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AGENDA 
 

ITEM TIME TITLE 
 

LEAD 

2015/87 10:00 

Welcome and introductions 

Matthew 
Walmsley 

Verbal Apologies for absence 

Declarations of Interest 

2015/88 10:05 

Draft Minutes from the last 
Governing Body meeting held 
on 24.09.2015 

 Matters arising from the 
minutes 

 Action Log  

Matthew 
Walmsley 

 
Enclosure 1 
 
 
Enclosure 2 
Appendix 1 

2015/89 10:10 

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

Matthew 
Walmsley 

Verbal 

2015/90 10:15 Chief Officer’s Information 
David 
Hambleton  

Verbal 

2015/91 10:20 
CCG Assurance 2014/15 – letter 
from NHS England 

David 
Hambleton  
 

Enclosure 3 
 

 Quality   

2015/92 10:25 
Key assurances and risks from 
the Quality and Patient Safety 
Committee 

Ann Fox  Enclosure 4 

2015/93 10:30 Safeguarding Annual Report Ann Fox Enclosure 5 
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 Performance  

2015/94 10:35 Performance Report  

Christine 
Briggs 
(Author 
Aaron 
Tucker) 

Enclosure 6 

 Finance   

2015/95 10:40 Finance Monitoring report  Kate Hudson 
Enclosure 7 
 

 Commissioning Business  

2015/96 10:45 
Planning and Commissioning 
Intentions round 2016/2017 
 

Christine 
Briggs 
(Author Mark 
Girvan) 

Enclosure 8 

2015/97 10:50 
End of Life Care Strategy 
update  

Jon Tose / 
Christine 
Briggs 
(Author 
Darren 
Archer) 

Enclosure 9 
 

2015/98 10:55 
Emergency Preparedness, 
Resilience and Response 
standard Improvement Plan 

Christine 
Briggs 
/ Arron 
Tucker  

Enclosure 10 

2015/99 11:00 
Learning Disabilities 
Transformation plan  

David 
Hambleton  
 

Verbal 
 

 Partnership  

2015/100 11:05 
Public Health and Health and 
Wellbeing Update 

Amanda 
Healy 

Enclosure 11 

2015/101 11:10 
North East Combined Authority 
devolution proposal 

David 
Hambleton  
 

Verbal 

2015/102 11:15 
Canterbury Health Board 
Partnership  

David 
Hambleton  
 

Verbal 

 Governance  

2015/103 11:20 
Governing Body Assurance 
Framework 

Keith Haynes Enclosure 12 

2015/104 11:25 
Organisational Development 
Plan review  

Christine 
Briggs (Author 

Enclosure 13 
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 Carrol Martin) 

2015/105 11:30 

 Risk management Policy 

 Incident management 
Policy 

Debra Elliott  Enclosure 
14a 
Enclosure 
14b 

 
Sub-committee minutes  
(for Information) 

 

2015/106 11:35 
Executive Committee minutes of 
meetings held on: 
27th August 2015 

Matthew 
Walmsley 

 
Enclosure 15 

2015/107 11:40 

Quality and Patient Safety 
Committee minutes of meeting 
held on: 
19th August 2015 
16th September 2015 

Matthew 
Walmsley 

 
Enclosure 
16a 
Enclosure 
16b 

2015/108 11:45 
Audit and Risk Committee 
meeting 
16th June 2015 

Matthew 
Walmsley 

 
Enclosure 17 

2015/109 11:50 
Remuneration Committee 
meeting  
11th March 2015 

Matthew 
Walmsley 

 
 
Enclosure 18 

 Items for information  

 Any other business  

2015/110 11:55 

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

Matthew 
Walmsley 

Verbal 

Close  

Date and time of next meeting 
Thursday 28th January 2016 
10.00 – 12.00, Living Waters Church, Alice Street, South 
Shields, NE33 5PB 

 



 

 

  
Governing Body  

Thursday 24th September 2015 
10 00 -12.00 

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

PUBLIC 
Present: 

Dr Matthew Walmsley CCG Chair STCCG     MW 
Jeff Gosling   Lay Member (Public and Patient  

Involvement) STCCG    JG 
Dr David Hambleton Chief Officer, STCCG    DH 
Paul Morgan   Lay Member (Governance), STCCG  PM 
Kate Hudson   Chief Finance Officer STCCG   KHu 

Dr Vis-Nathan  GP Governing Body Member, STCCG  VN 
Dr Tarquin Cross  Secondary Care Consultant,   TC  
Ann Fox   Director of Nursing, Quality & Safety  

STCCG      AF 
Stephen Clark  Deputy Chair and Lay Member 

STCCG     SC 
Kate Hudson   Chief Finance Officer STCCG   KHu 

Christine Briggs  Director of Operations (STCCG)   CB 
Amanda Healy  Director of Public Health, STC   AH 
 

In Attendance: 

Keith Haynes   Consultant, NECS     KHa 
Colleen Van der Sandt       Governance Officer and minutes, NECS  CVS 

Aaron Tucker  Commissioning manager (STCCG)  AT 
Helen Ruffell   Operations Manager     HR 
 

Apologies: 

Mathew Beattie   Go Clinical Director     MB 

John Hewitt   Corporate Director Business and 

    Resources (STC)     JH  
 

2015/70 Welcome and Introductions 
MW welcomed colleagues and members of the public to the meeting.   

  Apologies for absence  

  Apologies to the meeting were noted as above 
 
  Declarations of Interest 
  None were noted at the meeting 
 
2015/71 Minutes of the last meeting (Enc 1) 

The minutes of the meeting held on 27th July 2015 
2015-65 – Continuing Healthcare update.  Confirmation was given 
that the completion date for the cases completion date for the cases 
to be done by is now September 2016 and not March 2017.  

Agenda Item – 2015/88 

Enclosure - 1 
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Matters arsing  
No matters were raised in the minutes 
 
Action Log (Enc 2) 
2015/15 – The Terms of Reference for the Remuneration Committee 
will be presented on the 26th November 2015. 

 
2015/72 Question time 

MW offered members of the public the opportunity to raise questions 
on any items which were on the agenda. 
 
Q How is the CCG going to monitor people getting to the new urgent 
care centre as we feel that there is lack of transport, parking and lack 
of money to pay for transport. 
A – MW advised that the idea of the question time slot is that the 
items are related to issues noted on the agenda, however it is 
appreciated that there is interest in the Jarrow Walk in Centre and the 
opening of the new Acute Hub.. DH confirmed that the timeline is 
proceeding as planned and the Acute Hub will be in operation from 
the 1st October 2015. The issues raised by the public on items such 
as access and transport have been addressed and the Council and 
the Health and Wellbeing Board feel that there has been sufficient 
progress made..  There will be monitoring in place in terms of who is 
attending the centre including mechanisms to identify which parts of 
the borough individuals are attending from. (This will be known as an 
Equity Audit). .   
 
Assurance was given that there has been great deal of work carried 
out to  understand the current state of play with regards to access to 
GPs, with both national and local survey work having revealed that 
satisfaction levels with GP practice services, including access, are 
higher than average in South Tyneside when compared national . 
 
Q – In 2014 there was media coverage about the relocation of the 
Jarrow walk in centre to South Tyneside.  This was misleading as we 
have lost our jobs so it was not relocation. There was an 
understanding that the contract was coming to an end but there is a 
difference between relocation and a dissolving of the company which 
means everyone is without a job.  The Jarrow centre was all access, 
all area and the hospital is not surrounded by suitable transport or 
parking facilities.   
 
A – MW advised that the CCG was disappointed if it was the case that 
the providers involved in the delivery of the current and future services 
had determined that redundancies would need to be made. .  MW and 
DH expressed to the individual raising this issue that they would be 
happy to meet after the meeting, to discuss this matter further 
including what could be put in place by the CCG by way of support, 
whilst noting that the role of the commissioner is more limited, given 
that responsibilities lie with the providers involved.  
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Q – The hospital issued a £70.00 parking fine for when I attended a 
visit with my daughter in a wheelchair.. 
A – MW suggested that specific parking issues are best raised with 
the hospital directly. 
 

2015/73 Chief Officer’s Information  
Regarding A&E performance it was noted that at South Tyneside FT 
is back on track to achieve the 95% 4 hour standard for Quarter two.   
 
The Trust has been undertaking The Perfect Week and it was noted 
this will have further impacts on the A&E performance; it was also 
added that the new Acute Hub should also have a positive impact on 
this A&E standard.  
The Quarter One Assurance meeting was held with NHS England - 
earlier this week and the main area for concern had been around A&E 
performance however, it was do recognised that with quarter two 
things were significantly better.   
 
NHS England had indicated that the CCG is considered to be a high 
performance CCG and as such it was also important to note the hard 
work of the team members at the CCG.  
 
DH gave feedback on Learning Disabilities transformation and 
advised there was a regional fast track learning disabilities 
transformation plan that was submitted on the 7th September 2015 
which represents an opportunity to change services for the vulnerable 
and disadvantaged people and make the increased investment in 
community services.  DH to share with the group what the local plan is 
for the CCG. 
Action: DH to share the local learning disabilities transformation 
plan 
 

2015/74 Quality (Enc 3) 
Key assurance and risks from Quality and Patient Safety (Enc 3) 
The report provides assurance for the work that is completed in the 
Quality and Patient Safety committee from the formal and informal 
meeting.   
AF advised that assurance had been gained from providers with 
regards to the processes that are in place to monitor cost 
improvement programmes to ensure that there will be no negative 
impact on quality.  There is not full assurance at present as some of 
the plans are not complete but this will be addressed and monitored 
by the Quality Review group(s).   
North East Ambulance services issues continue although there has 
been some success with recruitment this is still being monitored 
through the NEAS Quality review group. 
The joint assurance reports are now being received with regard to 
quality in care homes, and close work is being done with the local 
authority commissioning team.  The care homes where quality 



 

Page 4 of 10 

issues were raised now have action plans in place and these will 
help to inform future contract discussions.  
The quality and risk management report has been updated to ensure 
the risks are clear and linked to the organisational objectives and 
these have also been updated in the Board Assurance Framework. 
There are specific concerns regarding time scales of assessments 
for patients being assessed for Continuing Health Care and it was 
noted that although the CCG are not at a position they would like to 
be there has been significant improvements in the performance and 
the risks will be monitored closely. The Quality Patient Safety 
committee has a yearly review of the cycle of business in place next 
year to monitor the effectiveness off the committee. 
 
It has been previously reported to the Governing Body that STFT  
had undergone a CQC review visit AF reported there have been 
delays in receiving the CQC report to update on the outcome.  The 
Trust have the draft report and they will have the opportunity to 
comment for factual accuracy and the CCG anticipate to be invited 
to a Quality summit to hear the outcomes of the report 
November/December and a final report will be published on the 
CQC website.  The Quality Review Group will consider the findings 
and provide feedback to the Quality Patient Safety committee in the 
future.  
JG wanted to clarify the progress for the programmes of 
commissioner review visits with the Foundation Trust.  AF advised 
that there has been development work under taken and at the next 
Quality and Patients Safety Committee meeting there will be an 
update. 
Khu advised that in terms on the cost improvement programmes 
internal audit have suggested that the CCG should be doing the 
same work on our own cost improvements programmes with the 
QIPP programme and this is being progressed. 
CB raised a further question on the CIP partial assurance at STFT.  
AF confirmed that the Foundation Trust need to complete further 
work d 
and that this is being monitored closely and is a standard item at the 
Quality Review Group. However, there may need to be some 
extraordinary meetings with the Trust to ensure this is achieved.. 

 
2015/75 Performance  

Performance Report (Enc 4) 

AT presented the report to the committee. The three main items 
discussed were as follows: 
1. Referral to treatment target (Admitted pathways) – some 

underperformance was noted at 89.8% and the target is 90%.  
The composition of the RTT target is under review and the 
"admitted standard" is going to be dropped and replaced by the 
"incomplete standard". 
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This new aspect gives the CCG an indication where there are 
pressures and is related to waiting times for operations and also 
relates to other hospitals  

2. The Cancer 31 day performance(drugs) – this is one of the  
standards in the NHS Constitution and the report highlights that 
the small numbers of patients involved can often "tip"  the 
standard into a red rated position. It was noted that a report has 
been requested to understand more about this specific breach.  
AF added that there was significant time spent discussing this at 
the Quality Surveillance Group and it is recognised nationally and 
locally that the pathway where care is being shared between 
organisations is a challenge.  There are issues around the 
diagnostics and there is ongoing collective work that is going to 
be undertaken to look at supporting the issues. 

3. Non elective admissions – these are slightly over target for 
ambulatory care and this is being closely monitored.  The 
indicator looks at this year's performance levels when compared 
to last year and looks for improvements.  A full range of actions 
are being undertaken to address the issues and to more deeply 
understand why these are occurring.  

 
JG raised questions around the proportion of people feeling 
supported to manage their long term conditions and the targets in the 
report are low and there are no key actions cited other than that we 
are waiting for more statistics.  AT advised that this particular 
standard is based on feedback from the national GP survey and he 
added that the indicator has changed since the report was published 
and advised that this is now green and this back into a positive 
situation. AH advised that for a future Governing Body it would be 
helpful to have a more in-depth look at the Better U programme and 
the evaluation that does include the pre and post work completed 
Clarity was raised around: 

 Diagnostic waits – it was suggested to consider giving the 
information to GP’s so they are able to consider where they 
refer to so that they could be made aware of the delays.  CB 
advised that there is a time delay on the figures being 
presented to the Governing Body however there is a number 
of actions underway at the FT since the indicator went into 
recovery so it could be possible to look at this option if the 
performance situation continues. C diff targets have been 
breached and  there is RCA analysis being made. The figures 
are discussed at the HCAI group and the RCAs are discussed 
and trends are looked at. 

 KHu raised question with regards to the RTT breaches at 
other Trusts and what kind of information is received from 
them.  AT advised this information is received if requested by 
the STCCG, however it is not proactively sent the STCCG. 
The figures are currently not known and AT will investigate. 

Action: AT to investigate the figures for RTT breaches from 
other trusts 
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  Members received and noted the content of the report. 
 
Finance  

2015/76 Finance Monitoring Report (Enc 5) 

 The report presented to the committee was for the end of July and 
confirmed that the CCG are still on track to deliver the 1% surplus and 
noted there are pressures being experienced around acute services 
with STFT have pressures on non-elective activity and A&E.   

 Due to the over performance on non-elective activity at the Trust this 
has resulted in not delivering the reduction that was anticipated and 
therefore the performance element in The Better care fund will be 
required to fund that activity. 

 Key pressures in the CHC continue and there is an increase of 10% 
growth per year.  There is work being done with NECS to understand 
the numbers and also looking at national and local information to help 
reduce the costs. 

 

 There is due to be an increase in autumn on the annual and category 
pricing adjustments for prescribing budgets.  There is a move towards 
target allocations with a rapid pace of change with no growth money 
for the next 2 -3 year. 

  

 Commissioning Business  
2015/77 System Resilience planning and reporting (SRG)  

 CB gave a presentation on the aims and purpose of the SRG and the 
Group's forthcoming plans to ensure winter resilience..  It was noted 
that hospitals across the country had last year experienced one of the 
busiest winters in the history of the NHS and certainly from the 
pressures seen locally, the elderly and the more complex are where 
there needs to be increased focus, as well as around  hospital flow 
including discharge from hospital.  

 

 It was noted that whilst in escalation around the A&E standard, the 
SRG sub group had met weekly to address problems, discuss 
performance and unlock barriers to proactively address any issues. .  
The CCG assurance status has been one of limited assurance due to 
these performance issues and there have been regular meetings 
between partners, with NHS England and Monitor to address this and 
there is a system resilience action plan in place as a result of which 
many positive improvements are being seen.  

 CB gave feedback on the work that has been done around the points 
of pressure and advised that an audit is being done on over 75’s 
emergency admissions with a clinician from the CCG having been 
approved to review the pathways, care plans and records to identify 
the "tipping points" and make recommendations for improvement.   

 AH added the winter campaign including the flu and immunization is 
important and there is a need to keep the rates high to avoid 
attendance to A&E.  The work that was done last year is being 
repeated ensuring all the right people get the vaccination.  
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 Members noted the work ongoing across the system to sustain the 
achievement of the A&E 4 hour standard over winter, and to ensure, 
as far as possible, a sustained level of winter resilience across the 
health and care system in the borough. 

 
2015/78 Primary Care Co Commissioning Level 3 (Enc 6) 

 CB reminded members that that the CCG is currently at level 2 for co-
commissioning for General Practice in partnership with NHS England.  
NHS England is opening up a time window for all CCGs to apply to 
become level 3 commissioners of general practice with full 
accountability.  

 It was noted that this decision will need to be made by the Council of 
Practices and CB asked if the Governing Body had any particular 
views given that this item is also on the Joint Primary Care Committee 
meeting agenda which would follow this meeting.  Given that NHS 
England would also be present at the Joint Committee, it was agreed 
to defer the considerations until that particular meeting.  Generally, it 
was noted that the primary benefit of moving to level 3 would be to 
strategically influence the commissioning of primary care, but there is 
debate if this could equally be achieved at level 2.  

 
2015/79 Incident and Business Continuity Plan (Enc 7) 

 The Integrated Business Continuity Plan as presented was noted to 
now include major incident planning and emergency planning.  The 
CCG is a category 2 responder in emergency planning, and this 
means CCGs are required to co-operate with other responders and 
share information.   The plan includes arrangements for Business 
Continuity and sets out the issues that might arise and could impact 
on the business such as loss of premises.  It details the arrangements 
that have been identified to maintain critical activity during and after 
any interruptions and restore and promote quick recovery.   

 The services have been categorised and emergency plans are 
categorised.  This plan will be tested and a battle box will be set up to 
check that the right tools are in place to deal with these situations. 

 AH added that across the North East there is one local Health 
resilience partnership which is co-chaired between NHS England, AH 
and Louise Wallace in Hartlepool and some of the key risks and 
health plans are included.  There is an event on the 13th October to 
look at the system and the co-dependencies. Mark Hopkinson is the 
CCG link into the resilience partnership and does feedback into the 
CCG. Members agreed to formally receive the updated Plan. 

 
  Partnership 

2015/80 Public Health and Health wellbeing Update (Enc 8) 
AH advised that it has been agreed that South Tyneside will operate 
and support the CCGs in the North of the patch for individual funding 
requests between now and the end of March 2016 
The Better U will be presented next week at the National Pioneer 
Assembly and is looking to maximise self-care in November.  
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A National procurement exercise will take place for the physical 
activity and dietary interventions.  
Smoking in pregnancy is still a high priority and there is a full 
evaluation of the service being done at the end of October.   
There is a focus on healthy weight and work is being carried out at 
schools to share the data with the schools and provide them with 
support on polices.  A report has been completed in relation to sugar 
and there is a recommendation that there is only 5% of free sugars in 
a person’s diet  
The evidence on e-cigarettes is about 95% safer than normal 
cigarettes.  The legislation on the ban on smoking in cars will come 
into effect in October. 
There is a response to the Government consultation that took place in 
August on how reduction in allocations to public health will happen.  
In August there was a review of health protection services and they 
are looking to reduce the budget by 10% and what effective models 
can help achieve this.  There is also an in-depth review happening in 
autumn.  
The joint strategic group sits under the Health and Well being Board 
and any commissioning changes that are needing to be done will feed 
into this group.  There will be a need to look at the interdependencies 
and the efficiency savings and the support from CCG would be 
needed to support this process.   
 

2015/81 Section 75 Agreement for Better Care fund (Enc 9) 
 The report is an update which includes the pooled budget,.  As non-

elective activity has over performed and the performance element of 
the Better Care Fund will be affected.  Issues were noted around 
another key BCF indicator, i.e. delayed transfers of care (DTOC) from 
however it is noted to be improving and the emphasis on hospital 
discharge via the Perfect Week improvement activity had previously 
been noted.   

 A question was raised around reviewing the trajectory.  CB advised 
that there would be a window period to review the trajectories at the 
planning round. 

 It was requested that the number of patients be shown in the detail 
figures for ‘patient and family choice’ and the ‘number of days affected 
and delays waiting for residential’ as this will help members to better 
understand the impact.  Members noted and received the content of 
the report. 

 Action: Performance information on the DTOC target to be 
updated for future reports to show actual numbers of patients 
involved. CB to link with Aaron Tucker and Emma Hamblin. 

  
 
 
 
 

Governance 
2015/82 Risk Register review (Enc 10) 
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The detailed discussions around the risk register were noted to have 
been held at the Audit and Risk Committee and the Quality Patient 
safety meetings.   
There is one new risk in the report in table 3, No 5.2.  This is an 
extreme risk which has been added to the register around deprivation 
of liberty.  It has been acknowledged that there might be some benefit 
in reviewing the residual risk rating.  AF advised that the group that 
deals with complex case management will review this risk and update 
this when the degree of risk is assessed with the CCG and the Local 
authority.   
This risk is a national issue and the impacts analysis is being worked 
through.  Members received the updated risk register report. 
 

2015/83 Governance Assurance report (Enc 11) 
The purpose is to provide assurance to the organisation that the 
service lines that NECS support are being managed appropriately and 
any risk and escalations are in place.   
 
The report identifies areas around the governance support provided to 
the CCG.  Although the report is a summary that is being published it 
was noted that if there were any areas where escalation was needed 
these would be discussed with CCG officers at the time they arise so 
matters are addressed appropriately.  The report will be presented to 
the Governing body on a 6 monthly basis.  Members received the 
information presented in the report 
 
Sub –committee minutes 

2015/84 Executive committee minutes  
  30th April 2015 (Enc 12a) 

25th June 2015 (Enc 12b) 
30th July 2015( Enc 12c) 

  The minutes were noted and accepted by the committee. 
 
2015/84 Quality and patient Safety committee  

17th June 2015 (Enc 13a) 
15th July 2015 (Enc 13b) 

  The minutes were noted and accepted by the committee. 
   
 
2015/85 Any other business 
  Question time 
   

Q – 2015/71.  Is there a risk assessment associated with the changes 
made to the walk in centre? As a informed member of the public I 
have written to Sir Professor David Speidel asking if such an 
assessments should be in place for changes being made and if there 
are any examples or references.  If the reply is positive and there is 
an instrument I am happy to pass the details on for future use.   
A – DH advised that there is no formal risk assessment.. (Note - 
Minute number 2015/72 also refers, i.e. Equity Audit) 
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Q - After contact with NHS England they advise that the practice is not 
closing. Please explain what they mean by it is not closing. 
A- DH advised that the practice registered list is being relocated to a 
local practice which is Mayfield.  So the patients do no need to do 
anything in terms or reregistering as services are being offered by a 
different practice.   
 
Q –All staff at Jarrow centre.  This practice provided an excellent 
service and we wanted to place on record the gratitude and best 
wishes for the future. 

 
  The above comment was noted. 
 
  No further questions were raised and the meeting was closed. 
 

Date and time of Next Meeting 

Thursday 26th November 2015,  
10:00 am – 12.00 pm,  
The Clervaux Exchange, Conference and Business Centre, 
Clearvaux Terrace, Jarrow, South Tyneside, NE32 5UP 
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2015/15 

Policies - 

Amended 

Terms of 

Reference  

Policies (ToR)

Senior Governance Manager, North of England Commissioning 

Support Unit (NECS) will check with the Head of Governance 

regarding the Terms of Reference for the Remuneration 

Committee

Update July 2015 ToR require review and will be updated and 

presented to Renumuration committee at next meeting 23.09.15 

then to GB 26.11.15 for formal approval  

Senior 

Governance 

Manager 

In progress 

Enc 2 

Appendix 1

24-Sep-15
2015/73 Chief 

Officer’s 

Information 

DH to share the local learning disabilities transformation plan

DH In progress 

24-Sep-15

2015/75 

Performance 

Performance 

Report (Enc 

4)

AT to investigate the figures for RTT breaches from other Trusts.

AT In progress 

24-Sep-15

2015/81 

Section 75 

Agreement for 

Better Care 

fund (Enc 9)

Performance information on the DTOC target to be updated for 

future reports to show actual numbers of patients involved. CB to 

link with Aaron Tucker and Emma Hamblin.
CB In progress 
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Remuneration Committee 

 

Terms of Reference 

 
 

1. Introduction 
 
The Remuneration Committee (the committee) is established in accordance 
with NHS South Tyneside Clinical Commissioning Group’s Constitution, 
Standing Orders and Scheme of Delegation. These terms of reference set out 
the membership, remit, responsibilities and reporting arrangements of the 
committee.  

 

2. Membership  
 
The committee shall be appointed by the clinical commissioning group from 
amongst its governing body members.  
 
The membership will comprise: 
 
3 Lay Members - one of whom will be appointed to Chair the Committee 
Chair of the CCG 
A GP Governing Body Member 

 
Other individuals such as the Accountable Officer, HR Advisor and any 
external advisors may be invited to attend for all or part of any meeting as 
appropriate, with the exception of any occasion when their own terms and 
conditions of employment and/or remuneration is being discussed. 

 

3. Administration 
 
The Committee will ensure that minutes of the meeting are taken and provide 
appropriate support to the Chair and Committee members.  This 
administrative support will be undertaken by NECS (North of England 
Commissioning Support). 
 

 

4. Quorum and Decision Making 

 
The quorum will be two members. 
 
Generally it is expected that decisions will be reached by consensus.  Should 
this not be possible then a vote of members will be required. In the case of an 
equal vote, the person presiding (ie the Chair of the meeting) will have a 
second, and casting vote. 
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In the event that conflicts of interests emerge which prevent the lay member 
Chair from participating in a discussion and/or agreeing recommendations for 
the Governing Body, e.g. on matters relating to the remuneration of lay 
members, the meeting will be chaired by the GP Governing Body member. 

  

5. Frequency and notice of meetings 
 

Meetings shall be held as required which shall be not less than once a year. 
The Chair may request a meeting of the Committee as necessary. 
 

6. Remit and responsibilities of the committee  
 
6.1 The committee shall make recommendations to the governing body on 
determinations about pay and remuneration for employees of the clinical 
commissioning group and people who provide services to the clinical 
commissioning group and allowances under any pension scheme it might 
establish as an alternative to the NHS pension scheme.  
 
6.2 Specifically, the duties and functions of the Committee are as follows; 
 
a) to provide advice and make recommendation to the CCG’s governing body 
on the appropriate remuneration and terms and conditions for the 
Accountable Officer/Chief Officer and other senior managers paid through the 
Very Senior Managers Pay Framework including  

 

 all aspects of salary including any performance-related elements; 

 provisions for other benefits 

 arrangements for termination of employment and other contractual 
terms. 

 
b) to advise and make recommendation to the CCG’s governing body on the 
appropriate remuneration for the role of  Vice Chair and the remuneration and 
terms of appointment of any lay members where these are not specified in 
any other available guidance. 
 
c) to ensure that there is proper calculation and scrutiny of termination 
payments taking account of such national guidance as appropriate, seeking 
HM Treasury approval as appropriate in accordance with the guidance 
‘Managing Public Money’ available on the HM Treasury.gov.uk website 

 
6.3 The Committee will also fulfil the role associated with that of a nominations 

committee to oversee and where relevant lead the process for governing body 
appointments, ensure the governing body has the balance of skills and 
expertise to discharge its duties and responsibilities, and ensure succession 
planning for members of the governing body 

 

7.  Policy Determination and Good Practice 

 
7.1 In undertaking its duties and functions, the Committee shall have proper 
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regard to the following matters; 
 
 
 

 submitting reports on its recommendations in writing to the governing 
body including in its reports an explanation of the basis of its 
recommendations; 

 Adopting where appropriate for eligible employees policies on: 

 pay; 

 the position of salaries in the market place; 

 remuneration packages to enable people of appropriately high 
ability to be recruited, retained and motivated – within levels of 
affordability; 

 the relationship between the salaries of senior management; 

 other employees’ salaries; 

 job evaluation in accordance with Department of Health 
guidance; 

 other matters relating to remuneration and terms of service 
within the remit of the Committee. 
 

 Internal and external sources of information to be made available, 
including 

 internal information on the performance of the Chief Executive, 
other Directors and senior managers; 

 external information relating to: 
 trends in pay and conditions elsewhere; 
 the levels of remuneration offered by similar types of 

organisations; 

 consideration of the environment in which the organisation is 
operating with regard to such factors as: 

 the local labour market 
 the competitiveness of the market place in which the 

organisation operates; 
 the effectiveness of various human resource policies and 

practices; 
 sources of external information, provided by various 

groups such as NHS pay consortia or industrial relations 
services. 
 

7.2 In advising on appropriate contractual arrangements the Committee will 
wish to note that the Employment Rights Act 2000 requires that the 
remuneration and terms and conditions of engagement of staff are set down 
in writing in the form of a statement of particulars which incorporates the main 
terms and conditions of service applicable to that employment relationship. 

 

8.  Reporting arrangements  

 
8.1 The membership and recommendations of the Committee should be 
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recorded and formally reviewed by the governing body for their consideration 
within the private session of the meeting of the governing body. 
 
 
8.2 The reasons for the Committee’s decision will be provided to the 
governing body who will use that report to inform its decision. The governing 
body remains accountable for taking decisions on the remuneration, 
allowances and terms of service for those senior management posts for which 
it has responsibility. The minutes of the governing body will record its 
decisions. 
 
8.3 Details of the composition of the Committee shall be provided in the 
Annual Report.  
 

9. Conduct of the committee 

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

10. Date of Review  

 
The committee will review its own performance, membership and terms of 
reference annually.  Recommendations for amendment of the Terms of 
Reference will be made to the Governing Body for approval.  
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REPORT SUMMARY / 

RECOMMENDATIONS: 

The annual assurance letter from NHS England addresses the following points: 

 

1. Strategic change: Work around major strategic change/service transformation 

is complex and challenging. There is evidence of strong CCG leadership and 

positive relationships with key strategic partners 

2. NHS Constitution standards: The CCG has performed well, achieving most 

key indicators. Some have shown pressures ie cancer waits and Accident and 

Emergency (A&E) performance. Healthcare associated infections (HCAI) remains 

a pressure area. 

3. Continuing Healthcare: issues exist around complexity of cases and the 

timeframe to complete retrospective reviews which it is acknowledged the CCG is 

seeking to resolve. 

4. Five Year Forward View : The CCG has started work to adapt its local 

strategy to incorporate the Five Year Forward View into its work. This has still to 

translate into a clear long term plan to implement the Five Year Forward View 

and NHSE is expecting to see timescales by which this will be shared, for 

discussion. 
5. NHS Statutory Duties: NHSE has received the CCG’s annual report  
and accounts and through these reports is assured that the CCG is meeting all of 
its statutory duties. 
6. Mental Health: The approach taken locally with regards to the provision of 
mental health services and the associated investments reflects the importance of 
this area of work in terms of the CCG commissioning intentions 
7. Emergency Planning, Resilience and Responsiveness (EPRR) : The CCG’s 
work to date is acknowledged with further work expected to follow. 
8. Key Areas of Challenge : Challenges discussed in year. NHSE commends the 
Better Outcomes Scheme encouraging practices to make improvements around 
cardiovascular disease (CVD), cancer, chronic kidney disease (CKD) and 
respiratory disease. We also note in this context the borough wide partnership work 
around Integration Pioneer – self-care and the re-launch of Pharmacy First 
scheme. 
9. CCG Transformational Programmes: NHSE acknowledges the considerable 
amount of work the CCG has undertaken to transform out-of-hospital care and 
heard your plans to strengthen primary care provision. Emerging thoughts around 
the potential for greater collaboration between South Tyneside NHS Foundation 
Trust and City Hospitals Sunderland NHS Foundation Trust are being explored, to 
ensure the clinical sustainability of services that meet the needs of patients of both 
areas.  

Overall status – 5 out of the 6 assurance domains are Assured; one domain is 
Assured with Support given the A&E standard failures in Q3,, Q4 14/15 and Q1 
15/16.  

 

FINANCIAL IMPLICATIONS / RISKS 

 

 
 There are no financial risks associated with this item. 



 

EQUALITY IMPACT ASSESSMENT 

COMPLETED 

Has an Equality Impact Assessment 

been completed using the equality 

impact tool ensuring that no persons 

are adversely affected as required by 

the Equality Act 2010 

(Please check the relevant box by double 

clicking on the box and selecting “checked” 

under the default value heading – only one 

box should be checked.) 

NO YES 

  

If no please specify the reason why: 

The CCG Assurance Framework is 

applied by NHSE to CCGs, and is a 

national framework and is therefore the 

responsibility of NHSE to Equality 

Impact Assess. 

If yes please attach a copy of the completed 

assessment to the back of your report 

PURPOSE OF REPORT: 

(checking box instructions as above) 

For Information For Approval To Note For Decision 

 X  

RISK REGISTER 

Is the report subject matter included on 

the CCG Risk Register 

(checking box instructions as above) 

NO  
 If not updated please specify the reason: 
 
 
 
 
 
 
 
 

YES X 

If yes please confirm the risk register 

has been updated in accordance with 

the content of this report: 

 

The Risk Register reflects a number of 

issues connected with CCG assurance 

and the Register is up to date. 

SPONSORING LEAD DIRECTOR’S 

SIGNATURE: 
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Dear David 

Clinical Commissioning Group Annual Assurance 2014/15 

Many thanks for meeting with us on 1
st
 July 2015 to discuss the annual 

assessment of South Tyneside Clinical Commissioning Group (CCG), and 
establish the actions and development priorities for the coming year.  This letter 
is a summary of the assurance meetings that we have held over the last year and 
provides a synopsis of the improvements and ambitions for future development 
laid out against the assurance domains. This is the final review using the six 
domains. Subsequent assurance meetings will be held on the basis of the new 
assurance framework with its five components: well led organisation, delegated 
functions, performance & outcomes, financial management and planning. 

I am grateful to you and your team for the work you had done to prepare for the 
meeting and the open and transparent nature of our dialogue which has led to 
productive discussions. This letter sets out the key points we covered in the 
discussion outlined above. 

 
 
Key Areas of Strength / Areas of Good Practice 
We would like to acknowledge the overall progress the CCG has made to date 
with the ongoing establishment of the organisation and in addressing local issues 
and challenges. The work in relation to major strategic and service 
transformation is complex and challenging. However there is evidence of strong 
CCG leadership and positive relationships with key strategic partners. 

You have explained the substantial progress made by the Better Outcomes 
Scheme (BOS), to improve support given to patients with conditions such as 
cardiovascular disease, Chronic Obstructive Pulmonary Disease (COPD) and 
cancer. 

NHS England recognises the excellent out-of-hospital transformational work 
delivered by the CCG in 2014/15. 

 

 
Dr David Hambleton 
Chief Officer 
NHS South Tyneside Clinical 
Commissioning Group 
Monkton Hall 
Main Hall 
Monkton Lane 
Jarrow 
NE32 5N 

 

 
 

NHS England - Cumbria and North East 
Waterfront 4  

Newburn Riverside  
Newcastle upon Tyne  

NE15 8NY 
Email address – t.rideout@nhs.net 

 
 

 Telephone Number – 0113 825 1507 

 
                                                                  

7
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 October  2015  
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Action: CCG to maintain progress with initiatives for the community. 

 
 
NHS Constitution standards 
The CCG has performed well, achieving most key indicators throughout the year. 
However some have shown pressures in particular around cancer waits and 
Accident and Emergency (A&E) performance at South Tyneside Foundation 
Trust. 

Cancer 62 day waits continues to prove a challenge locally although we 
acknowledge that CCG is working closely with the Trust and we agreed this will 
be a key focus for the CCG. 

Action: CCG to recover cancer performance for quarter two. 

A&E waiting times have continue to prove a challenge we recognise the CCGs 
disappointment regarding underperformance in relation to the 4 hour wait, 
however we look forward to improvements as a result of work by the CCG and 
Trust supported by Tripartite involvement. 

Action: CCG will continue to work closely with the Trust to deliver improvement 
supported by Tripartite. 

Healthcare associated infections (HCAI) is still a challenge for the CCG, we 
commend the continuation of the joint working group across South Tyneside and 
Sunderland. 

You described the issues with Continuing Healthcare in that the complexity of 
cases and the timeframe to complete reviews has put pressure on resources. 
However you described a number of steps you have taken to address the issues 
and are working with local partners to deliver to the March 2016 deadline. 

Action: CCG to maintain focus and deliver March 2016 timeline. 

 
 
Five Year Forward View 
The CCG has started work to adapt its local strategy to incorporate the Five Year 
Forward View into its work. This has still to translate into a clear long term plan to 
implement the Five Year Forward View and we are expecting to see timescales 
by which this will be shared for discussion. You described the federated 
approach adopted by the CCG around primary care, and we note that in order to 
support this approach and to improve access to general practice, the CCG has 
secured funding from the Prime Minister’s Challenge Fund. 

Action: CCG to build on early engagement and translate local strategy into a 
clear long term plan. 

 
 
NHS Statutory Duties 
We have received your annual report and accounts and through these reports 
are assured that the CCG is meeting all of its statutory duties. 
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Discussions throughout the year have demonstrated the focus and action taken 
within the CCG on addressing parity of esteem and has seen significant 
improvements for the local population. The approach taken locally with regards to 
the provision of mental health services and the associated investments reflects 
the importance of this area of work in terms of the CCG commissioning 
intentions. This approach is evidenced in the development of your Mental Health 
Liaison service pilot being mainstreamed in 15/16; operating out of the acute 
hospital in A&E, providing mental health care for those presenting with physical 
and mental health problems and those using urgent care services in the acute 
hospital where their presenting problems is predominantly mental ill health. 

Additionally the CCG has commissioned a number of service models to promote 
inclusion and recovery for people with mental health problems with the voluntary 
sector for example; street triage and recovery college. In addition, the 
procurement in 15/16 of ‘Mental health life course’ services bringing an holistic 
pathway approach to the commissioning and provision of children’s and adults 
mental health services. 

Significant time and effort has gone into collaboration to developing the 
partnership arrangements with partner organisations notably with South Tyneside 
Metropolitan Borough Council. 

Action: CCG to maintain and enhance relationships with partners. 

 
 
Emergency Preparedness, Resilience and Response (EPRR) 
I would like to take this opportunity to thank you for your commitment to the work 
of the Local Health Resilience Partnership in the past year and in particular the 
undertaking of the on-call provision, a major component of your role as a 
Category 2 Responder as defined in the Civil Contingencies Act. 

You may recall in her letter of the 20th May 2015, the NHS England National 
Director of NHS Operations and Delivery, set out the expectations for the 2015-
16 EPRR assurance process which NHS England will use in order to be assured 
that NHS England and the NHS in England are prepared to respond to an 
emergency and has resilience in relation to continuing to provide safe patient 
care. As in the 2014 – 15 assurance process, this year’s self-assessment against 
the NHS England core-standards is a fundamental element of how your CCG is 
prepared to respond to an emergency and I would wish to thank you in advance 
of the October submission date for your support in undertaking this vital piece of 
work. 

 
 
Key Areas of Challenge 
South Tyneside is one of the 20% most deprived local authorities in the country 
and there is inequality between the most and least affluent areas within the 
borough. During the year we have discussed the challenges and commend the 
Better Outcomes Scheme which provides a focus around these areas, 
encouraging practices to make improvements around cardiovascular disease 
(CVD), cancer, chronic kidney disease (CKD) and respiratory disease. We also 
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note in this context the borough wide partnership work around Integration 
Pioneer – self-care and the re-launch of Pharmacy First scheme. 

The CCG has outlined key areas of challenge for the year ahead, including 
delivering the necessary efficiencies and maintaining the constitutional standards 
given competing pressures. 

We acknowledge that all of these challenges are fully recognised with 
appropriate risk mitigation plans in place. 

Action: CCG to monitor activity closely during 2015/16. 

 
 
Key Interdependencies and Associated Issues 
You have outlined the co-commissioning work that is underway to move to an 
integrated model of care, and we look forward to hearing of the outputs from your 
key event scheduled with local GPs in July 2015. 
 
Action: CCG to produce integrated care model. 
 
 
CCG Transformational Programmes 
We acknowledge the considerable amount of work the CCG has undertaken to 
transform out-of-hospital care and heard your plans to strengthen primary care 
provision. We also heard of your emerging thoughts around the potential for 
greater collaboration between South Tyneside NHS Foundation Trust and City 
Hospitals Sunderland NHS Foundation Trust to ensure the clinical sustainability 
of services that meet the needs of patients of both areas. Finally we discussed 
the need for you to engage with neighbouring CCGs (primarily Sunderland CCG 
but also Newcastle-Gateshead CCG and North Durham CCG) to ensure that 
their plans for transformational change in their hospital sector are understood 
and dove-tail with your own. NHS England also outlined an expectation that the 
CCG develop a complimentary transformational plan for “In-Hospital” services in 
conjunction with Sunderland CCGs (in the first instance) with subsequent 
discussions to take place with Newcastle/Gateshead CCG and North Durham 
CCG to understand the knock-on implications on this plan for surrounding areas 
and vice-versa. 

To ensure that NHS England in Cumbria and the North East is best placed to 
support CCGs as they develop and implement their transformational plans and 
that our approach to assurance is proportionate and value-adding, I am aligning 
a named NHS England Director to be each CCG’s first point of contact. In this 
instance, Dr Craig Melrose, Medical Director will be your link-director. 

Action: South Tyneside CCG to enter into discussions with Sunderland CCG 
and develop their In-Hospital transformational plan. 

 
 
Development Needs and Agreed Actions 
The overall assurance category for the CCG following the local Quarter 4 review 
and completion of the regional/national moderation process is assured with 
support. 
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Assessment against the individual domains is noted below. 
 
 

Domain  Assurance rating 

1. Are patients receiving clinically commissioned, high 
quality services? 

Assured 

2. Are patients and the public actively engaged and 
involved? 

Assured 

3. Are CCG plans delivering better outcomes for 
patients? 

Assured with Support 

4. Does the CCG have robust governance 
arrangements? 

Assured 

5. Are CCGs working in partnership with others? Assured 

6. Does the CCG have strong and robust leadership? Assured 

 

The CCG has made good progress; we note the ambition of South Tyneside 
CCG and the enthusiasm to work with NHS England (Cumbria and North East) 
towards your strategic aims. 

The six domains of the outgoing assurance framework still provide a platform for 
continuing organisational development of the CCG and they also will inform the 
well led organisation component of the new assurance framework. 

Action: Guidance for new assurance framework to be shared with CCG as soon 

as published. 

Overall we would like to congratulate you on the progress you have made over 
the last year and the achievements you have made. There is much to be proud 
of in South Tyneside CCG. 

Thank you again to you and your team for meeting with us and for the open and 
constructive dialogue. I hope this letter provides an accurate summary of our 
discussions and notes the areas for ongoing development going forward. We 
look forward to continuing to work with you to improve the health and wellbeing of 
the residents of South Tyneside.  

Yours sincerely 

 

 

 
Tim Rideout 
Director of Commissioning Operations 
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REPORT SUMMARY / 

RECOMMENDATIONS: 

Purpose of report  

The purpose of this précis is to provide assurance to the Clinical Commissioning 
Group Governing Body that safe effective services are being commissioned and 
that where primary areas of concern or risk have been identified that robust actions 
have been taken and appropriate assurance obtained.    

This précis highlights the work undertaken by the Quality and Patient Safety 
Committee (Q&PSC) during August and September 2015 in ensuring that concerns/ 
risks have been identified and are being managed accordingly.  
  
Quality v CIP Assurance - The paper was submitted to the committee to highlight 
the details of the process to gain assurance of the quality impact of provider 
organization cost improvement programmes.   
Issue: It was highlighted that only part of the CIP has been completed and there is 
ongoing work to provide further assurance that a robust process.   
Action: CHSFT will be holding quarterly meetings with the CCG to review Quality 
vs. CIP and STFT will provide exception reports to the CQRG. 
 
CQUIN 15/16 - The CQUIN schedule has been signed off and all milestones have 
been agreed.   
Issue: Indicator relating to delivery of the actions from the End of Life Strategy is 
dependent on production of the strategy. 
Action: A suggestion was made to change this to a high level indicator around End 
of Life care such as ‘preferred place of death’. The Committee agreed that this 
funding should be moved to an appropriate alternative indicator once agreed. 
 
Quality in Care Homes - The paper presented detailed the quality assessment of 
nursing homes. 
Issue: A moderation meeting is planned between the Local Authority and the team 
from NECS who completed the visits.  This year the clinical quality assessments do 
not contribute to the funding banding of the homes, however will contribute in 
subsequent years.  It was noted that Perth Green House was not included in the list 
of homes that were assessed.   
Action: A joint report will be produced and presented to QPSC in October and once 
the action plan is in place, which details monitoring procedures, further updates on 
progress will be provided. 
 
Quality in Primary Care Draft Framework - submitted to the committee to review.  
The document reflects how quality in primary care could be measured, reported and 
demonstrated in STCCG.   
Action: The committee to provide feedback and the framework to be explored and 
further developed at the informal meeting in November. 
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Quality in Safety Risk Management Report - The risk register was submitted to 
the committee reflecting the added risk for Mental Capacity Act and Deprivation of 
Liberty safeguards. 
Action: The CCG is working with the local authority to identify and address issues. 
 
Safeguarding highlight report: 
Action: the updated escalation flowchart was presented and it was agreed that the 
document would be presented at the September Adult Safeguarding Board for wider 
consultation.  
Children and Adult Safeguarding presentation: this was delivered at the Informal 
QPSC on 17.9.15 detailing recent case studies and lessons learned.  
Action: A 6 monthly assurance report will be provided to the QPSC to ensure that 
actions have been undertaken and embedded in health services the CCG are 
responsible for commissioning.  In addition to this, challenges can be raised at the 
CQRG if safeguarding issues present. 
 
Domestic Abuse Policy and Workplace Policy - The document was ratified in the 
Executive Board and has been presented to the committee for approval.   
Action: The QPSC approved the Policy. 
 
NHS Continuing Healthcare Update - update report presented, highlighting issues 
which have been added to the risk register around high cost cases and cross border 
situations as well as information in relation to disputes and appeals where the local 
authority has challenged CHC assessments or decisions.  
Action: The report has been updated to reflect the length of time it takes to 
complete a decision. There continues to be improvement and the average time is 
around now 40-50 days from 120+ days.   
Action: Best interests and Deprivation of Liberty implications are being built into the 
assessment process.   
Issue: NECS are responsible for the outcome letters following the CCG decision, 
unforeseen staffing issues have resulted in some delays being experienced. 
Action: By end of the month the backlog should have been cleared and this 
continues to be monitored.   
Issue: There are also cases submitted for assessment, where there is complex 
case management and a learning disability.  
Action: A report is being developed which will reflect completion time for these 
complex cases.  A disputes process document has been distributed for comments 
and is on the December Strategic CHC Group agenda. The committee noted the 
improvements to performance. 
 
Transforming Care Update - The report presented shows the level of compliance 
with the recommendations around ongoing care and treatment reviews in place.  
Following the last meeting there is a patient update now included in the report.  
Action: The committee noted the assurance provided. 
  
Annual prescribing report 2014-15 - The report summaries the major outcomes 
and achievements in medicine optimization during 2014-15.    
Action: It was agreed future reports would include an element regarding patient 
experience. The committee noted the progress made and the assurance provided. 
 



 

Key Risks  

 NHS Continuing Healthcare 
 

Copies of the minutes of the formal Q&PSC, held on the 19
th
 August 2015 

(Appendix A) and the minutes of the informal Q&PSC held on the 16
th
 

September 2015 (Appendix B) are attached.  
 

Quality and Patient Safety Committee is asked to: 
 

 Agree the précis of the minutes to present to the Governing Body as 
assurance that the Quality and Patient Safety Committee is discharging 
its responsibility in ensuring that residents of South Tyneside CCG 
receive safe, effective care from CCG commissioned services and that 
appropriate assurances have been sought and actions taken were 
necessary.    
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REPORT SUMMARY / 

RECOMMENDATIONS: 

This report considers and reviews the work of the CCG safeguarding 

professional’s activity to support the work of the Safeguarding Children 

Board (SCB), the Safeguarding Adult Board (SAB) and the Community Safety 

Partnership Board (CSP). The report will also give assurance to the CCG 

Governing Body that it is compliant with its statutory obligations for the 

safeguarding work. It demonstrates the key achievements for 2014/15 and 

the priorities for 2015/16. 

South Tyneside CCG has made a significant contribution to the work of all 3 

Boards from the Director of Nursing, Quality and Safety, Head of 

Safeguarding, the Adult Lead Professional, supported by the Named GPs 

and the Designated Doctor for Safeguarding. 

The report also sets out the key priorities for 2015/2016 and the committee 
is asked to note these. 
 

The committee is asked to receive the Safeguarding Annual Report 2014/15 
for information 
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RISKS 

 

EQUALITY IMPACT 

ASSESSMENT COMPLETED 
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report 
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Executive Summary 

This report considers and reviews the work of the CCG safeguarding professionals 

activity to support the work of the Safeguarding Children Board (SCB), the 

Safeguarding Adult Board (SAB) and the Community Safety Partnership Board 

(CSP). The report will also give assurance to the Statutory CCG Board it.is compliant 

with its statutory obligations for the safeguarding work. It will demonstrate the key 

achievements for 2014/15 and the priorities for 2015/16. 

South Tyneside CCG has made a significant contribution to the work of all 3 Boards 

from the Head of Safeguarding, the Adult Lead Professional, supported by the 

Named GPs and the Designated Doctor for Safeguarding. 

Safeguarding is everybody’s business. The key to securing the health and protection 

of the children and young people in South Tyneside is the production of the Joint 

Strategic Needs Assessment which brings together all partners in the joint work to 

promote their health and well-being. 

The Care Act 2014 sets out plans to improve safeguarding for adults at risk of abuse 

and neglect. The Act, which comes into force on 1st April 2015, brings with it 

amongst other things the compulsory membership from the NHS and the Police to 

the SAB, placing the Board on a statutory footing in line with the Children’s Board. 

STCCG has agreed governance and accountability arrangements which include 

regular reporting to the Governing Body via the Quality and Patient Safety 

Committee. Assurance on safeguarding duties from the NHS providers is obtained 

through the Joint Safeguarding Strategic Group and the Quality Review Group. 

The Head of Safeguarding and the Lead Professional for Adults have worked closely 

with Commissioning Managers in order to ensure safeguarding is integral to service 

level agreements and contracts. 

The reporting of safeguarding activity by Providers through the dashboards assists in 

the monitoring of their safeguarding arrangements and ensures they are complying 

with the statutory functions in children and is preparing them for the statutory 

functions for adults from April 2015. 
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Key Achievements for 2014/15 

 Recruitment to the Named GP post for adults 

 Recruitment to the Named GP post for children 

 Reviewing the arrangements for the statutory LAC Nurse and Doctor posts 

 Collaboration with the commissioning and procurement teams to ensure 

safeguarding is included into CCG contracts 

 Working collaboratively with the LA commissioning and safeguarding teams to 

strengthen the Quality of Care Information Sharing meeting with regard to 

Care Homes and Domiciliary Care 

 Ensuring the CCG safeguarding policies were reviewed and amended 

 Developed and disseminated a safeguarding policy to GP practices 

 Developed a safeguarding GP leads forum 

 Working collaboratively with the Local Authority Safeguarding Team to review 

and propose a single point of contact for safeguarding adult concerns 

 Working collaboratively with the SAB to review and amend the multi-agency 

safeguarding adult procedural framework 

 Working collaboratively with the SCB to ensure the multi-agency safeguarding 

children policies are updated and fit for purpose 

 Contributed to the development of a named GP Link for each care home 

 Developed and implemented a joint project plan with Sunderland CCG to 

ensure compliance with the Mental Capacity Act (MCA 2005) and Deprivation 

of Liberty Safeguards (DoLS).  

 Worked collaboratively with the CSP to develop a successful bid to the PCC 

for a Domestic Abuse Link Worker for GP Practices on a fixed term contract. 

Key Priorities for 2015/16 

 To ensure safeguarding remains everybody’s business 

 To maintain resilience in the safeguarding team despite organisational and 

economic challenges 

 To ensure the MCA work undertaken to date is strengthened, embedded and 

sustained 

 To ensure NHS providers are complying with their statutory safeguarding 

duties 

 To ensure NHS providers and the CCG are CQC / OFSTED compliant 

 To continue to support the work of the SCB, particularly with regard to Child 

Sexual Exploitation, Female Genital Mutilation, Honour Based Violence and 

Domestic Servitude and Radicalisation 

 To continue to support the SAB in ensuring stakeholders comply with their 

duties with regard to the Care Act 2014 and the MCA (2005) 

 To develop the Designated Safeguarding Adult Manager post, now a statutory 

requirement of organisations (Care Act 2014) 
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1. Introduction  

 

1.1 This is the second annual safeguarding report. It outlines the responsibilities 

of the CCG in respect of safeguarding, the action taken to meet the 

responsibilities over the year and outlines the priorities for the coming year 

2015 -2016. It aims to provide assurance to the Statutory Board that the 

statutory requirements are being met. 

 

1.2 This annual report provides an overview of: 

 local and national drivers for change 

 Local child protection and looked after children activity 

 Local safeguarding adults activity 

 Statutory Partnerships- South Tyneside Safeguarding Children 

Board, South Tyneside Safeguarding Adult Board (SAB) and the 

South Tyneside Community Safety Partnership (CSP) 

 Serious Case Reviews / Serious Adult Reviews/ Domestic Homicide 

 Performance monitoring 

 Key Priorities for 2015/2016 

 

Statutory Responsibilities of NHS South Tyneside CCG 

1.3 NHS South Tyneside CCG has a statutory responsibility as commissioner to   

promote the safety and welfare of Adults and Children in all commissioned 

services. The CCG commission’s health services for a total population of 

circa 149,000 of which there are circa 35,000 children and young people up 

to their 19th birthday. Approximately 7.3% of children and young people are 

from ethnic groups with more than 18 community languages spoken. The 

child poverty rate of 30.8% is well above regional and national averages. 

 

1.4 All NHS bodies have a statutory duty to make arrangements to safeguard and 

promote the welfare of children under section 11 of the Children Act (CA) 

2004. NHS bodies are statutory members of Local Safeguarding Children 

Board under section 13 of the Children Act 2004. South Tyneside Clinical 

Commissioning Group (STCG) has a statutory “duty to co-operate” under 

section 10 of the CA 2004. 

 

1.5 The Care Act 2014 and accompanying guidance provides the statutory 

framework for safeguarding and promoting the welfare of adults. This 

guidance has replaced previous guidance set out in the document ‘No 

Secrets’. The Act is the most significant piece of legislation since the 

establishment of the welfare state for adults and came into force through law 

on 1.4.15. The Act requires local authorities to promote integration with the 
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NHS and other key providers working through Health and Wellbeing Boards. 

 

1.6 The Care Act 2014 brings adult safeguarding onto a statutory footing and 

requires the local authority to make enquiries or cause to make enquiries if 

they believe an adult is or is at risk of being abused or neglected. This means 

that local authorities must cooperate with each of the relevant partners as 

described in section 6 (7) of the Act and those partners must co-operate with 

the local authority, in the exercise of their functions relevant to care. 

 

1.7 In 2011 the Government issued a policy statement on adult safeguarding 

which set out six principles for safeguarding adults. These principles are 

embedded in section 42 of the Care Act 2014 and underpin all adult 

safeguarding work. (See appendix 1) 

 

1.8 In addition to these principles, it is also important that all safeguarding 

partners take a broad community approach to establishing safeguarding 

arrangements. Making safeguarding personal means it should be person-led 

and outcome focused, by engaging the person in a conversation about how 

best to respond to their safeguarding situation in a way that enhances 

involvement, choice and control as well as improving the quality of life, well- 

being and safety. 

 

1.9 The key recommendations from the Mid Staffordshire NHS Foundation Trust 

Public Inquiry (the Francis Inquiry) saw the introduction of a statutory Duty of 

Candour which came in to force in November 2014 for the NHS. However, 

from April 1st 2015 this will apply to all providers of health and social care 

services. The other new requirement is the fit and proper persons test for all 

Directors or those acting in an equivalent role within any service provider. The 

Duty of Candour replaces the previous essential standards. Providers should 

establish the duty throughout their organisations, ensuring that honesty and 

transparency are the norm in every organisation registered by the CQC. 

 

1.10 The statutory guidance “Working Together to Safeguard Children” was 

updated in March 2015. This provides a comprehensive overview of the 

responsibility of all health organisations and other agencies to safeguard and 

protect children. The revised document aimed to strengthen the understanding 

of the work required by agencies to undertake a Serious Case Reviews and to 

clarify the process for allegations management. 

 

1.11 STCCG has a range of strategic documents outlining their vision and 

commitment to safeguarding children and vulnerable adults. The Safeguarding 

Strategy and associated policy documents acknowledge that safeguarding 

children and adults is a complex and multi-factorial activity and can only be 

achieved through genuine and effective multiagency approaches. These 
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ranges of documents are all due for review in 2015/2016 to reflect learning 

from reviews, changes to legislation and amends to statutory guidance. 

 

1.12 The new NHS National Accountability and Assurance Framework aims to 

promote partnership working and clarifies the CCGs roles and responsibilities 

for safeguarding, including in relation to education and training. 

STCCG has two professionals in post (1.5 wte) to provide strategic leadership 

in safeguarding and offer day to day advice to all NHS providers including GPs 

and Dentists. The Head of safeguarding also fulfils the Designated Nurse 

Statutory function. STCCG also commissions a Paediatrician to undertake 

three strategic roles, Designated Doctor for safeguarding children, Designated 

Doctor for Looked after Children (LAC) and Designated Paediatrician for child 

deaths (7 sessions). They are also supported by the Named GP for adults and 

the Named GP for children who have each 1 session per week for the role. 

 

1.13 The Named GPs have in place appraisal and support sessions, the former 

which is a tripartite arrangement with a Clinical Director and the Head of 

Safeguarding and the Adult Lead Professional. 

 

2. Child Safeguarding Inspection Programme 

 
2.1 The last Joint Inspection into safeguarding children and children looked after 

was undertaken in May 2013 by Ofsted and CQC. The CQC judgement was 

good. 

 

2.2 The new National Inspection Framework will focus on the Child’s journey, 

considering the impact and overall effectiveness of services that help, support 

and protect children, young people and their families. There will also be a 

more rigorous consideration of the work of the SCB, partner involvement and 

professional practice to meet the needs of the child population. This 

inspection will be undertaken by OFSTED with the CQC inspecting health 

providers separately. It is proposed a new joint inspection maybe introduced 

again in late 2015. 

 

2.3 In readiness for the next inspection the CCG has supported the Improvement 

Journey of the Local Authority by being a member of the Improvement Board 

and the Strategic Improvement Group. The CCG has also supported where 

necessary health partners in collating their own agency evidence. The CCG 

has also been instrumental in supporting local GP practices in readiness for 

CQC inspections within Primary Care. 
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3. Local Context - CCG Governance Arrangements 

 

3.1 Within South Tyneside CCG the Executive Lead for Safeguarding is the 

Director of Nursing Quality and Patient Safety who reports directly to the 

Board and Governing Body on all safeguarding issues. 

 

3.2 The Head of Safeguarding attends the Quality and Patient Safety Committee 

to report on safeguarding activity and issues. 

 

3.3 A Joint Strategic Safeguarding group with Sunderland CCG is held every 

quarter and is chaired by the Director of Nursing and supported by the Heads 

of Safeguarding and Adult Leads. The Strategic Group holds providers to 

account and seeks assurance for safeguarding activity undertaken within their 

organisation. Each Provider produces a dashboard report of safeguarding 

activity for that quarter which is considered and robustly challenged. 

 

3.4 Within the Quality Review Group – safeguarding is a standing agenda item. 

 

3.5 The Director of Nursing and the Head of Safeguarding are active members of 

both the Children and Adult Boards. The Head of Safeguarding is also a 

member of the CSP. 

 

3.6 The Head of Safeguarding and Adult Lead Professional actively participate in 

the majority of the sub groups aligned to both the Children and the Adult 

Boards. The Head of Safeguarding undertakes all of the Safeguarding 

Children Board activity on behalf of the CCG whilst supporting the 

Safeguarding Adult Lead’s role with the Safeguarding Adult Board due to the 

part time status. 

 

3.7 In 2014/15 Safeguarding has been central to the quality of care and patient 

safety in the CCG. The team is led by the Director of Nursing and progress is 

monitored through regular monthly meetings with Heads of Service for the 

Safeguarding and Quality agenda. 

 

3.8 Cumbria, Northumberland and Tyne and Wear (CNTW) and Durham 

Darlington and Tees (DDT) NHS England Area teams have an established 

Safeguarding Forum which helps to provide leadership, accountability and 

assurance as outlined in ‘Safeguarding Vulnerable People in the Reformed 

NHS’ (NCB 2013). The network has ensured the clinical needs of the 

specialists are met and provides an opportunity for shared learning. The CCG 

professionals attend the forum. 
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3.9 The Head of Safeguarding Chairs a regional Designated Nurse Meeting and 

is also a member of the Regional Designated Network – which brings 

together the Safeguarding Designated Doctors and Nurses. 

 

4. Primary Care 
 

4.1 The General Medical Council (GMC) has provided guidance to all GPs 

outlining GPs’ individual responsibilities in achieving and maintaining their 

professional competencies. As GP contract holders, monitoring of compliance 

with these professionals standards is a function of the NHS England Local 

Area Team through the GP validation process. 

 

4.2 NHS South Tyneside CCG, in its duty to support improvements in the quality 

of  primary care and its safeguarding function has provided the following: 

 

 Safeguarding sessions through the protected learning events 

 Developed a Safeguarding GP Practice Leads Forum, which takes 

place every 6 weeks 

 Completed the induction phase for the Named GP safeguarding leads 

 Developed and disseminated a Safeguarding Policy for GP practice. 

 Offers on a day to day basis support and supervision to GP Practice 

staff 

 Facilitated the participation of GPs and staff in practice reviews. 

 

4.3 All GP practices as health providers are now registered with CQC and will be 

subject to a CQC inspection regime. It is understood several GP practices in 

South Tyneside have been notified of impending inspections for 2015. 

 

4.4 The Named GPs and the CCG leads have been working closely together to 

identify priorities for the coming year and have made considerable progress 

with working together on the safeguarding agenda. 

 

5. Child Sexual Exploitation 

 

5.1 In line with the National findings following the House of Commons Select 

Committee report in 2013, the Children Safeguarding Boards were tasked in 

taking a more strategic lead to tackle the issues of child sexual exploitation 

(CSE). In South Tyneside this work has been a priority for the Safeguarding 

Children Board (STSCB) with the development of a CSE strategy and the 

development of an e-learning package for Board Partners. 
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5.2 STSCB has with the lead from Northumbria Police developed a sub group for 

reviewing and investigating children who are Missing, Sexually Exploited and 

Trafficked (MSET) which is chaired by a Senior Police Officer. This Group 

provides leadership and support to the operational group. 

 

5.3 To embed the preventative work around CSE, South Tyneside has the 

additional support both from a designated Police Officer who is the missing 

from home coordinator and a worker from Safeguarding Children At Risk 

Prevention and Action, (SCARPA). Both workers have a remit of providing 

support to children and young people who go missing or are at risk of sexual 

exploitation 

 

5.4 In January 2014 Operation Sanctuary was launched by Northumbria Police. 

This is an ongoing investigation regarding allegations of a series of sexual 

offences involving a number of men and vulnerable female victims including 

teenagers and young adults. 

 

5.5 In addition to the sub group STSCB continues to lead on and work with 

Northumbria Police and colleagues in Gateshead and Sunderland to deliver 

on the sub-regional strategy on Child Sexual Exploitation (CSE). It is 

designed to support the development and coordination of systems and 

services across South Tyneside, Sunderland and Gateshead with a view to 

ensuring that our approach to CSE is proactive and comprehensive. 

 

5.6 In order to support schools and the local college and more importantly to 

raise the awareness around sexual exploitation with young people the LSCB 

commissioned ‘Chelsea’s Choice’ - a hard hitting , drama production that 

proved highly successful in raising awareness amongst young people of the 

issues surrounding Child Sexual Exploitation. Over 2000 local young people 

and over 300 multi-agency professionals watched Chelsea’s Choice. 

 

5.7 The CCG also agreed to fund the drama group to deliver the production to all 

GPs and practice staff, which again evaluated extremely positively. 

 

5.8 STSCB Business Manager has developed a programme of training sessions 

to be delivered to School staff, taxi drivers, take away staff, hotel and Guest 

House staff. These will be co delivered by the Police. 

 

5.9 The Head of Safeguarding for the CCG attends and is involved in the work of 

the CSE Strategic Group. 
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6. Domestic Abuse 

 

6.1 South Tyneside has through performance monitoring of the STSCB, identified 

that domestic abuse issues are prevalent and cause serious harm not only to 

the victim but also the children caught up in the abuse. A recent homicide in 

South Tyneside shone a spotlight on this issue. 

 

6.2 The Police and Crime Commissioner (PCC) for Northumbria Vera Baird has 

made addressing domestic abuse a strategic priority and because of this the 

CSP was able, with the help of the CCG, to successfully bid for money to 

employ on a 18 month contract a link  worker to support GP practices. Her 

role has been instrumental in assisting GPs in identifying and responding to 

domestic abuse. A steering group has been meeting regularly to monitor 

progress and address any issues of non-compliance with the programme 

offered. To date the sign up by Practices has been very encouraging. 

 

6.3 The CCG leads have attended training and are now the point of contact – 

(Champions) for domestic abuse and sexual harassment in the workplace. 

 

7. Domestic Homicide Reviews (DHRs) 
 

7.1 The Domestic Homicide review process is issued as statutory guidance under 
section 9(3) of the Domestic Violence, Crime and Victims Act (2004). The act 
states:  
‘Domestic homicide review means a review of the circumstances in which the 
death of a person aged 16 or over has, or appears to have, resulted from 
violence, abuse or neglect by’—  
 
 a person to whom he was related or with whom he was or had been in an 

intimate personal relationship, or 
 is a member of the same household as himself, held with a view to 

identifying the lessons to be learnt from the death. 
 

7.2 DHR 1 – considered the death of a young woman whose male partner has 
subsequently been convicted of the offence. 
The individual management review (IMR) for the relevant GP practices was 

undertaken by the STCCG Safeguarding Adults Lead Professional. 

 

8. Mental Capacity Act (MCA) and Deprivation of Liberty 
Safeguards (DoLS) 
 

8.1 NHS England (NHS E) funding (£45,000) was secured by the CCG in March 

2014 which was specifically ‘ring-fenced’ for MCA / DoLS developments 

within the health economy.  A joint plan was subsequently developed by both 
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South Tyneside CCG and Sunderland CCG to support the health focused 

developments.  This was completed in consultation with the Mental Capacity 

Managers for South Tyneside and Sunderland Local Authorities, who provide 

a lead role on behalf of health and social care, to ensure a coordinated 

approach to MCA/DoLS development. 

 

8.2 In October 2014 further NHS E funding was secured (£25,000) by each CCG 
to deliver additional developments in the health economy. 
 

8.3 In April 2014 a Multi-Agency Project Group was established to support the 
management and delivery of the MCA project.  The Project Group was led by 
the two CCG Adult Safeguarding Leads and membership included MCA 
Leads from each of the Provider Trusts in each area and the MCA/DoLS lead 
from each Local Authority.  The role of the project group has been to support 
delivery of the project plan, ensure effective engagement with provider 
services and to provide specialist knowledge and advice in relation to the 
delivery of the project. 

 

Key achievements for the project have included; 

 

 Purchasing 6,000 MCA /Safeguarding Pocket Guides for health staff. 

 Provision of an MCA Code of Practice for each GP Practice. 

 Training for MCA Champions in Community / Primary Care Health 
Settings and MCA / DoLS Champions in Acute Health Settings. 

 Planning for specialist legal MCA/DoLS training for GPs providing 80 
places for full day sessions across both the CCG areas. 

 Planning for specialist medical training within hospital Trusts 

 Funding provided an MCA/DoLS, Putting Theory into Practice, 
Conference which took place in Sunderland on 11th February 2014, 
with 203 attendees from statutory and non-statutory agencies. 

 One year fixed term appointment/secondment for a MCA Practice 
Development and Project Lead. 

 Funding of 4 places to undertake MCA accredited training module at 
Northumbria University in March / April 2015. 

 

9. South Tyneside Safeguarding Children Activity 
Performance 
 

9.1 Children subject to a CP Plan: 

 
Historically, South Tyneside’s CP rates are lower than statistical neighbors. 
Given the LA’s LAC rates are above statistical neighbours, on-going analysis 
within the relevant sub group is taking place to unpick thresholds for 
intervention and the quality of edge of care services delivered. 
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9.2 The Service has reduced the number of children ceasing a child protection 

plan after two years or more to 4.7%. This has been achieved via Children 
and Families Senior Manager led Challenge Clinics, smarter child protection 
plans (CPP) and a rationalisation of the services provided to adolescent’s 
approaching adulthood. 10.6% of the total number of children becoming 
subject to the plan in 2014/15, had had a previous child protection plan. 

 

9.3 At the end of March 2015 the number of disabled children with a CPP was 
1.The numbers of families in 2014/15 with disabled children who were subject 
to full care orders was 13 compared with 3 in 2013/14. This has been 
identified as an area for Strategic Improvement for the Partnership. 

 

9.4 The 1-4 year age group has the highest percentage increase (5%) of children 
subject to a plan over the last 2 years. Therefore the continuing challenge is 
to ensure that our most vulnerable children and families are engaged at the 
earliest opportunity. 
 

9.5 Neglect remains the largest category of abuse. South Tyneside LSCB has 
undertaken a considerable amount of training and strategic awareness raising 
activities to support the partnerships identification and response to neglect. 
This has supported the high proportion of cases where neglect is identified as 
the category for abuse. The partnership’s strategic aim for 2015/16 supports 
the development the identification, recording and response to other 
categories of abuse where neglect maybe a feature, however other types of 
abuse exist. The partnership will also focus on the identification of neglect 
early, to support a prevention agenda. 

 

 
 

9.6 The number of Looked after Children in South Tyneside has reduced by 6% 
since 2010-11, whilst statistical neighbours and the North East region have 
seen increases in their LAC populations. However, figures are still likely to be 
higher than the national average.  
Just under a quarter of these children are taken into care under a care order, 
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emergency protection order or police protection. This is a lower proportion 
than seen by our statistical neighbours and nationally. 

 
9.7 The majority (69%) of children became looked after for reasons of ‘Abuse or 

Neglect’ (down from 93% in 2013-14), followed by either ‘Family Dysfunction’ 
or ‘Family in Acute Stress’ both representing 14% of the those coming into 
care. This shift in distribution of reasons brings South Tyneside closer to the 
statistical neighbour picture and reflects improved recording in this area. 

 
 

9.8 Care leavers not in employment, education or training (NEET) have increased 
this year to 48% from 37% the previous year. In terms of NEET we are now 
above the National and statistical neighbour average rather than in line with 
them. For those in employment, education or training (EET) South Tyneside 
is above the National (2014) and in line with the statistical neighbour average 
(2014). 
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Missing Children Data April 2014 – March 2015 

The data indicates a number of young people go missing in South Tyneside 

regularly. The number of missing children has been variable over 2014/15. The 

analysis of the factors around missing episodes indicates that in the majority of 

cases episode are brief and occur as a consequence of young people returning late 

rather than difficulties at home or the efforts of exploiters tempting them to run away. 

 

The undertaking of Return Home Interviews continues to be a challenge. A number 

of initiatives are planned in order to increase the compliance and rate of returns, 

such as considering peers undertaking the interview, clearly has its challenges. 
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10. Learning Lessons from Serious Case Reviews (SCRs)  
 

10.1 The aim of this sub group is to coordinate SCRs and other types of reviews 
that require the oversight of STSCB. A serious case is one where:  
 
a) Abuse or neglect of a child is known or suspected; and  
b) Either – (i) the child has died; or (ii) the child has been seriously harmed and 
there is cause for concern as to the way in which the authority, their board 
partners or other relevant persons have worked to safeguard the child. 

 

10.2 The purpose of a SCR is to establish whether there are lessons to be learnt 
from the case about the way in which local professionals and organisations 
worked together to safeguard and promote the welfare of children. 

 

10.3 STSCB has also been committed to undertaking smaller scale multi-agency 
reviews for instances where the case does not meet the criteria for a SCR but it 
is considered that there are lessons to be learnt for multi-agency working by 
using a different methodology.  
 

 SCR 1 – a 6 month old baby who had suffered significant harm – report 
published in October 2014 

 

 SCR 2 – a 9 month old baby who had suffered significant harm 

The final report is signed off and awaiting publication following the 
conclusion of the criminal trial / proceedings. 

 

 SCR 3 – a 15 year old young person who had suffered malnourishment and 
neglect – Report published in January 2015 

 

 

10.4 The reports for the GP Practice involvement were compiled by the 
Safeguarding Children Named GP 

 

10.5 Four multi-agency Learning Events have taken place in relation to SCR 2.    
These events engaged with 270 professionals. 

 

10.6 Key themes from the evaluations include; the need to revise and promote 
the awareness and appropriate use of the Multi-Agency Threshold 
Guidance; training around escalation and challenge amongst multi-agency 
partners; clarity around roles and responsibilities of partners involved in 
cases as well as in core groups. 

 
10.7 The LSCB Training programme for 2014/15 has incorporated key aspects 

of practitioners’ feedback and has informed / updated  future sessions. 
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11. Child Deaths 
 

11.1 The Child Death Review sub group of the STSCB is responsible for ensuring 
the South of Tyne and Wear Child Death Review and Overview procedures are 
implemented following the death of any child or young person for whom South 
Tyneside was the normal place of residence with a view to reducing 
preventable deaths.  

 
11.2 The sub group which is chaired by the Head of Safeguarding from the CCG 

works alongside similar bodies in Gateshead and Sunderland and all three 
reports to the South of Tyne & Wear Child Death Overview Panel (CDOP). The 
overview panel is accountable to all three LSCBs and develops an annual 
report. This is subsequently shared for information with the QPSC of the CCG. 
The process has identified some important areas of learning across the sub 
region, most notably the identification of modifiable factors when reviewing 
local deaths; 

 

 Sudden Unexpected Death in Childhood (SUDIC) – where smoking, 
co-sleeping, and/or alcohol & drug use were noted. 

 Unsafe sleeping environments – infants being put to sleep in car seats, 
on sofas etc. 

 Smoking – increased risk of premature deliveries and SUDIC 

 Obesity – increased risk of premature deliveries and obstetric 
complications 

 Consanguinity (first cousin marriages) 

 Clinical Care 
 

11.3 The Designated Doctor for Chid Death Reviews commissioned by the CCG 
has developed a positive collaborative working relationship with the local 
Paediatric Pathologist to ensure parents are at the earliest opportunity given 
medical feedback as to the cause of their child’s death and for them to have 
the environment in which to ask specific questions related to the death. The 
Designated Doctor also ensures the Coroner is kept abreast of any relevant 
issues. 

 
11.4 Whilst there have been no specific ‘themes’ identified in South Tyneside the 

local review group are always sighted on regional and national issues. In 2014-
2015 there were 5 South Tyneside child death reviews completed, none of 
which had modifiable factors identified. 

 

12. South Tyneside Safeguarding Adults Performance      
Activity 

12.1 It should be noted that the work of the SAB is evolving as a result of the 
Care Act 2014, and the preparation for the statutory requirements. There have 
been challenges within the SAB sub groups and in particular the accessibility of 
robust performance data in respect of quality of practice and performance 
monitoring. 
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This year saw a 16% increase in alerts from the previous year. From the 566 cases 
where paperwork was received, 382 (67.5%) progressed to a strategy meeting. 
Following these strategy meetings, 230 (40.6%) progressed to investigation. 
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As can be seen above the combined %- 74% alerts are in the age group of 65 to 85+ 
age group, demonstrating this age group as the most vulnerable. 
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As can be seen from previous years the majority of the strategy meetings are 
chaired by the LA Safeguarding Adult team, reflecting the high percentage from care 
home settings. 
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Going forward into 2015, the statutory returns in terms of the outcome will change to 
say only if the safeguarding was substantiated or not substantiated. Further 
development work is required within the performance sub group to interrogate the 
performance data, to ensure we receive appropriate and timely information that 
assures partners adults at risk are identified and responded to appropriately. 

 

 

Deprivation of Liberty Safeguards 
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Due to the Supreme Court ruling in 2014, the threshold criteria for the deprivation of 
liberty safeguards has significantly changed resulting in a 1447.73% increase in 
applications from the previous year. Of the 681 applications received, 92% were 
authorised (granted) and 8% were not authorised (not granted). 

 

 

13. Learning from Safeguarding Adult Reviews (SARs)  
 

13.1 The aim of this sub group is to co-ordinate SARs and other types of reviews 
that require the oversight of STSAB. A Safeguarding adult review according to 
the SAB Procedural Framework is one where: 

 
13.2  ‘A review will be held if an adult who is or may be eligible for community care 

services dies (including death by suicide), and abuse or neglect are known or 
suspected to be a factor in the death’, 
Additionally, the partnership will always consider whether a review should be 

conducted where: 

 An adult sustains a potentially life threatening injury or serious and permanent 
impairment of health and development through abuse or neglect; or 

 An adult has been subjected to serious sexual abuse; 

 Serious abuse has taken place in an institution or multiple abuse is involved 
and the case gives rise to concerns about the way in which local professionals 
and services work together to safeguard adults. 

 The partnership may also conduct a serious case review into any incident or 
case involving an adult where it is believed to be in the public interest to 
conduct such a review’. 

 

SAR 1 – Death of a lady who died in a house fire within her own home- publication is 

awaiting agreement by the relative 

SAR 2 – Death of a lady who died in her own home, where self-neglect was evident.- 

SAB sign off and publication is likely to be Autumn 2015. 

13.3  Individual Management Reviews (IMR) for each of the SARs were 

undertaken by the Safeguarding Adults Named GP and the Safeguarding 

Adults Lead professional on behalf of GP Practices 

13.2   The CCG Safeguarding leads planned a Protected Time GP event for April 

2015, a ‘lessons learnt event’, which will discuss the practice issues and 

implications for GP practice for adults and children. The SAB will be running 

multi-agency learning events within 2015. 
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14. Savile Report (2014) and Lessons learnt 
 

14.1  Responding to the key findings and recommendations made by the 
publication in to Jimmy Savile access and abuse of vulnerable patients; acute 
trusts were requested to provide assurance on celebrity visitors and potential 
access to services and patients in their care. 

 
In July 2014 the acute trusts responded to the following six questions below: 

 

1. Review existing safeguarding policies to ensure that they properly 

protect patients. Such policies should also specifically extend to the care and 

transportation of deceased patients 

2. Assess the quality of the current policies and systems in place to 

encourage staff to raise concerns or for staff / patients to complain. These 

should be routinely reviewed and monitored 

3. Ensure that security policies relating to the attendance of visitors on 

NHS premises are reviewed and that they specifically cover visits by 

VIPs and celebrities. Training on, and auditing of, these procedures are 

Crucial 

4. Ensure there are proper policies and controls in place covering security 

within mortuaries and that these are regularly audited. A review of the 

transportation and storage of bodies of deceased patients should be 

undertaken 

5. Undertake proper suitability checks on any celebrity who will be, or is 

currently, engaged by NHS bodies to undertake a specific role 

6. Ensure that Trust policies make it clear that public officials who recommend 
the appointment of someone with whom they have a close relationship should 
withdraw from the appointment process to ensure independence. 

 
14.2 The CCG through the Strategic safeguarding group will monitor NHS 

Providers action plans to the recommendations. 

 

15. Statutory Safeguarding Partnerships 
 

15.1  STCCG has continued the financial contribution to the STSCB and provided 
an annual sum of £25k, which is toward the functioning of the Board. It also 
provides finances in kind in the support and work undertaken by the Head of 
Safeguarding in audit, chairing and performance monitoring arrangements 

 

15.2  STCCG has in place a section 75 agreement with the Local Authority but 
have also contributed £25k to the work of the SAB. As with the Children’s 
Board it also contributes in kind from the work undertaken by both the Head of 
Safeguarding and the Adults Lead Professional 
 

15.3 The Head of Safeguarding also represents the CCG on the Community Safety 
Partnership, and has been a member of the DHR panel, with the Adults Lead 
Professional completing the Individual Management Report (IMR) on behalf of 
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the GP practice 
 

15.4  As previously stated the CCG is represented on the Statutory Safeguarding 
Boards by the Director of Nursing, Head of Safeguarding and the Adults Lead 
Professional. Further support and activity with the Boards is given by the 
Provider Trusts, see appendix 3 & 5 

 

15.5  Both the STSCB and STSAB annual reports are currently being drafted with 

the Children’s report hopefully being tabled at the August Board and the Adult 

report at the September Board. The annual report for the Child Death 

Overview Panel (CDOP) is presently in its first draft. All the Board reports will 

be tabled in due course at the QPSC of the CCG. 

 

Key Priorities for 2015/16 

 To ensure safeguarding remains everybody’s business 

 To maintain resilience in the safeguarding team despite organisational and 

economic challenges 

 To ensure the MCA work undertaken to date is strengthened, embedded and 

sustained 

 To ensure NHS providers are complying with their statutory safeguarding 

duties 

 To ensure NHS providers and the CCG are CQC / OFSTED compliant 

 To continue to support the work of the SCB, particularly with regard to Child 

Sexual Exploitation, Female Genital Mutilation, Honour Based Violence and 

Domestic Servitude and Radicalisation 

 To continue to support the SAB in ensuring stakeholders comply with their 

duties with regard to the Care Act 2014 and the MCA (2005) 

 To develop the Designated Safeguarding Adult Manager post, now a statutory 

requirement of organisations (Care Act 2014) 
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Appendix 1 

 

 

Six Principles embedded in section 42 of the Care Act 2014: 

 

 

Empowerment - People being supported and encouraged to make their own 

decisions and informed consent. 

 

 

Prevention – It’s better to take action before harm occurs 

 

 

Proportionality – The least intrusive response appropriate to the risk presented. 

 

 

Protection - Support and representation for those in greatest need. 

 

 

Partnership – Local solutions through services working with their communities, with  

the communities having a role to play in preventing detecting and reporting neglect 
and abuse. 

 

 

Accountability – Accountability and transparency in delivering safeguarding. 
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Appendix 2 

LSCB Structure 
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Appendix 3 

 

LSCB sub group attendance 

 

 

Sub group Professional Agency 

Management Group Carol Drummond CCG 

 Christine Johnson STFT 

   

Child Death Review Carol Drummond (Chair) CCG 

 Dr Sunil Gupta CCG 

 Lesley Thirlwell NEAS 

 Ann Fearon STFT 

   

CSE Strategic Group Carol Drummond CCG 

 Kathryn Dimmick STFT 

 Dr Nilda Etorma STFT 

   

Learning and Improvement Carol Drummond CCG 

 Dr Sunil Gupta CCG 

 Christine Johnson STFT 

   

MSET Julie Davenport STFT 

   

Performance Management Carol Drummond (Chair) CCG 

 Christine Johnson STFT 

 Jayne McQuillan STFT 

   

Policy and Procedures Carol Drummond CCG 

 Christine Johnson STFT 
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Appendix 4 
 
 

Safeguarding Adult Board Structure 
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Appendix 5 

 

Safeguarding Adult Board Sub Group Attendance 

 

 

Sub Group Professional Agency 

Quality and Performance Jean Farrell / Carol 
Drummond 

CCG 

 Christine Johnson STFT 

Policy and Procedures Jean Farrell / Carol 
Drummond 

CCG 

 Christine Johnson STFT 

Safeguarding Adult Review Carol Drummond CCG 

 Christine Johnson STFT 

 Shoena Duffy NTW 

 Christine McManus NEAS 

Training and Workforce 
Development 

Jean Farrell / Carol 
Drummond 

CCG 
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Introduction: 
 

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

NHS Constitution Indicators:  Changes since last report  

 
6 are rated red 
(2 RTT admitted, 1 
Diagnostics, 1 A&E targets, 1 
Cancer, 1 MSA)  

 Cancer 62 days  
 Cancer 62-day screening service 
 Cat A (Red 1) 

 

 
17 are rated green 

  

CCG Outcome Indicators:  Changes since last report  

 
6 are rated red 
(3 Emergency admission 
targets, 1 FFT, 2 HCAI 
targets)  

 One CCG case MRSA  
 

 
12 are rated green 

 

Aaron Tucker 
Commissioning Manager 
November 2015 

NHS South Tyneside CCG Performance Report  

November 2015 
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Monthly Year end

Trend risk

assessment

% of patients initial treatment within 18 weeks for admitted pathways 90.0% 90.8% 89.5%

% of patients initial treatment within 18 weeks for non- admitted pathways 95.0% 97.7% 97.8%

% patients waiting for initial treatment on incomplete pathways within 18 

weeks
92.0% 94.6% 94.6%

Number of patients waiting more than 52 weeks for treatment 0 0 1

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

audiology)
Aug-15 1.00% 1.19% 1.19%

% patients spending 4 hrs or less in A&E or minor injury unit 95.0% 96.6% 93.8%

Over 12 hour trolley waits 0 0 0

% patients spending 4 hrs or less in A&E or minor injury unit 95.0% 94.9% 95.3%

Over 12 hour trolley waits 0 0 0

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

cancer
93.0% 96.5% 95.1%

% of patients seen within 2 weeks of an urgent referral for breast symptoms 93.0% 97.2% 91.8%

% of patients treated within 31 days of a cancer diagnosis 96.0% 100.0% 99.0%

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

surgery
94.0% 100.0% 100.0%

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

drugs
98.0% 100.0% 99.4%

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

radiotherapy
94.0% 95.5% 97.6%

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

cancer
85.0% 84.2% 87.3%

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

screening service
90.0% 87.5% 97.3%

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

upgrade status
N/A n/a 50.0%

Category A (Red 1) 8 minute response time 75.0% 67.3% 79.2%

Category A (Red 2) 8 minute response time 75.0% 86.6% 79.6%

Category A 19 minute transportation time 95.0% 95.8% 96.8%

Mixed Sex 

accommodation
Mixed Sex accommodation - number of unjustified breaches Sep-15 0 0 1

Care Programme 

Approach

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

care
Q1 2015/16 95.0% 100.0% 100.0%

6 Week wait IAPT treatment Apr-15 75% 100.0% 100.0%

18 Week wait IAPT treatment Apr-15 95% 100.0% 100.0%

Ended referrals

Easrly intervention in psychosis - % with 1st episode treated within 2 weeks

% of acute trusts with an effective model of liaison psychiatry

Threshold Actual YTD

NHS South Tyneside CCG Performance Indicators 2015/16 - NHS Constitution

Latest Data 

Period
Indicators Indicator Description

Referral to 

treatment access 

times

Ambulance

Cancer Waits

Aug-15

Mental Health

Indicator in development

Indicator in development

Aug-15

Sep-15

A&E  - South 

Tyneside FT

A&E - City 

Hospitals 

Sunderland

Aug-15

 

 

NHS Constitution Dashboard: 
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NHS Constitution dashboard - exception report 

Performance area Issues and risks Key actions 

RTT - % of patients 

initial treatment within 

18 weeks for admitted 

pathways 

 The Year to Date position 

on this target in August is 

89.5% against a threshold 

of 90% 

 

 Note the admitted and non-admitted operational standards are being 
abolished. The incomplete standard will become the sole measure of 
patients’ constitutional right to start treatment within 18 weeks. (NHS 
England letter 24 June 2015. Gateway Reference: 03615). 

 NHS England have infromed CCGs that only the incomplete standard will 
be used for the CCG Quality Premium scheme.  

RTT - Patients waiting 

more than 52 weeks for 

treatment 

 1 52+ week waiter reported 
in June 

 A South Tyneside CCG patient has been reported in June as waiting more 
than 52 weeks. The patient was a complex spinal patient requiring a full 
days theatre list. The FT had been in contact with the patient over the past 
few months to identify a suitable date. The patient was seen on 16 July. 

Diagnostic Waits - 1% 

tolerance 

 This indicaor is rated red in 
July at 2.5% 

 Performance has improved in August with 1.2% of patients waiting 
+6weeks compared to 2.5% in July. 5 patients were waiting over 6 weeks 
in echocardiography with 3 waiting over 13 weeks at GHFT.  

 22 patient were waiting 6+ weeks for non-obstetric ultrasounds.  Again all 
are waiting at Gateshead Health FT. 

 The FT have taken the following steps to improve performance;  

 a third echo machine and a third room to increase throughput is now 
available,  

 additional locums are in place with long term sick staff returned.  

 there has been a review of the booking systems for open access echos 
and Outpatient referrals. This has now been centralised and standardised. 
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NHS Constitution dashboard - exception report 

Performance area Issues and risks Key actions 

A&E 4 hour wait – 

South Tyneside FT  

 The Year to Date position 

on this target in August is 

93.8% against a threshold 

of 95% 

 The YTD position remains 
under the threshold due to 
previous performance 
issues. 

 The Trust are below target year to date. However there has been strong 
prefomance in August and September resulting in achivement of the 
standard in Q2. October continues to be good. (*nb the October 
achievement is All types A&E performance.  

 

Cancer - % of patients 

seen within 2 weeks of 

an urgent referral for 

breast symptoms 

 The Year to Date position 

on this target in August is 

91.8% against a threshold 

of 93% 

 91.8% of patients were seen within target in August  ytd. 17 patients 
breached ytd with 190 of the 207 patients seen within target.  
 
 

Cancer  - % of patients 

treated within 62 days of 

an urgent GP referral for 

suspected cancer 

 The August position is 

84.2% against a threshold 

of 85% 

 

 The Year to Date position 

on this target in August is 

87.3% against a threshold 

of 85% 

 

 84.2% of patients were seen within target. 32 of the 38 patients were seen; 
6 patients breached. 2 patients treated at CHCFT and 4 at NUTHFT. 
Delays due to 2 complex pathway, 2 late referrals from STFT, 1 patient 
choice and 1 was unable to schedule patient within target as patient 
required surgery to be performed as a joint case between cardiothoracic 
and plastic surgeons. 

 Concern has also been raised with this indicator as it continues to be red in 

September 2015.  This will now put us in the position of having 3 months of 

failing this targets.  

 Responsibility for the operational detail and route cause analysis is picked 

up via the Cancer Strategy Group which reports to Quality Patient Saftey 

Committee. Additional we have sought assurance from South Tyneside 

NHS Foundation Trust that they will recover their performance.  
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NHS Constitution dashboard - exception report 

Performance area Issues and risks Key actions 

 Changes are underway around the way in which the system approaches 

cancer pathway management (with increased scrutiny). We are going 

through policy documents to understand their impact and will share a high 

level once we have clarity. 

Cancer - 62-day of 

referral from an NHS 

cancer screening 

service 

 The August position is 
87.5% against a threshold 
of 90% 
 

 87.5% of patient were seen within target. 7 of the 8 patients were seen. 
One patient breached. A lower GI patient had surgery planned within 
target, but cardiac issues were identified which needed to be optimised 
before surgery could go ahead. 

Category A (Red 1) 8 

minute response time 

- NEAS 

 The September position is 
74.5% against a threshold 
of 75% 

 Failure of this target will reduce the CCGs Quality Premium by 20%. 

 National shortage of paramedics. 

 NHSE Performance summit to be held with local and national NHSE 
resilience teams present. 

Mixed Sex 

accommodation - 

number of unjustified 

breaches 

 1 breach of the standard 
occurred in June 2015. 

 In June one patient breached at STFT.  

 This was raised at the Contract review meeting with the Trust 23rd July.  

 The patient was in HDU at STFT. The FT were unable to find a bed 
outside of HDU within the escalation period as the patients condition 
improved, and at the point that they were deemed to no longer require 
HDU care they breached. 

 



8 
 

                                                                  

 

CCG Outcome Dashboard: 

NHS Outcomes Framework Dashboard: 

Dashboard: 

Threshold date Threshold
Latest Data 

Period
Actual

Risk 

Assessment

Under 75% mortality rate from cardiovascular disease 82.4 80.7

Under 75% mortality rate from respiratory disease 49.0 39.6

Under 75% mortality rate from liver disease 27.2 16.5

Under 75% mortality rate from cancer 165.1 156.3

Emergency admissions for alcohol-related liver disease Aug 2015 ytd 14.3 Aug 2015 ytd 27.3

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

sourced

Proportion of people feeling supported to manage their long term condition 13/14 68.00 14/15 70.1%

Unplanned hospitalisation for chronic ambulatory care sensitive conditions Aug 2015 ytd 424.1 Aug 2015 ytd 476.8

Unplanned hospitalisation for asthma, diabetes and epilepsy (under 19s) Aug 2015 ytd 168.4 Aug 2015 ytd 117.9

Estimated diagnosis rate for people with dementia Mar-15 72.5% March 2015 ytd 73.1%

Emergency admissions for acute conditions that would not usually require hospital 

admission 
Aug 2015 ytd 757.1 Aug 2015 ytd 733.3

Emergency readmissions within 30 days of discharge from hospital July 2015 ytd 14.73% July 2015 ytd 15.25%

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

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

Total health gain assessed from patients  iii Groin Hernia 0.08 0.08

Total health gain assessed from patients  iv varicose veins 0.06 0.00

Emergency admissions for children with LRTI July 2015 ytd 67.2 July 2015 ytd 33.1

NHS South Tyneside CCG Performance Indicators 2015/16 - Outcomes Framework

Enhancing Quality of life for 

people with LTC

Indicators Indicator Description
NHS South Tyneside CCG

Mar-13

20132012

Helping people recover from 

episodes of ill health or following 

injury

Preventing people from dying 

prematurely

2011/12
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Patient experience of GP OOHs services Sep-14 67.1% Mar-15 64.3%

Satisfaction with the quality of consultation at the GP practice Sep-14 451.48 Mar-15 448.53

Satisfaction with the overall care received at the surgery Sep-14 90.6% Mar-15 89.3%

Satisfaction with accessing primary care Sep-14 79.8% Mar-15 78.9%

Patient experience of hospital care 2013/14 78.9 2014/15 79.8

Friends and family test  Response rate - A&E Aug-15 15.0% Aug-15 9.6%

Friends and family test  Response rate - IP Aug-15 15.0% Aug-15 31.2%

Friends and family test  Response rate - Maternity
started in Oct -

13

Friends and family test % recommended - A&E Aug-15 n/a Aug-15 96.6%

Friends and family test  % recommended - IP Aug-15 n/a Aug-15 96.6%

Friends and family test  Score - Maternity
started in Oct -

13

Increase percentage people with anxiety  disorders and depression who access 

psychological therapies (IAPT) 
Aug 2015 ytd 6.25 Aug 2015 ytd 7.2%

IAPT Recovery Rate Aug 2015 ytd 50% Aug 2015 ytd 51.7%

Incidence of MRSA (QP) Sept 2015 ytd 1 Sept 2015 ytd 1

Incidence of C Diff (QP) Aug 2015 ytd 22 Aug 2015 ytd 38

Local Priority  - People with COPD and Medical Research Council (MRC) Dyspnoea Scale 

>3 referred to a pulmonary rehabilitation programme
2014/15 30.4% Mar 2015 ytd 61.5%

Cancer: early detection

NHS South Tyneside CCG Performance Indicators 2015/16 - Outcomes Framework

Treating and caring for people 

and protecting from avoidable 

harm

Positive Experience of care

Local Quality Premiums
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NHS Outcomes Framework Exception Report 

Performance Area Issues and Risks Key Actions 

Emergency admissions -

Unplanned hospitalisation 

for chronic ambulatory 

care sensitive conditions   

 The Year to Date position 

on this target in August is 

476.8 against a threshold 

of 424.1 

 This relates to 801 admissions compared to 702 admissions for the same 

period 2014/15. 

 Highest reasons for admissions include; 265 COPD; 96 Angina; 88 CGH; 

78 Diabetes; 74 Flutter.  

 The majority of patients, 740 were seen at STFT, 24 at CHSFT, 18 at 

NUTHFT, 9 at GHFT and 10 out of area.  

Friends and Family test - 

A&E and inpatients 

 This indicator continues 
to be green for most 
parts. 
The response rate for 
A&E was above the 15% 
recommended rate in 
April and May, but fell 
below 15% in June, July 
& August. 

 The percentage who would recommend at STFT in July was 96.6% for 
A&E services and 96.6% for Inpatients services.  

 In August inpatient response rate was 31.2%, but A&E response rate 
remained below the mandate rate of 15% at 9.6%. 

 From 1 December 2014, it was a contractual requirement that all GP 

practices implement the NHS Friends and Family Test. 

 Scrutiny of this continues via CCG Quality routes. 

Emergency admissions 

for alcohol-related liver 

disease 

 The Year to Date position 
on this target in August is 
27.3 against a threshold 
of 14.3 

 The total number of patients admitted is 33 August year to date, small 
changes make a big impact on the score card.  

 Further discussion to take place with Public Health colleagues and the 
Trust regarding this indicator 

IAPT – Access and 

Recovery rate 
 These indicators continue 

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

 Performance in August is above target of 6.25% at 7.2%.  

 50% recovery trajectory is also above target with a recovery rate of        

51.7% in August. 
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NHS Outcomes Framework Exception Report 

Performance Area Issues and Risks Key Actions 

 

HCAI - MRSA  The CCG have one case 
of MRSA in September. 

 The CCG has breached the MRSA target of 0 with one case of MRSA. 

 CHSFT to forward more information. 

HCAI – C.Diff infections  

 

 

 The Year to Date position 
for the CCG on this target 
in August is 38 cases of 
C.Diff against a threshold 
of 22 cases.  

 End of year threshold is 
53 cases. 

 

 The Year to Date position 
for the CCG on this target 
in August is 13 cases of 
C.Diff against a threshold 
of 4 cases. 

 The FT has breached the 
year-end target of 8 
cases 

 The STFT has breached the CDiff trajectory for August ytd with 13 cases 

compared to a target of 4. The FT has breached the year-end target of 8 

cases. 

 Of the 38 cases assigned to the CCG, 19 were community acquired. 

 4 STFT CDI cases were reviewed at the Joint SCCG/STCCG HCAI RCA 

Panel on 21 October 2015 and the panel upheld the appeals.  These 

cases can now be removed from contractual performance numbers. 

 Scrutiny of this continues via CCG Quality routes. 

Dementia Diagnosis (Age 

65 and over) 
 This indicator has been 

achieved and good 
performance continues to 
be worthy of note. 

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

rate reported as 76.6% in Sept 2015. 

Local Quality Premium - 

People with COPD and 

Medical Research Council 

 This indicator has been 
achieved and this good 
performance is worthy of 

 2014/15 COPD target of 30.4% has been exceeded with an outstanding 

performance of 61.5% reported March 2015. 
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NHS Outcomes Framework Exception Report 

Performance Area Issues and Risks Key Actions 

(MRC) Dyspnoea Scale >3 

referred to a pulmonary 

rehabilitation programme 

(Target 30.4%) 

note. 

 

 CCG Quality Premium Dashboard: 
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This dashboard shows the CCG’s position against the Quality Premium, payment for which is made in 2016/17 in relation to this year’s 

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

available. The RAG rating is based on latest available date and is therefore subject to change.   

CCG Population 148,788

Measure

Title of Measure

% of 

quality 

premium

Value for 

CCG's
Threshold for success Latest Data

Measure 

Achieved

Eligible QP 

Funding

Reducing potential years life lost 10.00%  £     74,394 1.2%  reduction or more required 2012 -2015
2,278 (2013) compared 

to 2,451.7 (2012)
 £            74,394 

Reduction in the number of antibiotics prescribed in 

primary care

July 2015                

'Part A 1.2         

Reduction in the proportion of broad spectrum 

antibiotics in primary care

July 2015                      

Part B 5.9

Reduction in avoidable emergency admissions 10.00%  £     74,394 0% or reduction required compared to 2012/13

Aug 2015 ytd 1,215.8 

compared to Target 

1,190.3

 £         74,394 

Increasing the number of patients admitted for non- 

elective reasons discharged at weekends or bank 

holidays.

10.00%  £     74,394  At least 0.5% higher or >30% in 2015/16
Aug 2015 ytd discharges 

- 18.2%
 £         74,394 

Delayed transfers of care which are an NHS responsibility 10.00%  £     74,394 Reduction 2015/6 against 2014/15

Aug 2015 ytd 614

 £         74,394 

4 hour wait 95% 
Aug 2015 ytd 33.3% 

Waits

Coding 90%
Aug 2015 ytd  91.8% 

Coding

Reduction in the number of people with severe mental 

illness who are currently smokers
10.00%  £     74,394 

Reduction in smoking rates between 31 March 2015 

and 31 March 2016.
Aug 2015 46.1%  £         74,394 

10.00%  £     74,394 

People with COPD and Medical Research Council 

(MRC) Dyspnoea Scale >3 referred to a pulmonary 

rehabilitation programme 

March 2015 61.5%  £         74,394 

10.00%  £     74,394 Cancer: early detection  £         74,394 

TOTAL 100%  £   743,940  £       743,940 

Measure 

Achieved
Comments Adjustment to funding

YTD 94.6% Aug 15 YTD 30%

YTD 94.2% Aug 15 YTD 30%

YTD 95.1% Aug 15 YTD 20%

YTD 74.5% Sept 15 YTD 20%

Total Adjustment

Revised Total

AchievementValue

Quality Premium Funding 

Adjustment

 £                                        -   

 £                                        -   

NHS Constitutional rights and pledges

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

Improving antibiotic prescribing in primary and secondary 

care (reduction required across 3 categories) 
10.00%M

an
da

te
d

Ur
ge

nt
 &

 E
m

er
ge

nc
y 

Ca
re

M
en

ta
l H

ea
lth

 £                                        -   

NHS South Tyneside CCG Quality Premium 2015/16

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

Cancer waits - 2WW (Target 93%)

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

 £                                        -   

 £                           743,940.00 

Further local measure agreed by CCG and local Health 

and Wellbeing Board with NHS EnglandLo
ca

l

 £                                        -   

 £     74,394  £            74,394 

Reduction in the number of patients attending A&E 

departments for mental health related needs who wait more 

than four hours to be treated and discharged  or admitted 

(minimum 95%) together with  a defined improvement in 

coding of patients attending A&E. (minimum 90%) 

20.00%  £   148,788  £       148,788 
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Finance Report Month 6 (September) 2015/16 
 

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

 Report on the financial position for the six months ended 30th September 2015 
and provide the forecast position for 2015/16. 
 

 Provide a summary of Primary Care Co-commissioned budgets for information. 
  

 Provide assurance to the Governing Body of the CCG on delivery against key 
financial performance targets in 2015/16.   
 

2. Current Performance 
 
The 2015/16 planned financial performance for South Tyneside CCG is a surplus of 
£2,464k – equivalent to 1% of the CCG allocation.  Below is a summary of the overall 
position as reported nationally, followed by a summary of changes from last month.  
This report then provides a more detailed breakdown by service area, including 
running costs and primary care co-commissioning.  
 
Additional analysis is included in the appendices to this document as follows: 
 

 Appendix 1 – Financial Targets 

 Appendix 2 – DoH in year allocations 

 Appendix 2 – In year budget movements 

 Appendix 3 - Better payment practice code 
 

 
 

YTD 

Budget 

£'000

YTD 

Actual 

£'000

YTD 

Variance 

(Under)/ 

Overspen

d £'000

Annual 

budget 

£'000

 Forecast 

Outturn 

£'000

Forecast 

Variance 

(Under)/ 

Overspen

d £'000 

RAG rated

Month 05 

Forecast  

Variance

TOTAL ACUTE 64,758 65,536 778 129,517 130,838 1,321 1,247

TOTAL MENTAL HEALTH 13,721 13,720 (1) 27,442 27,423 (19) (212)

TOTAL COMMUNITY 6,020 6,052 32 12,040 12,096 56 445

TOTAL BETTER CARE FUND 6,296 6,296 0 12,591 12,591 (0) (0)

TOTAL CONTINUING CARE 8,077 10,034 1,956 15,212 19,090 3,878 2,880

TOTAL PRIMARY CARE 16,457 16,201 330 32,914 33,600 687 804

TOTAL OTHER CORPORATE 2,124 2,039 (84) 4,248 4,070 (178) (149)

TOTAL RESERVES 3,381 (181) (3,561) 6,761 (1,336) (8,096) (7,366)

TOTAL RUNNING COST 1,658 1,576 (82) 3,316 3,233 (83) (83)
122,491 121,273 (632) 244,040 241,606 (2,434) (2,434)

TOTAL PRIMARY CARE CO-COMMISSIONING (9,723) (9,542) (181) (19,447) (19,084) (363) (273)

INCOME & EXPENDITURE REPORT FOR COMMISSIONED SERVICES  - SOUTH TYNESIDE CCG  - YTD & 

FORECAST POSITION AS AT 30 SEPTEMBER 2015

Agenda item – 2015/95 

Enclosure 7  
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Detailed breakdown by service area 

 
 
 

 
 
Headlines  
  

 The month 06 position shows an over-spend for year to date with a forecast 
overspend of £1,321.  This is due to; 

 Forecast over performance with City Hospitals Sunderland of £1,284k.  This is due to 
large areas of over performance in day case and non elective activity. 

 Forecast over performance with South Tyneside FT is £999k.  This is in the main due 
to non elective activity and A&E attendances and is partly mitigated by under-

Month 06 

Position 

£'000

Month 05 

position 

£'000

Movement 

£'000 Description

Acute

City Hospitals Sunderland 1,284 1,021 263 Increased over activity

Gateshead Foundation Trust -154 -331 177 Data quality issues being reviewed by NECS

Newcastle Upon Tyne FT -497 -353 -144 Budget movement to fully reflect the dermatology transfer from CDDFT

NCA -147 -1 -146 Benefit from 14/15 year end accrual

Mental Health 0

S117 packages of care 2,580 0 2,580

Reallocation of S117 packages from CHC to the Mental Health section on the board 

report

Community Services 0

South Tyneside Foundation Trust 48 261 -213 Income allocation correction

Continuing Care 3,878 2,880 998

Increase in database value received from council.  Outstanding queries regarding 

reconciliation being addressed

S117 packages of care 2,580 -2,580 

Reallocation of S117 packages from CHC to the Mental Health section on the board 

report

Prescribing 687 804 -117 Reallocation of the PRIS budget from non recurring reserve to prescribing

Reserve -8,096 -7,366 -730 Release of reserves to cover additional pressure in CHC

Other - Various 242,023 242,111 -88 

TOTAL Forecast Outturn 241,606 241,606 0

Summary changes - month 05 to month 06

ACUTE SERVICES 

(Including Ambulance 

services)
YTD 

Budget 

£'000

YTD 

Actual 

£'000

YTD 

Variance 

(Under)/ 

Overspen

d £'000

Annual 

budget 

£'000

 Forecast 

Outturn 

£'000

Forecast 

Variance 

(Under)/ 

Overspen

d £'000 

RAG rated

Forecast 

Trend
South Tyneside NHS Foundation Trust 37,355 37,983 628 74,710 75,709 999

City Hospitals Sunderland NHS Foundation Trust 11,011 11,692 681 22,023 23,306 1,284

New castle Upon Tyne Hospitals NHS Foundation Trust 5,669 5,520 (149) 11,338 10,841 (497)

Gateshead Health NHS Foundation Trust 3,920 3,843 (77) 7,840 7,686 (154)

County Durham & Darlington NHS Foundation Trust 710 766 57 1,419 1,536 117

Northumbria Healthcare NHS Foundation Trust 283 216 (67) 566 433 (134)

North East Ambulance Service NHS Foundation Trust 2,407 2,376 (31) 4,814 4,783 (31)

Spire Healthcare 300 296 (4) 601 573 (28)

Transformation Fund 146 146 0 291 291 0

Other Acute Providers 105 97 (8) 210 173 (37)

Readmissions 692 690 (2) 1,385 1,380 (4)

Planned Care 0 0 0 0 0 0

Clinical Assessment and Treatment Centres 699 680 (20) 1,399 1,361 (38)

Urgent Care 0 0 0 0 0 0

Winter Pressures 624 393 (231) 1,248 1,240 (8)

Non Contract Activity 836 837 1 1,673 1,526 (147)

TOTAL ACUTE 64,758 65,536 778 129,517 130,838 1,321
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performance on elective.  Adjustments have been made to the forecast to reflect the 
expected reduction in A&E due to the implementation of the urgent care hub.  
Elective activity has not been adjusted. 

 NECS are experiencing some data issues with Gateshead FT information and this is 
being monitored. Corrections are expected for the month 07 finance report. 

 Newcastle FT is showing an increased underspend, this is due to a budget increase 
to fully reflect the dermatology transfer from County Durham and Darlington.   

 CDDFT are still incurring some activity for dermatology and are hence showing an 
overspend. 

 
Risks 

 1325 Over performance on acute contracts – monitored monthly at Governing 
Body, Contract Operational Group and bi-monthly at Governing Body. 
 

 
 
Headlines   

 The month 06 position shows the total mental health forecast being an underspend 
of £19k.  This is deterioration from month 05 and is due to the reclassification of 
S117 packages of care, which are now shown in Mental health as opposed to 
continuing care. 

Risks 

 1324 Out of Area Placements, new arrangements in place with NTW to manage and 
repatriate out of area patients - monitored monthly through the contracting route.  
NECS have advised that 2 patients have been repatriated with 2 more due to be 
repatriated in November.  This will generate a financial benefit for the CCG, to be 
reinvested in mental health services.  However the actual amount has not yet been 
calculated. 
 

 

 
  
 
 
 
 

MENTAL HEALTH SERVICES YTD 

Budget 

£'000

YTD 

Actual 

£'000

YTD 

Variance 

(Under)/ 

Overspen

d £'000

Annual 

budget 

£'000

 Forecast 

Outturn 

£'000

Forecast 

Variance 

(Under)/ 

Overspen

d £'000 

RAG rated Forecast Trend
Northumberland, Tyne and Wear NHS Foundation Trust 11,010 11,090 80 22,020 22,176 156

Tees, Esk and Wear Valleys NHS Foundation Trust 0 8 8 0 0 0

S117 1,290 1,458 168 2,580 2,916 336

Other Providers / NCAs 636 380 (256) 1,272 761 (511)

CAMHS 785 785 0 1,570 1,570 0

TOTAL MENTAL HEALTH 13,721 13,720 (1) 27,442 27,423 (19)

COMMUNITY SERVICES YTD 

Budget 

£'000

YTD 

Actual 

£'000

YTD 

Variance 

(Under)/ 

Overspen

d £'000

Annual 

budget 

£'000

 Forecast 

Outturn 

£'000

Forecast 

Variance 

(Under)/ 

Overspen

d £'000 

RAG rated Forecast Trend
South Tyneside NHS Foundation Trust - Community 4,869 4,875 6 9,739 9,787 48

New castle Upon Tyne Hospitals NHS Foundation Trust - Community 162 183 21 325 332 7

City Hospitals Sunderland NHS Foundation Trust - AQP 156 116 (40) 313 233 (80)

AQP 206 261 55 412 513 101

Miscellaneous Commissioning 490 480 (10) 980 958 (22)

Carers 136 137 1 272 274 2

TOTAL COMMUNITY 6,020 6,052 32 12,040 12,096 56
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Headlines 

 There is an over performance indicated at month 06 for the AQP contracts.  These 
are activity based contracts and can fluctuate month on month.  We expect the 
forecast to stabilise once the new specifications are implemented for some AQP 
services. 

 The over performance on STFT community contract is due to the pass through costs 
associated with continence and enteral feeds. 
 

 

 
 

Headlines 

 The Better Care Fund is a pooled budget arrangement with South Tyneside Council.  
It is a being administered by the Council 

 The BCF reserve is held in the event that the BCF does not meet its targets in 
reducing emergency admissions.  This will be released back into the BCF if targets 
are achieved. For Q1, the reserve will be used to fund the over performance in South 
Tyneside FT as the BCF targets were not achieved. 

 
Risks 

 1326 Risk of overspend on BCF or failure to deliver NEL activity reductions – 
majority of BCF schemes are funded on block and clear risk share in place within 
S75 agreement with Council regarding operation of the pooled budget.  BCF activity 
performance monitored at COG, and Integration Board 

 
 

 
 
Headlines 

 Continuing heath care is a key area of risk for the CCG.  Work is ongoing to 
understand the trends, drivers and potential mitigations to this pressure.  In addition, 
local and national benchmarking information is being reviewed as the CCG is a clear 
outlier within the north east. 

 Information received from the Council and the NECS CHC team indicate that CHC 
expenditure continues to rise.  In month 06 a worst case scenario has been forecast 
showing an overspend of £3.8m.  There are some data queries being reviewed 

BETTER CARE FUND YTD 

Budget 

£'000

YTD 

Actual 

£'000

YTD 

Variance 

(Under)/ 

Overspen

d £'000

Annual 

budget 

£'000

 Forecast 

Outturn 

£'000

Forecast 

Variance 

(Under)/ 

Overspen

d £'000 

RAG rated Forecast Trend
South Tyneside Foundation Trust - BCF 3,706 3,706 (0) 7,412 7,412 (0)

South Tyneside Council 2,237 2,237 0 4,474 4,474 0

Reserve 353 353 0 705 705 0

TOTAL BETTER CARE FUND 6,296 6,296 0 12,591 12,591 (0)

CONTINUING CARE YTD 

Budget 

£'000

YTD 

Actual 

£'000

YTD 

Variance 

(Under)/ 

Overspen

d £'000

Annual 

budget 

£'000

 Forecast 

Outturn 

£'000

Forecast 

Variance 

(Under)/ 

Overspen

d £'000 

RAG rated Forecast Trend
Adult Joint Funded 125 75 (50) 250 150 (100)

Children 550 842 292 1,100 1,649 550

Continuing Healthcare Assessment and Support 597 592 (5) 1,194 1,194 0

Funded Nursing Care 360 356 (4) 720 711 (9)

PCT Legacy National Contribution 943 943 0 943 943 0

Adult Fully Funded 5,503 7,226 1,724 11,005 14,443 3,437

TOTAL CONTINUING CARE 8,077 10,034 1,956 15,212 19,090 3,878
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between NECS and the council with an update finance meeting to be held early 
November and a new process for forecasting being devised. 

 
 Risks 

 1321 Financial reconciliation between council and CCG not undertaken in a timely 
manner – no concerns to report at this stage 

 1322 Strategic Risk that national provision for retrospective cases will be 
inaccessible for the CCG if retrospective cases are not processed by September 
2016.  CCG liaising with STFT with regard to increasing the funding available for the 
CHC team (non recurrently) in order to ensure delivery by autumn 2016. 

 1323 Children’s CHC packages demand pressure continues and rises - NECS to 
ensure a Children’s lead to review cases and agree costs.  

 

 
    
Headlines 

 The prescribing information from the PPA is released two months in arrears.  The 
forecast is calculated on a rolling basis.  The position at month 06 shows a projected 
overspend of £687k.  This is an increase of 3% on 14/15 outturn. 
 

Risks 

 1327 Prescribing budget insufficient - monitored monthly at Governing Body, 
Medicines Group and bi-monthly at Governing Body. 

 

 
 
Headlines 

 The month 06 position shows a forecast underspend on corporate services.  This is 
as expected. 
 

PRIMARY CARE  YTD 

Budget 

£'000

YTD 

Actual 

£'000

YTD 

Variance 

(Under)/ 

Overspen

d £'000

Annual 

budget 

£'000

 Forecast 

Outturn 

£'000

Forecast 

Variance 

(Under)/ 

Overspen

d £'000 

RAG rated Forecast Trend
Out of Hours 550 555 5 1,101 1,101 0

Local Enhanced Services 190 230 41 379 453 74

Medicines Managements - Clinical 178 177 (1) 355 355 0

Commissioning Schemes 386 381 (5) 773 773 (0)

Oxygen 350 317 (33) 699 667 (32)

Primary Care IT 277 277 0 554 554 0

Prescribing 13,941 14,263 323 27,881 28,526 645

Prescribing reserve 586 (586) 1,171 1,171 0

TOTAL PRIMARY CARE 16,457 16,201 330 32,914 33,600 687

OTHER CORPORATE YTD 

Budget 

£'000

YTD 

Actual 

£'000

YTD 

Variance 

(Under)/ 

Overspen

d £'000

Annual 

budget 

£'000

 Forecast 

Outturn 

£'000

Forecast 

Variance 

(Under)/ 

Overspen

d £'000 

RAG rated Forecast Trend
North East Ambulance Service NHS Foundation Trust - NHS 11 257 250 (7) 514 508 (6)

Exceptions and Prior Approvals 175 101 (74) 350 284 (66)

Interpreting Services 49 55 6 98 110 12

Reablement 75 25 (50) 150 50 (100)

NHS Property Services 621 621 0 1,242 1,242 0

Safeguarding 107 105 (2) 214 214 0

Other Miscellaneous 840 883 43 1,680 1,662 (18)

TOTAL OTHER CORPORATE 2,124 2,039 (84) 4,248 4,070 (178)
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Headlines 

 Reserves budgets are held in order to be released for agreed developments and to 
account for the agreed surplus of 1% and contingency of 0.5% 
 

Other CCG Risks 

 1328  CCG is deemed to be over-funded by 9% according to current allocation 
formula and there is a clear indication by NHSE to move CCGs towards target 
allocation but the pace of change is unclear.  For the CCG to move to within 5% of 
target allocation would require reductions in expenditure of £9m.  Finance working 
group to work through all current expenditure budgets to review opportunities for 
change and report to Governing Body. 

 
RUNNING COSTS 

 
 
 

RESERVES YTD 

Budget 

£'000

YTD 

Actual 

£'000

YTD 

Variance 

(Under)/ 

Overspen

d £'000

Annual 

budget 

£'000

 Forecast 

Outturn 

£'000

Forecast 

Variance 

(Under)/ 

Overspen

d £'000 

RAG rated Forecast Trend
Commissioning Reserve 1,215 (433) (1,648) 2,429 (1,832) (4,260)

Contingency 600 (600) 1,200 0 (1,200)

Non Recurrent Reserve 349 0 (349) 698 496 (202)

Non Recurrent Programmes 0 252 252 0 0 0

Surplus 1,217 0 (1,217) 2,434 0 (2,434)

TOTAL RESERVES 3,381 (181) (3,561) 6,761 (1,336) (8,096)

WTE 

Budget 

WTE 

Actual 

YTD 

Budget 

£'000

YTD 

Actual 

£'000

YTD 

Variance 

(Under)/ 

Overspen

d £'000

Annual 

Budget 

£'000

Forecast 

Outturn 

£'000

Forecast 

Variance 

(Under)/ 

Overspen

d £'000

Running Costs 

Admin Projects 0.00 0.00 50 50 0 100 100 0

Administration & Business Support 3.60 3.60 818 803 (15) 1,635 1,631 (4)

CEO / Board Office 3.40 3.00 242 236 (6) 484 470 (14)

Chair & Non Execs 0.00 4.05 63 51 (12) 127 121 (5)

Clinical Support 1.96 1.23 119 109 (10) 238 215 (23)

Commissioning 5.50 5.49 153 154 1 305 312 6

Education and Training 0.00 0.00 0 6 6 0 0 0

Estates and Facilities 0.00 0.00 40 40 0 80 80 0

Finance 1.93 1.44 87 78 (9) 175 158 (17)

General Reserve - Admin 0.00 0.00 47 14 (32) 94 76 (18)

IM&T 0.00 0.00 0 0 0 0 0 0

Quality Assurance 0.80 0.80 39 34 (5) 77 68 (9)

Quality Premium Admin 0.00 0.00 0 0 0 0 0 0

1,658 1,576 (82) 3,316 3,233 (83)

INCOME & EXPENDITURE REPORT FOR RUNNING COSTS  - SOUTH TYNESIDE CCG  - YTD & FORECAST 

POSITION AS AT 30 SEPTEMBER 2015
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Headlines 

 The forecast position in running costs shows an underspend of £83k however this 
is a very tight margin and will be monitored closely to ensure the CCG does not 
breach its running costs allocation.  It should also be noted that because of the 
10% reduction in running costs this year, the ability to underspend on running 
costs to offset commissioning overspends is no longer available. 

Risks 

 1329 Strategic risk as move to Primary Care Delegated Commissioning if the 
additional running costs associated with the additional responsibility is not 
recognised by NHSE. CCG is working closely with NHSE to understand exposure on 
this risk, also raising nationally where appropriate. 

 1330 Quality Premium – Risk that CCG will not achieve 100% payment for Quality  

 Premium accruing from 2014/15 and payable during 2015/16.  Receipt of Quality 
Premium not relied upon in financial plan however provides additional resilience for 
the CCG. 
 
For information only – Primary Care co-commissioning 
 

 
 

3. Recommendation 
 

The Governing Body is requested to: 
 
i) Consider this report and note the positive position for the CCG. 
 
 

Kate Hudson 
Chief Finance Officer  

Primary Care Co-

Commissioning YTD 

Budget 

£'000

YTD 

Actual 

£'000

YTD 

Variance 

(Under)/ 

Overspen

d £'000

Annual 

budget 

£'000

 Forecast 

Outturn 

£'000

Forecast 

Variance 

(Under)/ 

Overspen

d £'000 

RAG 

rated

General Practice - GMS 5,452 5,457 5 10,904 10,913 9

General Practice - PMS 703 703 (1) 1,407 1,405 (1)

General Practice - APMS 568 539 (29) 1,136 1,079 (58)

QOF 1,215 1,174 (41) 2,431 2,348 (83)

Enhanced Services 592 545 (47) 1,185 1,090 (95)

Premises Cost Reimbursement 850 793 (57) 1,701 1,586 (115)

Other Premises Cost

Dispensing/Prescribing Drs 71 74 2 143 147 5

Other GP Services 270 257 (12) 540 515 (25)

GP IT Services

NHS Property Services

Appraisal & Revalidation

Superannuation

HEE- Other GP Services

Reserves

9,723 9,542 (181) 19,447 19,084 (363)
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APPENDIX 1 
 

 

Board Report Target Achievement

Financial Target Target Detail

Year to Date 

Position 

Forecast 

Position 

Revenue Allocation  - Programme To keep expenditure within allocation i g

Revenue Allocation - Running Costs To keep expenditure within allocation h 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
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APPENDIX 2 
 

 
 

 
 
 
 
 
 
 
 
 
 
 
 
 

CCG Allocation Recurrent Non Recurrent Total

£000's £000's £000's

Confirmed Allocations: 

Total Allocation for CCG 237,356 237,356

Running Costs Allocation (3,316) (3,316)

Better Care Fund 4,195 4,195

Brought Forward 2014-15 Surplus 1,171 1,171

ETO/DTR Funding 661 661

GPIT 398 398

GPIT - Transitional Funding 156 156

Waiting list validation and improving operational processes 7 7

Initial allocation of funding for eating disorders and planning in 2015/16 96 96

Total NHS England Confirmed Programme Allocation 2015-16 238,235 2,489 240,724

0

Total NHS England Anticipated Programme Allocation 2015-16 0 0 0

Total NHS England Programme Allocation 2015-16 238,235 2,489 240,724

Running Costs Opening Baseline 3,316 3,316

0

Total Confirmed Running Costs Baseline 3,316 0 3,316

Total NHS England  Running Cost Allocation 2015-16 3,316 0 3,316

Total Allocations 241,551 2,489 244,040

NHS ENGLAND IN YEAR ALLOCATIONS - SOUTH TYNESIDE CCG
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APPENDIX 3 

 

Aug-15 Sep-15 Variance Description

ACUTE SERVICES (Including Ambulance services)
South Tyneside NHS Foundation Trust 74,710 74,710 0

City Hospitals Sunderland NHS Foundation Trust 22,023 22,023 0

New castle Upon Tyne Hospitals NHS Foundation Trust 11,138 11,338 200

budget from reserve to cover the full 

dermatology contract w ith NUTH

Gateshead Health NHS Foundation Trust 7,840 7,840 0

County Durham & Darlington NHS Foundation Trust 1,419 1,419 0

Northumbria Healthcare NHS Foundation Trust 566 566 0

North East Ambulance Service NHS Foundation Trust 4,814 4,814 0

Spire Healthcare 601 601 0

Transformation Fund 291 291 0

Other Acute Providers 210 210 0

Readmissions 1,385 1,385 0

Planned Care 0 0 0

Clinical Assessment and Treatment Centres 1,399 1,399 0

Urgent Care 0 0 0

Winter Pressures 1,248 1,248 0

Non Contract Activity 1,673 1,673 0

TOTAL ACUTE 129,317 129,517 200

MENTAL HEALTH SERVICES
Northumberland, Tyne and Wear NHS Foundation Trust 22,020 22,020 0

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

S117 packages of care 2,580 2,580

S117 packages moved from continuting 

care to Mental health

Other Providers / NCAs 1,272 1,272 0

CAMHS 1,644 1,570 (74)

TOTAL MENTAL HEALTH 24,936 27,442 2,506

COMMUNITY SERVICES

South Tyneside NHS Foundation Trust - Community 9,275 9,739 463

Correction to AQP budgets and community 

contract 

New castle Upon Tyne Hospitals NHS Foundation Trust - Community325 325 0

City Hospitals Sunderland NHS Foundation Trust - AQP 313 313 0

AQP 412 412 0

Miscellaneous Commissioning 980 980 0

Carers 386 272 (114) Carers budget moved into BCF

TOTAL COMMUNITY 11,690 12,040 349

BETTER CARE FUND
South Tyneside Foundation Trust - BCF 8,414 7,412 (1,001) Correction to allocation of BCF contra

South Tyneside Council 3,473 4,474 1,001 Correction to allocation of BCF contra

Reserve 705 705 0

TOTAL BETTER CARE FUND 12,591 12,591 (0)

CONTINUING CARE
Adult Joint Funded 250 250 0

Children 1,100 1,100 0

Continuing Healthcare Assessment and Support 1,194 1,194 0

Funded Nursing Care 720 720 0

PCT Legacy National Contribution 943 943 0

Adult Fully Funded 13,585 11,005 (2,580)

S117 packages of care moved to mental 

health

TOTAL CONTINUING CARE 17,792 15,212 (2,580) 0

PRIMARY CARE  
Out of Hours 1,101 1,101 0

Local Enhanced Services 379 379 0

Medicines Managements - Clinical 355 355 0

Commissioning Schemes 773 773 0

Oxygen 699 699 0

Primary Care IT 554 554 0

Prescribing 27,771 27,881 110

PRIS budget from non recurring reserve 

moved to prescribing

Non recurring prescribing reserve 1,171 1,171 0

TOTAL PRIMARY CARE 32,804 32,914 110

OTHER CORPORATE 
North East Ambulance Service NHS Foundation Trust - NHS 11 514 514 0

Exceptions and Prior Approvals 350 350 0

Interpreting Services 98 98 0

Reablement 150 150 0

NHS Property Services 1,242 1,242 0

Safeguarding 234 214 (20)

Safeguarding budget moved to cover 

costs in the contract

Other Miscellaneous 1,680 1,680 0

TOTAL OTHER CORPORATE 4,268 4,248 (20)

RESERVES

Commissioning Reserve 2,884 2,429 (455) correction to AQP and community contract

Contingency 1,200 1,200 0

Non Recurrent Reserve 808 698 (110) PRIS

Non Recurrent Programmes 0 0 0

Surplus 2,434 2,434 0

TOTAL RESERVES 7,326 6,761 (565)

240,724 240,724 (0)
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Better Payment Practice Code - 30 Days NUMBER £000's

Non-NHS

Total Non-NHS Trade Invoices Paid in the Year 2,528 16,117

Total Non-NHS Trade Invoices Paid Within 30 Day Target 2,462 15,958

Percentage of Non-NHS Trade Invoices Paid Within 30 Day Target 97.39% 99.01%

NHS 

Total NHS Trade Invoices Paid in the Year 660 85,162

Total NHS Trade Invoices Paid Within 30 Day Target 652 84,817

Percentage of NHS Trade Invoices Paid Within 30 Day Target 98.79% 99.59%

BETTER PAYMENT PRACTICE CODE - SOUTH TYNESIDE CCG 

FOR THE SIX MONTHS TO 30 SEPTEMBER 2015
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1) Background 
 

Every year Clinical Commissioning Groups (CCGs) are required to undertake a planning cycle in order 

to identify and prioritise the work they will be carrying out in the forthcoming year. 

The planning requirements are split between the publication of the CCGs annual commissioning 

intentions and a review and resubmission of several health related outcome trajectories covering a 

range of health outcome/improvement indicators.   The process also knits in with the annual 

contacting cycle. 

This year’s overarching planning process was initiated in September with a Governing 

Body/Executive development session. The session was used to review the traditional approach to 

planning the CCG’s priorities for delivery and to consider an alternative approach for 2016/17 taking 

a range of challenges into account..  

Initiatives in previous years have been generated through discussions with clinical leads and 

prioritisation with a wider network of stakeholders including clinical colleagues, public health and 

public engagement resulting in a board range of programmes and thus initiatives for delivery. 

Following discussions with representatives from the national NHS Right Care programme, the 

proposal put to the Governing Body/Executive was for the planning leads to engage further with this 

approach and consider the appropriateness of its adoption to support the 2016/17 planning round. 

After discussion the Governing Body/Executive agreed and authorised the group to continue 

discussions with the Right Care Programme team to identify a best fit for local planning purposes.  

This paper provides the Governing Body with a progress update following the session in September, 

including an updated position re the Right Care approach and ongoing dialogue with representatives 

from the Canterbury Partnership re the adoption of the Health Pathways approach to support 

transformational change/service redesign.  

2) Right Care 
 
The Right Care approach can be summarised in two steps; 
 

1. Helps health economies find where they are wasting money on sub-optimal healthcare 
2. Helps them replace that with optimal healthcare and realise efficiencies 

 
Within previous years the CCG has utilised the centrally produced Commissioning for Value (C4V) 

Packs, which were a forerunner of the formal ‘Right Care’ support offer. The packs compared CCGs 

against 10 ‘equivalent’ CCGs (based on population demographics) on a range of indicators including 

health outcomes and spend. The aim of the information was to support CCGs to identify the 

opportunities for change within their locality which will deliver the greatest impact/benefit to their 

patient population. 

Information is triangulated against; Quality, Spend and 
Patient Outcomes in order to identify priority programmes 
which offer the best opportunity to improve healthcare for 
populations.  



The findings from the pack were not prescriptive in dictating to local commissioners what should be 
changed, their purpose was to provid an insight to stimulate local discussions.  
 
The transformational change required in response to the findings is down to local determination.   
 
‘By using these packs CCGs will be able to ensure their plans focus on the opportunities which have 
the potential to provide the biggest improvements in health outcomes and resource utilisation’1.    
 
To date, the annual submission of the South Tyneside C4V packs have been reviewed in line with a 
number of other sources of performance data to inform the planning process. In particular, note has 
been taken of the areas highlighted within the pack as being of greatest opportunity/need for 
improvement (bottom right quartile of the diagram below).  
 

 
 
The pack triangulates opportunities in 

terms of where there is variation in 

quality and outcomes and also 

opportunities for financial savings.  

The South Tyneside pack consistently 
reaffirmed all available local 
intelligence by highlighting the 
following pathways as areas of 
variation from our equivalent CCGs in 
terms of both above average spend 
and below average outcomes; 
 
 

 

 Cardio Vascular Disease (CVD) 

 Cancer 

 Respiratory 

 Mental Health 
 
This information has helped focus and inform the planning process over the previous two planning 
rounds.  
 
Within the 2015/16 release the information packs drill down further by highlighting specific areas of 

challenge within an overall pathway of care, again helping to ensure attention and resources are 

focussed on the areas of greatest need.  

                                                           
1  Commissioning for Value: Integrated care pathways February 2015 Contents NHS South Tyneside CCG 



   
The example above from the COPD pathway provides an additional level of information around the 

performance within this specific pathway. It highlights higher disease prevalence in South Tyneside, 

higher recording of COPD yet a significantly higher spend for non elective care. This information then 

allows for a defined and focussed discussion with clinicians in order to ensure redesign is targeted at 

the most appropriate areas.  

A key principle from the Right Care approach is that once the areas of greatest opportunities have 

been identified and agreed then as many available resources as possible are focussed towards them. 

In summary, a smaller number of higher impact initiatives are prioritised on the basis that focussed 

work in these areas will lead to the greatest impact on quality/outcomes and finance. 

 

Whilst the Governing Body/Executive were happy with this approach, there was acknowledgement 

that there would still be a number of ‘must do’ initiatives that fell outside of the identified areas of 

focus. As such the working principle is that 80% of resources could be focussed on the 3 areas of 

greatest opportunity (Cancer, CVD,  Respiratory) whilst 20% would continue to focus on the other 

‘must do’ areas for delivery.  

Following on from discussions with the Governing Body, a CCG/LA/NECS Right Care Steering Group 

has been established with initial focus on the production of a deep dive data pack for the top 3 

priority areas. At the time of writing these packs are being finalised (summary findings are included 

in appendix i) however their aim is to drill down even further and highlight specific areas of 

improvement opportunities across all 3 pathways. This will then be used to inform conversations 

with clinical colleagues in order to develop the required service redesign proposals and to maximise 

the opportunities which will be presented by the partnership work with the Canterbury Health 

System, specifically the Pathways software and the associated way of working. 



The Right Care Programme have been working with a number of CCGs across the country supporting 

them through the above process utilising the right Care diagnostic tools, identifying areas of 

opportunity/improvement (for both outcome and spend) and subsequently working with local 

clinicians to develop transformational service redesign proposals which address those areas and 

there is therefore a track record of success.  

Following on from a number of successful collaborations the programme has now been 

commissioned to work with a further 50 CCGs supporting them undertake a similar process. 

Nominations to become one of the 50 sites were made via NHS England and South Tyneside CCG has 

been selected to become one of the sites. Timescales for the process aren’t currently known nor is 

the level of central support that this available with the offer.  

 

Until the detail of the support offer is known, the local team will continue to develop a process and 

timeline which is in line with national planning requirements.  

 

3) HealthPathways 
 

Through its involvement with the Pioneer programme the CCG has made links with a project team 

from Canterbury in New Zealand who have undertaken a successful large scale integration and 

development programme.  Part of this has included system wide development and implementation 

of enhanced pathways of care which has delivered significant positive outcomes for both the 

organisational partners and the patients.  

The HealthPathways approach is underpinned by a web-based information portal that supports 

clinicians to plan patient care through primary, community and secondary health care systems 

throughout Canterbury. It acts as a 'care map', enabling all members of a health care team 

(regardless of setting) to have a standardised approach to an individual’s care.  

The site includes all of the integrated patient pathways that have been collectively developed and 

agreed by health professionals from across the entire health pathway.  

Ongoing dialogue with the Canterbury partnership has led to a formal offer of support whereby 

representatives from the New Zealand team would support South Tyneside health and social care 

Partnership to undertake a similar process utilising the learning and practical tools developed as part 

of the Canterbury approach. The arrangement would also include access to the on line portal which 

would provide access to the integrated pathways developed to date.  

 

4)  Points for consideration 
 

Both of the processes above have a demonstrable record in being utilised to directly deliver 

improved outcomes for patients and partner organisations, and both have features which could be 

positively utilised locally to review, plan and deliver transformational change.  Discussions are 

underway in terms of how a blend of these two approaches could be used to maximum effect – for 



example, Rightcare provides the intelligence and the diagnosis, and Pathways provides an enabling 

implementation route.  

5) Finance 
 

The CCG is in the process of revisiting its strategic financial plan using best current intelligence.  CCG 

allocations will be issued mid-December and it is understood that these will be three year firm 

allocations and indicative for a further two years.  It is also understood that NHS England is reviewing 

the issue of CCG target allocations and wishes to address the variances in funding between those 

deemed over and under target.  Indications are that NHS England plans to move at pace on this 

matter which will have significant impact for STCCG as it is currently 9% over-target.  In addition, 

NHS England will also be targeting CCG running costs and latest information suggests a cut of 

between 3 and 5% to running cost allocations. 

As part of the Integration Board work the CCG has undertaken an exercise with ST Council to 

understand the extent of the financial gap going forward for the South Tyneside patch.  This work 

forecasts likely income against known pressures and the result suggests that in five years time there 

will be a worst-case funding shortfall of £72m in the South Tyneside system. Work on this progresses 

via the Local Leadership of Health and Care group. 

6) Timescale 
 

The table below summarises the key milestones within this years planning process. Further guidance 

will be made available within the release of the 2016/17 planning guidance expected in December.  

 

Month Task 

November Update to Governing Body 
Draft activity trajectories agreed (may be several submissions during Jan and Feb) 

December Final Planning guidance released  
National tariff published including tariff inflation and efficiency 
Development of end product (Document content to be decided) 
Development of 2015/16 CQUIN/national CQUIN issued 
Standard 15/16 contract released 
Update to Integration Board on joint commissioning planning activities in detail and 
general update 
LEB- 10th  
Council of Practices- 17th  

November/January Update to GB 
Endorsement via GB 
National contract issued 

January Sign off via Exec Committee 
Education Forum- 21st  

February Publish Commissioning intentions 
Submission of full commissioner plans 
OSC 16th  
Education Forum- 25th  

March Assurance of plans 
Completion of contract sign off (post mediation) 



Plans approved by Governing Body  
2016/17 CQUIN sign off 
Update as necessary to Integration Board 
Checkpoint for progress with trajectories 

April Submission of full final plans 

 

 

7) Next steps 
 

The Governing Body is asked to note the content of the paper and progress to date. No formal 

decision is required at this stage and regular updates will be provided to the Governing body 

throughout the planning round. 

 

  



8) Appendix 
 

Appendix i – Deep dive summaries. 

Cancer  

 STCCG Overall prevalence around average   

 When split by gender,  female prevalence a lot higher than males 

 Several age ranges apparent where prevalence is higher than regional average 

 Premature mortality is extremely high – poorest of all CCGs – driven largely by males  

 Below regional average for 1 year survival rate 

 Low comparative improvement of 1 year survival rate over time 

 Below average performance in new cancer cases diagnosed at stage 1 or 2  

 Primary prescribing spend below regional average 

 Cervical and breast screening extremely high per registered patient comparative to regional 

CCGs 

 Bowel screening extremely poor performing – worst of all CCGs 

 Elective admissions per 100,000 lower than average 

 Elective spend per admission higher than average 

 Elective LOS higher than average  

 Emergency admissions lower than average 

 Emergency spend is around average  

 Emergency LOS is around average  

 Colonoscopy Procedures above average per 100,000 

 Endoscopy Procedures around average per 100,000 

 Sigmoidoscopy above average per 100,000 

 

 



CVD 

 
 South Tyneside is below average in 19 of 21 CVD related prevalence indicators.  

 The biggest area being Heart failure prevalence – Largely driven by males  

 Atrial Fibrillation in females is also comparatively high.  

 Primary Care spend is just above average – Spend decreasing over time  

 Below average in terms of Electrocardiogram procedures  

 However trend is rising year on year – Numbers doubled from 13/14 to 14/15. Current 

figures suggest this will rise again this year.  

 Echocardiogram procedures just over average – experienced a large jump in procedures in 

14/15 – Activity is lot more unpredictable over time  

 ST Health checks offered to eligible patients is 6% below average  

 Emergency diagnosis per 100,000 show Hypertension and IHD to be areas of high 

comparable activity  

 Hypertension being predominantly driven by females, IHD by males  

 Both areas slightly improving over time but still well above average  

 Emergency diagnosis per 100,000 for Stroke patients is well below average  

 Emergency LOS shows three areas of concern, Stroke (1st), Atrial Fibrillation (2nd) and 

Hypertension (3rd).  

 Rate for cardiovascular disease mortality in under 75’s in extremely low for STCCG regarding 

both genders. 

Respiratory 

 COPD is a huge outlier, highest in the region - massively prevalent Z score of 2 which is a 

statistically valid outlier.  

 This is high for both genders – Male (Z Scores 1.98) and female (1.96) ranked 1st 

comparatively for both.  



 Largest COPD difference from STCCG to the regional average comes under age groups 70 to 

84.  

 Smoking is also extremely high comparatively – more a male issue than female – though 

both high.  

 Smoking by age group shows the problem in STCCG to be more of an older (50 yrs+) issue as 

opposed to a younger problem (50yrs and below)  

 Asthma prevalence is below regional average for both male and females although has a 

relatively high rate in 10-14 year olds olds compared to other CCG’s , particular female.  

 Respiratory drug spend by GP pharmacists is the highest spend comparatively with £7.63 per 

ASTRO-PU against an average of £6.55  

 Respiratory primary prescribing has been increasing since 11/12 collectively. STCCG mirrors 

this trend however has grown 18% in 4 years, with only a 9% increase on average overall  

 Secondary Care – Emergency Activity  

 Outlier activity regarding diagnosis per 100,000 people show Influenza (Z score 2.1) and 

COPD (1.4) to be the stand out areas  

 For COPD - By gender shows Male (1.8) as more predominant than females (1.0). Males have 

been historically high comparably since 2010/11. By age range shows Male 75+ experience 

extreme variation to the average. NHS PROTECT  

 Influenza and pneumonia is massively driven by Females (2.3 Z score). It shows huge 

variation from average from 65yrs onwards. Trend shows the issue is worsening over time.  

 Influenza and pneumonia (1.8) and COPD (1.8) are also large outliers regarding Cost per 

admission, both ranked highest when benchmarked.  

 Regarding length of stay, 9 out of 11 indicators are extremely high in relation to the average, 

most notably in COPD (1.5 Z score), Influenza (1.5), acute lower respiratory infection (1.7) 

and conditions of the lower respiratory tract (1.7). This is an historic problem having all been 

well above average from 2010/11.  



 In terms of actual numbers of activity only acute upper respiratory infection and other 

diseases of upper respiratory were worth looking at in terms of elective activity  

 Both are above average in terms diagnosis, Cost per admission and LOS, although nothing as 

pressing as the findings from the emergency activity  

 Below average in terms of u75 premature deaths for both genders  

 Males (31) have a larger mortality rate than females (27) per 100,000  

 Male trend over time highlight the latest figure (2014) is a large step change down from the 

previous two years 
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Development of the End of Life Strategy for South Tyneside CCG 
 
 
Background 
 
In 2008 the Department of Health produced a national strategy for end of life care 
(End of Life Care Strategy (2008) DH).  This document outlined the areas that needed 
greatest improvement: 
 

 Raising the profile. 

 Strategic Commissioning 

 Identifying people approaching end of life 

 Care planning 

 Co-ordination of care 

 Rapid access to care 

 Delivery of high quality services in all locations 

 Last Days of life and care after death 

 Involving and supporting carers 

 Education and training and continual professional development 

 Measurement and research 

 Funding 
 
At this time 58% of people in England died in hospital. 
 
In 2009 the National Council for Palliative Care (NCPC) established the Dying Matters 
Coalition (DMC) to promote public awareness of dying, death and bereavement.   
DMC highlighted 70% of people want to die at home and 1% of people on a GP list 
are likely to die in the next 12 months.  Identifying this 1% will improve their end of life 
care (Kings Fund, 2015). 
 
Locally in the North East, ‘Deciding Right’ was developed as a response to 
strategically promoting care at end of life.  It has subsequently been adopted by the 
Northern England Strategic Clinical Networks as a way of raising standards of care 
and meeting expectations of those individuals and families facing difficult decisions 
 
In addition, NICE identified 16 quality statements (Appendix 1) regarding end of life 
care (End of Life Care (2011) NICE) for use of health and social care services.  It was 
amended in 2013 to reflect the review, and subsequent withdrawal of the Liverpool 
Care Pathway (LCP).   
 
The Office for National Statistics (ONS) produced a survey of the public’s views in this 
area (National Survey of Bereaved People (Voices) 2014).  Their main findings were: 

 75% of bereaved people rate the overall quality of end of life care for their 
relative as outstanding, excellent or good; 10% rated care as poor. 

 69% of bereaved people whose relative or friend died in a hospital, rated care 

https://www.gov.uk/government/uploads/system/uploads/attachment_data/file/136431/End_of_life_strategy.pdf
http://www.ncpc.org.uk/
http://www.dyingmatters.org/overview/about-us
http://www.kingsfund.org.uk/projects/gp-commissioning/ten-priorities-for-commissioners/endoflife-care
http://www.nescn.nhs.uk/common-themes/deciding-right/
https://www.nice.org.uk/guidance/qs13/resources/end-of-life-care-for-adults-2098483631557
https://www.gov.uk/government/publications/review-of-liverpool-care-pathway-for-dying-patients
http://www.ons.gov.uk/ons/rel/subnational-health1/national-survey-of-bereaved-people--voices-/2014/stb-voices-2014.html
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as outstanding, excellent or good. This is significantly lower than outstanding, 
excellent or good ratings of care for those who died in a hospice (83%), care 
home (82%) or at home (79%). 

 Ratings of fair or poor quality of care are significantly higher for those living in 
the most deprived areas (30%) compared to the least deprived areas (21%).  

 33% reported that the hospital services did not work well together with GP and 
other services outside the hospital.  

 75% of bereaved people agreed that the patient’s nutritional needs were met in 
the last 2 days of life, 13% responded that the patient did not have enough 
support to eat or receive nutrition. 

 86% of bereaved people understood the information provided by health care 
professionals, but 16% disagreed they had time to ask questions with health 
care professionals.  

 
These previous publications are reflected by the publication of ‘One Chance to Get it 
Right’ (2014) providing guidance to caring organisations.  NCPC have also produced 
supportive guidance for person-centered care (Every Moment Counts, 2015), 
accessible to the public and carers. 
 
Strategically, this previous work has been brought together by the National Palliative 
and End of Life Care Partnership (NPELCP).  This sets out a strategic approach for 
2015 -2020.  In so doing it highlights how little progress has been made in England 
since the End of Life Strategy on 2008.  It focuses on six ambitions: 

1. Each person is seen as an individual.    
2. Each Person gets fair access to care    
3.  Maximising Comfort and Wellbeing    
4.  Care Co-ordination.    
5.  All staff are prepared to care.    
6.  Each community is prepared to help.    

 
It expects eight underpinning foundations to have been achieved for these ambitions 
to be achieved. 

1. Personalised care planning 
2. Shared Records 
3. Evidence and information. 
4. 4. Involving, supporting and caring for those important to the dying person. 
5. Education and Training  
6. 24/7 access to care. 
7. Co-design 
8. Leadership. 

 
South Tyneside Context 
 

 People in South Tyneside are more likely to die in hospital than in most other 
parts of the country.  (57% compared to 47% nationally and 49% across the 
North East). 

https://www.gov.uk/government/uploads/system/uploads/attachment_data/file/323188/One_chance_to_get_it_right.pdf
http://www.nationalvoices.org.uk/sites/www.nationalvoices.org.uk/files/every_moment_counts_final_with_links.pdf
http://endoflifecareambitions.org.uk/wp-content/uploads/2015/09/Ambitions-for-Palliative-and-End-of-Life-Care.pdf


 
 

 
5 

 It is interesting that comparisons to similar CCGs suggests this is not 
something that can be explained by demography, as the figure is 48% in similar 
CCGs. 

 The proportion of deaths which occur in hospital has fallen since 2011/12, but 
the recent trend has been flat.  

 The comparative rate of deaths in hospital worsens with age and the likelihood 
of dying in hospital for South Tyneside males aged 85+ is the second highest in 
the country.   

 Local data suggests that the number of care home patients admitted to hospital 
at end of life increased in 2014/15, following decreases in the previous two 
years. 

 South Tyneside has the highest proportion of patients on primary care palliative 
care registers in the North East, though this varies between practices.   

 South Tyneside reports the highest proportion of palliative care patients with an 
emergency health care plan in the North East.                 

 Recording of preferred place of death for patients currently on the palliative 
care register is the highest in the North East (42.4% August 2015). 

 Where both preferred and actual place of death is known, 69% of South 
Tyneside people die in their place of choice. 
 

In 2012 NHS South of Tyne and Wear published an ‘End of Life Strategy for South 
Tyneside 2012-2017.  With the exception of the appointment of two part time palliative 
care consultants most of the items in this strategy were transposed to a draft South 
Tyneside Partnership End of Life Strategy 2015-2020.  This was developed in Q1 
2015/16 from the identified commissioning intentions.  The immediate commissioning 
priorities are: 

 Develop a 7 day service 

 Ensure rapid access to care outside hospital 24/7 

 Ensuring appropriate workforce provision 

 Ensure the appropriate estate and infrastructure 

 Continue to provide education (generalist and specialist) 

 Support to care homes 
 
This document has been a commissioner led assessment of need which has not been 
shared with providers as the cost implications and desired future state is yet to be 
detailed (Appendix 2). 
 
Involvement of Stakeholders 
The end of life care workstream was taken over by Dr Jon Tose, Clinical Director and 
Christine Briggs, Director of Operations during summer 2015  and a workshop took 
place on 6th October with stakeholders to discuss the issues that will inform an holistic 
future state for end of life care in South Tyneside. 
 
 
Along with CCG representatives, The group comprised of: 
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 South Tyneside NHS Foundation Trust. –District Nursing and Palliative Care 
Consultants 

 St Clare’s Hospice 

 NHS South Tyneside CCG –clinical leads  

 Age UK 

 South Tyneside Council –Adult Services and Public Health. 

 Carers Association South Tyneside 

 North of England Commissioning Support. 

 Alzheimer’s Disease (South Tyneside) and MacMillan were also invited. 
 

The event was a discussion with individuals from key agencies around the central 
theme of what is important to people and their families at their end of life.  It used the 
format of developing a driver diagram championed by the King’s Fund as a way of 
focusing on key issues –primary and secondary that once fully developed ‘drive’ 
services towards delivering the agreed primary outcome. 
 
The primary outcome, taken from the NPELCP 2015-2020 strategy, used in the 
discussion was:   
 
 

‘A person can make the last stage of their life as good as possible because everyone 

works together honestly and consistently to help me and the people who are important 

to me, including my carers’. 

 

 
 
The group was asked to put down on ‘post-it’ notes what they thought was important if 
South Tyneside was to deliver against this outcome.  The thoughts were aggregated 
into primary drivers: 

 Personalised care planning.  Everyone approaching the end of life should be 
offered the chance to create personalised care plans 

 Leadership.  STCCG and STC collaborate to champion collaborative, 
population based proactive commissioning for end of life and bereavement care 

 Evidence-based Care.  The care team instills confidence by providing 
collaborative evidence-based care 

 Data and Information.  Service providers need to collaborate in recording and 
making available robust data pertaining to end of life services 

 Education and Training.  Every person involved in care of someone at the end 
of their life needs to be competent and up to date in their knowledge and 
practice 

 
And Secondary Drivers: 
o Each Person gets fair access to care irrespective of prior long term conditions e.g. 

dementia     

http://www.kingsfund.org.uk/projects/pfcc/driver-diagrams
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o Shared records to be shared with the person and all services providing support 
o EOL care is integrated with a person’s other care e.g. LTC 
o 24/7 access is provided -the distress of uncontrolled pain and symptoms cannot 

wait for 'opening hours'     
o Involving Supporting and Caring for those important to the dying person -

bereavement and pre-bereavement care      
o Co-design is an expected part of care -best care is a collaboration between a 

person and service providers     
o Each person can access help at the most appropriate place and time.  
o Care co-ordination is clearly in place     
o A person is provided with a clear diagnosis     
o Patient outcomes are identified with the patient.     
o Care should be delivered in a person’s home unless there are valid reasons not to 

do so.         
o There is a clear EOL strategy with dedicated resources    
o Commissioning is informed by patients' and carers' views     
o There are opportunities to raise awareness of the public on EOL issues.  
o Services commissioned are informed by needs assessment informed by local da 
o Patients get the outcome of care they expected.     
o There is a clear structure for monitoring EOL care.     
o There is a clear process in South Tyneside for the assessment of needs, care 

planning and advanced care planning for EOL     
o The process in South Tyneside for the assessment of needs, care planning and 

advanced care planning for EOL is aligned to best practice guidance.  
o Places for EOL care clearly identified and they include patients’ homes.  
o The data used to identify the need for EOL care is robust and has been analysed 

appropriately.     
o There is a clear structure for workforce development and training across settings. 
o All staff are prepared to care.  i.e. skilled and competent to support people at their 

EOL.     
o Training is available for voluntary and community based organisations.  
 
These were combined into a draft driver diagram (Appendix 3) to be agreed by the 
group but then to be used as the basis for developing task and finish groups to 
achieve the stated aim of developing a comprehensive end of life strategy for South 
Tyneside that all stakeholders have a vested interest and desire to deliver. 
 
These task and finish groups will also consider issues identified and not addressed in 
previous PCT strategic documents e.g.: 
 

 Development of key metrics  
Quantitative measures: 

i. Increase the number of patients dying in their preferred place of 
care where possible in line with the national target 

ii. All end of life patients will be offered the opportunity of an 
advanced care plan where appropriate 
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iii. Reduction in unnecessary hospital admissions for end of life 
patients 

iv. Reduction in unnecessary A&E attendances for end of life 
patients 

v. Increase education and training in end of life care for health 
professionals 
 

Qualitative measures: 
vi. Families / carers experience of end of life care 

 

  Outstanding issues 
i. Develop a health needs assessment to inform the strategy and 

future models. This will include: 
ii. Review arrangements for specialist palliative care with a view to 

understanding the risks associated with the substantive level of 
cover.  

iii. Analyse the volume of current specialist cases versus non 
specialist. 

iv. What are the needs for services, now and in future? 
v. Review volumes of activity which occur overnight to understand 

demand for services – this may also include a review of 
admissions to hospital after 1am for palliative care patients. 

vi. Identify opportunities for alternative safe skill mix and/or the 
potential to develop a hub and spoke model between St 
Benedicts and St Claire’s and to put relevant implementation 
plans  in place for 15/16 and 16/17 

vii. Consider potential future arrangements for specialist palliative 
care consultant outreach into additional community settings in the 
future, such as the patient’s home. 

viii. Review community and primary care services supporting end of 
life and specialist palliative care to ensure pathways are seamless 
and protocols and documents are standardised as possible, 
including Advanced Care Planning.  The roll out of the Integrated 
Community Teams ‘foundation’ model will be a crucial enabler of 
this element of the work. 

ix. Consider the future arrangements required for inpatient palliative 
care beds in the borough. This should consider analysis carried 
out around costs per head for the current hospice provision and 
the quality of services delivered. 

x. Clearly define the role of St Claire’s Hospice and future potential 
arrangements 

Next Steps. 
 
The next meeting of the group will take place on 1st December 2015.   
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Before then, the Clinical Leads Dr Matthew McCLoskey and Dr. Nousha Ali will have 
met with their NECs support Darren Archer to discuss the development of task and 
finish groups.   
 
The aim of these groups is to address the key issues in the driver diagram and 
develop a timescale that keeps all partners engaged.   
 
There is a feeling in the stakeholder group that South Tyneside has had a number of 
these scoping meetings regarding end of life care previously.  Therefore, there is an 
expectation that the development of task and finish groups will demonstrate South 
Tyneside CCG’s commitment to delivering change and improvement.  
The Governing Body are asked to endorse the content of this report including the draft 
end of life care strategy attached at Appendix 2.  
 
List of appendices: 

 Appendix 1: NICE identified 16 quality statements regarding end of life care. 

 Appendix 2. DRAFT South Tyneside Partnership End of Life Strategy 2015-2020. 

 Appendix 3- End of Life Strategy Driver Diagram 
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Appendix 1 
 
 

NICE identified 16 quality statements regarding end of life care. 
(End of Life Care (2011) NICE). 

 
 

1.  People approaching the end of life are identified in a timely way. 
2.  People approaching the end of life and their families and carers are 

communicated with, and offered information, in an accessible and sensitive way 
in response to their needs and preferences. 

3. People approaching the end of life are offered comprehensive holistic 
assessments in response to their changing needs and preferences, with the 
opportunity to discuss, develop and review a personalised care plan for current 
and future support and treatment. 

4. People approaching the end of life have their physical and specific 
psychological needs safely, effectively and appropriately met at any time of day 
or night, including access to medicines and equipment. 

5.  People approaching the end of life are offered timely personalised support for 
their social, practical and emotional needs, which is appropriate to their 
preferences, and maximises independence and social participation for as long 
as possible. 

6.  People approaching the end of life are offered spiritual and religious support 
appropriate to their needs and preferences. 

7.  Families and carers of people approaching the end of life are offered 
comprehensive holistic assessments in response to their changing needs and 
preferences, and holistic support appropriate to their current needs and 
preferences. 

8.  People approaching the end of life receive consistent care that is coordinated 
effectively across all relevant settings and services at any time of day or night, 
and delivered by practitioners who are aware of the person's current medical 
condition, care plan and preferences. 

9.  People approaching the end of life who experience a crisis at any time of day 
or night receive prompt, safe and effective urgent care appropriate to their 
needs and preferences. 

10.  People approaching the end of life who may benefit from specialist palliative 
care, are offered this care in a timely way appropriate to their needs and 
preferences, at any time of day or night. 

11. People in the last days of life are identified in a timely way and have their care 
coordinated and delivered in accordance with their personalised care plan, 
including rapid access to holistic support, equipment and administration of 
medication. 

12. The body of a person who has died is cared for in a culturally sensitive and 
dignified manner. 

13. Families and carers of people who have died receive timely verification and 
certification of the death. 

https://www.nice.org.uk/guidance/qs13/resources/end-of-life-care-for-adults-2098483631557
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14. People closely affected by a death are communicated with in a sensitive way 
and are offered immediate and on-going bereavement, emotional and spiritual 
support appropriate to their needs and preferences. 

15. Health and social care workers have the knowledge, skills and attitudes 
necessary to be competent to provide high-quality care and support for people 
approaching the end of life and their families and carers. 

16. Generalist and specialist services providing care for people approaching the 
end of life and their families and carers have a multidisciplinary workforce 
sufficient in number and skill mix to provide high-quality care and support. 
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Appendix 2. 
  

DRAFT South Tyneside Partnership End of Life Strategy 2015-2020. 
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Partners: 
NHS South Tyneside Clinical Commissioning Group 
South Tyneside Council 
South Tyneside NHS Foundation Trust 
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Executive Summary 
 
End of life care is important to us all, and this strategy represents the vision of the 
South Tyneside Partnership to develop a model of care and support for our residents 
at the end of their life. Our vision is to develop a model which ensures patients and 
their carers are listened to and cared for. We will offer individual personalised care 
planning which addresses the social and psychological needs as well as the medical. 
 
The experience of our residents at the end of life must always be a priority. We must 
ensure access to high quality services in the community to enable people to be cared 
for and die in a place of their choice including their normal place of residence. 
 
To achieve whole systems change we must develop a shared vision for end of life 
care provision across the borough. This needs to be implemented via effective 
partnership working between commissioners and providers across health and social 
care and the voluntary and private sector. There must be a continued focus on 
integration so that high quality End of Life Care is the norm for everybody. Locally we 
have a strong history of collaborative working across health and social care, the 
continued focus on effective partnership working will be a key determinant of the 
successfully implementing and sustaining high quality end of life care services.  
 
South Tyneside End of Life Strategy summarises the national direction of travel for 
end of life care as well as current demand and provision locally. It also summarises 
the priority actions required immediately to address current challenges in service 
delivery.     
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The immediate commissioning priorities for 2015/17 include… 
 

 Develop a 7 day service 
To develop a model where SPCCNS provide care 7 days a week in 

hospital and community settings 

 

 Ensure rapid access to care outside hospital 24/7 
To implement a model of delivery which is able to offer choice at the end 

of life and enable patients to be cared for in their preferred place of care, 

reducing the need for unnecessary admissions to acute care 

 

 Ensuring appropriate workforce provision 
To ensure the workforce establishment is sufficient to meet the needs of 

local residents, now and into the future. Consideration to new innovative 

posts such as nurse consultants 

 

 Ensure the appropriate estate and infrastructure 
To review the availability of specialist beds across the borough in order 

to ensure equity of access 

 

 Continue to provide education (generalist and specialist) 
The current education strategy will be reviewed and refreshed to ensure 

it remains fit for purpose. 
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Contents page 
 

1. Introduction 
 
This strategy sets out the vision for end of life care provision across South Tyneside. It 
is the result of a collaborative process between the three statutory organisations within 
the South Tyneside Partnership; NHS South Tyneside Clinical Commissioning Group, 
South Tyneside Council and South Tyneside NHS Foundation Trust. It includes the 
immediate priorities in terms of service developments required for 2015-2017 whilst 
also setting out our vision for end of life care over the next ten years. 
 
The strategy is a review and refresh of the existing End of Life Strategy for South 
Tyneside 2012 – 2016 and aims to build upon the excellent work completed to date; 
 
The aim of the strategy is to address a number of key challenges facing South 
Tyneside over the next ten years as it responds to ever increasing needs from an 
increasingly ageing population. We want to ensure that across South Tyneside we 
have accessible high-quality care for all adults approaching the end of their life. 
 
It is envisaged that this strategy is considered as the framework, within which detailed 
action plans can be subsequently developed to deliver the overarching principles 
outlined.   
 
The South Tyneside Partnership aims to provide a well-informed population with       
co-ordinated care that identifies and respects their preferences and wishes.  We will 
achieve this by: 
 

 Increasing awareness of options available to individuals and their families 

 Agreeing a model of service to meet current and future needs 

 Promoting and supporting the consistent use of nationally recommended tools 
across the health economy 

 Co-ordinating care through improved use of IT  

 Identifying education and training needs and supporting delivery of education 
and training  

 Ongoing engagement with patients, families, carers and other stakeholders in 
service development and feedback 

 Regular monitoring of agreed outcomes and data so that the impact of this 
strategy can be demonstrated 
 

This strategy covers palliative care and end of life care needs for adult (18+) residents 
of South Tyneside. 
 
The strategy covers a period of 5 years from 2015-2020 and will be reviewed by the 
South Tyneside Partnership after two years in order to ensure it remains fit for 
purpose in the light of changing need and national policy direction.  
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There are many differing definitions of end of life and palliative care. In an attempt to 
introduce consistency in terminology, they are locally defined as: 
 
End of life: 
 
Helps all those with advanced, progressive and incurable illness to live as well as 
possible until they die. It enables the supportive and palliative care needs of both 
patients and family to be identified and met through the last phase of life and into 
bereavement. It includes the management of pain and other symptoms and provision 
of psychological, social, spiritual and practical support.1 
 
Patients are ‘approaching the end of life’ when they are likely to die within the next 12 
months’2.  This includes people whose death is imminent (expected within a few hours 
or days) and those with: 
 

 Advanced, progressive, incurable conditions 

 General frailty and co-existing conditions that mean they are expected to die 
within 12 months 

 Existing conditions if they are at risk of dying from a sudden acute crisis in their 
condition 

 Life threatening acute conditions caused by sudden catastrophic events  
 

(Source: The Kings Fund – improving Primary Care Management of End of Life Care) 
 

 
Palliative Care: 
 
The active, total care of patients with progressive, advanced disease and their 
families/carers. This care is provided by a multi-professionals team who have 
undergone recognised specialist training. The aim of the care is to provide physical, 
psychological, social and spiritual support3  
 
 

2. Our vision for end of life services 
 

The vision for end of life care in South Tyneside is for our residents, who are 
approaching the end of their lives and their families to be supported, feel they are 
cared for, confident and listened to enable them to die with peace and dignity in the 
place of their choice. 
 

2.1 Key principles 
 

                                                           
1
 End of Life Care Strategy, DoH 

2
 General medical council 2010 

3
 National Council for Palliative care 
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In the development of End of life services in South Tyneside we will ensure we adhere 
to the following key principles: 
 

 We will develop a consistent approach to the early identification of all patients 
nearing the end of life 

 We will ensure services are developed to meet current and future needs of our 
residents 

 Services will be delivered in a variety of settings to deliver real choice for 
residents 

 We will develop a culture which enables people to expect compassion, 
kindness and a skilled application of knowledge ad that enables people to be in 
their preferred place of care when they die 

 Services will be available 24 hours a day, 7 days a week 

 We will treat patients and their carers with dignity and respect 

 We will continue to monitor, refine and develop services to ensure they 
continue to meet changing patient demands.   

 

2.2 Aims and objectives 
 

The aim of the South Tyneside Partnership is to become one of the highest performing 
areas in the country for end of life service provision. Therefore this strategy aims to 
ensure we collectively develop the most appropriate provision of end of life services, 
care and support for South Tyneside residents in the last year of life.  
 
What our strategy aims to deliver: 
 

 The best possible care for patients with advanced, progressive and incurable 
disease 

 To improve access to end of life care services, improve choice of type and 
place of care 

 To increase the proportion of patients who are cared for in their preferred place 
of care 

 
These aims will be delivered by: 
 

 Increasing the identification of patients within the last 12 months of their life 

 Ensuring the appropriate communication of information between professionals 
according to the individuals wishes 

 Improving integration of services and coordination of patient care 

 Continuing to develop out of hospital care 

 Providing seven days a week services 

 Reviewing and developing the model and provision of specialist inpatient care 

 Ensuring equity of recognition and access for those patients with a non cancer 
diagnosis 

 Continuing to provide high quality end of life care and training 
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 Ensuring the required development of the end of life workforce 
 

2.3 Outcomes 
 
Ksy outcome measures will be used to monitor and evaluate the impact of end of life 
care delivery against the strategic objectives identified in this strategy.  Through the 
implementation of this strategy we expect to achieve the following: 
 

 South Tyneside residents should be able to be cared for and die in their place 
of choice 

 South Tyneside residents and their carers should feel supported 24 hours a 
day, 7 days a week 

 South Tyneside residents will have their symptoms controlled and managed 
appropriately at the end of their life.  

 Reduction in unnecessary hospital admissions for end of life patients 

 Reduction in unnecessary !&E attendances for end of life patients 

 All end of life patients will be offered the opportunity of an advance care plan 
where appropriate 

 
As a locality partnership we are committed to working together to ensure the delivery 
of these outcomes.  

 
3 Case for change 

 
End of Life Care is important to us all.  The National End of Life Care Intelligence 
Network report ‘what we know now 2014’ has summarised by bringing together key 
findings from research: 

 The proportion of people dying at home or in care homes continues to increase 

 Patients with an Electronic Palliative Care Co-ordination System (EPaCCS) 
record and those receiving palliative care services such as hospice at home, 
Gold Standards Framework or Macmillan services are more likely to die in the 
place of their preference 

 Two in five people with dementia die in hospital, indicating that the trend 
towards increasing hospital deaths for people living with dementia has reversed 

 Factors most importance to people at the end of their life were; having pain and 
other symptoms managed effectively, being surrounded by loved ones and 
being treated with dignity 

 More GPs are having conversations with people about their end of life care 
wishes but 25% still say they have never initiated such a conversation. 
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3.1 National context  
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
There are three main strategic dirvers nationally shaping end of life care: The 
Depertments of Health, End of Life Care Strategy, the Palliative Care Funding review 
and the NICE and DH quality standards.  
 

3.2 End of Life Care Strategy 
 

The guiding policy for EoLC nationally is the End of Life Care Strategy: Promoting high 
quality care for all adults at the end of life (DH, 2008). This strategy describes a “good 
death” as where a dying person is treated as an individual, with dignity and respect; 
without pain and other symptoms; in familiar surroundings and in the company of 
close family or friends. The strategy aims to raise the profile of EoLC amongst 
commissioners and change attitudes to death and dying in society. It draws attention 
to the importance of strategic commissioning across organisations in order to deliver 
complex services; and that integrated planning and commissioning is required across 
sectors and settings to achieve a “whole systems approach”. The strategy 
recommends six key elements of an EoLC pathway: 

 Discussions as the end of life approaches 

 Assessment, care planning and review 

 Coordination of care for individual patients 

 Delivery of high quality services in different settings 

 ½ a million people die every year acrooss England. 
This is expected to rise 17% by 2030 

 The percentage for those aged 85 or more is 
expected to rise from 32% to 44% by 2030 

 15 million people in England have a LTC. This is 
expected to rise to 18 million by 2025 

 An estimated 10-11% of people over 65, and 25-
50% of those over 85 years have frailty 

 Available funding resources are being limited across 
health and social care 

 Between 2001 and 2011 the number of unpaid 
carers has grown 600,000  

 Approximatley 1/3 of people over 60 will die with 
dementia 
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 Care in the last days of life 

 Care after death 

 
3.3 Palliative Care Funding Review 
 

In 2010 the Department of Health commissioned a review of how palliative care is 
funded. The review was asked to develop a per–patient funding mechanism for 
palliative care. The review recommends creating a palliative care tariff, built around a 
“needs classification system”, so funding “follows patients in a fair and transparent 
way based on their need”. The report states that there is a need for a clear statement 
from the Government to describe the support and services patients, families and 
carers can receive, a per-patients funding model, integrated care packages, removing 
the need for social care so “patients on an EoLC locality register” can be enabled to 
have a “prompt discharge from hospital and the creation of an appropriate health and 
social care package”. 
 
The report also recommends outside of the tariff commissioners provide support for 
families and carers including bereavement service, respite care, short breaks, carer 
support and spiritual care in order to maintain their health and ability to be supportive 
to the patient. The report concluded that there is a “stunning lack of good data 
surrounding costs for palliative care in England”. Since the report was published a 
number of pilots have been be set up to collect data and refine its proposals due to the 
lack of good quality data available. 
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3.4 Quality Standards 

 
The NICE quality standards for End of Life Care for adults (2011) provides a 
comprehensive picture of what high quality end of lfie should look like4. Encapsulated 
in the 16 quality statements below, it highlights the requirements for the delivery of 
safe, effective and patient end of life services. 
 
  

                                                           
4
 NICE quality standards for End of Life Care (2011) 

 People approaching the end of life are identified in a timely way 

 People approaching the end of life and their families and carers are 
communicated with, and offered information, in an accessible and sensitive 
way in response to their needs and prefrences 

 People approaching the end of life are offered comprehensice holistic 
assessments in response to their changing needs and prefrences, with the 
opportunity to discuss, develop and review a personalised care plan for current 
and future support and treatment 

 People approaching the end of life have their physical and specific 
psychological needs safely, effectively and appropriatley met at any time of day 
of night, including access to mediciens and equipment 

 People approaching the end of life are offered timely personalised support for 
their social, practical and emotional needs, with is appropriate to their 
prefrences, an maximise independence and social participation for as long as 
possible 

 People approaching the end of life are offered spiritual and religious support 
appropriate to their needs and prefrences 

 Families and carers of people approaching the end of life are offered 
comprehensive holistic assessments in response to their changing needs and 
prefrences, and holistic support appropriate to their current needs and 
prefrences 

 People approaching the end of life receive consistent care that is coordinated 
effectively across all relevant settigns and services at any time of day or night, 
and delivered by practitioners who are aware of the persons current medical 
condition, care plan and prefrences 

 People approaching the end of life who experience a crisis at any time of day or 
night receive prompt, safe and effective urgent care appropriate to their needs 
and prefrences 

 People approaching the end of life who may benefit from specialist palliative 
care, are offered this care in a timely way appropriate to their needs and 
prefrences, at any time of day or night 

 People in the last days of life are identified in a timely way and have their care 
coordinated and delivered in accordance with their personalalised care plan, 
including rapid access to holistic support, equipment and administraiton of 
medication 
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Table 2) NICE quality standards for End of Life Care 
 
 
 
 

 The body of a person who has died is cared for in a culturally sensitive and dignified 
manner 

 Families and carers of people who have died receiv timely verification and 
certification of the death 

 People closely affected by a death are communicated with in a sensitive way and 
offered immediate and on-going bereavement, emotional and spiritual support 
appropriate to their needs and prefrences 

 Health and social care workers have the knowledge, skills and attitudes necessary to 
be competent to provide high-quality care and support for people approaching the 
end of life and their families’ and carers. 

 Generalists and specialist services providing care for people approaching the end of 
life and their families and carers have multidisciplinary workforce sufficient in number 
and skill mix to provide high-quality care and support   
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4.0 Local context  
 

 

4.1 Needs assesment 
 

South Tyneside has a relatively high concentraiton of residents aged 65 or over. The 
proprtion of over 65s is higher that the national average (% compared to %). This 
trend will continue to grow in line with a forecast increase in the number of older 
people expected to grow by % by 2020. 
 
At the time of writing there are X patients on palliative care registers across our 25 
practices. This equates to X%, lower then the expected number . Within this there is 
significant variation between practices and patients with cancer diagnoses continue to 
have a disproportinate representation.  
 
During 2013 there were X deaths within the borough. Common causes were cancer, 
cardiovascular and respiratory disease contributing to x% of all deaths.  
 
Causes of death table 
Place of death 
Causes of death by place of death  
 

4.2 Current provision 
 
End of life care in South Tyneisde is currently commissioned and delviered by a range 
of statutory and 3rd sector providers. Current service provision is outlined in table 2. 
 
Table 1) South Tyneside- End of Life care services 
 

Service Provider Hours of operation 

General practice Various Mon-Fri 8am-6.30pm 

Out of hours medical 
cover  

  

Hospice  St Clares  

Community SPC South Tyneside 
Foundation Trust 

 

Out of Hours SPC South Tyneside 
Foundation Trust 

 

Ambulamce NEAS 24/7 

Marie Curie?   

Pharmacy?   

Equipment?   

Adult Social care?   

Care home?   
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4.3 Workforce 

 
The Populaiton Based Needs Assessment for Specialist Palliative Care5 identifies the 
need in terms of service provision to appropriatley deliver care with different localities. 
Specific for South Tyneside the results highlighted an overall gap between the existing 
provision of specialist palliative care to that predicted via a needs assessment. 

                                                           
5
 Populaiton Based Needs Assessment for Specialist Palliative Care NHS England 



 
Table 2) Calculated gap between current number of beds and calculated recommended number of beds 
 

Population Weighted 
population 

Beds at 20-25 
per 250K 
Weighted pop 

Current 
No. SPC 
Beds 

Current No. 
beds (all 
pall care) 

GAP (current v 
recommended) 

Maximum Gap 

Min Max Min Max 

 
148,164 

 
216,228 

 
17.3 

 
21.6 

 
8 

 
8 

 
9 

 
13.6 

 
63% 

 
 
 
Table 3) Workforce estimations within the community 
 

Populaiton Weighted 
population 

Unweighted need Weighted need Current position Unweighted need v 
current position 

Weighted need v 
current position 

Consultant Nurse Consultant Nurse Consultant Nurse Consultant Nurse Consultant Nurse 

 
148,164 

 
216,228 

 
1.2 

 
3.0 

 
1.7 

 
4.3 

 
0.3 

 
3.7 

 
25% 

 
125% 

 
17% 

 
86% 

 
 
 
Table 4) Workforce estimates within secondary care 
 

Hospital staffing- Estimated need Current position Current position v need 

No. of beds Consultants SPCN Consultants SPCN Consultants SPCN 

 
415 

 
0.5 

 
1.4 

 
0.4 

 
1 

 
80% 

 
71% 



The informaiton above highlights the current limited specialsit resources available 
across to borough. If a real step change in service outcomes is to be delivered 
readdresssing this will be one of the first fundamental steps and is a key initial action 
point within the accompanying action plan.  
 
 

5. Desired future state- A vision for end of life in South Tyneside 
 
To be developed 

 

6. Our priorities and Commissioning Intentions 
 
Or commitments and actions to ensure the implementation of this strategy are 
summarised in an accompanying action plan within appendix i.  
 

7. Key measures for imporvement of end of life care and 
Governance 

 
The South Tyenside Partnership will seek to monitor the implementation of this 
strategy via a range of indicators. It is envisaged that the agreed indicator set will 
include a range of qualitative and qualitiative measures which focus around the dlivery 
of quality.  
 
A newly established commissioner and provider strategy group will assume 
responsibility for the implementation and monitoring of this strategy reportign directly 
to the Partnership Group via the CCGs Executive and the regional Health and 
Wellbeing Board.   
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DISCUSSION AS THE END OF LIVE APPROACHES 

Project Action Timescale Lead 

    

    

    

 

ASSESSMENT, CARE PLANNING AND REVIEW 

Project Action Timescale Lead 

    

    

    

 

COORDINATION OF CARE 

Project Action Timescale Lead 
Ensure the appropriate 
establishment of WTE 
professional skill mix within 
the borough, including: 

 SPC consultants 

 SPC CNS 
 

   

Consider the implications of 
the Palliative Care Funding 
Review and devleop 
recommendations around 
the way that end of life care 
services are commissioned 

   



 
 

    

 

DELIVERY OF HIGH QUALITY SERVICES IN DIFFERENT SETTINGS 

Project Action Timescale Lead 
To develop a model where 
SPC CNS provide 7 day a 
weeks services in acure 
hospitals and community 
settings and are able to 
provide a rapid response 

   

    

    

 

CARE IN THE LAST DAYS OF LIFE 

Project Action Timescale Lead 
To develop nurse-led beds 
for hospice type care  

   

Develop a system that 
provides 24/7 nursing 
support to Care Homes for 
patients in the last days of 
life 

   

    

 

CARE AFTER DEATH 

Project Action Timescale Lead 
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Primary 

Outcome 

Primary 

Drivers

Secondary 

Drivers

clear diagnosis 

define patient outcomes

information to patients

asking questions of patients and families

involving families in monitoring outcomes

peace of mind

choice

do patients know whats available in South Tyneside?

24/7 services

access to pain relief

Types of servicess

clear treatment plans

right time/right place (a persons views can change as the disease does.)

rapid access

involve family and friends

hospital visiting times

advocacy

how many beds do we need?

how far should people have to travel?

central advanced directive register

role of third sector

involving families in monitoring outcomes

Types of servicess

do we have the right services in South Tyneside?

specialist care

home care

referral pathway and subsequent care

Home/hospice/hospital

early identification of Eol

early communication of EOL

data and information about the people who die

how many beds do we need?

involve family and friends

carers support

workforce development across all sectors

inclusion of voluntary sector and nursing/residential homes.

health and social care

bereavement counselling

A person can make the last 

stage of their life as good as 

possible because everyone 

works together honestly and 

consistently to help me and 

the people who are important 

to me, including my carers.

1. Personalised care planning 

Everyone approaching the 

end of life should be offered 

the chance to create 

personalised care plans.

2. Leadership

STCCG and STC collaborate to 

champion collaborative, 

population based proactive 

commissioning for end of life 

and bereavement care.

Comments from 

group 

t. Places for EOL care clearly identified and they 

include patients homes.

u. The data used to identify the need for EOL care is 

robust and has been analysed appropriately.

v. There is a clear structure for workforce 

development and training across settings.

w. All staff are prepared to care.  i.e. skilled and 

competent to support people at their EOL.

h. Care co-ordination is clearly in place.

Every person involved in care 

of someone at the end of 

their life needs to be 

competent and up to date in 

their knowledge and practice.

4. Data and Information

Service providers need to 

collaborate in recording and 

making available robust data 

pertaining to end of life 

services.

 a. Each Person gets fair access to care irrespective of 

prior long term conditions e.g. dementia.

b. Shared records to be shared with the person and all 

services providing support

x. Training is available for voluntary and community 

based organisations.

3. Evidence-based Care

The care team instills 

confidence by providing 

collaborative evidence-based 

care.

5. Education and Training 

c. EOL care is integrated with a persons other care e.g. 

d. 24/7 access is provided -the distress of uncontrolled 

pain and symptoms cannot wait for 'opening hours'.

e. Involving Supporting and Caring for those important 

to the dying person -bereavement and pre-

bereavement care f. Co-design is an expected part of care -best care is a 

collaboration between a person and service providers

g. Each person can access help at the most appropriate 

place and time.

s. The process in South Tyneside for the assessment of 

needs, care planning and advanced care planning for 

EOL is aligned to best practice guidance.

l. There is a clear EOL strategy with dedicated 

m. Commissioning is informed by patients' and carers' 

views 

n. There are opportunities to raise awareness of the 

public on EOL issues.

o. Serviecs commissioned are informed by needs 

assessment informed by local data.

p. Patients get the outcome of care they expected.

i. A person is provided with a clear diagnosis.

j. Patient outcomes are identified with the patient.

k. Care should be delivered in a persons home unless 

there are valid reasons not to do so.

q. There is a clear structure for monitoring EOL care.

r. There is a clear process in South Tyneside for the 

assessment of needs, care planning and advanced care 

planning for EOL

Appendix 3 
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REPORT SUMMARY / 

RECOMMENDATIONS: 

The following paper is an annual update on STCCGs compliance with 

Emergency Preparedness Resilience and Response (EPRR) core standards.  

 

Last year the CCG self-assessment against the EPRR core was “Substantial 

Compliance” and this remains the case 2015.  

 

An updated version of the action plan has been provided to demonstrate the 

ongoing work towards full compliance. Since the last update we have been able 

to resolve 5 of the areas identified in the action plan. 3 areas remain, 1 of which 

will be covered by this report.     

 

Changes in the EPRR core standards mean the CCG now need to include 

information on our role in relation to flu pandemic within the Incident and 

Business Continuity Plan (IBCP). Rather than bring the full IBCP plan back to the 

Governing body, it is proposed that the appendix included in the report is added 

to the policy. This appendix covers the requirement for core standards DD1 – 

DD4 which relate to flu pandemic.  

 

The Governing body is asked to, note the contents of this paper and approve the 

additional appendix to the IBCP.  

FINANCIAL IMPLICATIONS / 

RISKS 

N/A 

EQUALITY IMPACT 

ASSESSMENT COMPLETED 

Has an Equality Impact 

Assessment been completed 

using the equality impact tool 

ensuring that no persons are 

adversely affected as required by 

the Equality Act 2010 

 

Please check the relevant box by 

double clicking on the box and 

selecting “checked” under the 

default value heading – only one 

box should be checked. 

NO YES 

  

If no please specify the reason 

why: 

If yes please attach a copy of the completed 

assessment to the back of your report 

PURPOSE OF REPORT: 

(checking box instructions as 

above) 

 

For Information 

 

For Approval 

To Note 
For Decision 

   

SPONSORING LEAD 

DIRECTOR’S SIGNATURE:  



 

EPRR STATEMENT OF COMPLIANCE 

NHS South Tyneside CCG has undertaken a self-assessment against required areas of 

the NHS England Core Standards for EPRR. 

Following assessment, the organisation has been self-assessed as demonstrating the 

Substantial compliance level (from the four options in the table below) against the core 

standards. 

 

Compliance Level Evaluation and Testing Conclusion 

Full The plans and work programme in place appropriately address all 

the core standards that the organisation is expected to achieve.   

Substantial The plans and work programme in place do not appropriately 

address one or more of the core standard themes, resulting in the 

organisation being exposed to unnecessary risk. 

Partial The plans and work programme in place do not adequately address 

multiple core standard themes; resulting in the organisational 

exposure to a high level of risk. 

Non-compliant The plans and work programme in place do not appropriately 

address several core standard themes leaving the organisation 

open to significant error in response and /or an unacceptably high 

level of risk. 

 

Where areas require further action, this is detailed in the attached core standards 

improvement plan and will be reviewed in line with the organisation’s Business Continuity 

governance arrangements.   

I confirm that the above level of compliance with the c ore standards has been confirmed 

to the organisation’s governing body. 

_______________________________________________________________ 

Signed by the organisation’s Accountable Emergency Officer 

                                      Christine Briggs, Director of Operations  

 26/11/2014 16/11/2014 

     Date of governing body meeting Date signed 



 

Flu pandemic addition to IBCP document   

Changes in the EPRR core standards mean the CCG now need to include information on our role 

in relation to flu pandemic within the Incident and Business Continuity Plan (IBCP). Rather than 

bring the full IBCP plan back to the Governing body, it is proposed that the following amendment 

is added as an appendix. This amendment covers the requirement for core standards DD1 – DD4 

which relate to flu pandemic.  

Appendix 14 to STCCG IBCP: 

1      Pandemic Influenza Arrangements  

1.1   Pandemic influenza is recognised by the Government as the single most disruptive event 

facing the UK today. As such this remains at the top of the UK Government National Risk 

Register. The 2009/10 A(H1N1) influenza pandemic has not altered the likelihood of a 

future pandemic. Additionally the general mild nature of the 2009/10 pandemic must not 

be taken as an indicator of the potential severity of future such events.  

1.2   Influenza pandemic planning in the UK has been based on an assessment of the 

‘reasonable worst case’ derived from experience and a mathematical analysis of seasonal 

influenza and previous pandemics. This suggests that up to 50% of the population could 

experience symptoms of pandemic influenza during one or more pandemic waves lasting 

15 weeks, although the nature and severity of the symptoms would vary from person to 

person. Analysis of previous influenza pandemics suggests that we should plan for up to 

2.5% of those with symptoms dying as a result of influenza, assuming no effective 

treatment was available.   

1.3   The UK Influenza Pandemic Preparedness Strategy 2011 recognises that the combination 

of particularly high attack rates and a severe disease is also relatively (but unquantifiably) 

improbable, and consequently suggests planning for a lower level of population mortality 

is sensible. While the profile of the next pandemic remains by its very nature unknown, it 

is prudent to continue to plan and prepare using modelling assumptions based on 

experiences of previous pandemics.   

1.4   Although all parts of society will be affected by a pandemic, the NHS is likely to be 

particularly impacted due to an increase in demand for services from patients coupled 

with a potential reduction in staffing (due to a variety of factors including personal illness 

and caring responsibilities).  

1.5   NHS England is therefore responsible for leading the mobilisation of the NHS in the event 

of an emergency or incident and for ensuring it has the capability for NHS command, 

control, communication and coordination and leadership of all providers of NHS funded 

care. Locally the Local Health Resilience Partnerships (LHRP) will oversee health pandemic 

preparedness and act as a conduit for health to engage with the Local Resilience Forum 

(LRF) - wide preparedness arrangements 



 

1.6   South Tyneside CCG has a role in supporting NHS England and providers of NHS funded 

care in planning for and responding to an influenza pandemic (Primary Care will be co-

ordinated by NHS England as the current contract holder). The primary role of South 

Tyneside CCG will be to: 

- Before a pandemic: participate in relevant planning groups to discuss, plan, 
exercise and share best practice; 

- During a pandemic: support the national pandemic response arrangements, lead 
the management of pressure surge arrangements with locally commissioned 
services as a result of increased activity as part of the overall response and 
support NHS England in the local coordination of the response.    

- After a pandemic: contribute to local, regional and national health post-pandemic 
debriefs and consider the implementation of recommendations and assess the 
impact of the pandemic on the provision of commissioned services and ensure 
that the ongoing service level is sufficient to meet the demands of the system. 

 

1.7   Should a Pandemic be declared, the Executive Director of Nursing, Patient Safety and 

Quality will liaise with NHS England to determine South Tyneside CCG’s response, which 

may result in the activation of this Corporate Business Continuity Plan (BCP). 



 

NHS England Core Standards 2015-16 

CORE STANDARDS IMPROVEMENT PLAN 

Core Standard Clarifying information Action to be taken Lead Timescale 

Governance 

4 

The accountable emergency officer will ensure that 

the Board and/or Governing Body will receive as 

appropriate reports, no less frequently than 

annually, regarding EPRR, including reports on 

exercises undertaken by the organisation, 

significant incidents, and that adequate resources 

are made available to enable the organisation to 

meet the requirements of these core standards. 

 After every significant incident a 

report should go to the Board/ 

Governing Body. 

 Core standards 
action plan to be 
taken to 
Governing Body 
26th November 
2014  

 

 

AT 

 

 

November 2015 

Command and Control (C2) 

16 
Those on-call must meet identified competencies 

and key knowledge and skills for staff. 

 NHS England published 

competencies are based upon 

National Occupation Standards. 

 Staff on-call have 
had training in 
legacy 
organisation (PCT) 
however it would 
beneficial to have 
refresher training.  

 CCG to request 
additional training 
from Area Team 
 
 

AT 
January 2016 



 

Core Standard Clarifying information Action to be taken Lead Timescale 

Training And Exercising 
 

34 

Arrangements include a training plan with a 

training needs analysis and ongoing training of staff 

required to deliver the response to emergencies 

and business continuity incidents 

 Staff are clear about their roles 
in a plan, and have received 
appropriate refresher training.  

 CCG to request 
additional training 
from Area Team  
operational and 
strategic 
management in a 
crisis 

AT 
January 2016 

Pandemic Flu  

DD1  Organisation have updated their pandemic 

influenza arrangements to reflect changes to the 

NHS and partner organisations, as well as lessons 

identified from the 2009/10 pandemic including 

through local debriefing 

"• changes since April 2013 are 

reflected in local plans including 

formation of NHS England, CCGs 

and PHE; as well as the move of the 

previous PCT public health function 

into local authorities 

• key changes to the national 

pandemic infleunza strategy (such 

as de-coupling from WHO, 

development of DATER phases, and 

removal of UK alert levels) as well as 

relevant local learning is reflected " 

 Add appendix 14 
to IBCP to ensure 
flue pandemic 
responsibilities 
are covered  

AT 
November 2015 



 

DD2 Organisations have developed and reviewed their 

plans with LHRP and LRF partners 

• relevant local partners 

(particularly other NHS providers/ 

commissioners, PHE and local 

authority public health and social 

care teams where appropriate) have 

been engaged in the development 

of local plans - at a minimum 

through an opportunity to comment 

on draft versions 

 Add appendix 14 
to IBCP to ensure 
flue pandemic 
responsibilities 
are covered  

AT 
November 2015 

DD3 Organisations have undertaken a pandemic 

influenza exercise or have one planned in the next 

six months 

"• local organisations have held an 

internal exercise or participated in a 

multi-organisation exercise since 

updating their local arrangements 

to reflect changes and learning 

described in DD1 

 Add appendix 14 
to IBCP to ensure 
flue pandemic 
responsibilities 
are covered  

AT 
November 2015 

DD4 Organisations have taken their plans to Boards / 

Governing bodies for sign off 

• updated arrangements that reflect 

changes and learning described in 

DD1 have been taken to Boards or 

Governing Bodies, and even if they 

have not yet have been signed off 

by such bodies, the process towards 

this has been started 

 Add appendix 14 
to IBCP to ensure 
flue pandemic 
responsibilities 
are covered  

AT 
November 2015 

Aaron Tucker  
Commissioning Manager and  EPRR Operational Lead 
November 2015 
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South Tyneside Clinical Commissioning Group Governing Body 
Date:  26th November 2015 

 
Health and Wellbeing Board and Public Health Update 
 
Report of the Director of Public Health  
 

 
Why has the report come to the Governing Body? 
 

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

Health and Wellbeing Board update 
 
Eye Health in the Borough 
 

2. This was presented to the Board.  This is a unique group which is chaired by 
Amanda Healy and has established a great partnership between South 
Tyneside Council and sensory services.  The aim is to produce accessible 
health information and accessible services and ensure that this is correct and 
easy to understand.  There is a focus now on the link between smoking and 
sight loss.  
 

3. The Board agreed for South Tyneside Council, South Tyneside Foundation 
Trust and the CCG to work together to ensure that plans are in place. 

 
4. Eye Health Needs Assessment update.  Questionnaires were completed on 

line and through Sight Service who facilitated workshops.  Analysis of the data 
is currently underway and a report will be circulated at the end of November. 

 
Planning a Healthier South Tyneside  
 

5. This report is aiming to embed the principles of public health in the Local plan. 
 

6. Development Services are looking at the link between obesity and the 
prevalence of hot food takeaways in the borough. Specifically we are 
considering how we can reduce hot food takeaways near schools.  One option 
under consideration is setting exclusion zones 100 metres from a school or to 
introduce a moratorium on hot food takeaways. 
 

7. The Local Plan has a huge impact on the health and wellbeing of people from 
the standard of homes, energy efficiency to access to community, sustainable 
transport, walk to work and/or school. 

Agenda item – 2015/100   Enclosure - 11 
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8. We are working to ensure that the Joint Strategic Needs Assessment is firmly 
embedded in the Local Plan as well as the International Advanced 
Manufacturing Park proposal. 
  

9. The Local Plan has entered the consultation phase around suitable land use 
and will look at possible new housing sites in the borough over the next 15 to 
20 years.  Public Health is continuing to work with colleagues in the Planning 
department to ensure that the health impact is included in the timetable. 

 
10. One of the priorities for South Tyneside Council and Public Health is to look at 

reducing sugar from 10% to 5%.  Public Health is liaising closely with Public 
Health England on ways of combatting this.    

 
Health Protection Assurance 
 

11. South Tyneside Council has a responsibility to protect the health of the local 
population. This health protection role is overseen by the Director of Public 
Health and is a combination of service delivery, assurance and systems 
leadership.  

 
12. South Tyneside Council has developed close working relations with Public 

Health England, South Tyneside CCG and Foundation Trust. Internally there 
is good co-ordination between Public Health, Environmental Health and the 
Communications team. 
 

13. Robust assurance processes are in place for health protection, including 
multi-agency locality and regional groups to look at rates of communicable 
diseases; immunisation and screening uptake; emergency preparedness. 

 
14. Highlights of our health protection work over the last year included 

participation in the management of an industrial exposure to Legionnaire’s 
Disease, and in the national and regional management of Ebola.  
 

15. It has been recognized on a national level that the North East’s integrated and 
coordinated approach to Ebola was highly  There have been very positive 
benefits in strengthening NHS Trust response to cases of serious 
communicable disease, creating a more explicit protocol for the transport of 
high infectious disease cases between James Cook, the RVI and NEAS, more 
staff trained in the use of personal protective equipment and this has had a 
positive effect in relation to more recent management of suspected respiratory 
cases. 

 
16. There have been sustained periods of no new cases, and while the situation 

in West Africa is slowly resolving, the national response has not yet been 
stood down, and screening is still taking place at major airports. 

 
17. Key local priorities for health protection going forward include: maintaining 

high levels of childhood immunisation; addressing inequalities in uptake of 
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adult screening programmes; supporting the overall seasonal flu immunisation 
programme; implementing our own frontline, business continuity and private 
sector care home staff flu immunisation programme; implementation of the 
recommendations of the sexual health review. 
 

Public Health Updates 
 
Obesity 
 

18. A presentation took place on Thursday 12th November at the Primary and 
Nursery School Head Teachers meeting and focussed on obesity levels 
across the borough. Head Teachers learnt about the scale of the problem, key 
issues and changes to the way the Council intends to share the National Child 
Measurement Programme data with them.  
 

19. This academic year, primary schools will receive their own school level data 
for the first time and a request will be made that they set their own target(s) in 
order to reduce obesity levels in school.  

 
20. An audit will be provided to enable schools to focus on the issue and identify 

any future actions to help tackle the subject. 
 
Public Health Performance Framework 
 

21. Public Health has mapped key performance indicators with the majority of 
commissioned activity and team objectives.  Senior Public Health 
Management will be approving the final list the week commencing 16th 
November.   
 

22. Indicators are a mixture of monthly and quarterly data and reflect both the 
quantity and quality of activity.   

 
23. A dashboard has been created that will be maintained and available to the 

public health team for reporting internally and to partners.  
 
Joint Strategic Needs and Asset Assessment 
 

24. Public Health has produced several documents to both define the process of 
publishing JSNAA topics and assist authors to create robust, accessible 
assessments.  The JSNAA website has been created and is now waiting for 
content before becoming public.  We will be transferring old JSNA’s to the 
new site and consolidating various public health resources for easy 
access.  There are over 60 JSNAA topics to create, each of which will require 
coordination with experts and relevant partners.   
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Public Health Outcomes Framework November Update 
 

25. Over 20 Public Health Outcomes Framework Indicators were updated at the 
beginning of November, including a new local indicator that rates South 
Tyneside equal to the English average for the level of bowel cancer screening 
occurring in our area (57% of those eligible receive screening).   
 

26. There have been significant increases in Violent Crime both in South 
Tyneside and nationally.   

 
27. Breast Cancer Screening has improved and Breastfeeding Initiation has 

decreased.   
 

28. Though “Under 75 Mortality from CVD” has not significantly decreased over 
the past year, South Tyneside continues to experience a consistent decline in 
CVD.  2012-14 proved to have the lowest rate of deaths in the 15 years of 
recording for the borough.  South Tyneside is still, however, approximately 5 
years behind the English average for CVD deaths in under 75s.   

 
Advisory Committee on Resource Allocation: Public Health Grant proposed 
target allocation formula for 2016/17 
 

29. This is a short summary of the recently announced engagement on the 
proposed target allocation formula for 2016/17 from ACRA.   

30. The proposed target allocation formula for councils’ public health grant from 
2016, currently out to consultation, if implemented from April 2016 would see 
almost £43.5m removed from the NE Councils’ allocation and redistributed to 
councils elsewhere in England.  

31. The council areas that would see the largest public health grant increases are 
Surrey (£14m), Hertfordshire (£12m), Essex (£9m), Kent (£9m) and 
Hampshire (£7m). 

32. Without knowing the total Public Health Grant nationally it is impossible to 
precisely predict the South Tyneside Council PH Grant total. However, 
assuming the national grant formula is reduced in line with the DH 
announcement on the £200m in 2015/16 it could mean South Tyneside’s 
Grant falling from an estimated £14.8m (including 0-5 children’s public health 
services) to £10.5m. This is a fall of over £4.3m, equating to a 29.2% 
reduction.  

33. The engagement period ended on 6th November 2015 and the full 
announcement is expected in December 2015 - January 2016.   

34. It should be noted that South Tyneside Council will lobby hard to ensure a 
slow pace-of-change is adopted by the Department of Health.  
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35. This has been shared with the Health and Wellbeing Board and is fully 
supported by them.    

 
Communications 
 

36. South Tyneside Council (Public Health) is launching a campaign called ‘No 
One Should Have No One’ on Monday 16th November until 31 December 
2015 in partnership with Age UK South Tyneside. 

 
37. The campaign is to raise awareness of the hundreds of older people who are 

facing later life alone in South Tyneside this Christmas and throughout the 
year. A national survey by Age UK recently found that for those aged 65 and 
over, 81% said being able to talk and laugh with someone is the most 
important thing of all, with 57% saying physical contact has made them happy. 
Nearly two thirds (62%) of all UK adults said having someone to eat with and 
67% said that feeling that they are part of other people’s lives make them 
happy. 

 
38. Sometimes something as simple as sparing a few minutes to check on your 

neighbour could make all the difference. As part of the campaign we are 
calling for volunteers to help Age UK South Tyneside to continue its vital work 
of providing companionship, support and advice to local older people. 

 
39. Self-care week is also being supported by the Council and a range of events 

are being held throughout the borough which the Mayor will attend. As part of 
the week awareness will be raised around a better u programme which helps 
people to self-care.  

 
Fuel Poverty & Falls Prevention update 
 

40. Public Health led Fuel Poverty & Falls Prevention Partnership; a group of 
organisations drawn from the public, voluntary and private sectors including 
the CCG, CAB and British Gas, is implementing key areas of the Nice 
Guidelines on Excess Winter Deaths published in March 2015. The 
Partnership is establishing a Single Point of Contact for energy efficiency 
referrals from Health and Social Care staff, voluntary sector organisations and 
technicians that encounter cold homes across the Borough. Partners are also 
to receive training from the Charity National Energy Action (NEA) and 
additional funds are being actively pursued to address cold homes in the 
private rented sector and homes occupied by residents with a health condition. 

41. Falls prevention training has been offered to professionals that fall within The 
NICE guideline recommendations, such as primary care staff, social care staff 
and workers from the voluntary sector, and community groups by AgeUK and 
South Tyneside Foundation Trust as part of the work generated by the Fuel 
Poverty & Falls Prevention Partnership. GPs in the Borough were the first to 
receive the training which runs across the autumn and winter periods to 
reduce Accident and Emergency admissions, prepare vulnerable groups for 
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cold weather and reduce winter pressures across the health and social care 
system. 

Cold Weather Plan 2015 & Flu Immunisations 

42. The 2015 Public Health England Cold Weather Plan has been communicated 
to key partnerships and structures across the Borough including HealthNet, 
the Health Protection and EPRR Group and Health & Wellbeing Board sub-
groups. As the Plan moves into the winter months from 1st November, 
voluntary/community sector stakeholders plus public and private sector social 
care providers will be issued Met Office Cold Weather Alert Planning Advice 
forecasts issued over the winter period. 

In addition to the over-65s and people at risk, primary school children in the 
borough are currently being offered the nasal flu vaccination.   
 

43. As part of winter planning processes across the borough, frontline health and 
social care staff are routinely vaccinated against influenza and last year, for 
the first time, these opportunities were extended to private sector frontline 
staff (residential and domiciliary) and business critical staff at South Tyneside 
Council and South Tyneside Homes. These arrangements have been 
reintroduced for 2015, averting spikes in sickness absence, preventing 
service pressures and maintaining Council business continuity. These 
measures have been introduced by deploying both Council Occupational 
Health Services and local Pharmacies to vaccinate key teams and social care 
providers via a mix of outreach clinics to various workplace sites or staff 
dropping into participating pharmacies with a free flu voucher. 
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NHS South Tyneside CCG 
 

Governing Body Assurance Framework 2015/16 ( Version 2, as at November 2015) 
 

Principal Strategic Objectives 

1. Delivering the 2015/16 strategic priorities/commissioning intentions  

1.1 Provide for more integrated care 

1.2 Commission high quality urgent care 

1.3 Ensure better care of people with Long Term Conditions 

1.4 Deliver Commissioning Intentions 2015/16 (where these are not included above) as follows: 

1.4 (a) End of Life Care – ensure all people entering end of life have their needs, priorities and preference identified and met, 
with the same standards of care in all settings 

1.4 (b) Prescribing – Improve the quality of prescribing and deliver agreed efficiencies 

1.4 (c) Planned Care – Seamless planned care pathways of care, integrated within and across organisations 

1.4 (d) Mental Health – Personalised care plans in mental health based on a stepped care approach with timely access to 
service 

1.4 (e) Children’s Services – To support all children and young people to experience the best quality of life 

1.4 (f) Cancer Services – To examine the systematic delivery of interventions to reduce mortality and increase cancer 
survival for the residents of South Tyneside. 

2. Delivering the financial plan, ensuring financial sustainability. 

3. Ensuring through commissioning the delivery of safe, high quality care 

3.1 Quality and safety in providers 

3.2 Quality in care homes 

Agenda Item – 2015/103 

Enclosure - 12 
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3.3 Continuing healthcare 

3.4 Safeguarding 

3.5 Patient experience 

4. Providing Primary Care Services through joint commissioning arrangements 
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Principal Objective  
(What the 
organisation aims 
to deliver). 
 
 

Principal Risk 
(What could prevent 
the organisation from 
meeting this 
objective?, i.e. 
potential or realised 
risks to delivery). 

Lead  Identified Controls 
(What controls/systems 
does the organisation  
have in place to 
avoid/reduce risk and 
assist in delivery of the 
objective). 

Sources of assurance 
– Management 
(Where can the 
organisation gain 
evidence that its 
controls/ systems on 
which it places 
reliance are 
effective). 

Sources of assurance 
– Independent  
(Where can the 
organisation gain 
evidence that its 
controls/ systems on 
which it places 
reliance are 
effective). 
 

Gaps in Control  
(Where is the 
organisation failing to 
put controls/systems 
in place or in making 
them effective). 

Gaps in 
Assurance 
(Where is the 
organisation 
failing to gain 
evidence that its 
assurance 
arrangements are 
effective). 

Action Plans to 
meet gaps in 
control and 
assurance  
(what does the 
organisation need 
to do, and by 
when). 

1. Delivering the 2015/16 Strategic Priorities/Intentions 

1.1 Provide for and 
commission 
more integrated 
care. 
 
 
 
 
 
 
 
 

Lack of 
engagement of 
providers and 
other 
commissioners. 
 
Lack of 
coherent, 
agreed and 
understood 
strategy. 
 
Failure to agree 
flow of financial 
resources. 
 
Failure to agree 
risk sharing 
arrangements. 
 
System 
architecture is 
not set up as an 
enabler. 
 
Pace of change. 

CB Detailed Project and 
Delivery Plan 
(including milestones 
and risks to delivery) 
 
Integration Board 
and associated 
architecture including 
Pioneer status 
(providing focus and 
traction). 
 
Better Care Fund 
Plan – signed off by 
the Health and 
Wellbeing Board 
involving all partners. 
 
Section 75 
agreement including 
risk share 
agreement. 
 
Sign off around key 
principles of working. 
 
 

Better Care Fund 
bi-annual review 
by Health and 
Wellbeing Board. 
 
Quarterly review 
by Executive 
Team, Integration 
Board and 
Governing Body. 
 
Included in 
regular cycle of 
business for 
Governing Body 
and its 
Committees. 
 
Integration Board 
reporting. 
 
Potential failure to 
reduce non 
elective 
admissions is to 
be further 
mitigated by new 

Outcome report of 
progress & 
reviews at Area 
Team Assurance 
Meeting.    
 
Outcome of 
Internal Audit 
reviews & opinion 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

None Identified. 
 
 
 
 
 
 
 
 
 
 
 
 
 

None 
Identified. 
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Principal Objective  
(What the 
organisation aims 
to deliver). 
 
 

Principal Risk 
(What could prevent 
the organisation from 
meeting this 
objective?, i.e. 
potential or realised 
risks to delivery). 

Lead  Identified Controls 
(What controls/systems 
does the organisation  
have in place to 
avoid/reduce risk and 
assist in delivery of the 
objective). 

Sources of assurance 
– Management 
(Where can the 
organisation gain 
evidence that its 
controls/ systems on 
which it places 
reliance are 
effective). 

Sources of assurance 
– Independent  
(Where can the 
organisation gain 
evidence that its 
controls/ systems on 
which it places 
reliance are 
effective). 
 

Gaps in Control  
(Where is the 
organisation failing to 
put controls/systems 
in place or in making 
them effective). 

Gaps in 
Assurance 
(Where is the 
organisation 
failing to gain 
evidence that its 
assurance 
arrangements are 
effective). 

Action Plans to 
meet gaps in 
control and 
assurance  
(what does the 
organisation need 
to do, and by 
when). 

   
 
 
 
  
  
 
 
 
 
 
 

BCF dashboard,  
commenced at 
Integration Board 
on 1

st
 April 2015 

 
Evalmetrics 
schemes. 
 
 
 
 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 
 

1.2 Commission 
high quality 
urgent care. 

Failure to 
engage with 
providers 
around the 
changes we 
commission. 
 
Provider 
capacity/capabili
ty to deliver. 

CB Detailed Project and 
Delivery Plan 
(including milestones 
and risks to delivery) 
 
 
Integration Board 
dialogue/discussion. 
 
Executive to 

SRG Plan. 
 
QPF 
Performance 
Reports to 
Executive 
Committee and 
Governing Body. 
 
 

Positive external 
assurance around 
consultation 
strategy. 
 
IRP letter and 
subsequent plan. 
Health and 
Wellbeing Board 
sign off. 

None Identified. None 
Identified. 
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Principal Objective  
(What the 
organisation aims 
to deliver). 
 
 

Principal Risk 
(What could prevent 
the organisation from 
meeting this 
objective?, i.e. 
potential or realised 
risks to delivery). 

Lead  Identified Controls 
(What controls/systems 
does the organisation  
have in place to 
avoid/reduce risk and 
assist in delivery of the 
objective). 

Sources of assurance 
– Management 
(Where can the 
organisation gain 
evidence that its 
controls/ systems on 
which it places 
reliance are 
effective). 

Sources of assurance 
– Independent  
(Where can the 
organisation gain 
evidence that its 
controls/ systems on 
which it places 
reliance are 
effective). 
 

Gaps in Control  
(Where is the 
organisation failing to 
put controls/systems 
in place or in making 
them effective). 

Gaps in 
Assurance 
(Where is the 
organisation 
failing to gain 
evidence that its 
assurance 
arrangements are 
effective). 

Action Plans to 
meet gaps in 
control and 
assurance  
(what does the 
organisation need 
to do, and by 
when). 

Lack of clarity 
around how this 
reads across to 
primary 
care/strategy. 
 
National policy 
direction – risk 
that it does not 
match. Risk that 
it impacts on 
plan delivery. 
 
Stakeholder, 
patient, public, 
political 
resistance. 
 
Lack of clarity 
around future 
configuration 
across North 
East. 
 
 
 
 
 
 

Executive and Board 
to Board between 
STFT, CCG and 
Local Authority. 
 
Contract 
management/perfor
mance management 
arrangements. 
 
SRG and SRG Plan. 
 
Urgent Care Hub 
Group. 
 
Out of Hours Group. 
 
New Clinical Director 
of Urgent Care and 
Long Term 
Conditions. 
 
Primary care strategy 
development. 
 
Positive, proactive 
communications 
arrangements. 
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Principal Objective  
(What the 
organisation aims 
to deliver). 
 
 

Principal Risk 
(What could prevent 
the organisation from 
meeting this 
objective?, i.e. 
potential or realised 
risks to delivery). 

Lead  Identified Controls 
(What controls/systems 
does the organisation  
have in place to 
avoid/reduce risk and 
assist in delivery of the 
objective). 

Sources of assurance 
– Management 
(Where can the 
organisation gain 
evidence that its 
controls/ systems on 
which it places 
reliance are 
effective). 

Sources of assurance 
– Independent  
(Where can the 
organisation gain 
evidence that its 
controls/ systems on 
which it places 
reliance are 
effective). 
 

Gaps in Control  
(Where is the 
organisation failing to 
put controls/systems 
in place or in making 
them effective). 

Gaps in 
Assurance 
(Where is the 
organisation 
failing to gain 
evidence that its 
assurance 
arrangements are 
effective). 

Action Plans to 
meet gaps in 
control and 
assurance  
(what does the 
organisation need 
to do, and by 
when). 

Senior management 
visibility at key 
meetings and active 
stakeholder 
engagement. 
Urgent Care Network 
and other regional 
networks. 
 
Crisis care 
concordat. 

 

1.3 
 
Ensure better 
care of people 
with Long Term 
Conditions 

 
Failure to 
reduce hospital 
admissions with 
consequent 
continued high 
use of hospital 
services. 
 
Failure to re-
engineer 
pathways. 
 
Failure to 
engage GPs in 
delivery. 
 
 

 
MB 

 
Better Outcome 
Scheme – primary 
care led scheme for 
improved patient 
monitoring. Funded 
through a LES. 
 
Detailed Project and 
Delivery Plan 
(including milestones 
and risks to delivery) 
including – 

 Falls Pathway 
Review 

 Development of 
rehabilitation 
pathway 

 
Reported to 
Executive Team. 
 
Monthly stand-up 
to review delivery 
for projects on 
rotational basis. 
 
Governing Body 
Performance 
Report. 
 
Part of CCG 
Assurance 
Process with 
NHSE.  

 
Project and 
Delivery Plan 
reviewed by 
Internal Audit. 

 

None Identified. 

 

None 
Identified. 
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Principal Objective  
(What the 
organisation aims 
to deliver). 
 
 

Principal Risk 
(What could prevent 
the organisation from 
meeting this 
objective?, i.e. 
potential or realised 
risks to delivery). 

Lead  Identified Controls 
(What controls/systems 
does the organisation  
have in place to 
avoid/reduce risk and 
assist in delivery of the 
objective). 

Sources of assurance 
– Management 
(Where can the 
organisation gain 
evidence that its 
controls/ systems on 
which it places 
reliance are 
effective). 

Sources of assurance 
– Independent  
(Where can the 
organisation gain 
evidence that its 
controls/ systems on 
which it places 
reliance are 
effective). 
 

Gaps in Control  
(Where is the 
organisation failing to 
put controls/systems 
in place or in making 
them effective). 

Gaps in 
Assurance 
(Where is the 
organisation 
failing to gain 
evidence that its 
assurance 
arrangements are 
effective). 

Action Plans to 
meet gaps in 
control and 
assurance  
(what does the 
organisation need 
to do, and by 
when). 

 Development of 
hypoglycaemia 
pathway 

 Review of 
children and 
adults asthma 
management 
pathway 

 Implementation 
of PHB for 
people with LTCs 
or CHC funded 
patients. 

 
Pulmonary 
rehabilitation service 
reviews. Linked to a 
quality premium 
initiative, GPs asked 
to improve rate of 
referrals. 

1.4 
(a)
- 
(f) 

Deliver 
Commissioning 
Intentions 
2015/16:  
(a) End of Life 
Care (CB) 
(b) Prescribing 
(JT) 

Organisational 
capacity to 
deliver the 
programme. 
 
Reputational 
risk. 
 

 
 

Detailed Project and 
Delivery Plan 
(including milestones 
and risks to delivery) 
for each of the 
Commissioning 
Intentions with 
Accountable 

Reported to 
Executive Team. 
 
Monthly “stand-
up” session to 
review delivery 
for projects on 
rotational basis. 

Project and 
Delivery Plan 
reviewed by 
Internal Audit. 

None Identified None 
Identified. 
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Principal Objective  
(What the 
organisation aims 
to deliver). 
 
 

Principal Risk 
(What could prevent 
the organisation from 
meeting this 
objective?, i.e. 
potential or realised 
risks to delivery). 

Lead  Identified Controls 
(What controls/systems 
does the organisation  
have in place to 
avoid/reduce risk and 
assist in delivery of the 
objective). 

Sources of assurance 
– Management 
(Where can the 
organisation gain 
evidence that its 
controls/ systems on 
which it places 
reliance are 
effective). 

Sources of assurance 
– Independent  
(Where can the 
organisation gain 
evidence that its 
controls/ systems on 
which it places 
reliance are 
effective). 
 

Gaps in Control  
(Where is the 
organisation failing to 
put controls/systems 
in place or in making 
them effective). 

Gaps in 
Assurance 
(Where is the 
organisation 
failing to gain 
evidence that its 
assurance 
arrangements are 
effective). 

Action Plans to 
meet gaps in 
control and 
assurance  
(what does the 
organisation need 
to do, and by 
when). 

(c) Planned Care 
(JT) 
(d) Mental Health 
Services (JG) 
(e) Children’s 
Services (CB) 
(f) Cancer 
Services (JT) 
 
 

Failure to re-
engineer clinical 
pathways. 
 
Failure to 
engage GPs. 
 
Failure of 
providers to 
deliver. 

Executive and 
Clinical Leads. 

 
GB Performance 
Report. 
 
Part of CCG 
Assurance 
Process with 
NHSE. 

2. Delivering the financial plan, ensuring financial sustainability 
 

2.1 
 

Maintaining  
Financial 
Balance  
 
 
 
 
 
 
 
 
 
 

Contract over 
performance.  
 
Non delivery of 
CCG QIPP 
programme.  
 
Overspend on 
CCG running 
cost allocation.  
 
Lack of 
adequate & 
experienced 
financial support 
to prepare 
reports and 

KH CCG commissioning 
plan incorporates 
finance plans for 
2015/16 – 2019/20. 
 
Robust financial  
governance 
arrangements/ 
constitution, prime 
financial policies and 
detailed financial 
policies  & scheme of 
delegation.  
 
Approved Finance 
plan and budgets for 
2015/16. 

Reporting to 
Governing Body  
bi-monthly and 
Executive 
Committee 
monthly.  
 
Review by Audit 
Committee. 
 
Review by 
Contract  
Operating Group. 
 
 
North of England 
Commissioning 

 Internal & 
external Audit 
reports.  
 
Head of Audit 
internal opinion.  
 
External Audit. 
Governance 
Letter. 
 
Value for Money 
Conclusion.     
 
Service Auditor 
Report. 
 

None Identified. None 
Identified. 
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Principal Objective  
(What the 
organisation aims 
to deliver). 
 
 

Principal Risk 
(What could prevent 
the organisation from 
meeting this 
objective?, i.e. 
potential or realised 
risks to delivery). 

Lead  Identified Controls 
(What controls/systems 
does the organisation  
have in place to 
avoid/reduce risk and 
assist in delivery of the 
objective). 

Sources of assurance 
– Management 
(Where can the 
organisation gain 
evidence that its 
controls/ systems on 
which it places 
reliance are 
effective). 

Sources of assurance 
– Independent  
(Where can the 
organisation gain 
evidence that its 
controls/ systems on 
which it places 
reliance are 
effective). 
 

Gaps in Control  
(Where is the 
organisation failing to 
put controls/systems 
in place or in making 
them effective). 

Gaps in 
Assurance 
(Where is the 
organisation 
failing to gain 
evidence that its 
assurance 
arrangements are 
effective). 

Action Plans to 
meet gaps in 
control and 
assurance  
(what does the 
organisation need 
to do, and by 
when). 

projections. 
 
Failure to 
achieve 
economy, 
efficiency, 
probity and 
accountability in 
the use of 
resources.  
 

Increasing and 
unforeseen 
pressure on 
Continuing 
Healthcare 
spend (Risk 
Register 823). 

 
NECS SLA in place 
to provide dedicated 
financial 
management 
support.  
 
Finance reporting to 
GB & Executive 
Committee with key 
risks and mitigating 
actions.  
 
Contract & provider 
report to Executive 
Committee and 
Contract Operating 
Group including 
provider activity and 
contract performance  
activity.  
 
Anti Fraud Plan in 
place and reviewed 
by Audit Committee. 
 
QIPP integrated 
within 
Commissioning Plan 

Support (NECS)  
monthly SLA KPI 
report.  
 

Outcome and 
progress from 
Area Team 
Quarterly 
Assurance  
Meeting.  
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Principal Objective  
(What the 
organisation aims 
to deliver). 
 
 

Principal Risk 
(What could prevent 
the organisation from 
meeting this 
objective?, i.e. 
potential or realised 
risks to delivery). 

Lead  Identified Controls 
(What controls/systems 
does the organisation  
have in place to 
avoid/reduce risk and 
assist in delivery of the 
objective). 

Sources of assurance 
– Management 
(Where can the 
organisation gain 
evidence that its 
controls/ systems on 
which it places 
reliance are 
effective). 

Sources of assurance 
– Independent  
(Where can the 
organisation gain 
evidence that its 
controls/ systems on 
which it places 
reliance are 
effective). 
 

Gaps in Control  
(Where is the 
organisation failing to 
put controls/systems 
in place or in making 
them effective). 

Gaps in 
Assurance 
(Where is the 
organisation 
failing to gain 
evidence that its 
assurance 
arrangements are 
effective). 

Action Plans to 
meet gaps in 
control and 
assurance  
(what does the 
organisation need 
to do, and by 
when). 

and delivered by 
contractual change 
at the start of the 
financial year.  
 
Financial position 
reported to Executive 
Committee & 
Governing Body. 
 
Informal meetings of 
Audit Committee. 
 

3. Ensuring through commissioning the delivery of safe, high quality care. 
 

3.1 
 
 
 
 
 
 
 
 
 

To ensure the 
quality and 
safety of 
Provider 
Services. 
 
 

3.1.1 Patient 
Harm – HCAI. 
As a result of 
more patients 
acquiring C 
difficile (STFT or 
community) than 
set out in 
planned 
trajectory (Acute 
= 8, Community 
= 53) there is a 
risk that patient 
harm could 

AF 3.1.1 Joint HCAI 
Improvement Group 
in place.  
 
Weekly sharing of 
HCAI data between 
FT and CCG. 
Practices notified of 
cases to inform 
future management. 
 
 
 
 

3.1.1 Reporting at 
joint HCAI 
improvement 
group. 
 
Regular review 
and reporting to 
Quality & Patient 
Safety 
Committee. 
 
 
 
 

3.1.1 – 3.1.2 Third 
party reviews and 
Intelligence re 
Provider service 
delivery – e.g. 
CQC Inspection 
Reports, CQC 
Intelligent 
Monitoring 
Reports, Mortality 
Reviews, Monitor 
Governance 
ratings. 
 

 
None Identified 
 
 
 
 
 
 
 
 
 
 
 
 

 

None 
Identified 
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Principal Objective  
(What the 
organisation aims 
to deliver). 
 
 

Principal Risk 
(What could prevent 
the organisation from 
meeting this 
objective?, i.e. 
potential or realised 
risks to delivery). 

Lead  Identified Controls 
(What controls/systems 
does the organisation  
have in place to 
avoid/reduce risk and 
assist in delivery of the 
objective). 

Sources of assurance 
– Management 
(Where can the 
organisation gain 
evidence that its 
controls/ systems on 
which it places 
reliance are 
effective). 

Sources of assurance 
– Independent  
(Where can the 
organisation gain 
evidence that its 
controls/ systems on 
which it places 
reliance are 
effective). 
 

Gaps in Control  
(Where is the 
organisation failing to 
put controls/systems 
in place or in making 
them effective). 

Gaps in 
Assurance 
(Where is the 
organisation 
failing to gain 
evidence that its 
assurance 
arrangements are 
effective). 

Action Plans to 
meet gaps in 
control and 
assurance  
(what does the 
organisation need 
to do, and by 
when). 

occur. Result in 
failure to deliver 
CCG quality 
target. 
(See Risk 
Register 1290) 
 
Risk of patients 
contracting 
MRSA resulting 
in non-
compliance with 
‘zero tolerance’ 
principle and 
failure to deliver 
CCG quality 
strategy. 
 (See Risk 
Register 244) 
 
 

3.1.2 
Performance –  
e.g. 62 day 
cancer target 
and A&E 4 
hour wait 
target, and 
mortality rates 

 
 
 
 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
3.1.2 Multi-party 
Service Resilience 
Group with clear 
accountabilities for 
each party in relation 
to A&E target 
delivery. 
 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
3.1.2 Service 
Resilience Plan 
regularly 
monitored. 
 
Regular updates 
to Quality & 
Patient Safety 
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Principal Objective  
(What the 
organisation aims 
to deliver). 
 
 

Principal Risk 
(What could prevent 
the organisation from 
meeting this 
objective?, i.e. 
potential or realised 
risks to delivery). 

Lead  Identified Controls 
(What controls/systems 
does the organisation  
have in place to 
avoid/reduce risk and 
assist in delivery of the 
objective). 

Sources of assurance 
– Management 
(Where can the 
organisation gain 
evidence that its 
controls/ systems on 
which it places 
reliance are 
effective). 

Sources of assurance 
– Independent  
(Where can the 
organisation gain 
evidence that its 
controls/ systems on 
which it places 
reliance are 
effective). 
 

Gaps in Control  
(Where is the 
organisation failing to 
put controls/systems 
in place or in making 
them effective). 

Gaps in 
Assurance 
(Where is the 
organisation 
failing to gain 
evidence that its 
assurance 
arrangements are 
effective). 

Action Plans to 
meet gaps in 
control and 
assurance  
(what does the 
organisation need 
to do, and by 
when). 

as evidenced 
through SHMI 
and HSMR 
 
Failure to 
achieve 95% of 
patients seen 
within 4 hours 
A&E target. 
 
STFT has failed 
to achieve 95% 
A&E target 
since November 
2014. 
(See Risk 
Register 1280) 
 
 
 

 
 
 
 
STFT mortality 
rates flagged as 
outliers on the 
SHMI and 
HSMR national 

Weekly escalation 
meetings in place 
between CCG, FT 
and LA ASC to 
review performance 
and map 
performance against 
plan. 
 
Monthly fuller SRG 
meeting also 
continues to meet 
and picks up 
progress with others 
including NEAS and 
NTW. 
 
SRG Plan submitted 
to NHSE and Monitor 
with monthly 
updates. 
 
 
 
STFT case note 
review for all 
mortality.  
 
External and 

Committee, 
Executive 
Committee and 
Governing Body 
via Performance 
reports. 
 
Quality Review 
Group monitoring 
quality impact of 
performance 
issues. 
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Principal Objective  
(What the 
organisation aims 
to deliver). 
 
 

Principal Risk 
(What could prevent 
the organisation from 
meeting this 
objective?, i.e. 
potential or realised 
risks to delivery). 

Lead  Identified Controls 
(What controls/systems 
does the organisation  
have in place to 
avoid/reduce risk and 
assist in delivery of the 
objective). 

Sources of assurance 
– Management 
(Where can the 
organisation gain 
evidence that its 
controls/ systems on 
which it places 
reliance are 
effective). 

Sources of assurance 
– Independent  
(Where can the 
organisation gain 
evidence that its 
controls/ systems on 
which it places 
reliance are 
effective). 
 

Gaps in Control  
(Where is the 
organisation failing to 
put controls/systems 
in place or in making 
them effective). 

Gaps in 
Assurance 
(Where is the 
organisation 
failing to gain 
evidence that its 
assurance 
arrangements are 
effective). 

Action Plans to 
meet gaps in 
control and 
assurance  
(what does the 
organisation need 
to do, and by 
when). 

indicators. 
There is a risk 
that patients 
may be at a 
higher risk of 
death than 
expected. 
 (See Risk 
Register 1081) 
 
 
 

 
 

 
 
 
 
 
 
 
 
3.1.3 Ensuring 
a quality 
service is 
provided  
within the local 
hospice (St 
Clare’s 

independent review 
of mortality data and 
STFT audit findings. 
 
Further detailed 
analysis by STFT 
identifying impact of 
inclusion of St 
Benedict’s Hospice 
in data. 
 
STFT action plan to 
address factors that 
contribute to the 
mortality rates. 
Updates on delivery 
of actions reported to 
QSG and QPSC. 
 
PRISM2 Research 
Study. 
 
 
3.1.3 Provision of 
additional short term 
funding in order for 
Hospice to secure 
locum medical cover 
from February 2015. 

 
 
Regular agenda 
item on Quality 
Review Group, 
reported to 
Quality & Patient 
Safety 
Committee. 
 
NHSE quality 
dashboard 
reports on 
mortality rates at 
CNTW Area 
Team QSG. 
 
 
 
 
 
 
 
 
 
 
 
 
 

 
 
 
 
 
 
CQC Intelligent 
Monitoring 
Report. 
 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
3.1.3 Need to 
ensure continuity 
of locum on-going 
support and/or 
resolution of 
problem. 
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Principal Objective  
(What the 
organisation aims 
to deliver). 
 
 

Principal Risk 
(What could prevent 
the organisation from 
meeting this 
objective?, i.e. 
potential or realised 
risks to delivery). 

Lead  Identified Controls 
(What controls/systems 
does the organisation  
have in place to 
avoid/reduce risk and 
assist in delivery of the 
objective). 

Sources of assurance 
– Management 
(Where can the 
organisation gain 
evidence that its 
controls/ systems on 
which it places 
reliance are 
effective). 

Sources of assurance 
– Independent  
(Where can the 
organisation gain 
evidence that its 
controls/ systems on 
which it places 
reliance are 
effective). 
 

Gaps in Control  
(Where is the 
organisation failing to 
put controls/systems 
in place or in making 
them effective). 

Gaps in 
Assurance 
(Where is the 
organisation 
failing to gain 
evidence that its 
assurance 
arrangements are 
effective). 

Action Plans to 
meet gaps in 
control and 
assurance  
(what does the 
organisation need 
to do, and by 
when). 

Hospice) 
 
Medical capacity 
issues 
experienced at 
St Clare’s 
Hospice and the 
temporary 
relocation of 
Primrose 
Hospital elderly 
care beds to 
STFT main site. 
 
There is a risk 
that medical and 
nursing capacity 
at St Clare’s 
Hospice could 
be 
compromised. 
This could result 
in patient harm 
and/or failure to 
deliver the CCG 
quality strategy. 
 
(See Risk 
Register 1184) 

 
St Clare’s 
arrangement with St 
Oswald’s Hospice to 
provide SPC 
consultant advice 
and cover from 1 
May 2015. Also 
teleconferencing 
arrangement. 
 
Specialist palliative 
care advice available 
24/7 from St 
Benedict’s Hospice. 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

3.1.3 Reported to 
Quality and 
Patient Safety 
Committee 
(QPSC). 
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Principal Objective  
(What the 
organisation aims 
to deliver). 
 
 

Principal Risk 
(What could prevent 
the organisation from 
meeting this 
objective?, i.e. 
potential or realised 
risks to delivery). 

Lead  Identified Controls 
(What controls/systems 
does the organisation  
have in place to 
avoid/reduce risk and 
assist in delivery of the 
objective). 

Sources of assurance 
– Management 
(Where can the 
organisation gain 
evidence that its 
controls/ systems on 
which it places 
reliance are 
effective). 

Sources of assurance 
– Independent  
(Where can the 
organisation gain 
evidence that its 
controls/ systems on 
which it places 
reliance are 
effective). 
 

Gaps in Control  
(Where is the 
organisation failing to 
put controls/systems 
in place or in making 
them effective). 

Gaps in 
Assurance 
(Where is the 
organisation 
failing to gain 
evidence that its 
assurance 
arrangements are 
effective). 

Action Plans to 
meet gaps in 
control and 
assurance  
(what does the 
organisation need 
to do, and by 
when). 

 

3.1.4 Finance, 
Quality v CIP 
(Cost 
Improvement 
Programme). 
 
 
 
 
 
 
 
 
 

3.1.5 
Transforming 
Care Agenda 
 
 

 
3.1.4 Quality v CIP 
monitoring processes 
in place within 
providers. 
 
 
 
 
Quality Impact 
Assessment process 
developed for 
commissioners. 
 
 
3.1.5 Joint/complex 
commissioning panel 
in place. 
 
Process for Care and 
treatment reviews in 
place. 

 
3.1.4 Monitored 
at Quality Review 
Group and 
reported to 
Quality and 
Patient Safety 
Committee. 
 
Reporting to 
Quality and 
Patient Safety 
Committee. 
 
 
3.1.5 Reporting to 
Quality and 
Patient Safety 
Committee. 

 
 

3.2  Ensure quality 
of care in Care 
Homes. 

Failure to 
comply with 
standards and 
failure to 
monitor 
effectively. 
 

AF ST Council provides 
assurance regarding 
contract monitoring 
on behalf of CCG.  
 
Monitoring of the 
clinical quality of care 

Monitoring 
through bi-
monthly QPSC 
 
Co-ordinated and 
reported 
monitoring visits 

CQC Inspections. None Identified None Identified.  
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Principal Objective  
(What the 
organisation aims 
to deliver). 
 
 

Principal Risk 
(What could prevent 
the organisation from 
meeting this 
objective?, i.e. 
potential or realised 
risks to delivery). 

Lead  Identified Controls 
(What controls/systems 
does the organisation  
have in place to 
avoid/reduce risk and 
assist in delivery of the 
objective). 

Sources of assurance 
– Management 
(Where can the 
organisation gain 
evidence that its 
controls/ systems on 
which it places 
reliance are 
effective). 

Sources of assurance 
– Independent  
(Where can the 
organisation gain 
evidence that its 
controls/ systems on 
which it places 
reliance are 
effective). 
 

Gaps in Control  
(Where is the 
organisation failing to 
put controls/systems 
in place or in making 
them effective). 

Gaps in 
Assurance 
(Where is the 
organisation 
failing to gain 
evidence that its 
assurance 
arrangements are 
effective). 

Action Plans to 
meet gaps in 
control and 
assurance  
(what does the 
organisation need 
to do, and by 
when). 

Report of 
compliance 
issues with 
quality 
standards in 
care homes. 
There is a risk 
that patients 
receive poor 
care and patient 
experience, and 
associated 
negative media 
attention. 
Consequence 
could be patient 
harm and/or 
failure to deliver 
the CCG quality 
strategy. 
 
(See Risk 
Register 445) 

provided by NECS 
quality team and ST 
Council jointly. 
 
Clinical resource 
identified by NECS to 
work with LA 
monitoring team to 
carry out monitoring 
visits. Outcome of 
visits reported to 
QPSC. Will identify 
Care Homes where 
there are issues or 
concerns and 
monitor remedial 
actions. Outcome of 
joint visits also 
shared at quality in 
care monthly 
Information Sharing 
meetings. 
 
Regional network re 
quality of care in care 
home established by 
CNT & WAT. 
 
Development of a 

with appropriate 
clinical input. 
 
Local QSG 
established, 
chaired by 
Healthwatch. 
 
CCG attendance 
at Care Homes 
Forum. 
 
CCG attendance 
at Care Home 
Network Group 
(CNE NHSE). 
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Principal Objective  
(What the 
organisation aims 
to deliver). 
 
 

Principal Risk 
(What could prevent 
the organisation from 
meeting this 
objective?, i.e. 
potential or realised 
risks to delivery). 

Lead  Identified Controls 
(What controls/systems 
does the organisation  
have in place to 
avoid/reduce risk and 
assist in delivery of the 
objective). 

Sources of assurance 
– Management 
(Where can the 
organisation gain 
evidence that its 
controls/ systems on 
which it places 
reliance are 
effective). 

Sources of assurance 
– Independent  
(Where can the 
organisation gain 
evidence that its 
controls/ systems on 
which it places 
reliance are 
effective). 
 

Gaps in Control  
(Where is the 
organisation failing to 
put controls/systems 
in place or in making 
them effective). 

Gaps in 
Assurance 
(Where is the 
organisation 
failing to gain 
evidence that its 
assurance 
arrangements are 
effective). 

Action Plans to 
meet gaps in 
control and 
assurance  
(what does the 
organisation need 
to do, and by 
when). 

joint monitoring tool, 
including clinical 
quality KPIs. 
 
Integrated work 
around LES for 
linked GP into care 
homes, linked 
community matrons 
and robust 
information sharing 
systems which in 
turn feed into ad hoc 
unannounced 
monitoring visits. 

3.3  Ensure 
appropriate 
assessment and 
implementation 
of the outcome 
of assessments 
regarding 
Continuing 
Healthcare. 
 
 
 
 
 

Non 
achievement of 
the 28 day 
assessment 
standard for 
CHC.  
 
Failure of a 
commissioned 
service to meet 
a standard 
target; potential 
risk to quality of 
care for patients 

AF 
 
 
 
 
 
 
 
 
 
 
 
 
 

NECS case 
management of fast 
track cases. 
 
NECS monitoring of 
fast track cases in 
terms of quality and 
volume. 
 
Systematic transition 
programme with 
CCG represented by 
Head of Quality. 

Assurance 
reports on quality 
impact of any 
performance is 
reported to 
QPSC.  
 
Performance 
issues are 
monitored and 
reported to the 
Executive 
Committee. 

 Potential capacity 
issues at NECS in 
the CHC team. 
Note now 
significantly 
improved since 
improved since 
the introduction of 
separate teams. 
As at July 2015, 
new cases at 
100% and team 
looking to bring 
performance 
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Principal Objective  
(What the 
organisation aims 
to deliver). 
 
 

Principal Risk 
(What could prevent 
the organisation from 
meeting this 
objective?, i.e. 
potential or realised 
risks to delivery). 

Lead  Identified Controls 
(What controls/systems 
does the organisation  
have in place to 
avoid/reduce risk and 
assist in delivery of the 
objective). 

Sources of assurance 
– Management 
(Where can the 
organisation gain 
evidence that its 
controls/ systems on 
which it places 
reliance are 
effective). 

Sources of assurance 
– Independent  
(Where can the 
organisation gain 
evidence that its 
controls/ systems on 
which it places 
reliance are 
effective). 
 

Gaps in Control  
(Where is the 
organisation failing to 
put controls/systems 
in place or in making 
them effective). 

Gaps in 
Assurance 
(Where is the 
organisation 
failing to gain 
evidence that its 
assurance 
arrangements are 
effective). 

Action Plans to 
meet gaps in 
control and 
assurance  
(what does the 
organisation need 
to do, and by 
when). 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

in CHC awaiting 
assessment. 
 
Due to 
operational 
capacity the 
CHC nurse 
assessment 
team has 
experienced 
issues in 
delivering 
against this 
standard. 
 
(See Risk 
Register 1286) 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

measure to 21 
days. 
 
Production of 
regular 
management 
information to 
CCG. 

3.4  Ensure that all 
children and 
vulnerable 
adults are safe. 

3.4.1 Medical 
Assessment 
Looked after 
Children. 
There is a risk 
that Looked 
After Children 
do not receive 
their statutory 
medical in time, 
as a result of 

 
 
 
 
 
 
 
 
 
 
 

Social Worker 
required to obtain 
parental signature 
and provide to LAC 
Nursing team. 
 
LAC continues to 
work closely with 
social workers to 
ensure paperwork 
completed in timely 

Monitoring of the 
timeliness of IHA 
through the 
Strategic 
Safeguarding 
Group through 
dashboard 
reports from 
STFT. Quarterly 
dashboard 
reporting. 

 None Identified None 
Identified 
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Principal Objective  
(What the 
organisation aims 
to deliver). 
 
 

Principal Risk 
(What could prevent 
the organisation from 
meeting this 
objective?, i.e. 
potential or realised 
risks to delivery). 

Lead  Identified Controls 
(What controls/systems 
does the organisation  
have in place to 
avoid/reduce risk and 
assist in delivery of the 
objective). 

Sources of assurance 
– Management 
(Where can the 
organisation gain 
evidence that its 
controls/ systems on 
which it places 
reliance are 
effective). 

Sources of assurance 
– Independent  
(Where can the 
organisation gain 
evidence that its 
controls/ systems on 
which it places 
reliance are 
effective). 
 

Gaps in Control  
(Where is the 
organisation failing to 
put controls/systems 
in place or in making 
them effective). 

Gaps in 
Assurance 
(Where is the 
organisation 
failing to gain 
evidence that its 
assurance 
arrangements are 
effective). 

Action Plans to 
meet gaps in 
control and 
assurance  
(what does the 
organisation need 
to do, and by 
when). 

consent for 
medical 
assessment not 
being sent to 
NHSFT in a 
timely manner, 
resulting in 
statutory 
timescale 
breach and the 
development of 
a care plan 
being delayed. 
 
(See Risk 
Register 510) 
 
3.4.2 
Designated 
doctor and 
nurse statutory 
function for 
Looked After 
Children. 
Failure of 
NHSSTFT to 
meet statutory 
requirements 
resulting in 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

fashion. 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
Review and update 
the Looked After 
Children Service 
specification and job 
description. 
 
STFT required to 
agree the new job 
specification and job 
description. 
 

 
Reported to 
QPSC. 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
Action Plan 
monitored 
through the 
Safeguarding 
Strategic Group. 
 
Progress reported 
to QPSC. 
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Principal Objective  
(What the 
organisation aims 
to deliver). 
 
 

Principal Risk 
(What could prevent 
the organisation from 
meeting this 
objective?, i.e. 
potential or realised 
risks to delivery). 

Lead  Identified Controls 
(What controls/systems 
does the organisation  
have in place to 
avoid/reduce risk and 
assist in delivery of the 
objective). 

Sources of assurance 
– Management 
(Where can the 
organisation gain 
evidence that its 
controls/ systems on 
which it places 
reliance are 
effective). 

Sources of assurance 
– Independent  
(Where can the 
organisation gain 
evidence that its 
controls/ systems on 
which it places 
reliance are 
effective). 
 

Gaps in Control  
(Where is the 
organisation failing to 
put controls/systems 
in place or in making 
them effective). 

Gaps in 
Assurance 
(Where is the 
organisation 
failing to gain 
evidence that its 
assurance 
arrangements are 
effective). 

Action Plans to 
meet gaps in 
control and 
assurance  
(what does the 
organisation need 
to do, and by 
when). 

service not 
meeting needs 
of the LAC 
population. 
 
(See Risk 
Register 509) 
 
3.4.3 Mental 
Capacity Act 
2007 and 
Deprivation of 
Liberty 
Safeguards 
2009 
compliance 
requirements. 
Following 
Supreme Court 
judgement there 
is a risk that 
CCG may be 
commissioning 
care for patients 
where DOLS 
requirements 
have not been 
considered/met. 
 

 
 
 
 
 
 
 
 
JG 

 
 
 
 
 
 
 
 
Development of an 
action plan by NECS 
to address areas of 
concern. 
 
Expert secondee to 
CCG to review level 
of compliance and 
future CCG 
requirements. 
Develop 
communication and 
training needs 
programme.  

 
 
 
 
 
 
 
 
 
Reported to 
Executive 
Committee. 
 
 
Reported to 
Strategic 
Safeguarding 
Group and 
QPSC. 
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Principal Objective  
(What the 
organisation aims 
to deliver). 
 
 

Principal Risk 
(What could prevent 
the organisation from 
meeting this 
objective?, i.e. 
potential or realised 
risks to delivery). 

Lead  Identified Controls 
(What controls/systems 
does the organisation  
have in place to 
avoid/reduce risk and 
assist in delivery of the 
objective). 

Sources of assurance 
– Management 
(Where can the 
organisation gain 
evidence that its 
controls/ systems on 
which it places 
reliance are 
effective). 

Sources of assurance 
– Independent  
(Where can the 
organisation gain 
evidence that its 
controls/ systems on 
which it places 
reliance are 
effective). 
 

Gaps in Control  
(Where is the 
organisation failing to 
put controls/systems 
in place or in making 
them effective). 

Gaps in 
Assurance 
(Where is the 
organisation 
failing to gain 
evidence that its 
assurance 
arrangements are 
effective). 

Action Plans to 
meet gaps in 
control and 
assurance  
(what does the 
organisation need 
to do, and by 
when). 

(See Risk 
register 1372) 
 

3.5 Patient 
experience 

Failure to 
engage and 
consult patients. 
 
Impact – failure 
to design/ 
commission 
services that 
meet patient 
needs and 
expectations. 

HR Detailed Patient, 
carer and public 
engagement, 
involvement and 
experience action 
plan. 
 
Expert patients and 
patient stories. 
 
Annual programme 
for patient, public 
and carer 
involvement and 
experience. 
 
Patient experience 
work with STFT 
 
Patient Choice – 
Access and Choice 
Policy and Choice 
Framework. 
 
PPI work with 
Healthwatch. 

Patient and 
Public 
Involvement 
Report – 
Executive 
Committee. 
 
Local 
Engagement 
Board. 
 
Governing Body 
Lay Member with 
PPI remit and 
experience. 
 
Governing Body – 
regular PPI 
updates. 
 
QPSC – patient 
stories at each 
meeting. 

Internal Audit 
Report 2015/06 – 
Communication 
and Engagement 
providing 
Significant 
Assurance. 

None Identified. None Idenified.  



22 
NHS South Tyneside CCG Governing Body Updated Assurance Framework 2015/16 - Version 2, November 2015. 

 
 

Principal Objective  
(What the 
organisation aims 
to deliver). 
 
 

Principal Risk 
(What could prevent 
the organisation from 
meeting this 
objective?, i.e. 
potential or realised 
risks to delivery). 

Lead  Identified Controls 
(What controls/systems 
does the organisation  
have in place to 
avoid/reduce risk and 
assist in delivery of the 
objective). 

Sources of assurance 
– Management 
(Where can the 
organisation gain 
evidence that its 
controls/ systems on 
which it places 
reliance are 
effective). 

Sources of assurance 
– Independent  
(Where can the 
organisation gain 
evidence that its 
controls/ systems on 
which it places 
reliance are 
effective). 
 

Gaps in Control  
(Where is the 
organisation failing to 
put controls/systems 
in place or in making 
them effective). 

Gaps in 
Assurance 
(Where is the 
organisation 
failing to gain 
evidence that its 
assurance 
arrangements are 
effective). 

Action Plans to 
meet gaps in 
control and 
assurance  
(what does the 
organisation need 
to do, and by 
when). 

Local Engagement 
Board and Patient 
Reference Group. 
 
Formal consultation 
with patients and 
public according to 
any statutory 
requirements. 

4.  Providing Primary Care Services through joint commissioning arrangements 
 

4.1 Providing 
primary care 
services through 
co-
commissioning 
arrangements. 

Potentially 
reduced risks 
through co-
commissioning 
arrangements 
with NHSE 
retaining 
accountability. 
 
Inappropriate 
arrangements 
for co-
commissioning. 
 
CCG being 
unclear about 
issues/direction 
for primary care 

CB Memorandum of 
Understanding with 
NHSE setting out 
ways of working. 
 
Agreed Terms of 
Reference of Joint 
Commissioning 
Committee.  
 
Operational Group. 
 
Network across 
region to share 
learning and best 
practice. 
 
Development of 

Joint Primary 
Care 
Commissioning 
Committee 
established in 
accordance with 
detailed NHSE 
guidance. 
 
Reports to 
Governing Body. 

Co-
commissioning 
arrangements 
with NHSE 
retaining 
accountability. 

None Identified None 
Identified 

Development 
of Primary 
Care Strategy 
during 2015/16 
leading to 
better 
understanding 
of issues and 
needs. 
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Principal Objective  
(What the 
organisation aims 
to deliver). 
 
 

Principal Risk 
(What could prevent 
the organisation from 
meeting this 
objective?, i.e. 
potential or realised 
risks to delivery). 

Lead  Identified Controls 
(What controls/systems 
does the organisation  
have in place to 
avoid/reduce risk and 
assist in delivery of the 
objective). 

Sources of assurance 
– Management 
(Where can the 
organisation gain 
evidence that its 
controls/ systems on 
which it places 
reliance are 
effective). 

Sources of assurance 
– Independent  
(Where can the 
organisation gain 
evidence that its 
controls/ systems on 
which it places 
reliance are 
effective). 
 

Gaps in Control  
(Where is the 
organisation failing to 
put controls/systems 
in place or in making 
them effective). 

Gaps in 
Assurance 
(Where is the 
organisation 
failing to gain 
evidence that its 
assurance 
arrangements are 
effective). 

Action Plans to 
meet gaps in 
control and 
assurance  
(what does the 
organisation need 
to do, and by 
when). 

in South 
Tyneside. 
 
Management of 
potential 
conflicts of 
interests. 

Primary Care 
Strategy during 
2015/16 leading to 
better understanding 
of issues and needs. 
 
Compliance with 
Conflicts of Interest 
policy and guidance. 
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the content of this report: 

 

Updated  

Not Update  
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Update to South Tyneside CCG OD Plan on a Page 2013 – 2016 
 

Priorities for development 
Actions – Year 1 

2015/16 

Lead 
Responsibility 

 

Completion 
Date 

Half year update September 2015 

Are patients receiving clinically commissioning high quality services?  (Including delegated functions) 

 Continue to develop council 
of practices role to ensure  
clinical quality focus within 
commissioning 

 To ensure the wider 
engagement of all member 
practices in their role as 
clinical commissioners 

 To create a CCG where all 
members are fully engaged 
in the commissioning 
process 

 To ensure engagement 
across a range of 
professions 

 Creation of Joint Committee 
with NHS England for 
commissioning of general 
practice and underpinning 
ways of working 

 

1. Agree content of quarterly 
Council of Practices 
meetings to address clinical 
quality focus in 
commissioning  
(MW/JT/AF) 
 

2. ITP GP post now in place 
and working across the CCG 
and a local practice (JT) 
 

3. GP career start schedule in 
development for roll out 
15/16 (JT) 
 

4. Structured support and 
mentoring for GP clinical 
leads (JT) 
 

5. Develop programme for 
15/16 member practices 
monthly education forum 
(RW) 
 

6. Develop programme for 
15/16 monthly education 
forum for  practice 

Matthew Walmsley/ 
Ros Whitehead/ 
Helen Ruffell/ Jon 
Tose 
 

March 2016 1. Agenda setting meetings for the quarterly CoP are 
arranged with NECS governance and MW.  Email sent to 
staff requesting agenda items post agenda setting 
meetings.  All suggestions for agenda items discussed by 
governance officer and MW. 
 
 

2. ITP GP post continues with a view to interviewing 
candidates for 16/17. 
 
 

3. Funding for three GP career start agreed by Exec 
Committee.  Five expressions of interest from practices; 
post to be advertised early September 15. 
 

4. Engagement with clinical directors to ensure existing and 
new clinical leads receive mentoring and support to 
deliver in their roles. 
 

5. Practice engagement in South Tyneside (PEST) meetings 
monthly to plan education programme for member 
practices.  Programme planned to January 16. 
 
 

6. PEST meetings monthly to plan education for practice 
managers and practice staff.  Programme in place to 
November 15.  Director of Nursing, Quality and Safety 
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Priorities for development 
Actions – Year 1 

2015/16 

Lead 
Responsibility 

 

Completion 
Date 

Half year update September 2015 

managers, nurses and 
practice staff (RW) 
 
 

7. Deliver Terms of Reference 
and schedule of dates for 
NHSE/CCG Joint Committee 
for the joint commissioning 
of general practice during 
15/16 (CB) 
 

8. For the above, ensure 
development of  
operational interfaces with 
NHSE (CB) 
 

9. Explore how to blend 
matters relating to primary 
care quality with existing 
CCG quality mechanisms 
(AF) 
 

and Head of Quality seeking to appoint a Strategic 
Practice Nurse Lead who will take responsibility for 
planning practice nurse education once in post. 
 

7. Terms of Reference for Joint Committee for Primary Care 
Commissioning in place and bi-monthly meetings planned 
up to April 16. 
 
 
 
 

8. Development session for Joint Committee took place July 
15 with further sessions planned. 
 
 
 

9. Reporting re Primary Care Quality will be included in the 
normal business of the QPSC alongside existing reports of 
quality in commissioned services. 
A draft outline framework for quality monitoring/ 
reporting has been developed and approved at the 
August QPSC with a view to populating the framework 
and discussing the content and quality position at an 
informal session of the QPSC November 2015.  
Thereafter, the frequency of quality reporting will be 
agreed and quality issues/risks will be reported to the 
Joint Primary Care Committee by exception. 

Are patients and the public actively engaged and involved? 

 Continue to develop the 
local engagement boards 
and other methods of 

1. Implement the PPI action 
plan during 2015/16 
 

Helen Ruffell 
 
 

March 2016 1. PPI action plan continues to be monitored at monthly 
meetings between PPI lay member and operations 
manager.  Plan amended regularly to highlight 



Page 4 of 8 
 

Priorities for development 
Actions – Year 1 

2015/16 

Lead 
Responsibility 

 

Completion 
Date 

Half year update September 2015 

engaging public/patients, 
including patient stories 

 Continue  to develop use of 
social media and website for 
engagement with wider 
audience 

 Ensure patient/public 
engagement in CCG work 
streams 

 CCG to recognise and 
develop its corporate social 
responsibilities 

 
 

 

 
 
 
 

2. Implement the Social 
Responsibility plan  

 

engagement in CCG work streams.  Local engagement 
boards and patient stories reviewed at monthly 
meetings. 
 

2. Implementation of corporate social responsibility plan 
continues.  Update on agenda of September Exec 
Committee. 

Are CCG plans delivering better outcomes for patients? 

 5 year plan with 2 year 
operating level detail, 
developed to NHS Planning 
Framework requirements, 
refreshed 15/16 to take in 
Five Year Forward View 

 Ensure member practices 
understand their 
commissioning plan and 
priorities and are engaged in 
their delivery 

 Develop and implement 
integration as  per BCF plan 
across South Tyneside with 
Council and key partners 

1. Implement the 2 year plan 
and delivery of 1 year 
commissioning intentions 
 

2. BCF work streams x4 being 
implemented and 
measured 
 
 

3. 1 year delivery plan being 
implemented and 
measured 
 

Christine Briggs 
 

March 2016 1. 15/16 operational plan in place and delivery plan with 
Tracker implemented, with regular updates to Exec and 
GB 
 

2.  BCF workstreams continue with oversight at Integration 
Board including project plans, risk logs and exception 
reporting.  Fullsome BCF report made quarterly to NHSE 
and shared with IB. Twice yearly update to HWB. 
 

3. See point (1), above. 
 
Additionally:  
a.  Work to develop a general practice/primary care strategy 

is underway with our member practices. This begins to 
draw general practice into the overall future strategic 
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Priorities for development 
Actions – Year 1 

2015/16 

Lead 
Responsibility 

 

Completion 
Date 

Half year update September 2015 

 design work.  
b.  16/17 planning process is starting, including a refresh 

with GB and Exec of our Plan on a Page and general 
strategic direction, given macro level changes such as 
acute configuration, FYFV and primary care co 
commissioning. 

Does the CCG have robust governance arrangements? 

 Review of Governing Body 
effectiveness, along with its 
committees 

 Ensuring arrangements to 
manage Conflicts of Interest 
are appropriately updated, 
including arrangements for 
Joint Committee for general 
practice joint commissioning 

 Governance  arrangements 
to be reviewed to ensure 
organisational needs met 
including refreshed 
approach to Board 
Assurance Framework 
 

1. Review and implement the 
governance work plan 
2015/16 including 
development session 
around Board Assurance 
Framework 
 
 
 

2. Instigate governance 
service line review to 
determine make/buy/share 
mix 
 
 
 

3. Circulate committee 
effectiveness surveys; 
chairs to consider results 
and take action 
 

4. Design and implementation 
of standards of business 
conduct and declarations of 

Christine 
Briggs/Helen Ruffell 

March 2016 1. Development session on Governing Body Assurance 
Framework took place July 15. Head of Governance and 
Senior Governance Manager from NECS updating the 
Framework following development session.   Assurance 
Framework to be presented at September Governing 
Body.  Work plan currently being amended by NECS 
governance team to reflect the change to the governance 
service line. 
 

2. Head of Governance role withdrawn from NECS; from 1 
August consultant contracted to CCG Head of 
Governance.  Operations manager’s role amended to 
include a corporate governance function; corporate 
governance officer remains with NECS.  All other areas of 
governance remain with NECS. 
 

3. All committees reviewed for effectiveness with reports on 
recommendations compiled. 
 
 
 

4. Standards of Business Conduct and Declarations of 
Interest Policy updated by NECS governance December 
14; endorsed by Governing Body March 15. 
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Priorities for development 
Actions – Year 1 

2015/16 

Lead 
Responsibility 

 

Completion 
Date 

Half year update September 2015 

interest policy  

Does the CCG have excellent CSU services which deliver value for money? 

• Review arrangements for 
delivery of Commissioning 
Support Services which 
ensure  high quality services  
from a provider registered 
on the Lead provider 
Framework (LPF) which 
deliver value for money 

 

1. Collaborative arrangements 
underway with other CCGs 
to procure against the LPF 
15/16 and 16/17 
 

2. Development of an action 
plan to be shared 
transparently 

 

Christine Briggs March 2016 1. The CCG continues to work with colleagues across the NE 
in the collaborative development of service specifications 
to support rapid procurement activity, should the overall 
timeline of working towards an April 2017 start for any 
new commissioned service. 
 

2. Action plan developed by the above group. 
 

3. Updates given to Executive Committee, confidential 
update to be given to GB given commercial in confidence 
nature of issue/current status of work. 

Are CCGs working in partnership with others? 

 Continue to develop 
working partnerships  and 
to develop strong and 
sustainable relationships 
with: 
 Health and Wellbeing 

Boards (HWB) 
 Integration Board 

which includes Council 
and key health 
providers & other 
partners from across 
the borough 

 North of England 
Commissioning Support 
Unit (NECS) 

1. Membership of the HWB 
ensures regular 
engagement with Board 
and its partners 
 

2. Co Chair Leadership of 
South Tyneside Integration 
Board across partnership 
 

3. Community and voluntary 
sector engagement via 
HealthNet meetings, LEB 
and informal networks 
 

4. Continue as active member 
of South Tyneside Regional 

Christine Briggs March 2016 The mechanisms described continue to be delivered and we 
would add into this the relatively new Joint Committee with 
NHS England for Primary Care Co Commissioning 
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Priorities for development 
Actions – Year 1 

2015/16 

Lead 
Responsibility 

 

Completion 
Date 

Half year update September 2015 

 Other CCGs locally 
 Cumbria, 

Northumberland and 
Tyne & Wear Area 
Team 

 Local communities 
 Community and 

voluntary sector 
 Primary care 

representative 
organisations eg LMC, 
LPC, Federation 

Federation 
 

Equality Forum 
 

5. For PPI activities, the PPI 
Plan for 2015/16 refers 
 

6. Working with other CCGs 
via NE&C CCG Forum 
 

7. Regular Exec/Board2Board 
sessions  STCCG/STFT and 
Council 
 

8. Continue to build effective 
and productive working 
relationships with NECS 
 

9. Retain effective interface 
and positive relationships 
with Council officers 
 

10. Regular attendance at LMC 
meetings and productive 
interface with LPC and 
Federation 

Does the CCG have strong and robust leadership? 

 Continue to develop leaders 
& leadership teams who 
demonstrate commitment 
to partnership working  & 
have necessary skills to lead 
commissioning/drive 
transformational change 

1. Monthly Governing Body 
Development sessions 
 

2. ITP GP post now in place 
and working across the CCG 
and a local practice (JT) 
 

David 
Hambleton/Jon 
Tose/Carrol Martin 

March 2016  Monthly Governing Body Development sessions take 
place. 

 
Please refer to the update in Section 1 which covers Actions 
2-5. 
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Priorities for development 
Actions – Year 1 

2015/16 

Lead 
Responsibility 

 

Completion 
Date 

Half year update September 2015 

including: 
 Governing Body;  

Executive team;  Council 
of Practices 

 Member practices, 
including Practice 
Managers, GPs and 
Nurses 

 System wide  leadership via 
integration board 

 Establish mechanisms for 
succession planning in the 
CCG 

 To develop the culture in 
accordance with the CCGs 
vision and values 

 

3. GP career start schedule in 
development for roll out 
15/16 (JT) 
 

4. Structured support and 
mentoring for GP clinical 
leads (JT) 
 

5. Council of Practices and 
education sessions (RW) 
 

6. HWB development 
sessions, Board2Board 
(DH/Partnership) 
 

7. Appraisals and PDPs for all 
staff (All Directors) 
 

8. Staff Survey (HR/SF) 
  
 
 

9. Team building for quality 
and safeguarding team, 
joint with NECS (AF) 

 
 
 
 
 
 
 
 
 
 
 
 

 HWB Development sessions and Board2Board sessions 
taking place. 

 
 

 Appraisal process for 15/16 now complete for all staff and 
PDPs being analysed. 
 

 E staff survey developed and link sent to staff.  Closing 
date for completion of survey 31 August 2015.  Draft 
report will be finalised once the survey closes. 

 

 Team Building event held for Quality and Safeguarding 
Team with NECS, 6 May 2015. 

 

 



 
REPORT CLASSIFICATION – please refer to 

Report Classification Guidance and check appropriate box below 
 NHS Official  
 NHS Protect 
 Public 
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The purpose of this report is to: 
 
Present the updated CCG Risk Management Policy – the policy has been updated 
following internal development and review and includes recommendations following 
the Risk Management Internal Audit review 2015. See Appendix 1 for Risk 
Management Policy 
 
In summary the changes are: 

 Updated reference to new NHS England Risk Management Policy & 
Process guidance 2015 

 Addition of Risk Materialisation Flow Chart guidance  

 Updated reporting guidance 

 Addition of overdue risk escalation process 

 Updated Risk Register Standard Operating Procedure (SOP) 

 Updated Risk & Assessment Guidance in line with updated (SOP) 
 
Appendix D of the policy details the updates and amendments to the policy and the reason for the 
changes. 
 

The recommendations are for the Governing Body to: 
 

 Receive & review the updated Risk Management Policy 

 Note the proposed changes agreed by the Executive Committee on 
27.08.15 & the Audit & Risk Committee on 23.09.15 

 Ratify the updated Risk Management Policy  

FINANCIAL IMPLICATIONS / RISKS  No financial implications or risk identified  
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Has an Equality Impact Assessment 
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impact tool ensuring that no persons 
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1.  Version Control 
 

Version Release Date Author Update comments 
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Policy provided to Clinical 
Commissioning Group (CCG) 
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5. Introduction 

 
For the purposes of this policy, NHS South Tyneside CCG’s will be referred to 
as “the CCG”. This policy aims to set out CCG approach to risk and the 
management of risk in fulfilment of its overall objective to commission high 
quality and safe services. In addition, the adoption and embedding within the 
organisation of an effective risk management policy and processes will ensure 
that the reputation of the CCG is maintained and enhanced, and its resources 
are used effectively to reform services through innovation, large-scale 
prevention, improved quality and greater productivity. 

 
5.1 Status  

 
This policy is a corporate policy. 

 
5.2 Purpose and scope  

 
The purpose of this policy is to provide a support document to enable 
staff to undertake effective identification, assessment, control and 
action to mitigate or manage the risks affecting the normal business. 
The policy will: 

 
Set out an organisation wide approach to managing risk, in a simple, 
straightforward and clear manner the intentions of the CCG for timely, 
efficient and cost-effective management of risk at all levels within the 
organisation. 

 
The aims of the Policy are summarised as follows; 

 

 to ensure that risks to the achievement of the CCG’s objectives are 
understood and effectively managed 

 support for  staff to understand their role and have a consistent 
approach to risk management   

 to ensure that the risks to the quality of services that the 
organisation commissions from healthcare providers are 
understood and effectively managed 

 to assure the public, patients, staff and partner organisations that 
the CCG is committed to managing risk appropriately 

 to protect the services, staff, reputation and finances of the CCG 
through the process of early identification of risk, risk assessment, 
risk control and elimination. 

 
The principles are consistent with those within the NHS England’s Risk 
Management Policy and Process Guidance issued January 2015.   

 
 

This policy applies to all employees and contractors of the CCG. 
Managers at every level have an objective to ensure that risk 
management is a fundamental part of the approach to integrated 
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governance. All staff at every level of the organisation are required to 
recognise that risk management is their personal responsibility. 

 
Independent contractors are responsible for ensuring compliance with 
relevant legislation and best practice guidelines and for the 
development and management of their own procedural documents. 
Independent contractors are required to demonstrate compliance with 
risk management processes which are compatible with this policy.  

 

6. Definitions 

 
The following terms are used in this document:   

 

 Risk is the chance that something will happen that will have an impact on 
the achievement of the CCG. It is measured in terms of likelihood 
(frequency or probability of the risk occurring) and severity (impact or 
magnitude of the effect of the risk occurring 

 Risk Appetite the organisation’s unique attitude towards risk taking that in 
turn dictates the amount of risk that it considers is acceptable 

 Risk Management is the culture, processes and structures that are 
directed towards the effective management of potential opportunities and 
adverse effects 

 Risk Assessment is the process for identifying, analysing, evaluating, 
controlling, monitoring and communicating risk 

 Residual Risk the risk remaining after the risk response has been applied 
 
Examples of the types of risk that the CCG might encounter and need to 
mitigate against include: 

 

 Corporate risks – operating within powers, fulfilling responsibilities, 
ensuring accountability to the public, governance issues 

 Clinical risks – associated with our commissioning responsibilities and 
including service standards, competencies, complications, equipment, 
medicines, staffing, patient information 

 Reputational risks – associated with quality of services, communication 
with public and staff, patient experience 

 Financial – associated with achievement of financial targets, 
commissioning decisions, statutory issues and delivery of the QIPP 
programme 

 Environmental including health and safety – ensuring the well-being of   
staff and visitors whilst using our premises 

 

7. Risk Management Framework 

 
7.1  Whenever risks to the achievement of CCG’s objectives have been 

identified, it is important to assess the risk so that appropriate controls 
are put in place to eliminate the risk or mitigate its effect. To do this, a 
standard risk matrix is used, details of which are provided at Appendix 
A CCG Risk Assessment and Escalation Process. The matrix in the 
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assessment guidance is based on current national guidance, but also 
adapted to suit the CCG risk appetite. 

 
7.2 Using this standardised tool will ensure that risk assessments are 

undertaken in a consistent manner using agreed definitions and 
evaluation criteria. This will allow for comparisons to be made between 
different risk types and for decisions to be made on the resources 
needed to mitigate the risk. 

 
7.3  Risks are assessed in terms of the likelihood of occurrence/re-

occurrence and the consequences of impact. In order to arrive at an 
overall risk rating of the residual risk, the risk is rated to take account of 
the effectiveness of the controls, i.e. whether they are considered to be 
satisfactory, have some weaknesses or to be weak. This then provides 
the overall residual risk rating. Once the residual risk rating is 
determined an action plan identifying further mitigating action is put in 
place. The five categories of risk:  

 

 Catastrophic – the consequence of these risks could seriously 
impact upon the achievement of the organisation’s objectives, its 
financial stability and its reputation. Examples include loss of life, 
extended cessation or closure of a service, significant harm to a 
patient(s), loss of stakeholder confidence, failure to meet national 
targets and loss of financial stability 

 Major – these are significant risks that require prompt action. With a 
concerted effort and a challenging action plan, the risks could be 
realistically reduced within a realistic timescale 

 Moderate – these risks can be realistically reduced within a realistic 
timescale through reasonably practical measures, such as 
reviewing working arrangements, purchase of small pieces of new 
equipment, raising staff/patient awareness etc. These risks should 
be managed through the existing line management arrangements 

 Minor – these risks are deemed to be low level or minor risks which 
can be managed and monitored within the individual department 

 Negligible – these risks cause minimal or limited harm or concern  
 

7.4 Once the category of risk has been identified, this then needs to be 
entered onto the CCG’s risk register.  Please refer to section 7.7 below 
for further guidance on risk registers.  

 
7.5  Any risk that is identified through the risk assessment process (as well 

as the incident reporting system) and which the CCG is required legally 
to report will be reported accordingly to the appropriate statutory body, 
e.g. Health and Safety Executive or Information Commissioner. 

 
7.6  Risk Appetite 

 
7.6.1 The CCG endeavours to reduce risks to the lowest possible 

level reasonably practicable. Where risks cannot reasonably be 
avoided, every effort will be made to mitigate the remaining risk.  
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However there is the recognition that by understanding the 
organisation’s ‘risk appetite’, this will ensure the CCG supports a 
varied and diverse approach to commissioning, particularly for 
practices to work proactively to improve efficiency and value.    

 
7.6.2 Risk appetite is the amount of risk that the organisation is 

prepared to accept, tolerate or be exposed to at any point in 
time.  It can be influenced by personal experience, political 
factors and external events.  Risks need to be considered in 
terms of both opportunities and threats and should not be 
confined to money.  They will also invariably impact on the 
capability of the CCG, its performance and its reputation.     

 
7.6.3 The Governing Body will set boundaries to guide staff on the 

limits of risk they are able accept to in the pursuit of achieving its 
organisational objectives.  The Governing Body will set these 
limits annually and review them as appropriate.   

 
7.6.4 The Governing Body will set these limits based on whether the 

risk is: 

 A threat: the level of exposure which is considered 
acceptable 

 An opportunity: what the Governing Body is prepared to put 
‘at risk’ in order to encourage innovation in creating changes 

 
7.7  Risk Register 

 
7.7.1  Current and potential risks are captured in CCG’s Risk Registers 

and include actions and timescales identified to minimise such 
risks.  The risk register is a log of risks that threaten the 
organisation’s success in achieving its aims and objectives and 
is populated through the risk assessment and evaluation 
process.   

 
7.7.2 If a risk materialises whilst it is being managed through the risk 

register, it should be recorded as an incident.  Management of 
risks and incidents through SIRMS is interdependent since risks 
can be identified through the monitoring of incident themes and 
trends.  If a particular type of incident continues to occur, this is 
an indication that there is a risk that requires management 
through the risk register.     
 
If a risk materialises whilst it is being managed through the risk 
register, it should be considered whether it needs removing from 
the risk register.  Reasons for occurrence should be analysed 
and evidence established as to whether a trend of similar 
incidents exists, that need to be managed through the risk 
register.  If the risk is certain to materialise again or has the 
potential to re-occur, the risk should remain on the risk register 
for on-going management in order to ensure that underlying 
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causes are addressed.  If there is no chance it could happen 
again, the risk should be closed with an explanation that the 
incident management process is being followed in order to 
invoke actions to deal with consequences.  A risk materialisation 
flowchart is attached at Appendix B. 
  
The risk that has materialised should be recorded as an incident 
in SIRMS and the CCG’s incident management process should 
be followed.  See policy CO08 Incident Reporting and 
Management Policy.   
 
Incident reports are reviewed at the CCG’s committees, and this 
provides an opportunity for themes and trends to be picked 
up.  The Audit and Risk Committee and Governing Body receive 
a report on a quarterly basis about non-clinical incidents.  The 
Quality and Patient Safety Committee receives quality reports 
about clinical incidents reported by member practices.  These 
reports might indicate that there is a strategic risk e.g. if a lot of 
practices are regularly reporting incidents around ambulance 
response times or referral problems.  This is the most likely way 
that risks will be identified from incidents.  It is highly unlikely that 
anything reported by CCG staff will become a risk e.g. 
information governance or health & safety incidents, although 
not impossible. 
 
 In addition to reports that are provided to the CCG’s 
committees, the clinical quality team will share information with 
the governance team to allow them to assess whether there may 
be any risks that require management through the risk register.  
Information will be shared with the Director of Operations and 
Operations Manager. 
 

7.7.3  The register contains a local record of all current and potential 
risks for each area or function that the CCG is accountable for, 
as identified by the appropriate function lead(s).  The Registers 
are updated on a monthly basis and are reviewed on a quarterly 
basis as delegated by the Governing Body.   

 
7.7.4   NECS produce the monthly risk register/exception report the day 

after deadline for risk register updates if there are any 
outstanding issues or overdue risks an escalation process is 
implemented. The escalation process is outlined in Appendix C 
STCCG Risk register escalation of overdue risks process flow 
chart  

 
7.7.5  There is separate guidance which provides further detail and 

advice on the completion of risk registers, supported by a 
training programme for the leads involved in their completion.  
The Safeguard Incident & Risk Management System (SIRMS) 
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Risk Register Standard Operating Procedure can be accessed 
via the CCGs internet.   

 

8. Duties and Responsibilities 

 

Council of 
Practices  

The Council of Practices 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.  

Chief Officer The Chief 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. In accordance with the Scheme 
of Delegation, the Director of Operations has 
responsibility for Strategic Risk Management including 
the Governing Body Assurance Framework. 

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. 

 

9. Implementation  
 

9.1 This policy will be available to all staff for use and be available through 
the intranet and public websites for the CCG.  

 
9.2 The CCG has adopted a standardised framework for the assessment 

and analysis of all risks encountered in the organisation and which is 
set out in this policy. The implementation of this policy is achieved 
through the completion of the risk register. It is also supported by a 
detailed reporting structure through its various committees and which 
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are described in the policy.  Directors and senior leads will be 
responsible for ensuring the policy is implemented in their areas of 
responsibility and compliance with this policy may be monitored 
through a process of auditing as set out by the Governing Body. 

 
9.3 The Governing Body has overall responsibility for governance, 

assurance and management of risk.  The Governing Body has a duty 
to assure itself that the organisation has properly identified the risks it 
faces and that it has processes and controls in place to mitigate those 
risks and the impact they have on the organisation and its 
stakeholders.  The Governing Body discharges this duty as follows: 

 

 Identifies risks to achievement of its delivery areas 

 Identifies risks associated with transitional arrangements  

 Monitors these via the Assurance Framework 

 Ensures that there is a structure in place for the effective 
management of risk through the CCG 

 Approves and reviews risk management policy on an annual basis 

 EXTREME risks across all registers are reported to the Governing 
Body on a quarterly basis 

 EXTREME, HIGH and MODERATE risks across all registers will be 
reported to the Audit and Risk Committee on a quarterly basis. 

 EXTREME, HIGH and MODERATE quality and safeguarding risks 
will be reported to each formal meeting of the Quality and Patient 
Safety Committee with a view to their more in-depth consideration 
LOW risks will be considered solely at team level and overseen by 
the relevant lead Director 

 Demonstrates leadership, active involvement and support risk 
management 

 
9.4 The CCG will produce and maintain a Governing Body Assurance 

Framework (AF). The AF forms part of the overall governance 
arrangements of the CCG and is a key component of the organisation’s 
internal control arrangements. The AF forms a significant part of the 
assurance given by the Chief Officer in the Annual Governance 
Statement. It will be prepared at the start of each financial year when 
the organisation’s strategic objectives are known. It should be prepared 
with the involvement of senior leaders, reviewed by the Audit and Risk 
Committee. It will also be approved by the Governing Body and 
reviewed by it at least six monthly. 

 

10. Training Implications 

 
The Director of Operations will ensure that the necessary training or education 
needs and methods required to implement the policy and procedure(s) are 
identified and resourced or built into the delivery planning process.  This may 
include identification of external training providers or development of an 
internal training process. 
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The training required to comply with this policy is key to the successful 
implementation of this policy and embedding a culture of risk management in 
the organisation. Through a training and education programme staff will have 
the opportunity to develop more detailed knowledge and appreciation of the 
role of risk management. Training and education in risk management will be 
offered through regular staff induction programmes, annual mandatory 
training sessions and a rolling programme of risk management and training 
programmes. 

 

11. Related Documents 

 
11.1 Other related policy documents 

 

 NHS England policies 
10.1 POL -  1015 Risk Management Policy & Process Guide  
10.3 POL –  002 Health & Safety: Policy & Corporate Procedures 
10.4 POL–   1003 Incident management: Policy & Corporate 
Procedures 
10.5 POL–  Business Continuity Policy: Policy & Corporate 
Procedures  

 
11.2 Legislation and statutory requirements 

 
This Risk Management policy is developed with reference to NHS 
England publications and publications of expert bodies on governance 
and risk management:  

 

 Data Protection Act 1998  

 Principles and framework contained in the legislation including:  

 Health and Safety at Work Act 1974 

 Principles contained within the Information Governance toolkit  

 Risk Management Matrix for Risk Managers National Patient Safety 
Agency, (NPSA) (2008) ISO 31000 -2009  

 
11.3 Best practice recommendations 

 

 NHS Audit Committee Handbook (2011) 

 Building the Assurance Framework: A practical Guide for NHS 
Boards March 2003. Gate log Reference1054  

 Integrated Governance Handbook 2006  

 Intelligent Commissioning Board (2006 & 2009)  

 Making a Difference – Review of Controls Assurance Gateway Ref. 
No. 4222  

 NHS Litigation Authority – CNST Risk Management Standards 
Governing the NHS: A guide for NHS Boards (2003)  

 Taking it on Trust – Audit Commission (2009) Institute of Risk 
Management  

 The Healthy NHS Board: Principles for Good Governance (2010)  
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12. Monitoring, Review and Archiving 

 
12.1 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.  

 
12.2 Review  

 
12.2.1 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.  

 
12.2.2 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.  

 
12.2.3 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.  

 
12.3 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.  

 
  



 

South Tyneside CCG Risk Management Policy Version 2                 Page 13 of 23 

13. Equality Analysis 

 
Equality Analysis Screening Template (Abridged) 

 

Title of Policy: Risk Management Policy 

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

This policy aims to set out the CCG approach 
to risk and the management of risk in 
fulfilment of its overall objective to commission 
high quality and safe services. In addition, the 
adoption and embedding within the 
organisation of an effective risk management 
policy and processes will ensure that the 
reputation of the CCG is maintained and 
enhanced, and its resources are used 
effectively to reform services through 
innovation, large-scale prevention, improved 
quality and greater productivity. 

Directorate Lead: Christine Briggs 

Is this a new or existing 
policy? 

Existing   

 

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 

Debra Elliott Senior Governance 
Manager 

NECS 18th August 
2015 

 

Director’s 
Name  

Director’s 
Signature 

Organisation Date 

Christine Briggs Director of 
Operations 

South Tyneside 
 CCG 
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14. Appendix A 

 

Risk assessment and escalation process 

 
Step 1: Determine the consequence score 
 
This is offered as guidance when completing a risk assessment, either when an 
incident has occurred or if the consequence of potential risks is being considered. 
 
Choose the most appropriate domain for the identified risk from the left hand side of 
the table. Then work along the columns in same row to assess the severity of the 
risk on the scale of 1 to 5 to determine the consequence score, which is the number 
given at the top of the column. Note consequence will either be negligible, minor, 
moderate, major or catastrophic.  
 
Table 1: Consequence score 

 
Consequence score (severity levels) and examples of descriptors  

 1  2  3  4  5  

Domains  Negligible  Minor  Moderate  Major  Catastrophic  

Impact on the 
safety of 
patients, staff or 
public 
(physical/psycho
logical harm)  
 
 
 
 
 

Minimal 
injury 
requiring 
no/minimal 
intervention 
or treatment.  
 
No time off 
work 

Minor injury or 
illness, 
requiring minor 
intervention  
 
Requiring time 
off work for >3 
days  
 
Increase in 
length of 
hospital stay 
by 1-3 days  

Moderate injury  
requiring 
professional 
intervention  
 
Requiring time off 
work for 4-14 
days  
 
Increase in length 
of hospital stay 
by 4-15 days  
 
RIDDOR/ 
agency 
reportable 
incident  
 
An event which 
impacts on a 
small number of 
patients  
 

Major injury 
leading to long-
term incapacity 
/disability  
 
Requiring time 
off work for >14 
days  
 
Increase in 
length of 
hospital stay by 
>15 days  
 
Mismanageme
nt of patient 
care with long-
term effects  

Incident leading  
to death  
 
Multiple 
permanent 
injuries or 
irreversible 
health effects 
  
An event which 
impacts on a 
large number of 
patients  

Quality/complain
ts/audit 
 
 
 
 
 
 

Peripheral 
element of 
treatment or 
service 
suboptimal  
 
Informal 
complaint 
/inquiry  

Overall 
treatment or 
service 
suboptimal  
 
Formal 
complaint 
(stage 1)  
 
Local 
resolution  
 
Single failure 

Treatment or 
service has 
significantly 
reduced 
effectiveness  
 
Formal complaint 
(stage 2) 
complaint  
 
Local resolution 
(with potential to 
go to 

Non-
compliance 
with national 
standards with 
significant risk 
to patients if 
unresolved  
 
Multiple 
complaints/ 
independent 
review  
 

Totally 
unacceptable 
level or quality of 
treatment 
/service  
 
Gross failure of 
patient safety if 
findings not 
acted on  
 
Inquest/ombuds
man inquiry  
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Consequence score (severity levels) and examples of descriptors  

 1  2  3  4  5  

to meet 
internal 
standards  
 
Minor 
implications for 
patient safety 
if unresolved  
 
Reduced 
performance 
rating if 
unresolved  

independent 
review)  
 
Repeated failure 
to meet internal 
standards  
 
Major patient 
safety 
implications if 
findings are not 
acted on  

Low 
performance 
rating  
 
Critical report  

 
Gross failure to 
meet national 
standards  

Human 
resources/ 
organisational 
development/sta
ffing/ 
competence  
 
 
 
     

Short-term 
low staffing 
level that 
temporarily 
reduces 
service 
quality (< 1 
day)  

Low staffing 
level that 
reduces the 
service quality  

Late delivery of 
key objective/ 
service due to 
lack of staff  
 
Unsafe staffing 
level or 
competence (>1 
day)  
 
Low staff morale  
 
Poor staff 
attendance for 
mandatory/key 
training  

Uncertain 
delivery of key 
objective/servic
e due to lack of 
staff  
 
Unsafe staffing 
level or 
competence 
(>5 days)  
 
Loss of key 
staff  
 
Very low staff 
morale  
 
No staff 
attending 
mandatory/ key 
training  

Non-delivery of 
key 
objective/service 
due to lack of 
staff  
 
Ongoing unsafe 
staffing levels or 
competence  
 
Loss of several 
key staff  
 
No staff 
attending 
mandatory 
training /key 
training on an 
ongoing basis  

Statutory duty/ 
inspections  
 
 
 
 
     

No or 
minimal 
impact or 
breech of 
guidance/ 
statutory duty  

Breach of 
statutory 
legislation  
 
Reduced 
performance 
rating if 
unresolved  

Single breach in 
statutory duty  
 
Challenging 
external 
recommendations
/ improvement 
notice  

Enforcement 
action  
 
Multiple 
breaches in 
statutory duty  
 
Improvement 
notices  
 
Low 
performance 
rating  
 
Critical report  

Multiple 
breaches in 
statutory duty  
 
Prosecution  
Complete systems 
change required  
 
Zero 
performance 
rating  
 
Severely critical 
report  

Adverse 
publicity/ 
reputation 
 
 
 
 

Rumours  
 
Potential for 
public 
concern  

Local media 
coverage –  
short-term 
reduction in 
public 
confidence  
 
Elements of 

Local media 
coverage – 
long-term 
reduction in 
public confidence  

National media 
coverage with 
<3 days service 
well below 
reasonable 
public 
expectation  

National media 
coverage with 
>3 days service 
well below 
reasonable 
public 
expectation. MP 
concerned 
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Consequence score (severity levels) and examples of descriptors  

 1  2  3  4  5  

public 
expectation 
not being met  

(questions in the 
House)  
 
Total loss of 
public 
confidence  

Business 
objectives/ 
projects  
 
 
 

Insignificant 
cost 
increase/ 
schedule 
slippage  

<5 per cent 
over project 
budget  
 
Schedule 
slippage  

5–10 per cent 
over project 
budget  
 
Schedule 
slippage  

Non-
compliance 
with national 
10–25 per cent 
over project 
budget  
 
Schedule 
slippage  
 
Key objectives 
not met  

Incident leading 
>25 per cent 
over project 
budget  
 
Schedule 
slippage  
 
Key objectives 
not met  

Finance 
including claims  
 
 
 
 
    

Small loss 
Risk of claim 
remote  

Loss of 0.1–
0.25 per cent 
of budget  
 
Claim less 
than £10,000  

Loss of 0.25–0.5 
per cent of 
budget  
 
Claim(s) between 
£10,000 and 
£100,000  

Uncertain 
delivery of key 
objective/Loss 
of 0.5–1.0 per 
cent of budget  
 
Claim(s) 
between 
£100,000 and 
£1 million 
 
Purchasers 
failing to pay on 
time  

Non-delivery of 
key objective/ 
Loss of >1 per 
cent of budget  
 
Failure to meet 
specification/ 
slippage  
 
Loss of contract 
/ payment by 
results  
 
Claim(s) >£1 
million  

Service/ 
business 
interruption 
Environmental 
impact  
 
    

Loss/interrup
tion of >1 
hour  
 
Minimal or no 
impact on the 
environment  

Loss/interrupti
on of >8 hours 
  
Minor impact 
on 
environment  

Loss/interruption 
of >1 day  
 
Moderate impact 
on environment  

Loss/interruptio
n of >1 week  
 
Major impact 
on environment  

Permanent loss 
of service or 
facility  
 
Catastrophic 
impact on 
environment  
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Step 2: Determine the likelihood score 
 
Now determine what is the likelihood of the impact occurring. 
The frequency-based score is appropriate in most circumstances and is easier to 
identify.  It should be used whenever it is possible to identify a frequency.  The 
frequency-based score will either be classed as rare, unlikely, possible, likely or 
almost certain.  
 
Table 2: Likelihood score 
Likelihood 
score  

1  2  3  4  5  

Descriptor  Rare  Unlikely  Possible  Likely  
Almost 
certain  

Frequency  
How often 
might it/does 
it happen  
 
 
 
 
 

This will 
probably never 
happen/recur  
 

Do not expect 
it to 
happen/recur 
but it is 
possible it may 
do so 
 
  
 
 

Might happen 
or recur 
occasionally 
 

Will probably 
happen/recur 
but it is not a 
persisting 
issue 
 
 
 
 

Will 
undoubtedly 
happen/recur, 
possibly 
frequently 
 
 
 
 
 

 
Step 3: Assigning a risk rating 
 
Now apply the consequence and likelihood ratings to give you a risk rating for each 
of the risks you have identified. Calculate the risk rating by multiplying the 
consequence by the likelihood: C (consequence) x L   (likelihood) = R (risk score) 
 
Table 3: Risk rating = consequence x likelihood (C x L)  

 Likelihood score 

Consequence 
score 

1 2 3 4 5 

 
Rare Unlikely Possible Likely 

Almost 
certain 

5 Catastrophic 5 10 15 20 25 

4 Major 4 8 12 16 20 

3 Moderate 3 6 9 12 15 

2 Minor 2 4 6 8 10 

1 Negligible 1 2 3 4 5 

 
For grading risk, the scores obtained from the risk matrix are assigned grades as 
follows: 

Green 1 – 3 Low 

Yellow 4 – 6 Moderate 

Amber 8 – 12 High 

Red 15 - 25 Extreme 

 
  



 

South Tyneside CCG Risk Management Policy Version 2                 Page 18 of 23 

Step 4: Control measures 
 
Consider the control measures that should be in place to mitigate the risk.  Identify 
and record any gaps in controls. 
 
Step 5: Assessing the effectiveness of control(s)  
For each of the risks (and especially extreme and high risks) identify the controls that 
are in place. For example, in an operational setting and where an incident may have 
occurred, the controls may take the form of a policy, guideline, procedure or process, 
etc. For risks that have been identified as preventing achievement of organisational 
objectives then the control is likely to be a management action plan. 
 
Table 4: Assessing the effectiveness of control(s) 
Review the control(s) for each of the risks and apply the following criteria: 

Satisfactory:  Controls are strong and operating properly, 
providing a reasonable level of assurance 
that objectives are being delivered.  

Some Weaknesses:  Some control weaknesses/inefficiencies 
have been identified. Although these are not 
considered to present a serious risk 
exposure, improvements are required to 
provide reasonable assurance that 
objectives will be delivered.  

Weak:  Controls do not meet any acceptable 
standard, as many 
weaknesses/inefficiencies exist. Controls do 
not provide reasonable assurance that 
objectives will be achieved.  

 
Step 6: Align the risk to corporate objective/delivery area 
 
The risk should be aligned to the delivery area that it will impact on.   
South Tyneside delivery areas are: 
 

1. Performance 
2. Finance & QIPP  
3. Organisational 
4. Quality and Safeguarding 
5. Provider Management 

 
 
Step 7: Align to objective 
The risk should be aligned to the organisational objective that it will impact on. 
South Tyneside objectives are: 

1. Achieving commissioning objectives as specified in commissioning plan 
2014/15 – 2019/20 and BCP Plan. 

2. Maintaining financial balance. 
3. Ensuring the commissioning and delivery of quality and safe services, 

including meeting our safeguarding responsibilities. 
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Step 8: Developing an action plan  
An action plan must be developed for all risks with a score of 15 or above. However, 
it is useful to develop an action plan regardless of risk score in order to record 
progress on control measures and who is responsible for carrying them out.  
 
 
Step 9: Determine the frequency of review 
The frequency of review should also be specified as this will need to be added to 
SIRMS ‘Review Details’ section by choosing the appropriate option from the drop 
down list. 
 

Risk Updates 

Risks should be reviewed and updated on a regular basis. 

Please follow the guidance below: 

 Before entering your update, ensure you have created a new version by clicking 
on ‘New Version’. 

 

       Scroll down to ‘Controls and Assurances’, click on each control measure in turn 
and edit to enter the assurance against each control.  You will also need to alter 
the control effectiveness accordingly. You can also enter any new controls.  NB: 
As long as you have created a new version you can overwrite the assurance from 
the previous version as this will be archived in the previous version, and will 
provide an audit trail of progress.  This will ensure that only the current position is 
seen on the printed risk register.   

 

       Scroll down to ‘Action Plan’, add any 'New' actions and update any existing 
actions by clicking on each action in turn and edit to provide an update on 
progress where possible.  NB: Please ensure you provide your update in the 
'Progress' section.  

 

       Scroll down to ‘Review Details’, click on ‘New’ and enter the actual ‘Review Date’ 
(you can use the calendar for this).  Please also enter the name of the person the 
risk was ‘Reviewed By’.  Then, in ‘Details of Review’ please describe what has 
been updated, e.g. controls and assurances; action plan; changes to residual risk 
rating. This section can also be used to highlight where (i.e. which committee) the 
risk will be discussed and also if closure is recommended.  

 

       Scroll down to ‘Residual Risk Rating’ and where appropriate enter/amend the 
residual consequence and likelihood scores.  Remember, this should correspond 
with the ‘Risk Level’ at the top of the form. 

 

Residual risk rating 

This is the consequence and likelihood after the control measures have been applied 
and actions on the action plan have been implemented.  Taking into account the 
initial risk rating and the assessment of the effectiveness of the control together, you 
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can now assess the residual risk that needs to be managed.  The consequence and 
likelihood ratings should be applied, as in table 3 above.   
 
Risk Management Action Guide 

Where risks have been identified and scored, then the following escalation 
arrangements should be used. 
 

The table below provides a suggested action guide for the management of a 
risk: 
 

Risk Rating RAG Rating Action 
 

Level of Authority 

25 Red Halt activities IMMEDIATELY and 
review status 
 

Warrants Chief 
Officer attention 

15 -20 Red  Significant probability that major 
harm will occur if control measures 
are not implemented URGENT 
action required. Director may 
consider limiting or halting activity 
 

Warrants Director 
attention 

8-12 Amber Unacceptable level of risk exposure 
which requires constant monitoring 
and controls at Directorate level 
 

Warrants Director 
attention 

4-6 Yellow Moderate probability of moderate 
harm if control measures are not 
implemented. Action in mediate 
term 

Warrants Head of 
Service/Senior Lead 
Attention 

1-3 Green The majority of control measures 
are in place. Harm severity is small. 
Action may be long term 
 

Warrants manager 
attention 

 

 
 



 

 

Appendix B Risk Materialisation Flowchart 
 

 
 
 
 



 

 

Appendix C 
 
 
 

STCCG Risk Register Escalation of Overdue Risks 
Process Flowchart 

 
 
 

NECS produce risk register/exception report the day after deadline for 
risk register updates 

 

↓ 
 

Operations Manager review above to identify any risks with review 
overdue or missing information 

 

↓ 
 

If there are any issues Operations Manager to contact risk owners and 
lead directors to ask that risks are again reviewed and updated with a 

deadline of two working days 
 

↓ 
 

NECS produce a further risk register following day 
 

↓ 
 

Risk register reviewed again and any outstanding issues escalated to 
Director of Operations 
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Appendix D Risk Management Policy version 2 August 2015- Updates and 

Amendments summary 

Page & 
section 

Updates & amendments  Reason  

Page 4 
5.2 

Added  “support for  staff to understand their role and have a consistent approach 

to risk management”   
Added in “The principles are consistent with those within the NHS England’s Risk 
Management Policy and Process Guidance issued January 2015”.   

 

Updated in line with 
new NHS England RM 
Policy & Process 
Guidance 2015 

Page 7 
7.7.2 

Added - If a risk materialises whilst it is being managed through the risk register, it 

should be recorded as an incident.  Management of risks and incidents through 
SIRMS is interdependent since risks can be identified through the monitoring of 
incident themes and trends.  If a particular type of incident continues to occur, this is 
an indication that there is a risk that requires management through the risk 
register.     
 
If a risk materialises whilst it is being managed through the risk register, it should be 
considered whether it needs removing from the risk register.  Reasons for 
occurrence should be analysed and evidence established as to whether a trend of 
similar incidents exists, that need to be managed through the risk register.  If the 
risk is certain to materialise again or has the potential to re-occur, the risk should 
remain on the risk register for on-going management in order to ensure that 
underlying causes are addressed.  If there is no chance it could happen again, the 
risk should be closed with an explanation that the incident management process is 
being followed in order to invoke actions to deal with consequences.  A risk 
materialisation flowchart is attached at Appendix B. 
  
The risk that has materialised should be recorded as an incident in SIRMS and the 
CCG’s incident management process should be followed.  See policy CO08 
Incident Reporting and Management Policy.   
 
Incident reports are reviewed at the CCG’s committees, and this provides an 
opportunity for themes and trends to be picked up.  The Audit and Risk Committee, 
and Governing Body receive a report on a quarterly basis about non-clinical 
incidents.  The Quality and Patient Safety Committee receive quality reports about 
clinical incidents reported by member practices.  These reports might indicate that 
there is a strategic risk e.g. if a lot of practices are regularly reporting incidents 
around ambulance response times or referral problems.  This is the most likely way 
that risks will be identified from incidents.  It is highly unlikely that anything reported 
by CCG staff will become a risk e.g. information governance or health & safety 

incidents, although not impossible.   

Recommendation to 
add risk materialisation  
following Internal 
Audit Report 2015 

Page 8 
7.7.3 

Updated - The Registers are updated on a monthly basis and are reviewed added 

“on a quarterly basis as delegated by the Governing Body”.   
 

Clarification update 

Page 8 
7.7.4 

Added - NECS produce the monthly risk register/exception report the day after 

deadline for risk register updates if there are any outstanding issues or overdue 
risks an escalation process is implemented. The escalation process is outlined in 
Appendix D STCCG Risk register escalation of overdue risks process flow chart  
 

Recommendation to 
add overdue risk 
escalation process 
following Internal 
Audit report 2015 

Page 8  
7.7.5 

Updated - The Safeguard Incident & Risk Management System (SIRMS) Risk 

Register Standard Operating Procedure (SOP) can be accessed via the CCGs 
internet.  Step 7-9 updated 

Updated SOP available 
on internet to reflect 
the development of 
new CCG risk page 

Page 18 
 

Updated – Appendix A Risk assessment & escalation process 

Step 7-9 updated 
In line with SOP 
changes following 
internal review and 
CCG new risk page 
changes 
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5.  Introduction 
 

The Clinical Commissioning Group (CCG) aspires to the highest standards of 

corporate behaviour and clinical competence, to ensure safe, fair and equitable 

procedures are applied to all organisational transactions, including relationships with 

patients and their carers, the public, staff, stakeholders and use of public resources.  

In order to provide clear and consistent guidance, CCG will develop documents to 

fulfil all statutory, organisational and best practice requirements. 

           The organisation has a responsibility for managing incidents to ensure the quality of 

the services it commissions is safe and of a high standard.  The CCG has a 

responsibility to ensure CCG employees (permanent, fixed term) and contractors 

have effective systems in place to identify and manage incidents and risks and 

support them in their development where necessary.   

           In our duties as a CCG we are required to act as a conduit for information about such 

risks and incidents and to ensure that the learning (and the opportunities for risk 

reduction) from them is not lost within the CCG or the wider NHS. 

This policy sets out the CCG’s approach to the reporting and management of 

incidents in fulfilment of its strategic objectives and statutory obligations. 

           The reporting of incidents will help the CCG identify potential breaches in its core 

business including breaches in:  

 contractual  obligations 

 internal processes 

 performance targets 

 service specifications etc. 

 statutory duties 
 

This policy will enable the organisation to learn lessons from adverse events and 

supports implementation of actions to prevent incidents reoccurring.  Reported 

incidents will be periodically analysed and results will be shared with directorates, 

departments and stakeholders where appropriate. The reporting and management 

process uses a root cause approach to analyse incidents. 

The CCG aims to develop an open learning culture of incident reporting, based on the 

principles of fair blame.   

There are four different incident types; non-clinical, clinical, NHS 111 and soft 
intelligence.  Since incidents reported by the CCG will predominantly be non-clinical in 
nature, this policy focuses on the types of incidents that fall into this category.  Once 
the risk type has been selected, a set of primary cause groups and cause groups 
linked to the incident type will be available to select. 
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The CCG incident reporting form is also used by GP practices.  There is therefore an 
option to report clinical incidents, the majority of which will be reported by primary 
care about providers of clinical services.   

 
The policy interlinks with the CCG’s serious incident management policy.  
 

           The adoption and embedding within the organisation of an effective integrated 
incident management framework will ensure that the reputation of the CCG is 
maintained, enhanced, and its resources used effectively to ensure business success, 
financial strength and continuous quality improvement in its operating model.        

    

6. Status  

This is a corporate policy and outlines the Incident Reporting and Management Policy 

for South Tyneside CCG. 

 

7. Purpose and scope  

This policy provides information and guidance to staff working within the CCG to 

report incidents and near misses. This will be achieved by: 

 providing guidance on the process for reporting and managing incidents to 
CCG employees (permanent, fixed term) and contractors 

 setting out the roles and responsibilities of  CCG employees (permanent, fixed 
term) and contractors, committees and the organisation as a whole in the 
reporting and management of incidents 

 outlining the principles that underpin the organisation’s approach to incident 
reporting and management   

 providing clear definitions of the terminology within incident reporting and 
management, to ensure that no confusion exists between historical and current 
terms 

 providing clear guidance to employees of the organisation as to the kinds of 
incidents and issues that can be reported within the system 

 providing a clear organisational position on the principles of investigation used 
when responding to incidents, including fair blame and root cause analysis 

 outlining how actions, outcomes, trends and lessons learned from incidents will 
be monitored and reviewed 

 providing information and guidance on how the organisation aims to meet the 
requirements for onward reporting of incidents to the National Reporting and 
Learning System (NRLS) 

 integrating where relevant the existing organisational policy for Serious 
Incidents (SIs) “CO18 CCG Serious Incidents (SIs) Management Policy”; 

 providing a clear description of the reporting and management process based 
on the tools available in the Safeguard Incident Risk Management System 
(SIRMS), to ensure that all of the above can be achieved. 
 

8. Definitions and Terms 
The following definitions and terms are used in this policy document. 

 

8.1      Definition of an Incident  
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An incident is a single distinct event or circumstance that occurs within the 
organisation which leads to an outcome that was unintended, unplanned or 
unexpected.   
 
The incident could also occur outside the organisation if a member of staff is visiting 
other locations in the course of their work. 
 
Incidents are often negative by nature but can also include positive leaning events 
which can be shared throughout the organisation as good practice. 
 
An incident could involve: 
 

 contractors 

 employees 

 environment (workplace) 

 organisational reputation 

 property 

 service delivery 

 stakeholder 
 

The incident might impact on different aspects of CCG operations for example: 
 

 reputation 

 resources  

 staff 

 quality of services 
 
8.2 Examples of types of incidents 
 The following are examples of types of incidents used in this document: 
 

Clinical Incident 
A clinical incident is any unintended or unexpected incident which could have led to or 
did lead to harm for one or more patient’s receiving NHS care.  

 
Corporate Business Incident 
A corporate business incident is a business event or circumstance that could have or 
did have a negative impact on the organisation, its stakeholders or the services in 
which it commissioned.  
 
Health and Safety, Fire, Security and Environmental Incident  
A health and safety, fire, environmental or security incident is an event or 
circumstance that affects staff/visitors safety. 
 
Information Governance Incident 
An information governance incident is an event or circumstance which affects or could 
affect the security of the information maintained by the CCG.   

 
Information Technology (IT) Incidents  
An information technology (IT) incident is an event or circumstance that affects or 
could affect the way the CCG does business negatively and is attributed to IT systems 
and/or the network. These incidents will most often include, but are not limited to: 
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8.3 Glossary of Terms  

The following terms are used in this document: 
 
Contractors 
In relation to this policy, ‘contractors’ refers to agency staff, and employees of NECS 
providing commissioning support services to the CCG.  It does not include providers 
of clinical services.  Contractors have a duty to report incidents they are involved in or 
witness in relation to the CCG. 

 
Fraud, Corruption and Bribery  
Fraud is essentially dishonest behavior and is in very simple terms, “stealing”.    
 
An NHS insider may claim money for services not provided, claim more money than 
they are entitled to, or divert funds to themselves in other ways. External 
organisations may provide false or misleading information such as invoices, to claim 
money they are not entitled to. 
 
If an incident relates to potential fraud, corruption or bribery, refer to the CCG’s Anti-
Fraud Policy.   
 
Harm 
Harm is defined as an injury (physical or psychological), disease, suffering disability or 
death.  In most circumstances harm can be considered to be unexpected, rather than 
the natural cause of the patient’s underlying condition 
 

           National Reporting and Learning System (NRLS) 
The NRLS is a central database of patient safety incident reports. Since the NRLS 
was set up in 2003, over four million incident reports have been submitted. 
 
All information submitted is analysed to identify hazards, risks and opportunities to 
continuously improve the safety of patient care. 
 
Near Miss 
An incident could be a near miss which is an event or situation that has the potential 
to cause harm but which never happened. These events should also be reported so 
the organisation can learn lessons and take preventative action where required.  
 
NHS England   
The key functions and expertise for patient safety developed by the National Patient 
Safety Authority (NPSA) transferred to the NHS Commissioning Board Special 
Health Authority, known as NHS England. 

 
The Board Authority harnesses 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.  
 
RCA (Root Cause Analysis)  
RCA is a systematic process whereby the factors that contributed to an incident are 
identified. As an investigation technique for incidents, it looks beyond the individuals 

http://www.npsa.nhs.uk/
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concerned and seeks to understand the underlying causes and environmental context 
in which an incident happened. 
 
Serious Incidents   
A definition of a serious incident corresponds with the National Patient Safety 
Authority (NPSA) definition:- 

 
“A serious incident is an incident related to NHS-funded services and care resulting in 
one of the following: 
 

 unexpected or avoidable death of one or more patients, staff, visitors or 
members of the public 

 serious harm to one or more patients, staff, visitors or members of the public or 
where the outcome requires life-saving intervention, major surgical/medical 
intervention, permanent harm or will shorten life expectancy or result in 
prolonged pain or psychological harm (this includes incidents graded under the 
NPSA definition of severe harm) 

 a scenario that prevents or threatens to prevent a provider organisation’s ability 
to continue to deliver healthcare services, for example, actual or potential loss 
of personal/organisational information, damage to property, reputation or the 
environment, IT failure or incidents in population programmes like screening 
and immunisation where harm potentially may extend to a large population 

 allegations of abuse 

 adverse media coverage or public concern about the organisation or the wider 
NHS 

 one of the core set of never events, as updated on an annual basis 
http://www.england.nhs.uk/wp-content/uploads/2013/12/nev-ev-list-1314-
clar.pdf.” 

           
An SI involving the use of “Personal Confidential Data” is defined as an incident 
involving the actual or potential loss of personal information that could lead to identity 
fraud or have other significant impact on individuals.  

 
Serious Incidents Requiring Investigation (SIRI) 
This is a serious incident requiring investigation. Incidents falling into this category are 
essentially information governance or IT security related. These incidents must be 
reported to the DH (Department of Health) and the ICO (Information Commissioners 
Office) via the Health and Social Care Information Centre Information Governance 
Toolkit. The CCG IG Lead is responsible for reporting a CCG SIRI incident on the 
national database with assistance from the NECS Information Governance team. 
 
Soft Intelligence                                                                                                                                                 
The phrase ‘soft intelligence’ is used to describe information gathered about a 
provider and its services, either from those who have experienced that service or from 
those with a professional relationship with the service. There may not be 
substantiated evidence to prove whether or not the event or experience occurred or 
has had an immediate measurable impact, but the intelligence may contribute to the 
bigger picture when looked at alongside hard intelligence and other evidence based 
information. 
 
 
 

http://www.england.nhs.uk/wp-content/uploads/2013/12/nev-ev-list-1314-clar.pdf
http://www.england.nhs.uk/wp-content/uploads/2013/12/nev-ev-list-1314-clar.pdf
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The Strategic Executive Information System (StEIS) 
StEIS is a national database for reporting and learning from the most serious 
incidents in the NHS. 
 
NECS Clinical Quality Team is responsible for recording serious incidents onto StEIS.  
This system is to be replaced by a new national consolidated system for reporting and 
leaning from serious incidents in the near future. 
 

  9.     Incident Reporting 
Every CCG employee must ensure that any incident that they are involved in, witness 
or become aware of is reported either by themselves or another person.  Specific 
employee duties and responsibilities under this policy are described in section 12 of 
this document.  
 
The reporting of incidents and near-misses is a key element in the governance of the 
organisation.  Having a system that enables the capture and analysis of incident 
information is the cornerstone to effective risk management and can assist in the 
learning of lessons, prevention of harm and improvement of performance. 
 

9.1  How to report a CCG incident  
CCG employees (permanent, fixed term) and contractors who have access to the staff 
intranet have access to the electronic on-line reporting system Safeguard Incident and 
Risk Management System (SIRMS).  This is the preferred method for reporting 
incidents in the organisation.  For the vast majority of staff, SIRMS can be accessed 
at this web-address: 
 
https://sirms.necsu.nhs.uk 
 
Full guidance on how to report an incident via the web-from can be found in the 
SIRMS incident web-form reporting guide and the SIRMS incident manager’s 
web-form guide (see Appendices 5 & 6 of the SOP). 
 
If there are any difficulties accessing the web-form please contact a member of the 
NECS Governance team who will be pleased to help you.   The Governance team can 
be contacted via email: NECSU.SIRMSINCIDENTS@nhs.net   
 

9.2 Where to record your incident in SIRMS: 
CCG employees (permanent, fixed term) and contractors (with the exception of NECS 
staff) will report all CCG incidents they are involved in, witness or become aware of, 
on the SIRMS CCG/GP incident reporting page.   
 
Contractors also have a responsibility to report incidents on their own incident 
reporting and management system as appropriate.   
 
Should a NECS member of staff be involved in, witness or become aware of an 
incident the incident will be recorded on the SIRMS NECS incident reporting page 
(NECS Staff).  NECS have robust reporting mechanisms in place to ensure that, 
should the incident have a significant impact on the CCG, the relevant personnel in 
the CCG are informed, via established reporting mechanisms.  E.g. if a NECS 
member of staff reported a commissioning or contracting incident via the NECS 
reporting page in SIRMS, the NECS Head of Customer Programme would be notified 
in order to facilitate discussion with the CCG where appropriate.   

https://sirms.necsu.nhs.uk/
mailto:NECSU.SIRMSINCIDENTS@nhs.net
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9.3 What to report  

All CCG employees (permanent, fixed term) and contractors have a duty to report all 
incidents that they are directly involved in, have witnessed or have an awareness of.  
This can mean the reporting of incidents most commonly associated with incident 
reporting such as slips, trips/ falls, road traffic accidents or information governance 
breaches, corporate business incidents and IT. 
 

10. Management of CCG Incidents  
The maintenance and administration of the incident reporting system is largely the 
responsibility of the Governance Team within NECS Organisational Development and 
Corporate Services Directorate. The operational management of specific incidents is 
the responsibility of the CCG: 
 

 CCG Director of Operations 

 CCG Incident Investigating Manager 
 
The SIRMS incident reporting tool operates an email notification system within which 
the CCG Director of Operations is informed of the incident when submitted by CCG 
staff.    
 
It is the responsibility of the CCG Director of Operations to identify who is the most 
appropriate person to follow up the incident/email notification and fill in the related 
management action form which ensures ownership of: 
 

 the management of the incident 

 the management of risks associated with the incidents 

 the action taken to mitigate further risk  

 the implementation of action to address any lessons learned 
 
A standard operating procedure (SOP) has been developed to support the reporting 

and management of incidents, which outlines the process that reporters and 

managers should follow, and consists of the following documents: 

 Appendix 1 – Incident Management Process: Non-clinical Incidents (Corporate 
Business / Health and Safety / Information Governance and IT Incidents)  

 Appendix 2 – Incident Management Process: Clinical Quality Incidents  

 Appendix 3 – Incident Assessment Matrix      

 Appendix 4 – Incident Reporters Frequently Asked Questions 

 Appendix 5 – SIRMS Incident Web-form Reporting Guide                            

 Appendix 6 – Incident Manager’s Checklist  

 Appendix 7 – SIRMS Incident Managers Web-form guide 

 Appendix 8 – Root Cause Analysis Guide 
 

The SOP should be used in conjunction with this policy.   
 
10.1 Investigation of Incidents  

Where incidents are sufficiently serious or complex, or part of an ongoing pattern, a 
formal investigation may need to take place to establish the root cause of the incident.  
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The level of investigation, guided by the level of risk presented by the reported 
incident, should be measured as part of the reporting procedure by both the reporter 
and the Incident Investigating Manager.  However, it should be noted that as 
individual incidents can vary, so too can the level of investigation required. 
 
The standard approach to the investigation of any incident occurring within the 
organisation is to apply the principles of a Root Cause Analysis (RCA) to establish the 
true reasons for the incident so they may be prevented in the future.  Refer to the 
RCA guidance in Appendix 8 of the SOP.  
 
In practical terms, any incident that takes place will usually generate a volume of 
paperwork related to its investigation and management.  The SIRMS enables users to 
attach electronic documents to the individual incident files.  Once incidents are 
reported onto the SIRMS, managers are encouraged to use the system as an archive 
for key documents and information related to the incident, for example, investigation 
reports, meeting notes or risk assessments. 

 
10.2 Interdependency of incident and risk management 

Management of incidents and risks through SIRMS is interdependent since risks can 

be identified through the monitoring of incident themes and trends.  If a particular type 

of incident continues to occur, this is an indication that there is a risk that requires 

management through the SIRMS risk register.     

Reasons for occurrence of an incident should be analysed and evidence established 

as to whether a trend of similar incidents exists, that need to be managed through the 

risk register.  For further information refer to Section 7.7.2 Risk Materialisation, in the 

CCG’s Risk Management Policy. 

Both clinical and non-clinical incident reports are reviewed, as agreed, at the CCG’s 

committees (as specified in section 11.1).  This provides an opportunity for themes 

are trends to be picked up.  These reports might indicate that there is a strategic risk 

e.g. if a number of practices are regularly reporting incidents around ambulance 

response times or referral problems.  This is the most likely way that risks will be 

identified from incidents.  It is unlikely that incidents reported by CCG staff will 

become a risk e.g. information governance or health & safety incidents, although not 

impossible.   

10.3    Investigation of Serious Incidents (SIs) 
In some cases the outcome of an incident is such that it is immediately obvious that 
the incident is serious.  In this instance the serious incident should be immediately 
reported to the CCG Director of Operations. To help you assess the risk score of a 
CCG incident, the reporter should use the incident assessment matrix, (see Appendix 
3 of SOP).  The matrix demonstrates the criteria for scoring the consequence of the 
incident (which indicates the seriousness of the incident).  
 
A consequence score of 5 (catastrophic) or 4 (high) indicates the incident is serious 
and this should be reported immediately to the CCG Director of Operations.   
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A management response is required as soon as possible within a 24 hour period. 
These incidents need to be reported verbally if possible and recorded immediately on 
SIRMS (within a 24 hour period).  
 
NECS Clinical Quality Team is responsible for recording CCG serious incidents on to 
the Strategic Executive Information System (StEIS). Not all CCG serious incidents will 
be StEIS reportable, but to ensure each serious incident is given due attention, 
SIRMS will immediately trigger all CCG reported serious incidents to the Clinical 
Quality Team’s generic mailbox for consideration.  
 
Incidents involving the use of “Personal Confidential Data” are also recorded on 
StEIS.   
 

 10.4   Corporate Business Serious Incidents  
The CCG, as commissioners, seek to assure that all services they commission or 
directly provide meet national identified standards, and to ensure that this is managed 
through their contracting process. Compliance with serious incident (SI) reporting is a 
standard clause in all CCG contracts and service level agreements as part of the 
quality schedule.  
 
The impact of a business incident is likely to have led to a financial loss or a negative 
impact on the reputation of the business.  
 
A business incident that is reportable is likely to include one or more of the following: 
 

 a lack of capacity or a service gap in meeting commissioning responsibilities 

 a quality concern 

 a communications breakdown 
 

An overview of CCG corporate business incident trends, themes and lessons learned 
will be reported to the CCG’s:  
 

 Audit and Risk Committee  

 Governing Body  
 
Refer to Appendix 1 of the SOP. 
 

10.5 Health and Safety/Fire/Security/Environmental, Serious Incidents - RIDDOR 
Reportable 
The organisation is statutorily obliged to report RIDDOR (Report of Injuries, Diseases 
and Dangerous Occurrences REGS, 1995) incidents to the Health and Safety 
Executive (HSE).  Incidents must be reported to RIDDOR when someone has been 
absent from work for more than 7 days due to an incident.  Your NECS Health and 
Safety Governance Specialist will report the incident to the HSE on your behalf.  If the 
incident recorded falls into this category, staff should email NECS Health and Safety 
Governance Specialist at:   necsu.healthandsafety@nhs.net and advise accordingly. 

 
Refer to Appendix 1 of the SOP. 

 
10.6  Information Governance (IG) and Information Technology (IT) Serious Incidents    

mailto:necsu.healthandsafety@nhs.net
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From June 2013 all organisations processing health and adult social care personal 
data are required to use the IG Toolkit Incident Reporting Tool to report level 2 IG 
SIRIs to the DH, ICO and other regulators. 
 
For information governance, there is no simple definition of a serious incident. What 
may at first appear to be of minor importance may, on further investigation, be found 
to be serious and vice versa.  
 
As a guide, an IG/IT serious incident could be any incident which involves actual or 
potential failure to meet the requirements of the Data Protection Act 1981 and/or the 
Common Law Duty of Confidentiality.   This includes:  
 

 unlawful disclosure or misuse of confidential data, recording or sharing of 
inaccurate data, information security breaches and inappropriate invasion of 
people’s privacy 

 personal data breaches which could lead to identity fraud or have other 
significant impact on individuals  

 and applies irrespective of the media involved and includes both electronic 
media and paper records 

 
As there is no simple definition for an IG serious incident, the IG team will quality 
check daily CCG incidents recorded in SIRMS to determine if the recorded incident is 
reportable as a SIRI through the Health and Social Care Information Centre (HSCIC) 
IG Toolkit. The NECS IG Team will assist the CCG in making this assessment and 
reporting SIRI’s appropriately.  Where it is suspected that an IG SIRI has taken place, 
it is good practice to informally notify key staff (Chief Executive, SIRO, Caldicott 
Guardian, other Directors etc.) as an ‘early warning’ to ensure that they are in a 
position to respond to enquiries from third parties and to avoid ‘surprises’.  For cyber 
incidents, notify the person responsible for any operational response (typically the 
Head of IT). 
 
Refer to Appendix 1 of the SOP. 

 
A cyber-related incident is anything that could (or has) compromised information 
assets within Cyberspace. “Cyberspace is an interactive domain made up of digital 
networks that is used to store, modify and communicate information. It includes the 
internet, but also the other information systems that support our businesses, 
infrastructure and services.” Source : UK Cyber Security Strategy, 2011 

 
Types of incidents could include: 
 

 Denial of service attacks 

 Phishing emails 

 Social media disclosures 

 Web site defacement 

 Malicious internal damage 

 Spoof website 

 Cyber bullying 
 

Refer to Appendix 1 of the SOP. 
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10.7 Clinical Quality Serious Incidents 
A Clinical quality Incident occurs when one of more patients is harmed or potentially 
harmed. It is expected that this type of incident will not often occur in a CCG 
organisation as they do not provide clinical services. CCG employees (permanent, 
fixed term) and contractors, have a duty to report any clinical quality incidents they 
witness, are involved in or become aware of. To report these, staff are instructed to 
use the CCG/GP reporting an incident page of SIRMS - https://sirms.necsu.nhs.uk/ 
 
The NECS clinical quality team leads in the management of patient safety clinical 
incidents in CCGs and GP member practices. The team is responsible for recording 
serious incidents on StEIS. Not all serious incidents will be StEIS reportable, but to 
ensure each serious incident is given due attention, SIRMS automatically triggers all 
CCG reported serious incidents to the Clinical Quality team’s generic mailbox. 
   
The clinical quality team will consider if the serious incident falls into the category of a 
StEIS reportable SI and report accordingly using guidance found in the CCG Serious 
Incidents (SIs) Management Policy (CO18).  
 
CCG’s are required to report incidents that have a direct consequence on the safety 
of patients to the NRLS (National Reporting and Learning System); this is a clinical 
quality team function.  
 
SIRMS is configured to escalate incidents to the clinical quality team in line with the SI 
policy.   
 
Clinical quality incident trends, themes and lessons learned are reported to the CCG’s 
Quality and Patient Safety Committee by the clinical quality team.  Reports feature 
incidents recorded by GP practices about providers.   
 
Refer to Appendix 2 of the SOP. 
 

10.8 Fraud and Corruption Serious incidents 
All cases of suspected fraud or corruption should be notified immediately to the Chief 
Finance Officer who will then give advice or arrange investigation of the incident, in 
accordance with the CCG Standing Financial Instructions. 

 
Sunderland Internal Audit Services (SIAS) is commissioned to support the CCG with 

their counter- fraud arrangements through their Internal Audit Function.  

11.    Trend Analysis / Learning Lessons     
 
11.1    Internal Reporting of Incidents 

SIRMS is capable of producing a range of reports based on all of the information 
fields and variables on the SIRMS incident reporting/management system at regular 
intervals.  These reports can be tailored to the specific needs of the organisation via 
directorates, teams or committees. They can be used to feedback information on 
trends, lessons learned and actions taken.  Requests for specific tailored reports can 
be made to NECS Governance Team - NECSU.SIRMSINCIDENTS@nhs.net   
 
An overview of incidents reported across the organisation will be monitored for trends, 
themes and lessons learned through a number of committees, which include: 
 

https://sirms.necsu.nhs.uk/
mailto:NECSU.SIRMSINCIDENTS@nhs.net
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 Quality, Patient Safety and Risk Committee – who will receive reports from the 
Clinical Quality team on GP, reported incidents regarding providers. 

 Audit and Risk Committee – who will receive a summary of CCG reported non-
clinical incidents via the quarterly Governance and Assurance Report as 
identified in the committee’s cycle of business. 

 Governing Body - who will receive a summary of CCG reported non-clinical 
incidents via the quarterly Governance and Assurance Report as identified in 
the committee’s cycle of business. 

 
The Director of Operations and Operations and Engagement Manager will also 
receive an incident report at the beginning of each month.   
 

11.2    Levels of Investigation  
It is the responsibility of the CCG to ensure that an appropriate investigation takes 
place following an incident or near miss according to the severity and possible 
implications of the incident.  It is important to note that: 
 

 All losses and compensations must be investigated  

 All potential claims and complaints must be investigated 
 
If the incident occurred within a different organisation, the incident must still be 
reported for appropriate investigation and a decision made as to the most appropriate 
lead for the investigation.  
 
Incidents with an impact assessment of 1 to 3 may not require further action other 
than that specified in the initial incident form.  Reassessment of any residual risk must 
be carried out after the implementation of any actions. For incidents with an impact 
assessment of 4 or 5, an investigation must always be carried out.  
 

11.3    Onward Reporting  
Occasionally, the CCG will be required to onward report trends and lessons learned 
for certain categories of incidents to other organisations.  
 
All serious incidents are initially reported through SIRMS. These incidents are then 
escalated via SIRMS to the appropriate team/contact person responsible for 
managing external reporting for: 
 

 NRLS - National reporting and learning system  
 StEIS – Strategic executive information system 
 SIRI – Serious incidents requiring investigation  
 RIDDOR - Report of injuries, diseases and dangerous occurrences regulations 
 The health and safety executive 
 The information commissioner’s office 
 NHS Protect – protection against fraud and corruption in the NHS. 

 
Requests for specific tailored reports will be agreed with NECS and CCG.  
NECSU.SIRMSINCIDENTS@nhs.net   
 

mailto:NECSU.SIRMSINCIDENTS@nhs.net


Incident Reporting and Management Policy V2 
                                                                                                                                        Page 18 of 23 

 

12. Duties and Responsibilities  
 

Council of Practices Have delegated responsibility to the governing body (GB) for 

setting the strategic context in which organisational process 

documents are developed, and for establishing a scheme, of 

governance for the formal review and approval of such 

documents. 

Chief Officer The Chief 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.  

Director of 
Operations (CCG 
Information 
Governance Lead) 

The Director of Operations has overall responsibility for ensuring: 

 The incident management process is robust and adhered to. 

 Incidents are maintained and managed in timely manner. 

 Staff have the necessary training required to implement the 
policy. 

 Mechanisms are in place within the organisation for regular 
reporting and monitoring of incident themes and lesson 
learned. 

 Confirm to NECS Senior Governance Officer that incidents 
can be marked as fully completed.   

 

Line Managers The service leads have the responsibility: 

 To support their directors and staff to maintain the incident 
policy and to manage individual incidents in accordance with 
policy. 

 To work closely with the Director of Operations to ensure a 
transparent and consistent approach to incident management 
across the CCG in partnership with key stakeholders. 

 
All line managers and supervisory staff are responsible for the 
adherence and monitoring compliance within 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 as part of their normal duties and 
responsibilities. 

 Identify the need for a change in policy or procedure as a 
result of becoming aware of changes to statutory 
requirements, revised professional or clinical standards and 
local/national directives, and advising there line manager. 

 Attending training/awareness sessions when provided. 
 



Incident Reporting and Management Policy V2 
                                                                                                                                        Page 19 of 23 

 

North of England 
commissioning 
(NECS) 

NECS Senior Governance Officer will: 
 

 Provide incident management support and advice.  

 Produce CCG reported incident reports as requested.  

 Identify trends, lessons learned and themes in incident 
reporting in order to identify any issues of concern for the 
CCG. 

 Provide training and assistance to the CCG in incident 
reporting and management in the SIRMS system. 

 Manage the administration of the SIRMS database. 

 Undertake an incident investigation in conjunction with CCG 
managers if required e.g. health and safety and IG incidents. 

 
NECS Clinical Quality Manager will:  

 Consider if a serious incident falls into the category of a StEIS 
reportable SI and report accordingly.  

 Review clinical quality incidents reported by the CCG. 

 Provide clinical quality incident reports as requested. 
 
Customer relationship manager: 

 Receive notification of incidents relating to CCG reported 
corporate business incidents. 

 Facilitate discussion with the CCG regarding corporate 
business incidents, where appropriate. 

 

NECS Information 
Governance Lead  

NECS Information Governance Lead has the responsibility to: 

 Provide information governance support to staff in the 
organisation. 

 Co-ordinate different areas of information governance and to 
ensure progress against key standards and requirements. 

 In collaboration with IT, develop, implement and monitor 
information security across the organisation. 

 Support the CCG in evidence collation, upload and publicise 
the IG Toolkit. 
 

 
 
13.   Implementation  
 

13.1   This policy will be available to all Staff for use in the circumstances described  
on the title page.   

 
13.2  CCG directors and 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.  

 
13.3   The implementation of the detail of this policy is aligned into the full roll-out,  

development and implementation of the incident module of the SIRMS across the 
CCG, NECS and their Council Members. 
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13.4   This policy is reviewed at regular intervals to ensure that the implementation  
of the processes contained in the policy are in line with the practical experience of 
users of the SIRMS. 

 
 
14. Training Implications 

  
The sponsoring director will ensure that the necessary training or education needs 
and methods required to implement the policy are identified and resourced or built into 
the delivery planning process.  This may include identification of external training 
providers or development of an internal training process.   
 
The level of training required in incident reporting and management varies depending 
on the level and responsibility of the individual employee.   
 
The training required to comply with this policy is key to the successful implementation 
of the policy and embedding a culture of incident reporting and management in the 
organisation.  Through a training and education programme, staff will have the 
opportunity to develop more detailed knowledge and appreciation of the role of 
incident reporting and management.  Training and education will be offered through a 
rolling programme of incident reporting and management training. 

 

15.  Fair Blame 
 

The CCG is committed to a policy of ‘fair blame’.  In particular formal disciplinary 
procedures will only be invoked following an incident where: 
 

 there are repeat occurrences involving the same person where their actions 
are considered to contribute towards the incident 

 there has been a failure to report an incident in which a member of staff was 
either involved or about which they were aware (failure to comply with 
organisation’s policy and procedure) 

 in line with the organisation and/or professional regulatory body, the action 
causing the incident is removed from acceptable practice or standards, or 
where 

 there is proven malice or intent 
 
Fair blame means that the organisation: 
 

 operates its incident reporting policy in a culture of openness and transparency 
which fulfils the requirements for integrated governance 

 adopts a systematic approach to an incident when it is reported and does not 
rush to judge or ‘blame’ without understanding the facts surrounding it 

 encourages incident reporting in the spirit of wanting to learn from things that 
go wrong and improve services as a result 

 
15.1  Support for staff, and others 

When an incident is reported it can be a stressful time for anyone involved, whether 
they are members of staff, a patient directly involved or a witness to the incident.  
They all need to know that they are going to be treated fairly and that lessons will be 
learned and action taken to prevent the incident happening again. 
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During an incident investigation, appropriate support will be offered to staff and 
anyone else involved in the incident if required.  Support includes access to 
counselling services and the provision of regular updates of the investigation and its 
outcomes.  Information is available on request from the Governance Team. 
 

16. Documentation 
 
16.1 Other Related Documents 

 
Security Procedure 
First Aid Procedure 
Fire Safety Procedure 
Business Continuity Plan 

 
16.2 NHS policy  
 

HR35 Whistleblowing Policy 
 
IG01 Confidentiality and Data Protection Policy 
 
IG02 Data Quality Policy 
 
IG03 Information Governance and Information Risk Policy 
 
IG04 Information Access Policy 
 
IG05 Information Security Policy 
 
IG06 Records Management Policy and Strategy 

 
CO02 Complaints Policy and Procedure 
 
CO05 Fire Safety Policy 
 
CO06 Anti-Fraud Policy 
 
CO07 Health and Safety Policy 
 
CO11 Moving and Handling Policy 
 
CO14 Risk Management Policy 
 
CO17 Security Policy 
 
CO18 Serious Incidents (SIs) Management Policy 
 
CO20 Violence, Aggression and Abuse Management Policy 

 
16.3 Legislation and statutory requirements 
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Checklist Guidance for Reporting, Managing and Investigating Information 
Governance and Cyber Security Serious Incidents Requiring Investigation – February 
2015 
 
Information Governance Incident Reporting Tool User Guide   
 
NHS England Incident reporting policy October 2012 
 
No secrets: Guidance on developing and implementing multi-agency policies and 
procedures to protect vulnerable adults from abuse (Department of Health) 2000 

 
The National Framework for Reporting and Learning from Serious Incidents Requiring 
Investigation – National Patient Safety Agency (NPSA) - 2010 

 
The Never Events List; 2013/14 Update, NHS England 
 
The Reporting of Injuries, Diseases and Dangerous Occurrences Regulations 
(HMSO) 1995 
 
Working together to safeguard children, (HM Government) 2006 

 
UK Cyber Security Strategy, 2011 

 
16.4 References   

The major references consulted in preparing this policy are described above. 

17. Monitoring, Review and Archiving 
 
17.1 Monitoring  

The Director of Operations will oversee, on behalf of the executive committee, a 
method for monitoring the dissemination and implementation of this policy.  
 

17.2 Review  
The Director of Operations will ensure that each 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.  
 
Staff who become aware of changes in practice, changes to statutory requirements, 
revised professional or clinical standards and local/national directives that affect, or 
could potentially affect policy documents, should advise the Director of Operations as 
soon as possible, via line management arrangements. The Director of Operations will 
then consider the need to review the policy or procedure outside of the agreed 
timescale for revision.  
 
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. 

  
17.3 Archiving  

The Director of Operations will ensure that archived copies of superseded policy 
documents are retained in accordance with Records Management: NHS Code of 
Practice 2006. 
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18. Equality Analysis 
 

Equality Analysis Screening Template (Abridged) 

Title of Policy: Incident Reporting & Management Policy 

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

This policy sets out the CCG’s approach to the 

management of incidents in fulfilment of its strategic 

objectives and statutory obligations. 

The reporting of incidents will help the CCG identify 

potential breaches in its core business including 

breaches in:  

 contractual  obligations 

 internal processes 

 performance targets 

 service specifications etc. 

 statutory duties 

Directorate Lead: Director of Operations  

Is this a new or existing 
policy? 

Existing  

 

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 

Debra Elliott Senior Governance 
Manager 

NECS 09/02/2015 

 

Directors Name  Directors 
Signature 

Organisation Date 

Christine Briggs  NHS South Tyneside 
CCG 
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Incident Reporting and Management  
Standard Operating Procedure 

 
 
1.   Introduction 

The North of England Commissioning Support (NECS) Governance Team provide a 
service to advise and support the Clinical Commissioning Group (CCG) with incident 
reporting and management.  The preferred method for reporting incidents in the 
organisation is the Safeguard Incident and Risk Management System (SIRMS).   

 
Individuals are responsible for familiarising themselves with their duties for incident 
reporting and management as laid out in the CCG Incident Reporting and 
Management Policy CO08. 
 
This standard operating procedure should be used in conjunction with the Incident 
Reporting and Management Policy CO08. 

 

2.    Accessing the Safeguard Incident and Risk Management System    
(SIRMS) 
Employees and contractors who have access to the staff intranet have access to the 
electronic on-line reporting system, SIRMS.  For the vast majority of staff, SIRMS can 
be accessed at this web-address: 

 
https://sirms.necsu.nhs.uk 
 
You should log into the system with the username and password you log into your 
computer with.   

 
If there are any difficulties accessing the web-form please contact a member of the 
NECS Governance team who will be pleased to help you.   The Governance team can 
be contacted via email: NECSU.SIRMSINCIDENTS@nhs.net   

 

3.   Reporting and managing incidents 
Full guidance on how to report and manage an incident via the web-from can be 
found in this document.  Please refer to the appropriate appendix as listed in the table 
of contents.   

 
 
 
 
 
 
 
 
 
 
 
This document can be requested from Kate Watson 0191 217 2659 kate.watson2@nhs.net, 
Julie Rutherford 0191 374 2766 Julie.rutherford3@nhs.net, Wendy Marley 0191 374 4157 

wendy.marley@nhs.net or Debra Elliott 0191 374 2749 debraelliott@nhs.net 

https://sirms.necsu.nhs.uk/
mailto:NECSU.SIRMSINCIDENTS@nhs.net
mailto:kate.watson2@nhs.net
mailto:Julie.rutherford3@nhs.net
mailto:wendy.marley@nhs.net
mailto:debraelliott@nhs.net


Appendix 1  

CCG Incident Management Process for Non-clinical Incidents: 
Corporate Business / Health & Safety / Information Governance / Information Technology 

 

Type of 
incident 

Definition 

Corporate 
Business 

A corporate business incident is a business event or circumstance that could have or did have a negative impact on the organisation, its 
stakeholders or the services in which it commissioned. The impact of the incident would have a negative impact on quality and service 
delivery.   
 
A corporate business incident that is reportable is likely to include one or more of the following: 
 

 A lack of capacity or a service gap in meeting our commissioning responsibilities 

 A quality concern 

 A communications breakdown 
 

Health & 
Safety / Fire / 
Security and 
Environmental 

A health and safety, fire, security or environmental incident is an event or circumstance that affects staff/visitors safety. 
 
A reportable health and safety incident will fall under one of the following primary cause groups: 
 

 Contractor/visitor accident 

 Estates and facilities - could include a water leak, a lack of electricity occurring in buildings 

 Fire - could include fire outbreak, false alarm 

 Health & safety (other) - not falling in to any of the above categories 

 Security - could involve damage, loss, theft 

 Staff accident - e.g. slips, trips and falls, injuries to persons 

 Staff ill health - could include seizures, work related disorders 

 Violence and aggression 
 
Any incidents relating to defects or issues within the building MUST be reported to the relevant NHS Property Services/Local Authority 
Helpdesk immediately, details of which can be obtained from the NECS Health and Safety Team.  necsu.healthandsafety@nhs.net 
 

Information 
Governance / 
Information 
Technology  

An information governance incident is an event or circumstance which affects or could affect the security of the information maintained by 
the CCG.   
 
IG and IT incidents will fall in to one of the following primary cause groups: 
 

mailto:necsu.healthandsafety@nhs.net
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IG primary cause groups IT primary cause groups 

 damage to hard copy records (fire, water) 

 inappropriate access to/or disclosure of a person’s information 

 information left unattended (printer, empty office) 

 lost/stolen (equipment, paper, hard copy, mobile, USB, laptop) 

 misdirected email received containing confidential information 

 misdirected email sent containing confidential information 

 misdirected hardcopy received(e.g. post, fax etc.) 

 misdirected hardcopy sent(e.g. post, fax etc.) 

 other (IG) 

 password sharing 

 Smartcard issues 
 

 clinical system failure 

 hardware failure 

 IT network failure 

 network / computer virus discovered 

 Server failure 

 telecommunications failure  
 

 

Note: Certain categories of incidents will trigger an email notification to a relevant specialist, such as members of the NECS Information 
Governance team or the NECS Clinical Quality team. 

 
 

Step 1 Report the incident 

 All CCG staff (permanent, fixed term and contractors) have a duty to report the incidents that they are involved in or witness.   
 
Staff are instructed to use the CCG/GP incident reporting page on SIRMS to report these incidents.  SIRMS can be accessed via the 
following link:  https@//sirms.necsu.nhs.uk  
 
Reporters can consult Appendix 4, the Incident Reporters Frequently Asked Questions and Appendix 5, SIRMS Incident Web-form 
Reporting Guide for guidance. 
 
When reporting an incident on SIRMS you will be asked to score the incident.  Refer to the CCG Incident Assessment Matrix at 
Appendix 3. 
 

 
 

Step 2 Determine the score of the incident   

 Incidents with a score of 1 to 3 

 Incidents with an initial impact score (consequence) of 1-3 on the incident assessment matrix are not classed as serious but still must be 
checked within 24 hours on SIRMS. The CCG Director of Operations will be notified of the incident via SIRMS and will signpost the incident 
to an appropriate CCG Incident Investigating Manager who will be responsible for its management.   

mailto:https@//sirms.necsu.nhs.uk
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 Incidents with a score of 4 or 5 (Serious Incident) 

 Any incident with an initial impact score (consequence) of 4 (major) or 5 (catastrophic) on the incident assessment matrix is classed as a 
serious incident and will be referred immediately to the CCG Director of Operations and to the appropriate NECS Specialist Officer, who 
will liaise with NECS Clinical Quality Team to determine whether an incident is StEIS reportable.  The CCG Director of Operations will be 
notified of the incident via SIRMS and will signpost the incident to an appropriate CCG Incident Investigating Manager who will be 
responsible for its management.  An immediate management response is required and a root cause analysis must be carried out.  The 
Root Cause Analysis Guide can be found at Appendix 8. 

Note: In order to determine the seriousness of an incident, those notified must review the report within 24 hours.  Where a Health & Safety or an 
Information Governance serious incident is determined, the appropriate NECS Specialist Officer will invoke the serious incident procedure 
immediately.   

 

Step 3 Managing the incident in SIRMS 

 All incidents must be managed in SIRMS and the incident manager form completed by the CCG Incident Investigating Manager.  Please 
refer to the SIRMS Incident Managers Web-form guide at Appendix 7. 
 
Depending on the seriousness of the incident, the CCG Incident Investigating Manager must consider if it is necessary to carry out a root 
cause analysis of the incident.  The Root Cause Analysis Guide can be found at Appendix 8. 

 

Step 4 Timeline for managing and closing incidents 

 Reporters will have completed an initial impact grading (consequence) of the incident which can be reviewed by managers based on their 
understanding of the incident.  The timeline for managing incidents is determined by the impact of the incident (consequence).  See below 
or refer to the ‘timeline for managing and closing incidents’ in the CCG Incident Assessment Matrix at Appendix 3. 

 
 

Timeline for managing and closing incidents 
 

1 Negligible risk  
 
CCG Incident Investigating Manager to manage and close off the incident within 5 working days.   
 

Those incidents with an actual impact 
score (consequence) of 1-3 on the incident 
assessment matrix are not classed as 
serious. The CCG Director of Operations 
will be notified of the incident via SIRMS 
and will signpost the incident to an 
appropriate CCG Incident Investigating 
Manager who will be responsible for its 

2 Low risk  
 
CCG Incident Investigating Manager to manage and close off the incident within 5 working days.   
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Step 5 Closing the incident in SIRMS 

 A summary of incidents will be submitted on a monthly basis to the Director of Operations and Operations and Engagement Manager to 
review.  In order to give assurance that incidents with an actual impact score of 1-3 have been fully investigated and adequately managed, 
the Director of Operations and Operations and Engagement Manager (on receipt of the monthly incident summary) will confirm to NECS that 
incidents can be marked as fully completed.   
 
A summary of incidents will be submitted on a quarterly basis to the Audit and Risk Committee and Governing Body as part of the 
Governance and Assurance Report.  In order to give assurance that incidents with an actual impact score 4 or 5 have been fully investigated 
and adequately managed, the CCGs reviewing committee will confirm to NECS that incidents can be marked as fully completed.   
 

3 Medium risk  
 
CCG Incident Investigating Manager to manage and close off the incident within 5 working days.   

management.   

4 High risk  
CCG Incident Investigating Manager to respond to incident as soon as possible within 24 hours and 
complete managers form.   
 
Corporate Business and Health & Safety Incidents 
CCG Incident Investigating Manager to manage and close the incident within one month.    
 
Information Governance and Information Technology Incidents 
CCG Incident Investigating Manager to manage and close the incident within 2 days. 
 

Any incident with an actual impact score 
(consequence) of 4 (major) or 5 
(catastrophic) on the incident assessment 
matrix is classed as a serious incident and 
will be referred immediately to the  CCG  
Director of Operations  and to the 
appropriate NECS Specialist Officer.  The 
CCG Director of Operations will be notified 
of the incident via SIRMS and will signpost 
the incident to an appropriate CCG 
Incident Investigating Manager who will be 
responsible for its management.  An 
immediate management response is 
required and a root cause analysis must 
be carried out.  The Root Cause Analysis 
Guide can be found at Appendix 8. 

5 Catastrophic risk  
CCG Incident Investigating Manager to respond to incident as soon as possible within 24 hours and 
complete managers form.   
 
Corporate Business and Health & Safety Incidents 
CCG Incident Investigating Manager to manage and close the incident within one month.    
 
Information Governance and Information Technology Incidents 
CCG Incident Investigating Manager to manage and close the incident within 2 days. 
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Step 6 Monitoring themes, trends and lessons learned 

 An overview of incidents reported across the organisation will be monitored for trends, themes and lessons learned, and reported on a 
quarterly basis to the Audit and Risk Committee and Governing Body as part of the Governance and Assurance Report. 
 
The Director of Operations and Operations and Engagement Manager will also review a monthly incident summary which will provide an 
opportunity to review trends, themes and lessons learned.   
 

 
 

Useful contacts Email  

CCG Director of Operations 
 

christinebriggs@nhs.net  

NECS Governance Team & SIRMS Queries 
 

necsu.sirmsincidents@nhs.net  

 
NECS Specialist Officers Based at Contact details 

Corporate Business Incidents Cumbria Joanne Dobson: joannedobson@nhs.net   
 

 Durham Mike Brierley: mike.brierley@nhs.net  
Darlington, North Durham, DDES and South Tees CCGs 
 

 Newburn Khalid Azam: khalid.azam@nhs.net  
Newcastle North & East, Newcastle West, Gateshead and HaST CCGs  

 Newburn Ailsa Nokes: ailsa.nokes@nhs.net  
Sunderland, South Tyneside, North Tyneside and Northumberland CCGs 

Health & Safety Incidents Teesside necsu.healthandsafety@nhs.net  
 

Information Governance 
Incidents 

Durham necsu.ig@nhs.net  
 

 
 
 
 

mailto:christinebriggs@nhs.net
mailto:necsu.sirmsincidents@nhs.net
mailto:joannedobson@nhs.net
mailto:mike.brierley@nhs.net
mailto:khalid.azam@nhs.net
mailto:ailsa.nokes@nhs.net
mailto:necsu.healthandsafety@nhs.net
mailto:necsu.ig@nhs.net
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Appendix 2 
 

CCG Incident Management Process:  
Clinical Quality Incidents  

 

Type of incident Definition 

Clinical Quality A clinical incident is any unintended or unexpected incident which could have led to or did lead to harm for one or more patient’s 
receiving NHS care.   
 
A clinical quality incident relates to: 
 

 service quality  

 delivery  

 contracting issues with one of the CCG’s commissioned providers.   
 
These incidents can help identify areas for improvement in quality, performance and commissioning.   

Note: In addition to notifications being sent to NECS Clinical Quality Team, certain categories of incidents will trigger a notification to a 
relevant specialist, such as members of the NECS Provider Management Team or Medicines Optimisation. 

 
 

Step 1 Report the incident 

 All CCG staff (permanent, fixed term and contractors) have a duty to report the incidents that they are involved in or witness.   
 
Staff are instructed to use the CCG/GP reported incident reporting page on SIRMS to report these incidents.  SIRMS can be accessed 
via the following link:  https@//sirms.necsu.nhs.uk  
 
When reporting the incident on SIRMS you will be asked to score the incident.   
 
Refer to the CCG Incident Assessment Matrix at Appendix 3. 

 
 

Step 2 Determine the score of the incident   

 Incidents with a score of 1 to 3 

 Those incidents with an initial impact score (consequence) of 1-3 on the incident matrix are not classed as serious. The NECS Clinical 
Quality Team will be notified of the incident via SIRMS and where appropriate will signpost the incident to a CCG Incident Investigating 
Manager or a NECS Specialist Officer who will be responsible for its management.   
 

mailto:https@//sirms.necsu.nhs.uk
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 Incidents with a score of 4 or 5 (Serious Incident) 

 Any incident with an initial impact score (consequence) of 4 (major) or 5 (catastrophic) is classed as a serious incident, and will be 
further assessed to determine whether it meets the national guidance criteria (http://www.england.nhs.uk/wp-
content/uploads/2013/03/sif-guide.pdf) as a reportable serious incident which will require external reporting on the StEIS system.  
Serious incidents are outlined in the national guidance and the CCG Serious Incidents (SIs) Management Policy.  Serious incidents 
can be clinical or non-clinical in nature.   
 
The NECS Clinical Quality Team will liaise with the CCG Quality and/or Governance Lead to report the serious incident on StEIS on 
behalf of the CCG where the alleged incident has occurred.  The CCG Quality and/or Governance Lead and the NECS Clinical Quality 
Team will then agree if the CCG Serious Incidents (SIs) Management Policy should be invoked.   
 
An immediate management response is required and a root cause analysis must be carried out.  The Root Cause Analysis Guide 
can be found at Appendix 8. 
 

 
Step 3 Managing the incident in SIRMS 

 All clinical quality incidents reported on SIRMS will be managed by the NECS Clinical Quality Team.  Please refer to the SIRMS 
Incident Managers Web-form guide at Appendix 7. 
 
The Clinical Quality Team will manage the incident on SIRMS and this will involve: 
 

 review the content and quality of the information entered 

 ensure the correct incident categories etc have been completed 

 assess the impact of the incident and score it accordingly 

 1-3, 6&7: identify any themes and trends across similar incident types 

 where appropriate incidents will be shared with the Service Providers at regular monthly meetings through thematic reports 

 4-5: request NHS number or other patient identifiable data from reporter (if relevant) and request the Service Provider to 
undertake an investigation into individual incidents within two weeks 

 Provide feedback to the reporter  
 

 

Step 4 Advise the reporter 

 The NECS Clinical Quality Team will provide feedback to the reporter and will: 
 

 Thank the reporter for reporting the issue 

 Provide a description of any changes made to the incident report and explain why they were made 

http://www.england.nhs.uk/wp-content/uploads/2013/03/sif-guide.pdf
http://www.england.nhs.uk/wp-content/uploads/2013/03/sif-guide.pdf
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 Request that they, or their line manager, complete the sections on Actions, Underlying Causes and Outcomes where relevant 

 Provide a brief description of what will happen with the incident (e.g. included in themes and trends or specific response 
requested from Service Provider) 
 

 

Step 5 Timeline for managing and closing incidents 

 Reporters will have completed an actual impact grading (consequence) of the incident which can be reviewed by managers based on 
their understanding of the incident.  The timeline for managing incidents is determined by the impact of the incident (consequence).  
See below or refer to the ‘timeline for managing and closing incidents’ in the CCG Incident Assessment Matrix at Appendix 3. 
 

 

Timeline for managing and closing incidents 
 

1 Negligible risk  
Incident to be noted and closed within 5 days.   Once all necessary actions have 
been taken and any lessons learned, the NECS Clinical Quality Team will mark 
the incident as complete. 
 

Those incidents with an initial impact score (consequence) of 
1-3 on the incident matrix are not classed as serious. The 
NECS Clinical Quality Team will be notified of the incident via 
SIRMS and where appropriate will signpost the incident to a 
CCG Incident Investigating Manager or a NECS Specialist 
Officer who will be responsible for its management.   

2, 6, 7 Low risk  
Incident to be noted and closed within 5 days.   Once all necessary actions have 
been taken and any lessons learned, the NECS Clinical Quality Team will mark 
the incident as complete, and share with Service Provider in monthly reports.  
Incident themes and trends will be shared at CCG Quality and Patient Safety 
Committee and Provider Quality Review Group Meetings.   
  

3 Medium risk  
Incident to be noted and closed within 5 days.   Once all necessary actions have 
been taken and any lessons learned, the NECS Clinical Quality Team will mark 
the incident as complete, and share with Service Provider in monthly reports.  
Incident themes and trends will be shared at CCG Quality and Patient Safety 
Committee and Provider Quality Review Group Meetings.   

4 High risk  
The incident should be reviewed as soon as possible, ideally within 48 hours of 
reporting.   
 
The CCG Head of Quality and Safety will work with the NECS Clinical Quality 
Team to request an initial response from the Service Provider within two weeks, 

Any incident with an initial impact score (consequence) of 4 
(major) or 5 (catastrophic) is classed as a serious incident, 
and will be further assessed to determine whether it meets 
the national guidance criteria (http://www.england.nhs.uk/wp-
content/uploads/2013/03/sif-guide.pdf) as a reportable 
serious incident which will require external reporting on the 

http://www.england.nhs.uk/wp-content/uploads/2013/03/sif-guide.pdf
http://www.england.nhs.uk/wp-content/uploads/2013/03/sif-guide.pdf
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Step 6 Closing the incident in SIRMS 

 Once it is confirmed that recommendations and remedial actions are in place, the incident has been closed down, and where necessary ratified 
by the CCG Quality and Patient Safety Committee, the NECS Clinical Quality Team will mark the incident as complete. 
 

A summary of all completed incidents will be submitted to the CCG Quality and Patient Safety Committee. 

 
Useful contacts Location Email 

CCG Head of Quality and Safety South Tyneside ann.fox2@nhs.net  

NECS Clinical Quality Team  Cumbria cumbriaccg.patientsafety@nhs.net 

 Durham necsu.incidents@nhs.net    

 Newburn necsu.newburn-clinicalquality@nhs.net 

 Tees necsu.qualitysafeguarding@nhs.net 

and a subsequent full response within four weeks.  All incidents of this grade will 
be monitored through the CCG Quality and Patient Safety Committee and the 
Provider Quality Review Group.   
 
Closure of the incident will be finally ratified by the CCG Quality and Patient 
Safety Committee.  

StEIS system.  Serious incidents are outlined in the national 
guidance and the CCG Serious Incidents (SIs) Management 
Policy.  Serious incidents can be clinical or non-clinical in 
nature.   
 
The NECS Clinical Quality Team will liaise with the CCG 
Quality and/or Governance Lead to report the serious incident 
on StEIS on behalf of the CCG where the alleged incident 
has occurred.  The CCG Quality and/or Governance Lead 
and the NECS Clinical Quality Team will then agree if the 
CCG Serious Incidents (SIs) Management Policy should be 
invoked.   
 
An immediate management response is required and a root 
cause analysis must be carried out.  The Root Cause 
Analysis Guide can be found at Appendix 8. 

5 Catastrophic risk  
These incidents will be referred immediately to the CCG Head of Quality and 
Safety and the NECS Senior Clinical Quality Programme Lead.   
 
Initial review and response is required as soon as possible within 24 hours.   
 
The CCG Head of Quality and Safety will work with the NECS Clinical Quality 
Team to request an initial response from the Service Provider within two weeks, 
and a subsequent full response within four weeks.  All incidents of this grade will 
be monitored through the CCG Quality and Patient Safety Committee and the 
Provider Quality Review Group.   
 
Closure of the incident will be finally ratified by the CCG Quality and Patient 
Safety Committee. 

mailto:ann.fox2@nhs.net
mailto:cumbriaccg.patientsafety@nhs.net
mailto:necsu.incidents@nhs.net
mailto:necsu.newburn-clinicalquality@nhs.net
mailto:necsu.qualitysafeguarding@nhs.net


Appendix 3 
 

CCG Incident Assessment Matrix  
 

Introduction 
 
A risk-based approach is used to link incidents to the risk management framework.  
 
The use of an incident grading system will help to assess the level of risk attributed to an 
incident, its seriousness and the level of investigation or analysis to be undertaken. 
 
In some cases the outcome of the incident is such that it is immediately obvious that the 
incident is serious or significant.  
 
When assessing the risk of an incident, reporters should use the assessment matrix outlined 
below.  
 
Assessing the Incident 
 
Determine the impact score (consequence) of your incident  
 
From the submitted incident make a note of the cause group and use the corresponding 
table below to assess the impact and determine the score, the number is given at the top of 
the column.   
 
The consequence score will either be: 
 

 Negligible 

 Minor  

 Moderate  

 Major  

 Catastrophic  
 

When scoring the consequence you are assessing either: 
 

 The consequence of the incident that has occurred   

 Or the likely consequence of a near miss should the incident have occurred  
 

NOTE 

Any incident with a consequence score of 5 (catastrophic) or 4 (major) 
needs to be referred immediately to the Head of Quality and Safety and 
NECS Specialist Officer.  An immediate management response is required.  
 
The incident needs to be recorded on SIRMS.  
 
Once recorded on SIRMS the above contacts will be notified automatically.  
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Incident Assessment Matrix 

 
 

Consequence score (severity levels) and examples of descriptors  

 1  2  3  4 Serious  5 Serious 

Domains  Negligible  Minor  Moderate  Major  Catastrophic  

Environmenta
l incident 
Impacting on 
(air, land, 
water, waste 
management) 
(includes 
building 
security and 
fire) 

Loss/interruption 
of >1 hour  
 
 
 
Minimal  
impact on the 
environment  
 
Nuisance 
release  
 

Loss/interruption 
of >8 hours 
  
Minor impact on 
environment  
 
Onsite impact 
contained by 
organisation  

Loss/interruption 
of >1 day  
 
Moderate 
impact on 
environment  
 
On-site impact 
contained by 
organisation  

Loss/interruption 
of >1 week  
 
Major impact on 
environment  
 
External 
assistance 
required e.g. 
NHS Property 
Services  
 
 
 
 
 

Permanent loss of 
service or facility  
 
Catastrophic 
impact on 
environment  
 
Off –site impact 
requiring outside 
assistance  

 
Impact on the 
safety of 
patients, staff 
or public 
(physical/psy
chological 
harm) 
 
This also 
includes 
individual 
security i.e. 
loan working  

 
Minimal injury 
requiring 
no/minimal 
intervention or 
treatment.  
 
No time off work 
 
No intervention 
required near 
miss  

Minor injury or 
illness, requiring 
minor 
intervention  
 
Short-term injury 
requiring time 
off work for >3 
days  
Length of 
hospital stay by 
1-3 days  
 
Emotional 
distress 
recovery 
expected within 
day 
 
 
 

Moderate injury  
requiring 
professional 
intervention  
 
Requiring time 
off work for 4-14 
days  
Length of 
hospital stay by 
4-15 days  
 
RIDDOR/agenc
y reportable 
incident  
 
 
 

Serious  
Incident  
Major injury 
leading to long-
term 
incapacity/disabi
lity/emotional 
trauma  
Requiring time 
off work for >14 
days  
Increase in 
length of 
hospital stay by 
>15 days  
 
 
 
 

Serious Incident 
leading  to  one or 
more deaths  
 
Multiple 
permanent 
injuries or 
irreversible health 
effects 
  
 

 
Adverse 
publicity/ 
reputation 
 
 
 
 

 
Rumours  

 
Potential for 
public concern  

 
Local media 
coverage –  
short-term 
reduction in 
public 
confidence  
 
Elements of 
public 
expectation not 
being met  
 
 
 
 
 

 
Local media 
coverage – 
long-term 
reduction in 
public 
confidence  

National media 
coverage with 
<3 days service 
well below 
reasonable 
public 
expectation  

National media 
coverage with >3 
days service well 
below reasonable 
public 
expectation. MP 
concerned 
(questions in the 
House)  
Total loss of 
public confidence 
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Consequence score (severity levels) and examples of descriptors  

 1  2  3  4 Serious 5 Serious 

Domains  Negligible  Minor  Moderate  Major  Catastrophic  

 
Corporate 
Business 
Incidents  
 

No Harm  
Customer 
impact little to 
none  
 
Breach of 
Contract none  
 
Financial impact 
negligible £s 
 
Occurrence 
singular  
No of customers 
affected one 
 
No of services 
affected one  
 
Statutory 
compliance not 
breached  
 

 
Moderate  
Customer 
impact little to 
none  
 
Breach of 
Contract none  
 
Financial impact  
£10k 
 
Occurrence 
multiple  
 
No of services 
affected one  
 
Statutory 
compliance not 
breached  
 
 
 

 
Customer 
impact high  
 
Breach of 
contract none 
 
Financial impact 
10k-100k 
 
 
Occurrence 
multiple  
 
No of customers 
services 
affected 
multiple. 
Statutory 
compliance not 
breached 
 
Finance  
SFI 
 
 
 
 
 
 
 
 
 

 
Customer impact 
extreme  
 
Breach of contract 
yes 
 
Financial impact 
100k - £1 million  
 
 
Occurrence 
multiple  
 
No of customers 
services affected 
multiple 
 
Statutory 
compliance not 
breached  
 
Breach of OJE 
Procurement 
Regs 
 
 
 
 
 

 
Customer 
impact extreme  
 
Breach of 
contract yes 
 
Financial impact  
£1 million 
 
Occurrence 
multiple  
 
No of customers 
services 
affected multiple 
 
Statutory 
compliance not 
breached  
 
 
Breach of OJE 
Procurement 
Regs 
 

 
Finance 
including 
claims  
 
 
 
 
    

 
Small loss  
 
Risk of claim 
remote  

 
Loss of 0.1–0.25 
per cent of 
budget  
 
Claim less than 
£10,000  

 
Loss of 0.25–0.5 
per cent of 
budget  
 
Claim(s) 
between 
£10,000 and 
£100,000  

 
Uncertain delivery 
of key 
objective/Loss of 
0.5–1.0 per cent 
of budget  
Claim(s) between 
£100,000 and £1 
million 
Purchasers failing 
to pay on time  
 
 
 
 
 
 
 
 
 
 
 
 
 

Non-delivery of 
key objective/ 
Loss of >1 per 
cent of budget  
Failure to meet 
specification/ 
slippage  
Loss of contract 
/ payment by 
results  
Claim(s) >£1 
million  
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 Consequence score (severity levels) and examples of descriptors  

 1  2  3  4 Serious 5 Serious 

Domains  Negligible  Minor  Moderate  Major  Catastrophic  

 
Information 
Governance  

Potential breach 
of confidentiality 
where less 
than10 people 
affected or risk 
assessed as low 
e.g.  

 Patient data 
had been 
left on a 
NECs 
printer 

 Particularly 
sensitive 
information 
e.g.HIV, 
STD referral 
identified  

 Mental 
Health Issue 
identified  
 

Or Failure to 
encrypt mobile 
data 
 
 
 
 
 
 
 

11-100 
Serious 
potential breach 
of confidentiality  
 
E.g. patient 
identifiable 
information at 
risk /clinical 
patient 
information at 
risk.  
 
Or Failure to 
encrypt mobile 
data 
 
 

Breach of 
confidentiality 
e.g. up to 101 -
1000 people 
affected  
 
E.g. patient 
identifiable 
information at 
risk /clinical 
patient 
information at 
risk. 
 
 
Newsworthy 
breach  
 
 
Or Failure to 
encrypt mobile 
data 
 

Breach of 
confidentiality with 
particular 
sensitivity 1001 + 
people affected  
 
E.g.  

 patient 
identifiable 
information at 
risk /clinical 
patient 
information at 
risk 

 Failure to 
encrypt 
mobile data 

 News worthy  
 
 
 
 
 

Breach of 
confidentiality 
with particular 
sensitivity 2001 
+ people 
affected  
 
E.g.  

 patient 
identifiable 
information 
at risk 
/clinical 
patient 
information 
at risk 

 Failure to 
encrypt 
mobile data 

 News 
worthy  

 

Business 
Continuity  
 

A nonstandard 
service is down 
affecting a 
customer  
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

A non- standard 
service is down 
affecting 
multiple 
customers  
 
 
 
 
 
 
 
 
 
 

An unplanned 
interruption or 
reduction in the 
quality of a 
service to a 
small number of 
users  
 
A non-key 
service is down 
affecting 
multiple users 
and several 
locations  
 
 
 
 

An interruption in 
service requiring 
immediate 
attention and 
affecting multiple 
customers at a 
site but not site 
wide  
 
A partial loss of 
business critical 
systems or 
service including 
slow performance  

An interruption 
in service 
requiring 
immediate 
attention. 
Affecting a 
whole site 
/service  or the 
loss of a critical 
system/service  
 
The interruption 
seriously affects 
NECS or our 
NECS 
customers   
organisational 
goals  
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 Consequence score (severity levels) and examples of descriptors  

 1  2  3  4 Serious 5 Serious 

Domains  Negligible  Minor  Moderate  Major  Catastrophic  

Clinical 
Quality 
Incidents   

Peripheral 
element of 
treatment or 
service 
suboptimal  
 
 

Overall 
treatment or 
service 
suboptimal  
 
Single failure to 
meet internal 
standards  
 
Minor 
implications for 
patient safety if 
unresolved  
 
Reduced 
performance 
rating if 
unresolved 

Treatment or 
service has 
significantly 
reduced 
effectiveness  
 
Repeated failure 
to meet internal 
standards  
 
Moderate 
patient safety 
implications if 
findings are not 
acted on 

Non-compliance 
with national 
standards with 
Major risk to 
patient safety if 
unresolved  
 
Low performance 
rating  
 
Critical report  
 
Major failure of 
provided service 

Totally 
unacceptable 
level or quality 
of 
treatment/servic
e  
 
Gross failure, or 
potential failure, 
of patient safety 
if findings not 
acted on. 
 
Gross failure to 
meet national 
standards  
 
Meets National 
Definition of a 
Serious 
Incident. 

IT incidents  Incidents 
involving non-
standard service 
requests  

 A request 
from a user 
for a non-
standard 
change  

 Non  std 
equipment  
requests  

 Installation 
of non std 
software/ 
hardware  

 Collection of 
redundant 
equipment 

 

Incidents 
involving 
Standard 
Service 
Requests re: 

 Laptops 

 New 
software  

 New user 
accounts 

 Mobile 
phones  
Etc. 

 
 

 

An unplanned 
interruption or 
reduction in the 
quality of an IT 
service to a 
small number of 
users. 
A non-key 
service is down 
affecting a 
multiple users in 
several 
locations. 

 Printer 
failure 
(excluding 
main officer 
script 
printers and 
IT those 
within 
dispensing 
practices 
where no 
alternative is 
available.) 

 Software 
error 

 PC 
fault/failure  

 Admin print/ 
fault failure 

 Laptop 
fault/failure  

 Scanner 
fault/failure 

Std software 
fault/reinstall MS 

An issue requiring 
immediate 
attention affecting 
multiple 
customers at a 
site but not site 
wide. 
A partial loss of a 
business critical 
system or service, 
including slow 
performance. 
One department 
or a team within a 
site unable to 
connect to a 
business critical 
services or 
system.  
A business critical 
service that has 
failed affecting a 
single user and 
no alternative is 
available.  
Loss of main 
office script 
printers or printers 
used by 
dispensing 
practices when no 
alternative is 
available. 
GP PC when no 
alternative is 
available. 

An issue 
requiring 
immediate 
attention 
affecting a 
whole 
site/service of 
the loss of 
business critical 
system/service. 
The impact of 
the issue 
seriously affects 
organisational 
goals. 
An issue 
identified as a 
clinical risk, 
such as 
inaccurate 
patient records. 
Issue affects or 
threatens a key 
system or 
service. 
This could 
include  

 Loss of 
COIN 
network 
connection 
for the 
whole site 

 Loss of 
telephone 
system for 
the whole 
site  
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office, windows, 
adobe etc. 

 Loss of 
email 
system for 
the whole 
site 
(excluding 
NHS mail.) 

 
Timeline for Managing and Closing Incidents  

 

 
 

1 Negligible risk  
Incident to be noted and closed within 5 days.   Once all necessary actions have been taken and 
any lessons learned, the CCG Incident Investigating Manager will notify NECS Governance 
Team that an incident can be marked as complete. 
 

2 Low risk  
CCG Incident Investigating Manager to manage and close the incident within 5 days.  Once all 
necessary actions have been taken and any lessons learned, the CCG Incident Investigating 
Manager will notify NECS Governance Team that an incident can be marked as complete. 
  

3 Medium risk  
CCG Incident Investigating Manager to manage and close off the incident within 5 days.  Once 
all necessary actions have been taken and any lessons learned, the CCG Incident Investigating 
Manager will notify NECS Governance Team that an incident can be marked as complete. 
 

4 High risk  
A management response is required as soon as possible within 24 hours.   
 
Corporate Business and Health & Safety Incidents 
CCG Incident Investigating Manager to manage and close the incident within one month.    
 
Information Governance and Information Technology Incidents 
CCG Incident Investigating Manager to manage and close the incident within 2 days. 
 
If the target date for closure is not met, an interim report of progress will be submitted to the 
CCG Director of Operations.   
 
Once all necessary actions have been taken and any lessons learned, the CCG Director of 
Operations will notify NECS Governance Team that an incident can be marked as complete. 
 

5 Catastrophic risk  
A management response is required as soon as possible within 24 hours.   
 
Corporate Business and Health & Safety Incidents 
CCG Incident Investigating Manager to manage and close the incident within one month.    
 
Information Governance and Information Technology Incidents 
CCG Incident Investigating Manager to manage and close the incident within 2 days. 
 
If the target date for closure is not met, an interim report of progress will be submitted to the 
CCG Director of Operations.   
  
Once all necessary actions have been taken and any lessons learned, the CCG Director of 
Operations will notify NECS Governance Team that an incident can be marked as complete. 
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NECS Specialist Contacts  Based in Emails Address 

Senior Governance Officer   
Health & Safety  

Tees necsu.healthandsafety@nhs.net 

Senior Governance Officer 
Information Governance  

Durham necsu.ig@nhs.net  
 

Senior Governance Officer  
Risk & Incident 

Newburn necsu.sirmsincidents@nhs.net 
 

Clinical Quality Team  Cumbria cumbriaccg.patientsafety@nhs.net 

 Durham necsu.incidents@nhs.net    

 Newburn necsu.newburn-clinicalquality@nhs.net 

 Tees necsu.qualitysafeguarding@nhs.net 
 

mailto:necsu.healthandsafety@nhs.net
mailto:necsu.ig@nhs.net
mailto:necsu.sirmsincidents@nhs.net
mailto:cumbriaccg.patientsafety@nhs.net
mailto:necsu.incidents@nhs.net
mailto:necsu.newburn-clinicalquality@nhs.net
mailto:necsu.qualitysafeguarding@nhs.net
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Incident Reporters Frequently Asked Questions 

 
What should I report as an incident? 
 
The definition of an incident is very wide ranging and staff often find it difficult to know what to 
report, particularly for less serious incidents, but in general any accident, breach of 
confidentiality, near miss or dangerous occurrence that happens in the work environment.   
There are a range of ‘Cause Groups’ on SIRMS to capture types of incidents, such as 
Information Governance, Security, Violence and Aggression and Staff Accident, these are then 
divided into specific subcategories.   
Can I report an incident on behalf of someone else? 

Yes.  Ensure that you document who the incident affects in the ‘People Involved in the Incident’ 
section of the form and NOT in the description of the incident (the ‘What happened and when’ 
section of the form). 

Is incident reporting anonymous? 

No, but it is confidential. Directors and senior managers will receive regular reports about 
incidents that have occurred in the CCG but these will contain no person identifiable incidents 
since the goal of these reports is to identify trends so that improvement measures can be 
developed. 

Who will be notified when I report an incident? 

SIRMS operates an email notification system within which the relevant managers of each 
department or service can be informed of incidents as they are submitted by staff.  Certain 
categories of incidents will also trigger an alert to a relevant specialist, such as members of the 
NECS Information Governance team or the NECS Clinical Quality team. 

What should I include in the incident report? 

The form should act as both a record of the incident and a prompt to support action planning and 
reporting. Thus the member of staff completing the form should include as much information as 
possible, so what actually happened and the reason for the incident can be reviewed and 
appropriate action taken to avoid reoccurrence. 
 
The ‘details’ of the incident forms the trigger notification and therefore no personal information 
should be included. 
 
If I report an incident will a record of this be placed on my personal file? 

No.  Incident reporting is confidential and the information cannot be used for any other purpose. 

 
Who will investigate the incident? 

Depending on the type of incident, the investigation will be led by your line manager sometimes 
with the support of a NECS colleague with appropriate specialist knowledge.  In some cases, 
external agencies might be involved, such as NHS Protect in the case of incidents relating to 
fraud. 

What will the investigation involve? 

Appendix 4 
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The investigation will look for the root cause of the incident in order to establish the true reasons 
for incidents so that they may be prevented in the future.  All incidents are different, so 
investigations will vary from case to case. 

Will I be kept informed about the outcome of an investigation into an incident? 

Yes, it is recognised that it is important to give reporters timely feedback and to ensure 
information about any corrective actions is communicated back to reporters.   

Why should incidents be reported? 

The organisation has to ensure that it can meet its statutory obligations and report certain 
incidents to other organisations within legally set timescales.  For example in the case of ‘over 7 
day injuries’, the CCG must comply with the Reporting of Injuries, Diseases and Dangerous 
Occurrences Regulations (RIDDOR) and must inform the Health and Safety Executive.   
Under the Health & Safety at Work Act 1974, staff are required to report any incident or ‘near 
miss’ as soon as possible.   
The CCG wants encourage incident reporting in order to learn lessons from incidents reported by 
staff in order to make any necessary improvements.  The CCG operates a ‘fair blame’ culture 
which means that an incident will be investigated systematically and there will be no rush to 
judge or blame without understanding the facts surrounding the incidents.  

What are the benefits of reporting incidents? 

Timely and accurate incident reporting will enable the organisation to put in place remedial or 
corrective measures to prevent harm and improve performance of the organisation. 
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Appendix 5 
 

SIRMS Incident Web-form Reporting Guide 
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Appendix 6 
 

Incident Manager’s Checklist 
 

Line Managers have responsibility to act as Lead Investigator in any incident that involves 
their staff.   Specialist advice and support on Information Governance and Health and Safety 
issues will be provided by NECS Governance Services, advice on provider quality issues will 
be provided by NECS Clinical Quality team. 
 
It is important that lessons are learned from incidents which will help drive up standards 
across the organisation. 
 
1. Do you know exactly what happened? 

 Talk to the person/people affected 

 Ensure you know exactly where and when the incident happened – this will be 
relevant to the investigation 

 If the incident involved equipment or furniture ensure these are retained but not used. 

 Offer support and reassurance 
 
2. Has the incident led to a member of staff being absent from work? 

 If a staff member is absent from work for more than 7 days as a result of an incident 
that happened at work, the organisation must report this to the HSE through RIDDOR.   

 Inform NECS Senior Governance Officer (Health & Safety, Fire) who will make the 
RIDDOR report. 

 
3. Have you identified the root cause of the incident? 

 Incidents may be caused by training need 

 It might be part of a wider issue 

 Ensure you have gathered sufficient evidence and documentation 
 
4. Is a complaint likely to result from the incident? 

 Anticipating that a complaint might be made, apologising and explaining what steps 
you are going to take to correct a situation will often reduce the likelihood of a 
complaint being made.   

 
5. Is the incident likely to lead to litigation? 

 All the information about the incident will be required in the event of a claim being 
made after an incident, it is therefore vital to ensure that every step taken has been 
fully documented and all documentation has been uploaded to SIRMS. 

 
6. Have you put any immediate remedial measures in place? 

 Take steps to avoid a repeat of the incident 

 Ensure you have evidenced and documented the remedial measures 
 
7. Are there any longer-term actions required? 

 Training and awareness raising 

 HR: recruitment, performance review, support 

 Development of policy/procedure 

 Local action plan 

 Contract negotiation/renegotiation 

 Ensure you have evidence and documentation 
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8. Rate the incident by its actual impact. 

 Assess the impact of the incident on staff or the organisation 

 If the incident was soft intelligence, select that option from the drop down list 
 
9. Provide feedback to the person/people involved in the incident. 

 Keep people informed of progress 

 Offer reassurance 

 Ensure you have evidence and documentation 
 
10. Are you satisfied that all actions are complete? 

 Upload all relevant documents to SIRMS 

 Save and close 
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Appendix 7 

 
SIRMS Incident Managers Web-form Guide 

 

 

 

 

The first sections contain the details of the 

incident report that was submitted.  These 

sections are read only, except where specifically 

highlighted (see below). 

 

These sections continue the incident report that 

was submitted.  

Managers should check the information and add 

more details if necessary.  

 

If a member of staff is absent from work for 7+ 

days it must be reported to the HSE under 

RIDDOR.   

 

The NECS Senior Governance Officer (H&S) will 

submit the RIDDOR report.  

 

Managers should check the information has been 

given.   

 

If anything important has been omitted or if the 

‘details’ contains Personal Identifiable Data, return 

to the reporter.  (This can be done from the front 

page of the incident management section – click on 

‘Notifications’ tab. 
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Grade the ‘Actual Impact’ of the incident. See 

‘Incident Assessment Matrix’ at Appendix 3 for 

more information. 

If the incident involves a patient, the details can 

only be entered by the incident manager.  Only 

incidents with an Actual Impact grading of 4 or 5 

should include patient details.   

 

See ‘Incident Assessment Matrix’ at Appendix 3 

for more information. 

 

The investigation of an incident may 

highlight what caused it to happen, such 

as not following correct policy or 

procedure, human error, etc. or may 

identify a training need, a resource 

requirement etc.  Managers should 

provide details here. 

 

Provide a summary of what actions have been 

taken to rectify the incident.   

It is important that managers reflect on what 

has gone wrong.  In particular, an incident 

might highlight system failures which need to 

be corrected.  Learning from incidents can be 

shared, if appropriate, with other team 

members, wider directorate or across the whole 

organisation.   

 
It’s good practice to feedback to the reporter details of 

the investigation and any remedial actions or planned 

actions.  The system can send an email to the reporter, 

click ‘Yes’ to do this. 
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Once you are sure the form is 

complete, ‘save and close’. A 

notification of the incident 

will be sent to relevant 

managers. 

If you have not completed 

the form, you can ‘save and 

continue’, but it is important 

to report incidents as soon 

as possible.  

If there are relevant documents that would help with the 

investigation, upload them here. Click ‘Add’ and you will 

then be able to upload from network files.  
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Appendix 8  
 

Root Cause Analysis Guide 
 
Root Cause Analysis Using Five Whys   
 
What is it and how can it help me?  
 
By repeatedly asking the question ‘why?' (use 5 as a rule of thumb), you can peel away the 
layers of an issue,  which can lead you to the root cause of a problem. The reason for a 
problem can often lead into another question; you may need to ask the question fewer or 
more than five times before you get to the origin of a problem.  
 
The real key is to avoid assumptions and logic traps and encourage the team to keep drilling 
down to the real root cause.  
 
When does it work best?  
 
By quickly identifying the source of an issue or problem, you can focus resources in the 
correct areas and ensure that you are tackling the true cause of the issue, not just its 
symptoms.  
 
How to use it  
 
How to complete the five whys  
 

1. Write down the specific problem. Writing it down helps you formalise the problem and 
describe it accurately. It also helps a team focus on the same problem  

2. Use brainstorming to ask why the problem occurs then, write the answer down below  
3. If this answer doesn't identify the source of the problem, ask ‘why?' again and write 

that answer down  
4. Loop back to step three until the team agrees that they have identified the problem's 

root cause. Again, this may take fewer or more than five ‘whys?'  
 
Why use the five whys?  
 

 Helps you to identify the root causes of a problem  
 Helps you to determine the relationship between different root causes of a problem  
 It is one of the simplest analysis tools as it's easy to complete without statistical 

analysis  
 It is easy to learn and apply  

 
Five whys and cause and effect diagrams  
 
The five whys can either be used independently or as a part of a cause and effect diagram 
(fishbone diagram).  The diagram helps you explore all potential or real causes which result 
in a failure or problem. Once you have established all the inputs on the cause and effect 
diagram, you can use the five whys technique to drill down to the root causes.  
 
 
 
Tips  
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 Moving into 'fix-it' mode too quickly might mean dealing with symptoms but leaving the 

problem unresolved, so use the five whys to ensure that the cause of the problem is 
being addressed  

 If you don't ask the right questions, you don't get the right answers. A question asked 
in the right way often points to its own answer   

 
Example 1  
 
A few years ago the Washington Monument (USA) was found to be disintegrating through 
erosion. 
 
Why? Use of harsh chemicals 
Why? To clean pigeon poop 
Why? There were a lot of pigeons because pigeons eat spiders and there are a lot of 
spiders at monument 
Why? Spiders eat gnats and there were lots of gnats at monument 
Why? The gnats were attracted to the light at dusk and the monument was illuminated in the 
evening. 
 
The root cause - The real issue wasn’t cleaning solutions, pigeons or spiders—it was 
gnats—which only come out at dusk. Dissuading them from doing so made all the other 
symptoms go away.  Without identifying this, time and money would have been wasted by 
researching for solutions to the erosion which didn’t address the root cause which could 
have meant the monument would decay at a slower rate, but the damage would continue 
over time. 
 
Solution/Lessons learned: Turn on the lights at a later time. 
 
 
Example 2  
 
Why? The CCG complained about dissatisfaction with service.  
Why? Reports they had needed were not delivered in a timely manner.  
Why? SLA stated a particular date for NECS to deliver reports.  
Why? CCG wanted reports outside this schedule.  
Why? There was no standard process for making changes to schedules and normal NECS 
contact was absent from work so CCG didn’t know who to contact.  
 
The root cause – There was no clear process for making routine change requests and no 
alternative NECS contact details had been passed to the CCG. 
 
Solution/ Lessons learned – A standard form for submitting change requests has been 
created in collaboration with CCGs and guidance on the new process has been shared with 
all CCGs and with relevant NECS staff.  A generic email address has been created (and this 
is now standard across all the team’s processes) and this will be constantly monitored by 
several NECS staff. 
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Background  
The five whys originated within Toyota as they developed their manufacturing 
methodologies. It forms a critical component of their problem solving training and is part of 
the induction into the Toyota production system. It is now also used within Six Sigma.  
Very often, the answer to the first ‘why?' will prompt another ‘why?' The answer to the 
second ‘why?' will then prompt another and so on; hence the name, the five whys strategy.  
 
Acknowledgements / sources  
Six Sigma - Determining the Root Cause: 5 Whys , The Improvement Network   
© Copyright NHS Institute for Innovation and Improvement 2008  
© Copyright NHS Institute for Innovation and Improvement 2006-2013 
 
 
Cause and effect (Fishbone) diagram 
 
What is it and how can it help me?  
Cause and effect analysis helps you to think through the causes of a problem thoroughly, 
including its possible root causes. It is only by identifying the main causes that you can 
permanently remove the problem, or reduce the delay.  
   
A cause and effect diagram is a tool that helps you do this. The 'effect' is the problem you 
are working on, for example 'waiting time'. The tool can help you identify major causes and 
indicate the most fruitful areas for further investigation. It will help you understand the 
problem more clearly.  
 
By going through the process of building the diagram with colleagues, everybody gains 
insights into the problem, alongside possible solutions. The people involved benefit from 
shared contributions, leading to a common understanding of the problem.  
   
The cause and effect diagram is sometimes called a fishbone diagram (because the diagram 
looks like the skeleton of a fish) or an Ishikawa diagram (after its inventor, Professor Kaoru 
Ishikawa of Tokyo University).  
 
When does it work best?  
 
The tool quickly helps you to fully understand an issue and to identify all the possible causes 
- not just the obvious. If you know the cause of the delay, you are then better placed to 
implement the solution.  
 
What does it do?  
 

 Enables a team to focus on the content of the problem rather than its history or the 
differing interests of team members  

 Creates a snapshot of the collective knowledge and consensus of a team around a 
problem  

 Focuses the team on the root cause of the problem - not its symptoms  

 

 

 

http://software.isixsigma.com/library/content/c020610a.asp
http://www.tin.nhs.uk/index.asp?pgid=1134
http://www.institute.nhs.uk/organisation/legal/copyright.html
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How to use it  

Firstly, identify the problem. Write it in a box and draw an arrow pointing towards it. Think 

about the exact problem in detail. Where appropriate, identify who is involved, what the 

problem is, and when and where it occurs.  

 

 

Identify the major factors and draw four or more branches off the large arrow to represent 

main categories of potential causes. Categories could include: equipment, environment, 

procedures, and people. Make sure that the categories you use are relevant to your 

particular incident 

  

 

 

 

 Take each of the main categories and brainstorm possible causes of the problem. 
Then, explore each one to identify more specific 'causes of causes'. Continue 
branching off until every possible cause has been identified. Where a cause is 
complex, you might break it down into sub-causes. Show these as lines coming off 
each cause line.  

 Analyse your diagram. By this stage you should have a diagram showing all the 
possible causes of your delay / problem. Depending on the complexity and 
importance of the problem, you can now investigate the most likely causes further. 
This may involve setting up interviews carrying out process mapping or surveys which 
you can use to decide whether the causes identified are correct.  

Tips:  

 Make sure that your team agree on the problem statement. Include as much 
information as possible in the ‘what', ‘where', ‘when' and ‘how much' of the problem. 
Use data to specify the problem if possible  

 Aim to construct the diagram with the people involved in the problem  

 You can use a cause and effect diagram as a working document that is updated as 
and when you collect more data, or to trial various solutions  

 Use a paper surface so that you can transport the final diagram  

 Ideally, causes should appear in only one category, although some people causes 
may overlap  

 

 

Background  

CCG dissatisfaction with aspect of 

particular service 

CCG dissatisfaction with aspect of 

particular service 

Contractual arrangements 

 

People 

 

Processes, systems 

 

Technology, equipment 
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The cause and effect diagram was adopted by Dr W Edwards Deming as a helpful tool for 

improving quality. Dr Deming has been teaching total quality management in Japan since 

World War II. He has also helped develop statistical tools used for the census, and has 

taught methods of quality management to the military. Both Ishikawa and Deming use this 

diagram as one the first tools in the quality management process.  

Acknowledgements / sources  

TIN, now the East Midlands Improvement Network and Dave Young.  

© Copyright NHS Institute for Innovation and Improvement 2008 

 

http://www.institute.nhs.uk/organisation/legal/copyright.html


Page 1 of 3 
 

South Tyneside Clinical Commissioning Group  

CO08 Incident Reporting and Management Policy Implementation Plan   (RAG = Red – overdue, Amber – work in progress Green – complete) 

Ref Issue Response Action Lead NECS Lead CCG Deadline RAG 
Rating 

1 Issue raised in relation to 
‘contractors’ reporting 
incidents and clarity 
requested on whether this 
does or doesn’t include 
providers of clinical services 
e.g. hospital trusts and also 
in relation to NECS being 
the main holders of 
commissioning support 
contract. 

It was confirmed that 
‘contractors’ could include: 

 Agency staff 

 NECS 
 
It does not include: 

 Providers of clinical 
services 

 
Contractors have a duty to 
report incidents they are 
involved in or witness in 
relation to the CCG.   
 
Contractors, including NECS 
staff, are expected to report 
incidents in line with the 
incident matrix to the named 
CCG manager who would 
agree who is best placed to 
manage the incident.  This 
may or may not be a NECS 
member of staff.   

NECS will not manage 
incidents that the CCG 
is not aware of, unless 
it’s something internal 
to NECS with no impact 
on the CCG.  
 
Section 12 states the 
roles and 
responsibilities of 
NECS staff. 

Kate Watson  Christine 
Briggs / 
Helen Ruffell 

20/07/2015  

2 Policy to be explicit 
about who ‘contractors’ 
refers to.  Add 
information to glossary 
of terms. 

Kate Watson 15/07/2015  

3 Clarity required regarding 
the management of STCCG 
commissioning business 
incidents reported by NECS 
staff.  Whilst it is expected 
NECS will report incidents, it 
is not expected that they will 
be managed internally by 

Further development 
specifically for the role of 
NECS staff in relation to 
CCG incidents. 
 
 
 

Information relating to 
reporting of incidents by 
NECS staff and 
notification process has 
been added to section 
9.2. 
 
 

Kate Watson  
 
 
 

Christine 
Briggs / 
Helen Ruffell 

22/07/2015  

Agenda item – 2015/105 

Enclosure 14b – Appendix 3 
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4 NECS without involving 
CCG management, 
particularly higher risk 
incidents.   

Reference has been 
made to NECS head of 
customer programme 
involvement in the 
management of 
corporate business 
incidents in Section 12 
of the policy around 
roles and 
responsibilities. 

Kate Watson 21/07/2015  

5 Request made for process 
to ‘mesh’ with the corporate 
risk register, so that 
incidents with a potential for 
repetition are registered as 
risks until mitigating actions 
are taken; noting that 
currently the policy does not 
identify how this process 
would work in practice. 

There is an option on SIRMS 
to link risks to incidents. 

Monitor how this is 
working in the CCG. 
 
 
 
 

Kate Watson 
/ Debra Elliott  

Christine 
Briggs / 
Helen Ruffell 

31/12/2015  

6 Reference to how this 
will be managed to be 
added to the policy, 
making reference to 
recent risk 
materialisation work 
completed for risk 
management policy. 
 

Kate Watson  
 
 
 

21/07/2015  

7 Communication/training 
for relevant staff. 

Kate Watson 31/03/2016  



Page 3 of 3 
 

8 Feedback mechanism 
required to assure 
Governing Body that the 
organisation and NECS, on 
its behalf, is appropriately 
reporting and investigating 
incidents. 
 
Quarterly reports on 
numbers of incidents and 
possibly benchmarking 
against others to the 
Director of Operations 
suggested. 

Ailsa Nokes agreed to be 
involved in some further 
work to consider how best to 
provide assurance regarding 
NECS processes.   
 
Development of incident 
management portfolio 
underway.  This will include 
the CCGs individual 
requirements in terms of 
reporting and schedules. 

Add sentence in the 
section on ‘internal 
reporting of incidents’ 
that outlines how 
reports are presented, 
frequency and to 
whom.   

Kate Watson  
 
 
 
 
 
 

Christine 
Briggs / 
Helen Ruffell 

15/07/2015  

9 On-going development 
of portfolio. 
 
Agreed to date: 

 Monthly report to 
Director of 
Operations and 
Operations & 
Engagement 
Manager 
established 1 July 
2015 

 Quarterly report to 
GB with first report 
in September 2015 

 Quarterly report to 
A&RC with first 
report in September 
2015 

Kate Watson On-going  

10 Policy considered by 
working group to include too 
much process.  Agreed a 
separate SOP would be 
developed to be used in 
conjunction with the policy. 

 Incident management 
process documents 
removed from policy 
and a separate 
Standard Operating 
Procedure established 
to support it.   

Kate Watson  Christine 
Briggs / 
Helen Ruffell 

21/07/2015  
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South Tyneside CCG Executive Committee 
Minutes of Meeting held on Thursday 27

th
 August 2015 

8.30am to 12.00noon at Monkton Hall, Meeting Room 1 
 
 

Present: David Hambleton, Chief Officer (Chairing meeting) 
Christine Briggs, Director of Operations 
Amanda Healy, Director of Public Health 
Ros Whitehead, Practice Manager 
Kate Hudson, Chief Finance Officer 
Dr Mathew Beattie, Clinical Director 
Ann Fox, Director of Nursing Quality and Safety 
Dr Jon Tose, Clinical Director 

STCCG 
STCCG 
STLA 
STCCG 
STCCG 
STCCG 
STCCG 
STCCG 

   
Apologies: Dr Matthew Walmsley, STCCG Chair 

Dr James Gordon, Clinical Director 
Christine Shields, Strategic Commissioning Manager 

STCCG 
STCCG 
STLA 

   
In Attendance Ailsa Nokes, Head of Customer Programme 

Marie Thompkins, Medicines Optimisation Pharmacist 
Kavita Chawla, Public Health trainee 
Debra Elliott, Senior Governance Manager 
Kim Teasdale, Commissioning Manager 
Jenna Easton, Senior Admin Assistant (minutes) 

NECS 
NECS 
STLA 
NECS 
STCCG 
STCCG 

   
   
 NOTES ACTIONS 
1. Apologies  
 Noted above  
   
2. Welcome 

David Hambleton welcomed the Executive Committee and other colleagues in attendance 
to the meeting with a round of introductions taking place.  Mathew Beattie was welcomed to 
his first Executive Committee meeting since being appointed as a Clinical Director. 

 

   
3. Declarations of Interest 

Declarations of interest were expressed for Dr Mathew Beattie, Dr Jon Tose and Ros 
Whitehead on items; 10. Quality in prescribing scheme and 11. Primary care co-
commissioning moving to level 3. 

 

   
4. 
 

Minutes of meeting held on 30th July 2015 
The Committee agreed the minutes of the previous meeting as a true and accurate record. 

 

   
5. Matters Arising from the Minutes: 

 

 The agreed BOS scheme arrangements were circulated to all GP practices.  Only 
three practices have opted for option 2b (an outcome-based scheme) with the 
remaining practices opting for the original scheme.  Jon Tose asked if Public 
Health colleagues could potentially be involved in the process of setting realistic 
but challenging measures to support option 2b.  ACTION: Amanda Healy agreed 
this would be feasible and agreed to link with Jon. 

 The Committee noted once both schemes are finalised they will require LMC sign 
off. 

 Jon Tose confirmed the GP Career start project is progressing and will be 
advertised via NHS jobs within the next fortnight. 

 Christine Briggs confirmed end of life plans have been updated in accordance with 
previous discussions and progress is slowly taking shape. 

 
 
 

 
 
 

JT/ AH 
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6. Chair’s Information 
A recent protest took place which involved members of South Tyneside councillors, union 
reps and some members of the public marching from Jarrow town centre to Monkton Hall 
to deliver a letter to the Chief Officer of the CCG in a bid to ‘save the walk in centre’.  The 
protest was led by the Public Services Alliance and was covered by local press. Stephen 
Hepburn recently met with Richard Barker and NHS England colleagues to request NHS 
England to halt closure of the walk in centre.  NHS England confirmed they will not take 
action to stop the closure as the appropriate process has now been concluded. 
 
A second Primary Care Strategy development session with local GPs and NHSIQ will take 
place on 8th October as a follow-on to the previous discussions which took place at the first 
workshop. 
 
With regards to the vacant chair position at HealthWatch South Tyneside, Julie Boyack, the 
former vice-chair, expressed an interest in returning to the Board, and, after discussing the 
position, Julie has agreed to be interim Chair to see through HealthWatch’s transition to a 
social enterprise.  With her experience as Vice Chair, this seemed the most suitable interim 
appointment.  Healthwatch colleagues have agreed to keep board members updated on 
progress towards appointing a permanent chair. 

 

   
7. Quality and Performance Report 

Ailsa Nokes agreed to update the Committee around provider performance on behalf of 
Gary Collier. 
 
South Tyneside Foundation Trust (STFT) 
Activity is reporting at month 3. Significant underperformance around elective activity. The 
provider has indicated that they intend to recover the underperformance in this area.   
A significant over performance noted in Quarter for non-elective activity.  The CCG have 
identified a required reduction of £700k for the year in relation to BCF services, however, 
activity is not reducing in line with expectation.  The main area of over performance is 
General Medicine, and in particular Respiratory and Kidney problems. 
Maternity: Increase activity experienced in early months, but not expected to continue and 
will reduce in year. 
A&E: Activity is significantly above expected levels and that of previous years. Further 
analysis to be undertaken should the trend continue in next month’s report. 
 
The Committee noted the QPF report contains the same information as last month’s report 
with provider reporting at month 3. 
Kate Hudson confirmed due to provider reporting timeframes all data reported will be the 
most up to date information available at each meeting. 
 
Quality Update 
Ann Fox outlined the highlights from within the Quality section of the report including any 
key achievements and potential risks. 
 

 A&E 4 hour waits: The Trust is below standard at 91.1% for June 2015.  An 
assurance presentation was given at the last Quality Review group based on a 
recent audit revealed a high standard of patient care and needs being met during 
times of surge in South Tyneside A&E.  David Hambleton commented that that the 
reporting period within the full report showed different time periods i.e. June and 
July could be married up to ensure continuity throughout. 

 STFT are awaiting the draft CQC report following the recent CQC visit which is 
anticipated in September. 

 Ann confirmed there hasn’t been a great deal of uptake with practices contributing 
to primary care incident reporting.  A SIRMS user group has been established with 
the first meeting taking place next week. 

 Work is ongoing with NECS and Local Authority colleagues around quality 
monitoring in care homes and the oversight gained as a result of joint working has 
improved assurance and identification of potential risks.  Ann expressed thanks to 
all parties involved. 
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 Mortality: The Trust continues to show as an outlier for both Summary Hospital 
level Mortality Indicator (SHMI) and Hospital Standardised Mortality Ratio (HSMR) 
in the latest reporting period. The Trust have previously analysed the mortality rate 
by site and have reported that it if measured in this way that STDH would not be an 
outlier for HSMR. It was agreed future reports would identify the exceptions and 
data changes. 

 
David Hambleton commented that the reporting period within the full report showed 
different time periods i.e. June and July and requested could be married up to ensure 
continuity throughout. CB confirmed this was an anomaly for this month purely to draw 
attention to the improved A & E performance for July. It was suggested and agree that a 
cover sheet detailing an exec summary would be the mechanism to clarify this approach.  
 
Action: Ann and Christine to meet and agree who would have overall report 
oversight to sign off cover sheet. 
Action: Ann to ensure future reports would identify the exceptions and data 
changes. 
 
Performance Update 
The following Performance issues were highlighted to the Committee for information 
purposes: 
 

 Patient’s initial treatment within 18 weeks for admitted pathways was breached by 

CHSFT in June with 84.9% of patients being seen within 18 weeks compared to a 

target of 90% (84.1% ytd). This target has also been breached in June by GHFT 

with 85.2% of patients seen (88.8% ytd). 

 1 Sunderland CCG patient is reported as waiting more than 52 weeks for treatment 

at CHSFT in Trauma & Orthopaedics in May. A South Tyneside CCG patient has 

been reported in June as waiting more than 52 weeks. The patient was a complex 

spinal patient requiring a full days theatre list. The FT had been in contact with the 

patient over the past few months to identify a suitable date. The patient was seen 

on 16 July. 

 Patients seen within 2 weeks of an urgent referral; performance has improved in 

June at GHFT and the target has been achieved at 94.8%. However year to date 

performance stands at 89.8% due to poor performance in April and May. As 

previously reported capacity in the breast service in Gateshead has been under 

significant pressure recently. This is slowly improving. 

 Patients seen within 2 weeks of an urgent referral for breast symptoms; 

performance has improved at GHFT. 93.6% of patients were seen within target. 

Year to date performance is still below target 87.9%. 

 Patients treated within 62 days of an urgent GP referral for suspected cancer at 

GHFT fell below target in June. 79.6% of patients were seen compared to a target 

of 85%. 11 of the 54 patients breached. STFT also breached in June 78.6% of 

patients were seen; 3 of the 14 patients breached. 

 Mixed Sex accommodation - number of unjustified breaches. In June one patient 

breached at STFT. This was raised at the CRM meeting with the trust. As with last 

year the patient was in HDU at STFT. The FT were unable to find a bed outside of 

HDU within the escalation period as the patient’s condition improved, and at the 

point that they were deemed to no longer require HDU care they breached 

 City Hospitals Sunderland FT is showing an improvement in achieving the 4 hour 

A&E target. Actual performance is above target at 95.6% in June, and ytd is just 

above at 95.1%. South Tyneside FT performance in A&E is below target June 

actual at 91.1% and ytd at 92.5%. NUTHFT has fallen to 94.7% in June but is 

above target ytd at 95%. 

 Patients waiting less than 6 weeks for the 15 diagnostics tests - performance has 

 
 
 
 
 
 
 
 
 
 
 
 
 
AF/ CB 
 
AF 



 

4 
 

Agenda item – 2015/106 

Enclosure - 15 

fallen again in June for GHFT (6.3%) with 253 patients waiting over 6 weeks in 

echocardiography (233 in May), 46 waiting over 13 weeks (25 in May). The FT is 

carrying out a demand and capacity review to finalise a recovery plan but have 

stated that staffing remains a major issue along with long time sickness. A review 

of operational processes is underway with a potential secondment from STFT in 

the medium term; FT is recommissioning a 3rd echo machine, and is looking to 

source locums, but nationally there is a shortage of expertise in this area. 

 Cancelled operation for 2014/15 are below target at 95% at CHSFT; 14 out of 410 

operations breached the target. NUTHFT also reported cancelled operations below 

target at 98.7%; 4 out of 560 operations breached. NUTFT has established a Task 

and Finish Group to review the current Trust wide reporting of cancelled operations 

to ensure consistency of approach, including the escalation process. GHFT 

reported 16 out of 299 operations breached target. All the breaches in GHFT 

occurred in quarter 4. 

 STFT, CHSFT and GHFT have breached their June actual and ytd trajectory for 

C.Difficile. 

8. Finance Update 

Kate Hudson confirmed the Contract Operational Group continues to review performance 

on a monthly basis however the following risks were highlighted to the Executive 

Committee for information purposes: 

 Position for STCCG as at month 04 2015/16. 

 All risks identified in the CCG risk register are referenced within the report; 

specifically risk of financial over-performance on programme expenditure arising 

from activity pressures in both acute and community settings, prescribing and 

continuing health care. 

 The CCG is on track to deliver 1% surplus for this year  

 Acute services - forecast over performance with South Tyneside FT.  This is mainly 

due to non-elective activity and A&E attendances.  Part of this over performance 

will be funded from the BCF reserve. 

 Mental health services - month 04 position shows an improvement on month 03 

with the total mental health forecast being underspend by £17k. 

 Community services - there is a slight over performance indicated at month 04 for 

the AQP contracts.  These are activity based contracts and can fluctuate month on 

month.  We expect the forecast to stabilise once new specifications are 

implemented for some AQP services later in the year. 

 The Better Care Fund reserve is held in the event that the BCF does not meet its 

targets in reducing emergency admissions.  This will be released back into the BCF 

if targets are achieved.  For Q1, the reserve will be used to fund the over 

performance in South Tyneside FT as the BCF targets were not achieved. 

 Continuing Care - continues to be a main pressure area of risk for the CCG.  Work 

is ongoing to understand the trends, drivers and potential mitigations to this 

pressure.  NECS is also undertaking a benchmarking exercise.  Information 

received from the Council and NECS colleagues indicate that CHC expenditure 

continues to rise.  In month 04 a worst case scenario has been forecast showing 

an overspend of £2.5m. 

 Primary care prescribing - information received from the PPA is released two 

months in arrears.  The forecast position takes account of the outturn from 14/15 

and is worked out on a rolling basis.  The position at month 04 shows a projected 

overspend of £366k. 

 Running costs – The forecast position in running costs shows an underspend of 
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£83k however this is a very tight margin and will be monitored closely to ensure the 

CCG does not breach its running costs allocation.  It should also be noted that 

because of the 10% reduction in running costs this year, the ability to underspend 

on running costs to offset commissioning overspends is no longer available. 

 Primary care co commissioning budget is showing a forecast underspend of £273k 

 
9. End of year prescribing report 

The Committee welcomed Marie Thompkins to today’s meeting. 
 
Marie confirmed the purpose of today’s update is to provide a summary of major outcomes 
and achievements within medicines optimization during 2014-15. 
 
The Quality in Prescribing Scheme 2014/15 was developed to ensure engagement of GPs 
in the delivery of the CCG medicines optimisation strategy.  The report illustrates practice 
achievement against each indicator in the scheme as well the overall benefits for STCCG 
in which all practices made significant improvements. 
 
It was noted overspend for South Tyneside within the prescribing budget is one of the 
highest in the region with an overspend of £1,215,326 (4.72%).  However cost growth is 
average for the region.  Marie highlighted this is likely to relate to an uplift on the budget 
being lower than many other CCGs in 2014-15. 
 
The ScriptSwitch tool supports high quality, cost effective prescribing by offering evidence 
based medicines optimisation switches and information messages at the point of 
prescribing.  The contract with ScriptSwitch Ltd for the supply of software and services was 
renewed in December 2014 for another three years. 
Cost savings achieved in 2014-15 were recorded as a direct result of a ScriptSwitch 
message actioned: £133,737. 
 
Jon Tose asked the Committee to acknowledge the outstanding work produced within 
medicines optimisation and thanked Marie Thompkins and her team for their hard work and 
input. 
The Committee endorsed the end of year prescribing report for information purposes 
 

 

10. Updated Quality in prescribing scheme 
Declarations of interest were declared for this item as previously noted earlier. 
 
Marie Thompkins highlighted the scheme was previously considered and approved by the 
Committee and was circulated to GP practices in June 2015.  A number of concerns have 
since been raised by GPs and the LMC concerning the practical implementation of certain 
indicators in scheme, particularly the Alogliptin switch.  In response the content of the 
scheme has been reconsidered by the CCG prescribing lead and the Medicines 
Optimisation team within NECS. 
 
The majority of indicators remain unchanged however the switch to Alogliptin indicator has 
been changed with the new indicator not requiring a switch to Alogliptin, only in newly 
initiated patients will Alogliptin apply.  The annual cost savings anticipated will now be 
much reduced to approximately £10,000 for this indicator. 
 
To mitigate this change an additional indicator has been added to the scheme with 
anticipated annual savings of £20,000.  Modified Release Tramadol is very rarely of 
increased clinical benefit to patients compared to standard release Tramadol.  Standard 
release Tramadol is the recommended formulation in NICE and local pain guidelines as it 
allows safer dose reduction and reduces the risk of tolerance and dependence.  The new 
indicator recommends a switch from modified release to standard release Tramadol for 
most patients. 
 
In addition a document has been developed to provide GPs with additional information on 
each indicator to support them in implementing the indicators safely. 
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The Committee agreed to endorse the modified scheme and agreed for sign off by Stephen 
Clark.  ACTION:  Marie Thompkins to link with Stephen Clark ensuring sign off of the 
Quality in prescribing scheme 15/16. 
 

 
 

MT 

11. Primary care co-commissioning moving to Level 3 
Declarations of interest were declared for this item as previously noted earlier. 
Christine Briggs confirmed the CCG needs to consider whether it wishes to move from 
Level 2 (Joint Commissioning with NHSE) for primary care, to Level 3 (full delegation). 
 
This decision needs ultimately to be made by the Council of Practices, with a 
recommendation from the CCG Executive Committee, which in turn will have been 
informed by dialogue at the Governing Body and Joint Committee for Primary Care. 
 
In considering the content of the paper as presented, and after much deliberation around 
the benefits and drawbacks of remaining at level 2 versus moving to level 3, the Executive 
Committee agreed to postpone at this point making a recommendation to the Council of 
Practices, based on the fact that there needs to be further work up to assess risks which on 
the face of it appeared to relate primarily to finance and capacity. This would to enable a 
more informed consideration at the Executive Committee meeting on 30

th
 September.  

 
Actions: Engagement with member practices will take place at the Council of 
Practices meeting in September to set the scene and to understand their 
preferences.  This will be followed up with discussions at the Governing Body and 
Joint Committee on 24

th
 September.  Following that, the Executive Committee’s 

recommendation (to be reached at its meeting on 30
th

 September) will be made to the 
Council of Practices at a special, short meeting, to be best up following the October 
Education Session. 
 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

CB 

12. Public Health Update 
Amanda Healy confirmed Public Health England have recently released a press statement 
regarding e-cigarettes being approximately 95% less harmful than tobacco cigarettes. 
E–cigarettes are not currently regulated or available to the public via NHS prescription 
however findings have revealed they could potentially be used to help the population quit 
smoking.  Amanda confirmed a more in depth discussion will take place at a future 
Executive Committee. 
 
Changes have taken place to the vaccination programme in South Tyneside.  A fully 
comprehensive rollout of the flu pilot has taken place within primary schools in South 
Tyneside which has been initiated via school nurses.  The rollout has been very positive 
with the exception of one infant school within Boldon refusing to sign up to the scheme 
resulting in an alternative option given to parents. 
 

 

13. Policies 
Risk Management Policy 
Debra Elliott was in attendance to update the Committee with amendments made to the 
risk management policy, which were updated following internal development and review.  A 
number of recommendations were put to the Committee following the Risk Management 
Internal Audit review 2015.  
 
Debra confirmed in summary the changes to the policy are: 
 

 Updated reference to new NHS England Risk Management Policy & Process 
guidance 2015 

 Addition of Risk Materialisation Flow Chart guidance  

 Updated reporting guidance 

 Addition of overdue risk escalation process 

 Updated Risk Register Standard Operating Procedure (SOP) 

 Updated Risk & Assessment Guidance in line with updated (SOP) 
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David Hambleton confirmed STCCG will continue to adopt the changes involved within the 
risk management policy and will ensure all CCG staff digests the content.  The Committee 
agreed to ratify the risk management policy. 
 

14. Information Governance Strategy 15/16 
Debra Elliott confirmed the Information Governance Strategy has been refreshed for 
2015/16 and includes the following changes: 
 

 1.4 Incorporation of Care Act 2014 into list of relevant legislation 

 3.1 Addition of reference to Information Sharing Agreements  

 7.1.4 New paragraph on Information Governance Annual Report. 

 7.1.5 New paragraph on internal audit of the IG Toolkit. 

 Update to classification in the header in accordance with the revised government 
security classifications – documents marked as ‘official’ do not need to be marked 
but there is discretion to do so. 
 

David Hambleton confirmed CCG staff must complete statutory mandatory training by 
September 2015.  A gentle reminder will be communicated for those who have not 
completed mandatory modules. 
 
The Executive Committee endorsed the Information Governance Strategy for 15/16. 
 

 

15. AOB 
Ann Fox confirmed the Lead Practice Nurse Role job description is now finalised and ready 
to go to advert.  The proposal will be shared with practice nurse staff at this month’s 
education event.  ACTION: Job description to be circulated to the Committee for 
information. 
 

 
 
 

AF 

16. Date and Time of the Next Meeting 
Wednesday 30

th
 September 2015, 8.30 – 12.00 noon at Monkton Hall, meeting room 1 
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Quality and Patient Safety Committee 

Formal 
 

Wednesday 19th August 2015 
1.30pm – 4.30pm 

 
Meeting Room 1 Monkton Hall 

 

Present: 
Mr Jeff Gosling   Lay Member, (STCCG) (deputy Chair) (JG) 
Dr Vis-Nathan    GP Governing Body Member, (STCCG) (VN) 
Mrs Ann Fox Director of Nursing, Quality and  

Safety, (STCCG)     (AF) 
David Hambleton Chief Officer (STCCG)   (DH) 
 

In Attendance: 
Jeanette Scott-Thomas  Head of Quality and Patient Safety,  

STCCG      (JST) 
Mrs Carol Drummond   Head of Safeguarding, (STCCG)  (CD) 
Mrs Helen Ruffell  Operations and Engagement  

Manager, (STCCG)     (HR) 
Michelle Grant Clinical Quality Manager (NECS)   (MG) 
Colleen Van der Sandt Governance Officer /minutes, (NECS)    (CVS) 
Bill Hall    Cancer lead, (STCCG)   (BH) 
Jackie Welsch   Commissioning manager CHC  (JW) 
Darren Archer  Senior Commissioning manager (NECS)  (DA) 
 
Apologies  
Mr Stephen Clark  Chair, South Tyneside Clinical  

Commissioning Group (STCCG)   (SC) 
Louise Okello    Senior Commissioning Manager  
     Joint Commissioning/CHC   (LO) 
Dr Tarquin Cross  Secondary Care Consultant, (STCCG)  (TC) 
Dr Matthew Walmsley  CCG Chair, (STCCG)   (MW) 
 
2015/63 Welcome and Introductions 

As noted above 
 
2015/64 Apologies for absence  

As noted above 
 
2015/65 Declarations of interest  

No declaration of interests was declared. 
 
2015/66 Patient Story (Enclosed) 

HR presented the latest patient story.   

Patient Story 9 2015 
(SS).docx
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All actions form the previous stories which have been presented have 
been closed and no further issues are needed to be followed up. 
 

2015/67 Items for any other business 
  None noted 
   
2015/68 Minutes of last meeting (Enc 1, Appendix A, Appendix B) 

Enclosure 1 - Approval of cover sheet for governing Body – the 
committee agreed the cover sheet for the Governing Body (GB). 
Formal - 17.06.2015 – these minutes were noted as accurate. 
Informal - 15.07.2015 – these minutes were noted as accurate. 

 Action – CVS to use the covering paper to the GB and the minutes 
will be appended under other committee minutes for information. 

 
2015/69 Matters arising Review of Action log (Enc 2( 
  Action log updated.  

  

Formal Quality and 
Patient Safety Commitee meetings - Action Log.xlsx

 
 
2015/70 Quality v CIP Assurance (Enc 3) 
 The paper was submitted to the committee to highlight the details of 

the process to carry out assurance of the quality impact of the cost 
improvement programmes.  It was highlighted that only part of the CIP 
has been completed and there is continuous work being done to look at 
CIP’s to provide assurance that the process is robust.  There will be 
quarterly meeting with the CCG and the Provider (CHS) to look at 
Quality and CIP and STFT are reporting any exceptions to the QRG. 

  
2015/71 CQUIN  
  CQUIN 15/16 (Enc 4) 
 The comprehensive document of the CQUIN schedule has been 

signed off and all milestones have been agreed.  From the discussion 
in the Quarter one meeting, not all the indicators have been agreed as 
achieved and in Quarter two the STFT and CCG would determine if in 
year there was an opportunity to achieve the actions on the End of Life 
strategy or if the funding would be reassigned to another CQUIN 
indicator that can be measured and achieved.  A suggestion was made 
to change this to a high level indicator around End of Life care such as 
‘preferred place of death’.   The Committee agreed that this funding 
should be moved. 
Partial payments were agreed on sepsis as there was coding issues 
and only two months data was supplied.  The RAG rated paper will be 
circulated to the committee. 
Potential double payments were highlighted (Indicator 4 and 6) as 
STFT are already financially incentivised in other ways to provide the 
work and it was discussed that some incentives are given to encourage 
the Trust to increase pathways to reduce the non-elective activity. 
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The question was raised if there was a process to measure old CQUIN 
activity once no more funding is received and to make sure the activity 
is maintained.   
JST confirmed that there are measures in place to ensure that these 
are sustained and these are documented into the quality schedule.  
The NECS contacting team would provide assurance that the audits 
are being completed and if there are issues that need to be raised from 
the Contracting meetings these would be flagged with STCCG. 

 Action - JST to circulate the Summary RAG rating report (CQUIN 
Q1) 

 Action - CQUIN for End of Life funding to be reassigned. 
 Action - MG to explore with NECS Quality team and NECS 

Contracting team to provide assurance that the audits are being 
completed and a process is in place to escalate any anomalies. 
Action: JST to discuss process re: production and sign off of 
papers with Linda Duncan.  

 
2015/72 Quality section of Quality Performance and Finance (Enc 5) 
 The report details the quality overview which was produced for July.  

The highlighted changes in the report and NEAS workforce paramedics 
were discussed. 

 
 JG raised a question on the mortality statistics on South Tyneside and 

St Benedict’s being the primary cause, however on the write up in the 
papers it states this does not explain the high rates fully.  AF advised 
that it gives answers for some of the indicators and we know there are 
coding issues for palliative care.  From September the coding should 
improve once the Palliative Care Consultants are in place and the 
coding is improved.  The data is not always current and the committee 
would only see this data improvement being reflected in the reports for 
Q1 next year.   
JST updated the committee with a conversation that took place at the 
Information sharing meeting, it was raised that there is a low level 
submission of safeguarding referrals being made from NTW and they 
have been advised that this was due to a Caldicott issue.  CD will 
escalate this to AF if not resolved.  There are 2 incidents that were late 
being reported to CD and only went on SIRMS recently.  CD to send 
MG the SIRMS numbers. 
On the report there are 10/29 surgeries that are using the SIRMS 
system for reporting.   There is SIRMS task and finish group on the 
02.09.2015 which will look at starting the engagement to promote use 
of the system. 
Action - CD to send MG the SIRMS numbers to investigate the 
reason for 2 cases being delayed in adding to the system 
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2015/73 Quality report deep dive 
 Acute (Enc 6a) 
 MG updated the committee.  The last QRG report highlighted that the 

vacancy rates within the Trust for Safer Staffing is an issue and STFT 
are looking at National and European recruitment.   It was confirmed 
that there is funding available   
No MRSA cases have been reported in quarter one.  AF reported that 
one CDI case has been reviewed and agreed at the panel that this can 
be removed and classed as unavoidable and 3 further cases have 
been received but the outcome of the review is not confirmed.   
JG questioned the high figures on pressure ulcers and falls.  JST 
advised that the were issues with the falls risk screening tool that was 
being used however a new tool has been introduced and by the end of 
July all wards and departments will be using the new tool therefore a 
drop in the incidence is expected to be reported and this will be 
monitored in the QRG and the SI panels. There is development work 
funded by the Academic Health Sciences Network (AHSN) which aims 
to reduce incidence of pressure ulcers in the community.  
 

 Serious Incident Panel (Enc 6b) 
 The committee was presented with and noted the updated report.   

 
NEAS (Enc 6c) 
MG presented the report. It was noted that the duty of candour 
reporting is low in comparison to incidents and this has been escalated 
within the Trust.  Emergency care response performance is above the 
standards for all three national indicators and the hand over times have 
decreased but it was noted that the daily activity for May was reduced 
by 49 cases per day compared with same period last year. 
 

2015/74 Quality in Care homes (Enc 7) 
 This is the second report produced and submitted to the QPSC to 

detail the quality assessment of nursing homes.  .  DA reported a 
moderation meeting was planned with the Local Authority and the team 
from NECS who completed the visits.  This year the clinical quality 
assessments will not contribute to the funding banding as this was not 
part of the contact for the current year but will be for next year.  It was 
noted that Perth Green was not included in the list of homes that was 
assessed.  There is a need for a joint report once the action plan is in 
place and how this will be monitored.  A paper for the next committee 
will be required on how the local group progress the findings. 

 Action: Darren Archer to bring a report to the next meeting on 
how the joint progress with the findings. 

  
2015/75 Quality in Primary Care Draft Framework (tabled) 

The draft framework was submitted to the committee to review.  The 
document reflects how quality and primary care could be measured 
and demonstrated in STCCG.   
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If was requested that the committee provide feedback and for the 
paper to be explored at the development informal meeting in 
November. 

2015-75 - Primary 
care quarterly quality report DRAFT FRAMEWORK.docx

 
Action CVS – to schedule for November informal meeting 

            MG/JST to populate the framework and prepare for the informal 
meeting  
 

2015/76 Quality in Safety Risk management report (Enc 8, Appendix 1) 
The risk register was submitted to the committee reflecting the added 
risk for Mental capacity Act and Deprivation of liberty noting the CCG is 
working with the local authority to identify and address issues.   
 

2015/77 Safeguarding highlight report (Enc 9) 
CD presented the report to the committee with the current updates on 
the safeguarding issues.  AF added that with Safeguarding activity and 
the changes as a result of the Care Act means changes will be 
required to the roles and responsibilities in the safeguarding team.   
CD presented the escalation flowchart has been updated from the last 
committee’s feedback/comments and was it was agreed that CD would 
agenda the document to the September Adult and Safeguarding Board 
for wider consultation.  
Action: CD to take the escalation flow chart to the September 
SAB. 
 

2015/78 Domestic Abuse Policy and Workplace Policy (Enc 10) 
The document was ratified in the Executive Board and has been 
presented to the committee to approve.  The QPSC approved the 
report. 
 

2015/79 Continuing Healthcare Update (Enc 11) 
 The report is an update and highlights the issues which have been 

added onto the risk register around the high cost cases and border 
situations but also information in relation to disputes and appeals 
where the local authority has challenged the assessments for CHC 
assessments.   
The report has been updated to reflect the length of time it takes to 
complete a decision, there is an improvement and the average time is 
around now 40-50 days from 120+ days.  JW added that they starting 
to build into the process the Best interests and Deprivation of Liberty 
implications.  NECS are responsible for the outcome letters once the 
CCG has made the decision and at one point these have been behind 
by 6 weeks however by end of the month this should be up to date.  
The reasons behind this are staffing issues, it was noted that this is 
being monitored.   
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There are also cases submitted where there is complex case 
management and a learning disability. JW is developing a report which 
will reflect these cases with learning disabilities and aim to share this 
with the CCG to show how long this takes to complete.  A disputes 
process document has been distributed for comments and is on the 
December strategic group agenda. The committee noted the 
improvements to performance.  

  
2015/80 Transforming Care Update (Enc 12) 
 The report presented report shows the level of compliance with the 

recommendations around ongoing care of treatment and reviews in 
place.  Following the last meeting there is a patient update now 
included in the report. The committee noted the assurance provided. 

  
2015/81 Annual prescribing report 2014-15 (Enc 13) 

The report summaries the major outcomes and achievements in 
medicine optimization during 2014 – 15.   The committee was asked to 
note the content of the report.  .  It was agreed future reports would 
include an element regarding patient experience. The committee noted 
the progress made and the assurance provided. 
 

2015/82 Quality Surveillance Groups 
Cumbria and North East (CNE) NHSE (verbal) 

 AF reported from the last Cumbria and North east Quality surveillance 
group that there was a focus on maternity services mainly in response 
to the report that was produced from Morecombe Bay (Kirkup) and also 
the national maternity review that is due to report in 2015..  There was 
no significant quality issues about maternity services provided to South 
Tyneside residents however there is the potential to make 
improvements across the CNE area.  
NECS and NHS England have agreed to undertake a piece of work to 
facilitate sharing of information which may be held in different 
organisations which could be brought together to inform quality further 
and to support a review of what the footprint of maternity services 
should be across the CNE area. This will be led at QSG and clinical 
network level. 

  
2015/83 South Tyneside (verbal) 
 No update to give to the committee as there has not been a meeting. 

 
2015/84 HCAI Improvement group (Enc 14) 

The minutes were noted and accepted by the meeting  
AF advised that meeting is working well and there has been good 
clinical discussion taking place which is reflected in the minutes.  There 
is now one action plan that is being worked on collaboratively. The 
committee noted the assurance. 
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2015/85 Medicine Optimisation (Enc 15) 
 The minutes were noted and accepted by the meeting  
  
2015/86 South Tyneside Cancer Locality group (Enc 16) 
 The minutes were noted and accepted by the meeting 

BH also discussed the document from a launch he attended which 
detailed the ‘All-party parliamentary committee on cancer’ which was 
relaunched.  There are 96 recommendations listed. 
Open access chest x-ray pilot is still waiting for financial information 
around the cost of publishing the initiative.  DR is the NECS 
representative. 
The cancer waiting times and breaches were discussed and BH 
advised that the Cancer Locality Group?? now receive a summary 
report from the STFT.  The only downfall where no assurance is 
received is from other CCG (Gateshead, Sunderland and Newcastle) if 
patients are treated by those Trusts.   
 
AF will pick up the details from a Sunderland prospective. 
JST and Louise are working on the RCA for the breaches to look for a 
more co-ordinated approach. 
 

2015/87 Cycle if Business (CoB) (Enc 17) 
 Action : CVS to add the subjects on the CoB for the Informal 

meetings. 
 

2015/88 Any other Business  
  No other business was noted at the meeting  
   
 
 
 
 

Date and time of next meeting 

Informal 
Date: 16TH September 2015 
Venue: Meeting Room 1 
             Monkton Hall 
Time: 1.30pm – 4.30pm 

Formal 
Date:14th October 2015 
Venue: Meeting Room 1 
             Monkton Hall 
Time: 1.30pm – 4.30pm 
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Quality and Patient Safety Committee 

INFORMAL 
 

Wednesday 16th September 2015 
13.30pm – 4.30pm 

 
Meeting Room, 1 Monkton Hall 

 
Present: 
Stephen Clark  Chair, South Tyneside Clinical  

Commissioning Group (STCCG)             SC  
Ann Fox Director of Nursing, Quality and Safety, 

(STCCG)                SC 
Dr Vis-Nathan  Elected GP Governing Body Member,  

(STCCG)                 VN 
Jeff Gosling     Lay Member (STCCG)             JG 
Dr Matthew Walmsley  CCG Chair, (STCCG)              MW 
 
In Attendance: 
Helen Ruffell  Operations and Engagement Manager,  

(STCCG)                HR 
Colleen Van der Sandt Governance Officer and minutes, (NECS)      CVS 
Jeanette Scott-Thomas  Head of Quality and Patient Safety,  

(STCCG)               JST 
Carol Drummond   Head of Safeguarding (STCCG)            CD 
Jean Farrell Adult Safeguarding lead (STCCG)           JF 
Rod Milner Senior Clinical Quality officer NECS  RM 

 
Apologies: 
Michelle Grant  Clinical Quality Manager, North of  

England Commissioning Support (NECS)        MG 
Jon Tose    Clinical Director, Planned Care,  

Contracting and Quality in Primary Care           JT 
Dr Tarquin Cross  Secondary Care Consultant, (STCCG)            TC 
David Hambleton Chief Officer (STCCG)             DH 
Bill Hall Lay member (STCCG)             BH 
Jackie Welsh Commissioning manager CHC (NECS)  JW 
 
 
2015/21 Welcome and Introductions 

SC welcomed members to the meeting and introductions were made. 
   
  

Apologies for absence 
 As noted above 
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2015/22 Patient Story (Enclosed) 
HR introduced the patient story.  The main strengths of the experience 
were shared with the meeting.  The patient expressed that all the 
services which she has encountered since leaving Hopewood Park 
have all contributed to how positive she is feeling.  She found the 
services more joined up and they were are on top of how she felt.   
Patient expressed if there was one thing that the CCG could do for her 
would be to help with education to children how they can help manage 
and deal with parents who have mental health issues and help them 
deal with it when they are younger.  Patient thanked the committee and 
left the meeting. 

Patient Story 10 
2015 (JA).docx

 
Discussion was held around the support that is available and agreed 
that it is was a valid point about raising the awareness as often there is 
support in place for children with parents with mental health problems 
as often they are carers.  HR to pass on the detail of the education for 
children onto Jim and was also suggested to share at the next LSCB to 
raise border awareness. CD suggested raising the discussion at the 
CAHMS strategy group.  Mental health awareness is on school 
agendas in PHSE but more around the young person not the family. 
Action: HR/Jane Leighton to arrange flowers for patient as 
courtesy for attending. 
Action: HR to share details with Jim with regards to education for 
children of parents with mental health issues. 
 

2015/23 Previous story update  
Last 3 stories – this patient seen today was the 3rd last and has had 
another two since then.  The last with the son with learning difficulties 
has been asked to come to the QPSC in October and will bring her 
adult son with her. The next story is a gentleman who a carer who was 
at the group before giving a story and he will present a story of his 
experience in A&E and is planned to come to the November meeting.   
HR has a meeting on Monday to talk about obtaining patients stories 
through the integrated community teams. Jane Leighton and Jenna 
Easton has attend HR for two stories and will start taking these stories 
on. 
 

2015/24 Learning lessons from Serious case reviews (SCR’s) 
Safeguarding Adult reviews (SAR’s) and Domestic Homicide 
reviews (DHR’s) (Presentation) 
CD and JF shared with the group the Local learning from Serious case 
reviews, Safeguarding Adult reviews and Domestic Homicide cases. 

Safeguarding lessons 
learnt 16.4.15.pptx
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Group discussion 
 
What are the implications and risks for the CCG? 
The group agreed that there is a need to obtain assurance for the 
services that are commissioned and a need to discharge the 
responsibilities as a CCG and to hold the services responsible for the 
care provided and to challenge the Boards to make agencies 
accountable.  It noted that there is a change in culture required and a 
need to put lessons into sustained practice change. 
 
How do we mitigate the risk? 

 The need for robust performances and clear indicators is key. 

  Escalating issues when required and to challenge when the 
assurance is not given 

 Suggestions to have a development session in the GB so that 
everyone is aware of safeguarding. (planned) 

 Having safeguarding GP leads and peer supervision.(in place) 

 Domestic Abuse worker to link in with GP Practices.(in place for 
18 months) 

 
Safeguarding affects everyone. 
 

  Date and time of next meeting 
Formal - Wednesday 14th October 2015, 13:30–16:30,  
Meeting Room 1, Monkton Hall 

 
Informal - Wednesday 18th November 2015, 13:30– 16:30,  
Meeting Room 1, Monkton Hall 
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Audit and Risk Committee 
 

16th June 2015 
 

Meeting Room 1, Monkton Hall 
 
 
Present: 
Paul Morgan Lay Member and Chair, South Tyneside  

Clinical Commissioning Group (STCCG)  PM 
Stephen Clark    Lay Member and Deputy Chair STCCG  SC 
Jeff Gosling   Lay Member, STCCG    JG 
 
In Attendance: 
Amanda Bellis    Interim Head of Audit    AB 
Kate Hudson    Chief Finance Officer, STCCG   KHu 
Colleen Van der Sandt Governance Officer /minutes, (NECS)  CVS 
Helen Ruffell Operations and Engagement Manager STCCG HR 
Martin Barnes Senior Manager, Mazars    MB 
Paul Bevan Counter fraud Specialist CCG   PB 
Gary Walsh Senior Finance manger, NECS   GW 
Christine Briggs Director of Operations    CB 
 
Apologies: 
Cameron Waddell    Director and Engagement Lead, Mazars  CW 
Matthew Walmsley   CCG Chair       MW 
 
2015/15 Welcome and Introductions 

PM welcomed all those present to the meeting. 
 

2015/16 Apologies for Absence 
As noted above. 
 

2015/17 Declarations of Interest 
PB advised with the new commissioning standards for counter fraud he also 
provides counter fraud functions for NEAS and Gateshead Health and it was noted 
at the committee that there is no conflict of the interest for the provision of this. 
 

2015/18 Minutes of the Last Meeting 10th March 2015 (Enc 1a) 
The minutes of the meeting were accepted by the committee  
 
Action Log (Enc 1b) 
All action on the log from the meeting on the 10.3.2015 was completed. 
 

2015/19 Terms of reference (Enc 2) 
The terms of reference will be updated in section 4.1 - remove the company 
secretary and make reference that there are minutes of the meeting. 

Agenda item – 2015/108 

Enclosure - 17 
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Action: The committee approved the Terms of reference once KH/CVS 
updated the wording. 

2014/20 Annual Cycle of Business (Enc 3) The cycle of business (version 2) will be 
updated to include Mazars statutory reports.  
The CCG quarterly assurance update report will be presented the meeting in 
September. 
Action: CVS to update the Cycle of Business to included the amendments. 
 

2015/21 Risk register review (Enc 4) 
CB gave an update on the risk management report.  It was noted that the extreme 
high and moderate risks for Quality and Safeguarding are reported to each Quality 
and Patient Safety committee for in-depth review.  Assurance was given that the 
risks with a quality nature have made progress.   
CB went through the risk register and confirmed that HR is supporting and 
encouraging reviews of the risks and as a result of this work undertaken there 
were risks that were able to be closed.  
CB advised there has been work around the process and the risk register has 
been updated to ensure there is improvement.  There is a Governing Body 
development session in July to look at the Assurance Framework and will be 
aligned to the risk register arrangements. 
The risk register in the ‘Assurances’ column needs to be corrected as the excel 
report column is not text wrapping correcting and some comments are being 
hidden. 
PM raised the concern on the risk 1286 with the gap which ‘states lack of 
attendance to meetings from the Local Authority’. PM raised that should be 
highlighted at the Governing Body meeting to ensure that there is appropriate buy 
in from the Local authority.  CB reassured the committee that there is now a 
structured approach with meetings that are in the diary for Local Authority and 
NECS to have discussion around CHC.   
SC also raised ongoing concerns with regards to the retrospective outstanding 
assessments which are being undertaken for CHC and this is being monitored.   
PM discussed risk 1061 and CB advised that the narrative was updated.  PM 
requested if notes could be provided to the committee to help understand the 
register and the progress being made.  
Action: HR to check with Kate Watson on the layout of the report 
Action: HR to circulate additional comments for risk 1061 
Action: CB to speak to Jeanette Scott Thomas to ensure that the wording is 
an accurate reflection of the wording for risk 1286 and confirmed that there 
is an updated to the register on CHC which have been added to the register 
post this meeting and will be on the next update. 
 

2015/22 Review of Losses / compensation / bad debts (Enc 5) 
KHu went through the report with the committee and advised that on request the 
details behind the report could be provided.    
Action: The committee noted the content of the report. 
 

2015/23 ARC Effectiveness action plan (Enc 6) 
KHu presented the report to the committee which included the action plan.  All 
items that had scored less than 4 were flagged as requiring action and have 
assigned implementation dates next to the item.  At the informal committee 
meeting which was scheduled after the formal on the 16.6.2015 the committee 
agreed to go through the action plan and work through the timelines. 
Action: Action plan to be discussed in the Informal meeting on the 16.6.2015. 
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2015/24 Annual report & final head of internal audit opinion (Enc 7) 
AB detailed the highlights of the report which has gave significant assurance for 
the year. This was based on the audit work and the controls which were found and 
the management’s responses to the issues which were highlighted.   
The annual internal audit report reflects all 17 reports and listed 34 issues in these 
reports of which 3 were high priority issues. 
Page 6 of the enclosure shows the returns of the survey of the service which 
STCCG are receiving and this obtained a 4.7/5 rating which was based on 17 
returns. 
All the reports are detailed in the enclosure of the action that needs to be done. 
It was noted that the Policy reviews which are being produced by NEACS are 
lagging behind.   
PM requested clarification that there is sufficient action being taken to recover the 
situation on the areas where there is limited assurance. AM and KHu confirmed 
that the action plan will address these areas. 
 

2015/25 Final Anti-fraud plan 2015/2016 (Enc 8) 
PB disused the report and advised that the plan is significantly different to last 
year as it is based on the standards that have come back from NHS Protect.   
The items on the report are generic for commissioning and not specific to CCG.  
PB went through the report were there partial or non compliance. 
Action: The committee noted the content of the report. 
 

2015/26 Anti-fraud plan 2014/2015 (Enc 9) 
PB discussed the year –end report with the committee.  
Action: The committee noted the content of the report. 
 

2015/27 Mazars – external Audit fee (Enc 10) 
MB discussed the letter dated 1st April 2015 and explained the process.  The letter 
details the fee and the current contracts.  KHu added that although the fee has 
been reduced there is no proposal to reduce the budget for the audit fee due to 
the potential move to co-commissioning for Primary care and an assumption that 
the audit fee will be revised upon taking on the additional responsibility. 
Action: The committee noted approved the fee. 
 

2015/28 Mazars – progress report (Enc 11) 
MB gave the committee an update on the reports which were given to the 
Governing Body which were an unqualified opinion on the financial statements, a 
positive statutory conclusion on the value for money arrangements within the CCG 
and an unqualified regularity opinion on the consistency of the accounts with the 
consolidation schedules that the CCG submitted and these were submitted within 
the NHS deadline.  Only action outstanding is the annual audit letter which will be 
reported to the Governing Body.  MB added that Mazars will also meet with NECS 
and discuss how to improve the relationships for next year but no intending any 
major changes as it was noted that it was a good audit. The report also highlighted 
some additional reports for emerging issues and developments from CIPFA and 
the consultation on regulation of auditors financial Reporting Council May 2015. 

   
Any Other Business 
No other business was discussed  
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Date and time of next meeting 
Tuesday 15th September 2015, 10.00 – 12.00 in Meeting Room 1 Monkton Hall. 



 
 

 

 Agenda item – 2015/109 

Enclosure - 18 

 
 

Remuneration Committee 
Wednesday 11th March 2015 

8.30am – 10.am 
Meeting Room 1, Monkton Hall 

 
Present: 
Mr Stephen Clark  Lay Member (Chair), South Tyneside Clinical   
    Commissioning Group (STCCG) (SC) 
Mr Jeff Gosling  Lay Member, STCCG (JG) 
 
In attendance: 
Dr Matthew Walmsley CCG Chair, STCCG (MW) 
Dr David Hambleton Chief Officer, STCCG (DH) 
Ms Kate Hudson  Chief Finance Officer, STCCG (KH) 
 
Apologies: 
Mr Paul Morgan  Lay Member (Governance), STCCG (PM) 
 
2015/01 Welcome and introduction 

The Chair welcomed those present to the Remuneration Committee 
meeting. 

 
2015/02 Apologies for absence 

Apologies were as noted above 
 
2015/03 Declarations of interest 
  DH and KH declared an interest in Item VFM  
 
2015/04 Minutes from the last meeting – 3rd September 2014 

The minutes were accepted as an accurate record with the following 
amendments: 
Matters arising  
KH asked that the wording in item 2014/12 be changed to read. 
Chief Finance Officer, STCCG updated the members regarding the pay 
award. In line with National guidance for staff on Agenda for Change 
pay grades, those at the top of scale receive 1% non-consolidated, 
while those not at the top receive progression on the incremental scale. 
Action: MM to amend minutes 
 
Terms of Reference Review 
Members reviewed the changes which confirmed JG reappointment as 
Lay Member and the involvement of HR on an ad hoc basis with the 
following change   

 supported by the company secretary be removed  
SC highlighted the issue of review of effectiveness of the committee 
KH suggested speaking to Keith Haynes and the possibility of using 
Survey monkey  
Action: MM to amend Terms of Reference  
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2015/05 Very Senior Manager Pay Award (VSM) 

KH informed members that her recommendation regarding the VSM 
pay award is in line with last years, i.e. that the Agenda for Change 
recommendations would also apply to VSM. 
SC proposed that it be minuted, members approved the 
implementation of the VSM pay award of equivalent to the Agenda for 
Change, unless there is some more specific guidance to the contrary. 
Members discussed and agreed in principle 
 

2015/06 Clinical Director Structure  
KH updated the members of the present STCCG Clinical Lead 
structure, payment rates and employment status. Further, KH detailed 
that as part of  a review of running costs, the CCGs requirement for 
clinical lead time was being revisited and also consideration was being 
given to whether an additional role of Clinical Director for Urgent Care 
be created. 
KH asked the members for their views and thoughts in relation to 
information  
MW commented on the need for DH role with the Northern CCG Forum 
to be factored into the decision on the structure in. Stating that DH had 
been nominated to chair the forum for two years, and that this role was 
acknowledged as being an enhanced role that will require significant 
time commitment.  
Members discussed and agreed that further costings and 
discussion was needed.  
 
Actions:  
MW to raise formally that STCCG requires a formal agreement with 
Northern CCG Forum regarding the invoicing for DH time.  
KH to speak to Kim Teasdale and Jon Tose to gather information which 
will allow KH to prepare costings  

   
Any other business 
DH informed members that there had been interest received from 
members of the public regarding the dates for reappointment of 
governing body members.  
Members discussed and decided to refer to the Constitution   
MW suggested that work around nomination papers be done with the 
proposal being that they are prepared to bring to next meeting in 
September. 
KH to speak to Keith Haynes regarding requirements for nominations  
 
 
The next Remuneration Committee Meeting will be  
Date: September 2nd 2015 
Time: TBC 
Venue: Meeting Room 1 at Monkton Hall. 


