Quality Surveillance Group – it was agreed that the Director of Nursing, Quality & 
Safety would attend these meetings in future. 
 
6.4 Use of DATIX system – a report on the GP useage of DATIX would be brought to a 
future meeting. 
 
7.1 Francis Report – Discussions had taken place with the Local Area Team (LAT) in 
regard to the Francis recommendations and their discussions with primary care. 
It had been confirmed that the Director of Nursing for STFT would be attending the next 
Governing Body meeting in June to discuss the recommendations and the action plan 
they had produced. 
 
7.3.2 Infection Control – Consideration was given to conversations with providers in 
regard to Infection Control. It was agreed that this item would remain as a standard 
agenda item on the quality review group. Concerns were raised as to the MRSA targets 
noting that it seemed that there were no penalties until 6 cases had been reached.  
It was recognising that the monitor sanctions for 13/14 would be more challenging. 
 
7.4 Serious Incident Panel SIs – The Committee were informed that the first joint South 
Tyneside and Sunderland CCG SI panel had met. A retrospective report would be 
forthcoming from the North of England Commissioning Support Unit (NECS). 
 
7.5 Patient safety Q3 report – the report it was noted was a work in progress and a full 
report would be presented at a future meeting. 
 
11.1 Cost improvement programme sign off – STFT would submit a jointly agreed cost 
improvement plan: at the time of this meeting this has not been signed off. A letter 
would be sent to STFTand a meeting set up to agree the signing off process. 
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2013/06 Agenda and meeting structure 
 
Due to the large ongoing agenda of the Quality Patient Safety & Risk Committee it was 
highlighted by the Chair that a 2 hour bi monthly meeting did not allow full justice to be 
given to items such as patient stories. It was suggested that a cycle of business should 
be implemented and an opportunity to meet informally on alternate months to pick up 
highlights, time to discuss and sign off Sis should be established. The Director of 
Nursing, Quality & Safety was asked to work on a programme structure. 
 
It wasnoted that the Committee should be mindful of duplication of membership and 
ensure the meetings dovetail with Governing Body meetings and development 
sessions. In light of this the terms of reference would require reconsideration as 
responsibilities lie between the Governing Body, Executive Committee and the Quality 
Patient Safety and Risk Committee: guidance would be sought to this end. 
A meeting between the Director of Nursing, Quality & Safety and the Director of 
Operations had been agreed to map where items would lie. 
  
A cycle of business for each committee would be compiled. 
 
Clarity was sought by the Senior Governance Officer, NECS as to the support required 
for the planned informal meetings as they would need plotting into the programme of 
work for meeting support.  
 

The Committee NOTED the item 
 
2013/07 Risk Register 
 
It was explained that the risk register was in a transition phase from the old system 
(DATIX) to the new (Safeguard). It was noted that the register was made up of themed 
areas with identified leads, a process had been put in place to minimise/mitigate risks. 
A high level risk register report would be presented to this committee at each meeting 
and to the Governing Body on a bi annual basis. A number of risks were discussed 
including: 
 

 the use of patient identifiable information  – mitigating actions had been taken 
and staff notified of the restrictions.  

 Non elective pressures in STFT 

 A potential failure to reach key targets 
 
Actions had been put in place around all the identified risks. 
The committee were informed that NECS were in the process of implementing the 
safeguard system which included both incidents and risks: there were 2 additional 
training sessions arranged for CCGs with Ulysees to work on tailoring reports to the 
CCGs needs. In response to a comment on the inclusion of up and down arrow (↑↓) 
indicators it was confirmed that this could be included in the reports if required.  
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The Committee CONSIDERED the risks and REVIEWED the actions taken to ensure 
the appropriate management of the risks. 

 
2013/08 Francis Assurance update 
 
A presentation on Francis recommmendations would be given to the Local Engagement 
Board meeting on 16 May. Future arrangements for the Governing Body would include  
a presentation from the Director of Nursing from STFT on how the Trust have managed 
the report from a governance perspective and detail around the content of the action 
plan developed as a result, how it links to other initiatives/plans already in place  and 
future governance and reporting arrangements to evidence execution of the plan. 

An internal action plan covering the recommendations and CCG intentions would be 
brought in draft form to the Governing Body meeting in June. 

A slide presentation had been developed to roll out to Practice Managers, Patient 
Forums and Local Engagement Boards.  

The update was RECEIVED by the Committee. 

 
2013/09 Patient Safety Report Quarter 4 
 
Highlights of the report were presented to the Committee noting that it did not provide all 
of the assurances required but work was ongoing to produce a more informed report for 
Quarter 1. 
 
Issues would be picked up at the Quality Review meetings re trend analysis/causes and 
factors, this would be monitored in future - concerns were raised that the right people 
were not attending these meetings. 
 
In discussion it had been noted that a narrative would be helpful in relation to the 
incident table describing what this covered i.e. medication issues and administration. 
Good reporting of hospice incidents was noted and the assurance that the report gives 
to the Committee but a risks and themes section would need to be included. 
A typographical error was noted on page 6 of the document which should read South 
Tyneside District Hospital and not North Tyneside. 
Action:  The Director of Nursing, Quality & Safety to pick up this issue. 
 
In response to a query around  reporting it was noted that a mapping exercise would be 
undertaken to understand which reports went to which committee and the timeliness of 
reporting. The Patient Safety report for Quarter 1 would be received by this committee 
at its next meeting to be held on 17 July 2013. 
 

The Committee NOTED the report. 
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2013/10 Safeguarding Highlight report 
 
The report was presented identifying key achievements, current issues and concerns.  
 
A vacancy still exists for a named GP within safeguarding adults and children. 
Additional work had been undertaken to fill this post which had included  

 an overarching update to the Local Authority,  

 working with GPs,  

 the inclusion of the role of the Safeguarding GP on the agenda of  the next 
Practice Manager meeting,   

 Work with the Area Team and GP Locum Network. 

 

It was reported that the Safeguarding Children inspection had commenced: the outcome 
of which was anticipated. 

The Committee NOTED the report. 
 
2013/11 Commissioning for quality and innovation (CQUIN) schemes 2013/14 
 
An update was presented to the Committee on the CQUIN schemes, the data of which 
would be shared with key stakeholders to plan for 2013/14.It was confirmed that the 
Francis report recommendations and patient stories would be built into the scheme.  
 
A question was raised as to how many consultants at ward level knew what the CQUIN 
scheme contained and the consequences of not achieving this. In discussion it was 
noted that the CCG needed to develop a process to make frontline staff aware of 
CQUIN and the financial benefits it afforded. 
 

The update was RECEIVED by the Committee. 
 
2013/12 South Tyneside NHS Foundation Trust 2012/13 Quality report 
 
The Quality report from South Tyneside NHS Foundation Trust was received noting that 
comments were required to form a formal response to STFT. It was suggested that a 
draft letter be forwarded to the Committee for their response by 16 May with a final 
review circulated before being shared with co-commissioners. 
 
Feedback had been received from the previous Head of Quality Assurance & 
Improvement in response to a request for her input as a member of the STFT Quality 
Review group. 
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Inserted below: 
 
• it is a more comprehensive report that those that we have seen in previous years  
 
• development of a patient experience strategy is positive and some of the actions 
linked to this demonstrate broader thinking around patient experience  
 
• as in previous years STFT have noted a larger number of improvement priorities 
that other trusts, who choose to be more focussed, pros and cons to both.  Having said 
that several of their priorities link to national performance measures  e.g. infection 
control/VTE.  I don't see anything on dementia  
 
• the forward priority section has a 'look back' feel to it because gives lots of info 
from 12/13 which makes it less easy to pick out specifics of 13/14 priorities and 
rationale but not really commissioner role to comment on style of document.  
 
• good to see lots of information linked to stroke (there had been article in local 
paper about poor performance in stroke targets)  
 
• I presume support had been received from NECs for accuracy checking the 
relevant data;  I do recall significant increase in complaints from 10/11 to 11/12, this 
doesn't seem to be reflected in table in document.  STFT had taken on community 
services and in actual fact complaints in 10/11 had been unusually low. 
 
Issues were highlighted in relation to the following areas:  
  

 Cancer performance –whether this fully reflected their future plans  
 Pressure ulcers – 2011/12 no narrative included, what was the community 

comparison. 
 Mortality rates – no information on palliative care coding. 
 Community dental service – percentages given do not relay if there is an 

improvement of not. 
 Falls prevention – how many nurses/healthcare assistants per patient, not clear 

information. 
 Community Services – data very sparse and not up to standard, not evaluated in 

the same way as the FT, no narraitve re quality of service 
 Early warning scores (EWS) – 100% audit response but no information on the 

compliance. 
 Learning from Complaints – not sufficient information given. 
 Lack of benchmarking, a lot of duplication in the report. 

 
 
In discussion it was noted that there was a huge amount of data that could be 
condensed:  A balance needed to be obtained by relaying key messages.  
The CCG would be in a more informed postion next year due to attendance at the 
Quality Review Group meetings.  
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A request for the top 3 highlights to be included in the report would be noted in the 
covering letter to STFT. 
 

The Quality Report was RECEIVED. It was AGREED a draft statement and covering 
letter would be forwarded to the Committee in the CCG Chair and the Director of 

Nursing, Quality & Safety names for their comments and a copy of the final document 
would be disseminated. 

 
2013/13 North East Ambulance Service Quality Report 
 
The North East Ambulance Service(NEAS) report was presented to the Committee 
noting the difference in style from the previous (STFT) report.  
 
Information in relation to the way that patient transport needs were managed were 
highlighted noting that the target for 2013/14 was “to increase”. It was explained that it 
would be up to the CCG to give the treshold for the coming year. It was an aspiration of 
NEAS to have a target and to explain their current position.  
In relation to complaints it was noted that a section on lessons learnt would be more 
helpful, a discussion took place around the usefulness of complaints held/upheld. 
 

The Committee NOTED the report. 
 
2013/14 Any other business 
 
2013/15 In Patient Falls 
 
The Head of Quality & Patient Safety had been looking into the coding around in-patient 
falls and the correlation between Serious Incidents and Patient Harm. 
 
2013/16Information Flows 
 
An informal session would be arranged in August, a revised calendar would be 
circulated in advance of the meeting. 
 
 
 
2013/17 Date of next meeting: 
Wednesday 17 July 2013 10.00-12.00 noon.  
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Enclosure: 13 
South Tyneside Executive Committee 

Minutes of Meeting held on Thursday 9th May 2013 
9.30am to 12.00noon at Monkton Hall 

 
 

Present:       Dr David Hambleton, Chief Officer (Chairing Meeting) 
Dr James Gordon, Clinical Director, Mental Health\Learning Disability 

  Dr Funmi Nixon, Clinical Director, Long Term Conditions 
  Ros Whitehead, Practice Management Lead 

Amanda Healy, Director of Public Health 
Kate Hudson, Chief Finance Officer 
Dr Jon Tose, Clinical Director, Planned Care 
Dr Matthew Walmsley, STCCG Chair 
Carol Drummond, Designated Nurse Safeguarding Adults and Children 
Jeanette Scott-Thomas, Head of Quality & Patient Safety 
Christine Briggs, Director of Operations 
Ann Fox, Director of Quality and Patient Safety 
Jenna Easton, Administrative Support 

 
In attendance:  Ailsa Nokes, Head of Planning and Reform 

Joanne Moore, ST Council, Commissioning & Quality Lead 
  Jo Farey, Commissioning Manager 
  Dr. Tricia Creswell 
 
 

1. Welcome 
 
David welcomed attendees to the meeting.  A round of introductions took place to welcome Ann 
Fox to her first Executive Committee Meeting. 
 

2. Declarations of Interest 
 
Item 16 - Matthew, Jim, Jon, Ros & Funmi declared an interest as members of GP practices in 
South Tyneside 
 

3.  Safeguarding Update 
 
Carol updated the Executive on a number of current Safeguarding issues. A serious case review 
and action plan for St Michaels Care home, has been undertaken but not yet reached the public 
domain.  Inquests will take place to investigate deaths at the home and some members of CCG are 
involved in progressing the action plan. The Communications Team at NECS are being kept up to 
date and are fully informed.  Internal changes made within St Michael’s bed population have cut 
the number of beds to help monitoring of the action plan on a temporary basis. Matthew noted the 
Care Homes project is linked to St Michael’s View with Anji Curry as GP link. 
 
Provider services must complete a dashboard report which will be part of quality and risk reporting 
each quarter. 
 

4. Quality and Patient Safety 
 
Jeanette gave an update on recent quarter 4 Quality report which covers a number of different 
areas.  NECS are currently having difficulty accessing data but it was noted that reports in future 
will be changed to suit STCCG and include actions being taken against each incident.   
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Practices are currently using DATIX to report complaints.  DATIX has been rolled out across South 
Tyneside and training has been given to the majority of practices who have requested it. Ros 
suggested practice feedback would be valuable as there is no process in place to update practices 
on the outcomes of reports. 
Action: Jeanette agreed to link with NECS to explore processes around where the data 
comes from to create each quarterly report 
 
Jeanette asked at the last quality review meeting to look at the coding of SIs included in the report.  
David asked if it could be articulated how each SI is reported along with internal FT processes.  It 
was agreed this would be picked up via Quality Review Group. South Tyneside has 37 outstanding 
Sis and 131 across SoTW.  Panel meetings have been set, Matthew is attending for STCCG. 
 

5. QOF QP 
 
Jo Farey presented a brief paper outlining the process for handling QP indicators for the Executive 
to endorse then to go to the council of practice and rolled out to practices.  Jo noted the process is 
Identical to last year. It was acknowledged that there are a number of different strands which the 
CCG needs to be aware of and try to stitch together. 
 
David flagged a previous situation which occurred last year around unnecessary A&E attendance 
when practices contacted frequent attenders stating the cost of their admissions which lead to a 
few complaints.  It was agreed a standard informative letter template from STCCG will be created 
and circulated to practices. 
 
The Executive Committee agreed to endorse the process. 
 

6. Minutes of meeting held on 11
th

 April 2013 
 
The minutes were agreed as a true and accurate record. 
 

6.  Matters Arising 
 

 DATIX 
NECS are in the process of producing a report outlining the utilisation of DATIX by 
practices before a decision is made regarding further roll out or changing to Safeguard as 
the reporting tool.  
 

 LVSD LES 
David agreed to meet Stephen Clark to discuss and sign off LVSD LES agreement rather 
than submitting to Governing Body. 
Funmi spoke to Dr Rak Bhalla around requesting ECGs and agreed it is a clinically 
appropriate process. 

 

 RIS Update 
Discussion took place at April’s Governing Body Meeting as agreed. 

 

 Chief Officer Scheme of Delegation 
Christine and Ann to meet and discuss issues around Quality and Safety of Community 
Services; need to identify if still sits with Funmi or Matthew. 

 
7. Chair’s Information 

 
David confirmed receiving the latest version of the CCG assurance framework from Barbara 
Harking, which contains a structure and process for how CCGs will be assessed.  Peer review and 
360 feed back are part of this review which was not acknowledged previously. Christine is 
preparing a summary outlining key point from the document and will circulate once prepared. 
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South Tyneside Foundation Trust has submitted their end of year draft quality report which is a 
mandatory process.  David agreed to circulate report which requires a response from the STCCG 
by 15

th
 May.  All comments sent to Jeanette-Scott Thomas by 13

th
 May. 

 
8. Quarterly Risk Register Update 

 
Christine gave a verbal update noting all CCGs must have a risk register in which the Executive 
Committee must have a proactive oversight of all risks.  The register has been reviewed and a 
number of risks that are not relevant to STCCG have been removed. New arrangements have 
been agreed within STCCG with lead team members and will be reviewed on a monthly basis to 
oversee risks and monitor regularly. 
 
Christine agreed to bring a report to executive meetings. 
 

9. 24/7 Palliative Care Team Evaluation 
 
Funmi wanted to raise awareness of the Palliative Care Service currently in place and for an 
agreement to be made within STCC. Funmi gave some background information on the service 
which started in April and has been running for 5 months.  Its aim is to provide holistic palliative 
care across South Tyneside. 
 
The Executive agreed the best option is to extend the current service contract in place until further 
options are explored.  Service was due to close on 31

st
 March 2013, however is still in place and 

operating. 
Action: Kate to investigate funding aspects 
 
David noted all business cases need to be feed through all correct processes and linking in with 
finance team in future. 
 

10. Policy on Policies 
 
Christine presented a policy document which NECS have designed. NECS are designing policies 
for all CCG’s across the patch to covering all governance issues. 
The Executive agreed to endorse the policy document. 
 

11. Acquired Brain Injury Business Case 
 
Ailsa Nokes attended to present Acquired Brain Injury Business Case. A hub and spoke model was 
described with a purpose to support ABI services which is similar to the Gateshead Team process. 
Gateshead CCG were supportive of the idea however wanted Newcastle CCG to be involved 
within their plans.  Sunderland CCG is also keen to come on board. 
 
A brain injury co-ordinator post has been in place for 6 months linking with FTs carrying out audits 
across the patch to explore brain injury cases. A discussion with Funmi revealed a significant 
investment was needed.  Costs have been spread across 2 years until 2015.  For 2013/ 2014 
monies from non-recurrent funding would support and in 2014/2015 costs would be spread across 
each CCG involved. 
 
Ailsa noted this is a complex piece of work regarding the number of providers being involved and a 
lead link would be recruited to support the procurement process going forward.  Jon queried if this 
would be covered via NECS contract and identified this could be if STCCG preferred. The 
Executive expressed concerns around a few business technicalities.  Christine agreed to liaise with 
NECS regarding how the next steps are explored. 
 

12. Outcomes Star Evaluation 
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Ailsa confirmed this strategy has been endorsed by all 3 CCGs locally.  As part of the rehabilitation 
strategy the outcomes star was created as a tool to monitor services and performance for patients 
and providers and has also been used within self management with patents.  The Intermediate 
Care service has endorsed this model and will be taking it forward. Jon suggested this being a 
good idea for STCCG as it could be linked to STICS. Executive Committee agreed to support the 
continued use of the outcome star as part of evaluation processes. 
 

13. Diabetes One Stop Screening Business Case 
 
Funmi confirmed that STFT have produced costs for this service.  Funmi suggested this year we 
look at ground work and plans and start the pilot next year to get the best result for STCCG. 
 
STCCG agreed to endorse the service however further discussions are needed around additional 
funding along with links to FT. 
 

14. Integrated Rehabilitation and Reablement Pilot Evaluation 
 
An update was given for the evaluation of integrated rehabilitation and Reablement pilot project 
undertaken in partnership between South Tyneside Social Service Home Assessment and 
Reablement Team (HART). 
Within year 1 of the pilot evaluated successfully and funding was secured for a further 11 month 
pilot, of which this is a half-way evaluation. 
 
The Executive Committee was asked to approve the ongoing funding for this successful pilot and 
allocate the funding on a recurring basis so that the existing posts can be made substantive.  The 
annual funding required including overheads is £140,082. 
 
At a previous kaizen event it was agreed the social care worker referral would be removed 
however identified this has not been carried out as of yet. It was agreed discussions are needed 
with STCCG & South Tyneside Local Authority to identify how funding can be sought and 
mainstreamed. 
 

15. Health Protection and Ways of working 
 
Dr Trisha Creswell attended the meeting to discuss and flag issues around CCG responsibilities in 
relation to health protection.  STCCG is a category 2 responding body.  The Health Protection 
report describes some key areas of health and wellbeing board in relation to health protection 
which needs to be included within contracts. 
 
The CCG agreed to endorse ways of working agreement; ensuring health protection response is 
included in commissioning plans and to support the input with plan on the page. 
 
Action: Matthew agreed to meet with Amanda to discuss overview 
 

16. Urgent Care 
 
David announced Anji Curry has resigned, Steve O’Donnell has agreed to step in with a need for 
discussions around his role and responsibilities. 
Kate Burn who currently leads on 111, position may come to end in 3-6 months.  Discussions 
around urgent care hub are needed. 
 

17. Initial Response Team Business Case and Financial Proposal 
 
Crisis and home treatment teams were established some time ago, with the aim of treating people 
at home.  Over time the service was starting to be used for patients presenting with self harm.  
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NTW has undertaken a complete service review with an outcome being a pilot idea for an initial 
response team.  An additional tier of assessment has been added to triage patients.  The remit has 
now expanded to treat a range of patients including older people. Response and feedback from 
service users and GPs have been very positive. As scheme was funded via CQUIN last year 
funding needs to be identified going forward.  Recommendation of option 3 was approved. 
 

18. 2013/2014 Objective Setting 
 
The Executive noted a new appraisal system process, including forms, which are being rolled 
out. 
 

19. CCG Prospectus 
 
Christine announced a draft STCCG prospectus has been created by mainly Helen Smith and 
Aaron Tucker which includes descriptions of CCG functions. 
 

20. 2013/ 2014 Delivery Plan 
 
Christine referred the Executive members to STCCG delivery plan which is CCG’s key deliverables 
cross referenced with our QIPP Plan and CCG Quality Premium including our 3 chosen local 
trajectories. Christine asked the Executive Committee to endorse the work plan as key deliverables 
for 2013/14 which was agreed. 
 

21. 2% Non recurrent Funding 
 
Kate gave a quick verbal update around non-recurrent funding issues.  Kate confirmed £350k of 
non recurrent monies is outstanding.  15 bids have been submitted to Kate not including 2 
additional business cases which have been discussed today taking the total to 17. Kate asked for a 
separate meeting with Executive Members to take place urgently to discuss each bid. 
 
Action: Jenna to arrange meeting 
 

22. Date and Time of Next Meeting 
Thursday 6

th
 June 2013, 9.30 -12.00 at Monkton Hall, Meeting Room 1 
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Enclosure: 14 
 
 

COUNCIL OF PRACTICES MEETING 
Thursday 21 March, 2013 

Chuter Ede Education Centre, South Shields 
 

Minute of meeting 
 

Present:                  As per attendance list 
Dr Jon Tose, Clinical Director 
Dr Funmi Nixon, Clinical Director 
Dr David Hambleton, Chief Officer Designate 
Ms Kim Teasdale, Commissioning Manager 
Mr Keith Haynes, Interim Governance Manager 
 

1. Welcome and Introductions 
 
Dr Jon Tose chaired the meeting and welcomed members to the meeting of the 
Council of Practices. 
 
2. Governance Matters 
 
2.1 Council of Practices – Terms of Reference 
 
The CCG Chief Officer explained that as part of the post authorisation site visit 
review, it had been agreed that a minor amendment would be made to the terms of 
reference of the Council of Practices in order to remove any ambiguity and clarify 
that only the Governing Body (and not the Council of Practices) can establish the 
remuneration committee. He reminded members that in order to comply with the 
authorisation timetable details of this change and that relating to voting 
arrangements had been notified to Member Practices previously. There had been no 
dissention in relation to the proposed changes and this approval was confirmed by 
the Council of Practices. 
 
The amendments which were approved by the Council of Practices are as follows: 
 
Paragraph 10 –  
 

 Approve the arrangements for appointing the governing body members, the 
process for recruiting and removing non-elected members to the governing 
body and succession planning  (by ensuring that in accordance with the 
CCG’s Constitution, the Governing Body establishes a Remuneration 
Committee, acting in the capacity as a Nominations Committee, which is 
responsible for providing recommendations to the Governing Body on these 
matters); 

 

(to replace - Approve the arrangements for appointing the governing body 
members, the process for recruiting and removing non-elected members to 
the governing body and succession planning through establishment of 
Remuneration Committee and delegation of these functions)  



Page 2 of 4 
 

 Approve the arrangements for determining the terms and conditions, 
remuneration and travelling or other allowances for governing body 
members, including pensions and gratuities  (by ensuring that in accordance 
with the CCG’s Constitution, the Governing Body establishes a Remuneration 
Committee which is responsible for providing recommendations to the 
Governing Body on these matters); 
 
(to replace - Approve the arrangements for determining the terms and 
conditions, remuneration and travelling or other allowances for governing 
body members, including pensions and gratuities through establishment of 
Remuneration Committee and delegation of these functions)  
 

Paragraph 8 to be amended to read –  
 

 Members of the Council of Practices will be eligible to vote on the basis of 
one vote for Practices with up to 4,000 registered patients, two votes for 
Practices with 4,001 – 8,000 registered patients, and three votes for 
Practices with 8,001 and above registered patients. 

 

2.2 CCG Constitution  
 

The Chief Officer also explained that Some further changes have been made to the 
CCG’s Constitution which take into account the changes which are necessary as a 
result of the issue of an updated Model Constitution Framework in October 2012, 
publication of the CCG Regulations and changes which the CCG has made to the 
lay member composition of the Governing Body. 
 

The main changes are as follows: 

 Composition of Governing Body (paragraph 6.6.2, page 22) – to include CCG 

Regulations reference to CCG Governing Body having not less than six 

members and to include reference to third lay member. 

 Transparency (paragraph 6.8, page 25) – inserted in line with the CCG 

Regulations and updated Model Constitution Framework. 

 Deletion of paragraph 7.2.3 as it is possible for the appointments of Chair and 

Chief Officer to be each simultaneously held by GPs. 

 Standing Orders (Appendix C, pages 44-45) – amendments to reflect 

appointment of third lay member and appointment up to three years. Also 

inclusion of reference to appointment of Deputy Chair. 

 Deletion in Standing Orders to reference to Council of Practices – Appendix 

C, paragraphs 2.2.3 (c) and 2.2.4 (c). 

It was explained that it was understood that it remained possible for such changes to 

be submitted for approval of the NHS Commissioning Board prior to authorisation 

and whilst outstanding conditions remained. Consequently the Governing Body had 

approved the amendments subject to approval and ratification by the council of 

Practices.  
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The Council of Practices approved the amendments to the CCG’s Constitution as 

outlined above. 

2.3 Declarations of Conflicts of Interests 

 

The Chief Officer explained that the CCG had sought legal opinion in relation to the 

requirement of the Health and Social Care Act 2012 that each member practice must 

make a declaration of interests. He explained that the opinion concluded that the 

requirement for each provider of primary medical services to be a member of a CCG, 

is a requirement for each partnership or group of individuals which is a party to a 

primary medical services contract to be a member of the CCG (and not a 

requirement for the individuals themselves to be members). Consequently, the 

register of interests of the members of the CCG should record in the case of a 

partnership, the interests of the partners, as a partnership is not a legal entity.  

The Chief Officer explained that further guidance would be issued by the CCG in 

relation to this requirement together with the appropriate paperwork to enable 

declarations to be made. 

3. Referral Improvement Scheme – South Tyneside Improving Care Scheme 

(STICS) 

Dr Jon Tose gave a detailed presentation on the South Tyneside Improving Care 

Scheme and proposals for reducing emergency admissions. He explained that the 

background to the proposals related to the South Tyneside having one of the highest 

re-admission rates in the country even after accounting for the epidemiology of the 

population, and the current overspend on emergency admissions. 

A copy of the presentation is provided below - 

 

STICS_CoP 
Presentation.pptx

 
Following the presentation there was much discussion and interest in the proposals. 

Whilst generally very supportive of the Scheme, some Council of Practice 

representatives expressed a wish to share the proposals with their Practices. In 

order to expedite consideration of the proposal it was agreed that the presentation 

and a précis of the proposal would be provided in order for representative to seek 

the views of their Practices. The Chief Officer asked that responses be provided by 

Thursday, 28 March. 

 

4. Structure of Education Events 
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In view of the time, Mrs Ros Whitehead agreed to defer discussion of this item and 

agreed that she would circulate proposals to Practices for their consideration and 

views. 

 

There being no other business the meeting closed. 
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