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The majority of engagement to date has been focussed on South Tyneside FT as the 

lead organisation for the majority of phase I pathways. Positive preliminary 

discussions have also taken place with NTW and Sunderland hospital, with meetings 

now being arranged with clinical leads to review the phase I pathways relevant to 

both organisations. 

 

A small number of risks are highlighted mainly focussed around the short and long 

term capacity requirements of implementing and managing the initiative. 

 

There are no decisions at this stage, members are asked to note the content of the 

report and the progress to date.   
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1) Background 
 
As part of its status as a health and social care integration pioneer, the South Tyneside partnership 

has developed a strategic relationship with Canterbury District Health Board (CDHB) in New Zealand. 

The partnership will receive support to introduce an Alliancing way of working with local partner 

organisations. This is based on the model successfully implemented in Canterbury which supports a 

collaborative approach to joint decision-making and governance structures across both provider and 

commissioner organisations in order to maximise the outcome for the local ‘dollar/pound’.  

The CCG has recently entered into a formal partnership arrangement with Streamliners which is an 

allied organisation of CDHB. The agreement includes provision of support to implement an on-line 

resource tool, HealthPathways, which originated in Canterbury but has since been introduced widely 

throughout Australasia.  

The tool is an online central repository of condition-specific pathways of care which are accessed by 

GPs within their clinical consultations. A key ingredient of its success is that the developmental 

process for each pathway involves a two-way discussion between a representative from primary 

care, a GP Clinical editor (CE) and a clinical lead or Subject Matter Expert (SME) usually from 

secondary care.   

The aim is to provide a consistent approach to the management of patients within primary care, 

reducing variation between practices and ensuring appropriate referral to secondary care.  

The agreement with the New Zealand team includes access to their existing pathways. The local 

team are now in the process of ‘rapidly localising’ these pathways to make them applicable to South 

Tyneside. Experience to date indicates that roughly 80-90% of the details within the New Zealand 

pathways are accurate for local use, with 10-20% requiring amendments.  

The long term aim of the initiative will be to localise all of the pathways (circa 500) within the New 

Zealand site however this will be an incremental process with 50 high-priority pathways being 

identified for review within phase I. The target of having 50 available prior to launch was agreed as 

learning from other HealthPathway sites indicate the importance of having a significant number of 

pathways available in order that the first time a GP accesses the site they are likely to find a pathway 

which is of use to them and thus they are inclined to use the site again in future. The aim is to 

complete the localisation of each of these 50 pathways by the local launch date; 18th August 2016. 

In identifying which pathways should be included 
within the phase I list, consideration was given to a 
number of competing drivers; 

 Pathways which Primary Care colleagues were 
flagging as common causes of challenge 

 Pathways which Secondary Care colleagues 
were flagging as common causes of challenge 

 Data driven- Pathways relating to areas 
national and local data highlights as 
improvement opportunities 

 Frequently used pathways from New Zealand 

 Quick wins.  



2) Implementation update 
 

The HealthPathways web site for South Tyneside has been developed, with a number of draft 

pathways already being loaded. At the point of go-live, GPs will not only have access to the localised 

pathways but also those which haven’t yet been localised from New Zealand. Although not reflective 

of the service provision available in South Tyneside the clinical information and condition 

management will be broadly consistent and still of use to local GPs.  

http://southtynesidedraft.healthpathwayscommunity.org/ 

 

 
 

For username and password access please contact mgirvan@nhs.net 

2.1) Development update 
 

In order to achieve the goal of localising 50 pathways by August, a list of circa 70 was identified to 

allow for some slippage. To date 18 meetings have taken place with 17 different subject matter 

experts contributing to the review of over 50 pathways. Table 1 below highlights the status of each 

of the phase I pathways as at the time of writing.  

Table 1- Phase I priority pathways 

Stage of development No. of 
pathways 

Not yet started 16 

Meeting scheduled 8 

Meeting has taken place and pathway being 
drafted  

23 

Pathway drafted and being reviewed by CE and 
SME 

29 

 

The majority of the pathways which haven’t yet been started are those where the secondary care 

expertise is to be provided by Northumberland Tyne and Wear Mental Health Trust or City Hospitals 

Sunderland NHS Foundation Trust. Although initial engagement has taken place, with positive 

commitments received to support the initiative, priority has been given to engagement with South 

Tyneside NHS FT as the lead organisation for the vast majority of phase I pathways. Further 

engagement will continue with both NTW and Sunderland in order to ensure the relevant pathways 

are reviewed within the next two months.  

In addition to the clinical pages, a number of referral pages are also being developed which will 

include information on the referral process for each service and specialty. Having access to a central 

repository of referral protocols and procedures will be one of the key benefits of the system.   

http://southtynesidedraft.healthpathwayscommunity.org/


Early experience has highlighted that the majority of the time requirement for the CE occurs after 

the review meeting with the SME has taken place. The drafting and amending of each pathway (in 

consultation with New Zealand) is significantly time-consuming and once the scheduled meetings 

have taken place, no further meetings will be arranged to allow all of the available clinical editor 

capacity to be directed towards having over 50 pages available by the time of launch in August. This 

will consist of a combination of clinical pathway pages and request pages.   

In summary, progress to date has been exceptionally positive with good engagement from 

secondary care clinical colleagues enabling a high number of meetings to take place in a short space 

of time.  

2.2) Thematic champions 
 

A number of cross-cutting themes have emerged which, as opposed to being standalone pathways 

need to be included within each of the pathways as ‘golden threads’. Therefore consideration is 

being given to how themes such as shared decision making, self-care and safeguarding can be 

incorporated into the pathways development process. 

A key enabler for this will be the opportunity to have a large and diverse range of contributors 

involved in the review process for each of the pathways. An open offer has been made at various 

forums for individuals to self-nominate to as ‘thematic champions’ for one or more pathways.  

By utilising a broad range of expertise in the review process each of the pathways will be more 

robust, providing a greater benefit to GPs and maximising the opportunity to maintain care closer to 

home.  

3) Launch 
 

An event has been arranged to formally launch the first 50 pathways. As the main target audience 

for the pathways tool when it is introduced are GPs, the event has been arranged to coincide with an 

existing GP education forum on Thursday 18th August. 

In addition to representatives from all of the practices a number of additional invitees will be 

attending the event including clinical leads who have been involved in the development of the phase 

I pathways. Formal invites have also been circulated to members of the Executive Committee and 

Governing Body.       

4) Programme assurance  
 

Day to day delivery of the work is carried out via the programme coordinator (Mark Girvan) and the 

two Clinical Editors (Dr Paul Nellist and Dr Dawn Elliott). Support and assurance is provided through 

regular contact (including weekly video conferencing) with representatives from New Zealand and 

locally via David Hambleton and Christine Briggs. Dr Jon Tose is the clinical director for the initiative.  

Formal reporting is via the Performance and Delivery Group which the programme coordinator 

attends in order to provide progress updates and reports any deviation from the agreed plan.   



 

5) Risk  
 

Title Detail Likelihood Impact Response 

Resource 
(non clinical) 

The coordination of the project requires 
significant administrative support which is 
currently not in place. A failure to secure 
additional support could impact on the ability 
to action tasks in the required time frame 
detrimentally impacting the ability to meet the 
August target 

High High Mitigate - Options are being reviewed to secure 
additional administrative resource to support 
the existing team utilising under spend from the 
existing project budget. 

Resource 
(clinical) 

The time requirement to develop each 
pathway following the initial review meeting is 
proving significant. Currently we have 6 PAs of 
CE time per week which may not be sufficient 
to meet the goal of localising 50 pathways by 
August 

Medium High Mitigate - No further review meetings will be 
arranged allowing all CE capacity to be directed 
towards the writing of the 55 pathways already 
in process.  

Request 
pages 

The requirement to complete the request 
pages prior to go live has only recently come 
to light. It requires a significant resource 
implication which is currently unavailable 

High High Mitigate - The completion of this work is being 
made a priority as such meetings to develop a 
number of request pages have been arranged. 
Long term, this will be a task that is picked as 
part of the administrative support.  

Lack of SME 
engagement 

Failure to secure engagement and support by 
the SMEs will limit our ability to localise the 
pathways.  

Low High Mitigate - Engagement has been exceptionally 
high at the main FT. Continued work is required 
with NTW and CHS but initial indications are 
positive. 



6) Next steps 
 

Work will continue apace in order to meet the August 18th deadline.  

Throughout the development of the phase I pathways a list of recommendations for pathways to 

include in phase II is being collated. This will be finalised in July in order to move straight into phase 

II without any delay or loss in momentum. 

Members are asked to note the content of this report and acknowledge progress to date. No 

decisions are required at this stage. 

  



Appendix i- HealthPathways Quality Impact Assessment 
 

Title of scheme: HealthPathways 

Project Lead for scheme:  Mark Girvan 

Brief description of scheme: Development of online resource tool containing agreed 
condition specific pathways of care to support General 
Practice with the management of patients in the 
community.  

Intended Quality Improvement 
Outcome: 

Reduced variation 
Reduced inappropriate admission to secondary care 
Increased management in the community 

Methods to be used to measure the 
quality improvement made: 

Elective referral rates  
No. of ‘hits’ per month 
Quantitative feedback from general practice 

 

 P/N/ 
Neutral 

Risk 
Score 

Comments Full assessment 
Y/N 

Duty of Quality: Could the proposal have a positive, negative or no impact on any of the following: 

1. Compliance with the NHS Constitution Neutral    

a) 2. Partnerships P    

b) 3. Safeguarding children or adults P    

NHS Outcomes Framework:  Could the proposal have a positive, negative or no impact on the 
delivery of the five domains: 

1. Preventing people from dying 
prematurely 

Neutral    

2. Enhancing quality of life P    

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

Neutral    

4. Ensuring people have a positive 
experience of care 

P    

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

P    

Access:  Could the proposal have a positive, negative or no impact on any of the following: 

1. Patient Choice No    

2. Access No    

3. Integration P    

 

Name of person completing assessment:                                           Designation: 
Signature:      Mark Girvan                                                                  Date of review: 2

nd
 June 2016 

Name of person reviewing assessment:                                           Designation: 
Signature:                                                                                            Date of review: 

 

 

 



 

Appendix ii- HealthPathways Equality Impact Assessment 
 

Equality Analysis Screening  

 

Please complete the table below considering whether the project/ service could have any potential positive, neutral or negative impacts on 

groups from any of the protected characteristics (or diversity strands). If needed, please refer to the Equality Analysis Guidance when 

completing this screening.   

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

Please describe why the impact is positive, neutral or negative? 

Age Neutral Each of the pathways are being developed to provide consistent 

Title of Policy / Project / Service: HealthPathways 

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

HealthPathways is an online resource designed by and for GPs and other front-line staff working in 
South Tyneside.  Each pathway will be developed in collaboration with clinical leads from secondary 
care and with input from social care and third sector partners. They will provide a detailed step by step 
resource for the management of a range of conditions. Each will include primary care management 
options including self-care and social prescribing and referral processes to secondary care where 
appropriate 
 
The key aim of the HealthPathways system is to provider an agreed standardised approach to the 
primary care management of patients across the 27 member practices. The step by step guidance 
ensures a reduction in clinical variation between practices, ensuring equity and provision.   

Directorate Lead: Christine Briggs 

Is this a new or existing policy / 
project / service? 

New Service 



pathways of care across the borough of South Tyneside and are 
applicable to every individual regardless of gender, sexuality, race or 
religion.  

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  

Other Excluded 
Groups/Multiple and 
social deprivation 

Neutral  

 

Screening Completed By Job Title and Directorate Organisation Date completed Contact number and email address 

Mark Girvan SPR, CSO NECS 2nd June 2016 mgirvan@nhs.net 

 

Senior Responsible 
Officer 

Senior Responsible Officer Signature Organisation Date 

    

 

If you have identified a positive or negative potential impact for any of the protected characteristics then you must complete a full Equality 

Impact Assessment.  If you have only identified a neutral impact on any of the eight protected characteristics then no further action is required.  

Please upload to your trust website for publication. 
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NHS South Tyneside Clinical Commissioning Group  

Summary of Complaint Activity  
1 April 2015 to 31 March 2016 

 
1 Purpose of Report 
 
The NHS North of England Commissioning Support Unit (NECS) provides 
complaints management to NHS South Tyneside Clinical Commissioning Group 
(CCG) as part of the Clinical Quality Service. 
 
The purpose of this report is to provide a summary of the complaints and concerns 
handled by the NECS Complaints Team on behalf of the CCG during the period       
1 April 2015 to 31 March 2016.   
 
The report also provides a summary of service improvements identified as a result of 
investigations and within the complaints handling process. 
 
2 NECS Process 
 
Complaints about NHS services received by CCGs can be categorised as follows: 
 

 Complaints relating to services commissioned by the CCG -  These are 
normally referred to the service provider for initial investigation, with oversight 
from the Complaints Team and/or the CCG  

 Multi-agency complaints that involve issues from two or more providers 
commissioned by the CCG -  These may be coordinated by the Complaints 
Team to ensure that a single response is received either from a named provider 
who takes the lead for the complaint response or by the CCG  

 Complaints relating to primary care services -  Complaints which involve a 
primary care provider (ie GP practice, community pharmacy, dental practice, 
optician) are referred to NHS England in accordance with their complaints 
management process 

 Complaints about the CCG or decisions made by the CCG -  These are 
coordinated and managed on behalf of the CCG by the Complaints Team, with 
input from the relevant technical experts within the CCG and NECS 

 NECS corporate complaints - Complaints regarding the actions of NECS 
officers or NECS corporate functions are managed and led by NECS  

 
In addition to the co-ordination of formal complaints handled under the NHS 
complaints procedure, the Complaints Team also manages queries and concerns 
which are raised on an informal basis. 
 



 

2 
 

Each case is considered individually by the Complaints Team and the complainant to 
identify the most appropriate method for handling and resolving a query, concern or 
complaint.  A case may be resolved through the provision of advice to the enquirer, 
for example advice on the NHS complaints procedure.  Some cases are resolved 
without the need for processing under the NHS complaints procedure, examples 
include concerns which require immediate intervention or a problem solving 
approach by the Complaints Team and/or other CCG/NECS colleagues.  
 
3 CCG Complaints Activity  
 
It should be noted that this report provides a breakdown only for complaints which 
come direct to the CCG or to the Complaints Team. The majority of complaints 
regarding provider organisations are made direct with the service provider.  
Complaint reports from provider organisations which detail trends, themes and 
lessons learned relating to their services are reviewed as part of the Clinical Quality 
Review Group for that provider. 
 
During the reporting period, the Complaints Team handled a total of 713 cases from 
patients or their representatives compared to 546 in the previous year.  A total of 35 
cases were handled on behalf of NHS South Tyneside CCG (13 in the previous year) 
which equates to 5% of the cases handled overall.  The number of cases handled 
during the year across North East and Cumbria CCGs ranged from 121 to 19, 
though it should be noted that the populations of these CCGs vary considerably.  In 
10 cases, the patients’ CCG details were not available or the complaint related to an 
out of area patient.  One formal complaint led by the CCG was carried forward from 
the previous year; this related to the commissioning of the Patient Transport Service. 
 

 
 

 
 
 

17% 
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8% 10% 

8% 

9% 

10% 

South 
Tyneside 
CCG, 5% 

8% 

% of cases, by CCG 



 

3 
 

3.1 Grade of Cases 
 
A breakdown of the cases by grade is shown in the table below. 
 

 
Cases relating to residents of  

NHS South Tyneside CCG 
Overall number handled by 

NECS Complaints Team 

Grade 
Number in 
Reporting 

Period 

Lead Organisation This 
reporting 

period 
2015-2016 

Previous 
reporting 

period  
2014-2015 

NHS South 
Tyneside 

CCG 

Other 
organisation 

Formal complaint  
Handled in line with the NHS 
Complaints Procedure 

22 10 12 403 281 

Advice 
Advice provided to patient/relative 
on NHS Complaints Procedure or 
other process 

5 1 4 116 91 

Concern  
Resolution reached via an informal 
process 

8 4 4 166 132 

MP issue  
Correspondence received by 
Complaints Team and, following 
triage, passed to Communications 
Team for processing/response 

0 0 0 8 9 

Outside of NHS 
Complaints Procedure  
Handled as a complaint but 
outside of the criteria specified by 
NHS Complaints Procedure 

0 0 0 7 20 

Compliment 
Shared with the NECS Complaints 
Team for recording purposes 

0 0 0 13 13 

Total 35 15 20 713 546 

  
3.2 Acknowledgement of Complaints 
 
All cases handled in the year on behalf of the CCG were acknowledged within three 
working days.   
 
3.3 Organisations Involved 
 
The following organisations led on the investigation and response.  
  

Organisation Name or Type Number of Cases 

Newcastle Upon Tyne Hospitals NHS Foundation Trust 1 

NHS South Tyneside Clinical Commissioning Group 15 

North of England Commissioning Support Unit 5 

Northumberland, Tyne and Wear NHS Foundation Trust 1 

Primary Care Contractors/NHS England 2 

South Tyneside District Council 1 

South Tyneside NHS Foundation Trust 10 

Total 35 
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3.4 Categories of Cases 
 
The CCG cases were categorised as follows. 
 

Category Number of Cases 

 2015/2016 2014/2015 

Continuing Healthcare – ‘Retrospective review’ 
process 

9 1 

Continuing Healthcare – ‘Current’ process 0 1 

Commissioning decisions: 

 Patient transport 

 Changes to services at Palmer’s Hospital 

 
3 
1 

 
1 
0 

Funding decision (reimbursement of private health 
care costs) 

1 0 

Personal Health Budget process 1 0 

Total 15 3 

 
3.5 Outcomes  
 
Of the formal complaints managed by the Complaints Team on behalf of the CCG, 
the outcomes were as follows. 
 

Outcome Type Number of Cases 

Partially upheld 1 

Not upheld 7 

Ongoing as at 31 March 2016 2 

Total 10 

 
3.6 Parliamentary and Health Services Ombudsman 
 
No complaints regarding the CCG were investigated by the Parliamentary and 
Health Services Ombudsman (PHSO) during the reporting period. 
 
4 Themes in Complaints Received 
 
Continuing Healthcare (CHC) funding decisions and processes were the subjects 
most frequently reported in CCG complaints and concerns (212 cases).  The themes 
identified were challenges to CHC funding decisions (particularly restitution claims) 
and delays and communication regarding the CHC review and reimbursement 
processes.  
 
Another consistent theme identified across CCGs is in relation to the eligibility criteria 
and booking process for the NHS Patient Transport Service (PTS).  A total of 45 
cases were handled relating to the commissioning of PTS.  The most significant 
issues were around challenges to decisions regarding a patient’s eligibility for PTS, 
dissatisfaction with the booking and appeal process and requests for clarification of 
the appeal process. 
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5 Service Improvements Identified from Complaints 
 
5.1 Continuing Healthcare 
 
The investigations into CHC complaints have identified a number of areas for 
improvement examples of which are shown below.  
 
Communication - Improvements have been identified with regard to the following: 
timeliness of response by the CHC Team to queries from patients/families; 
communication with families by CHC staff during the hospital discharge process and 
regarding changes to CHC packages; timeliness of notification of case meetings to 
health and social care professionals.  
 

Involvement of family members – Following issues raised from complainants, 
family members are now explicitly invited to attend and be involved in CHC review 
meetings and information is now provided direct to families about the CHC 
reimbursement process (following a successful appeal).  
 
Outcome letters - CHC outcome letters have been reviewed and improved to 
routinely include details of the information used by the CHC Team in completing a 
retrospective review. Changes have also been made to improve the timeliness of 
outcome letters and for sharing letters with relatives in cases where the patient has a 
cognitive impairment to ensure that appropriate family members are made aware of 
funding decisions and their right of appeal. 
 

Restitution process - Following revised advice by NHS England, the CHC Teams 
are now ensuring that previous social care assessments are not used as definite 
evidence of previous CHC consideration unless this is specified within the 
documentation.  The process for handling requests for records has been reviewed to 
ensure continued compliance with the Data Protection Act 1997/Access to Health 
Records Act 1990. 
 
Appeals process - The CHC teams across the region are working collectively to 
develop a modified process for appeals that will deliver an improved service. This will 
create a standard approach to the handling of appeals across the North East and 
Cumbria and aims to reduce delays in the appeals process thus benefiting patients 
and their representatives.   
 
5.2 Patient Transport Booking Process and Eligibility Criteria 
 
Improvements to the Patient Transport Service (PTS) booking system are being 
informed by feedback from service users.  Examples include: Appeals Team staff 
confirming that where the patient is attending multiple appointments that the correct 
pick up times are recorded; a review of the eligibility criteria for escorts to 
accompany patients using PTS and the Appeals Team ensuring that all aspects of a 
patient's journey have been explored before an appeal is declined. 
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6 Continuous Improvement in Complaints Handling  
 
A number of controls are in place which are audited and reviewed by the Head of 
Clinical Quality to ensure compliance with the NHS complaints procedure. Examples 
of service improvements in the complaints process introduced during 2015/2016 are 
as follows: 
 

 Identification of a named Complaints Team link for the CCG  

 Continuous development of the Complaints Standard Operating Procedure (SOP), 
including the management of emails received via the Complaints Team generic 
mailbox 

 Further development of the quality assurance/review process for complaint 
response letters, such as the introduction of checklists and improved templates for 
complaint correspondence to improve standardisation tailored to reflect the CCG 
preferred style  

 Review and further refinement of the process for handling requests from the 
Parliamentary and Health Services Ombudsman 

 Production of an information leaflet produced in addition to the existing website 
content providing guidance on the NHS complaints process for complainants or 
potential complainants  

 A system to seek the views of complainants regarding their experience of the 
complaints process  

 Development of tools within Safeguard, Incident and Risk Management System 
(SIRMS) to support automated, systematic tracking and monitoring of cases which 
is subject to internal audit 

 Improvements to the format and production of the monthly complaints report to the 
CCG 

 Review and revision of complaint management system to meet the requirements 
of national KO41a returns  
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1. Introduction 
 

For the purposes of this policy South Tyneside Clinical Commissioning Group 
will be referred to as “the CCG”. 

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

 
This policy is designed to outline the process for handling complaints 
generated by patients or their representatives and aims to set out clear 
guidelines for staff, managers and complainants around how complaints will 
be managed. 

 
It is our aim that all patients, relatives and their carers will not be treated 
differently as a result of making a complaint. This will be achieved by 
ensuring that complaints are handled fairly and openly. It is clearly not always 
possible for the complainant to receive the outcome they hoped for, but if they 
feel that their complaint has been handled appropriately and that they have 
had a fair hearing, this is a positive outcome. 

 
The CCG is very keen to ensure that complaints are used as learning 
opportunities and that trends are analysed and reported on. It is essential that 
information we gain from complaints is used to improve the quality and safety 
of the services we commission. 

 
This policy has been written in accordance with the ‘Local Authority Social 
Services and National Health Service Complaints (England) Regulations 
2009’. Reference is also made to the Department of Health guidance in 
complaints handling ‘Listening, Responding, Improving’, Parliamentary and 
Health Service Ombudsman’s ‘Principles of Good Complaints Handling’, the 
NHS Constitution (2008) and ‘A Review of the NHS Hospitals Complaints 
System Putting Patients Back in the Picture’ (Right Honourable Ann Clwyd 
MP and Prof Tricia Hart, 2013). 

 
1.1 Status 
 

This policy is a corporate policy. 
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1.2 Purpose and Scope 
 

This policy describes the systems in place to effectively manage all 
complaints received by the organisation in accordance with NHS 
Complaints Regulations. It outlines the responsibilities and processes for 
receiving, handling, investigating and resolving complaints relating to the 
actions of the organisation, its staff and services. 

 

The policy also includes the process used for complaints received relating to 
commissioned services such as NHS Acute and Foundation Trusts, Mental 
Health Trusts, Community NHS Services, independent contractors (general 
practices, dental practices, pharmacies and opticians) and independent sector 
providers. 

 
The purpose of this policy is to ensure that the CCG promotes best practice 
within its complaints management function, and also that it is compliant with 
the Local Authority Social Services and National Health Service Complaints 
(England) Regulations 2009. The CCG also adheres to the NHS Constitution 
including the five rights covering complaints and redress. 

 
This policy and procedure sets out how the NHS complaints procedure will be 
implemented locally and must be followed by all staff employed or hosted by 
the CCG. 

 
 
2. Definitions 
 

The following terms are used in this document: 
 
2.1 Complaint: a written or oral expression of dissatisfaction which requires a 

response. 
 
2.2 Issues/concerns: a written or oral expression of dissatisfaction that can 

be resolved without the need for formal investigation or correspondence. 
 
2.3 Independent Complaints Advocacy (ICA): is the organisation that 

provides independent help and support for people pursuing an NHS 
complaint. 

 
2.4 Investigating Officer: the person identified as responsible for handling and 

investigating an individual complaint. 
 
2.5 The Parliamentary and Health Service Ombudsman (PHSO): is the 

organisation that manages the second stage of the NHS complaints 
procedure 
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2.6 Serious Incident (SI): is an incident or near miss occurring on health 

service premises or in relation to health services provided, resulting in 
death, serious injury or harm to patients, staff or the public, significant loss 
or damage to property or the environment, or otherwise likely to be significant 
public concern. 

 
Any other special terms or abbreviations used in this document are defined as 
they occur. 
 
 

3. NHS complaints procedure and process 
 

A reformed complaints procedure covering both health and adult social care 
was introduced from April 2009. This enables organisations and the person 
complaining to agree on the best way to handle the complaint to achieve a 
satisfactory outcome. Within this process both concerns and complaints can 
be made either verbally, in writing or electronically via email. 

 
There are two stages to the NHS complaints procedure: 

 
 Local resolution of complaint through investigation and response by NHS 

Trust or provider. 

 Independent Review of complaint by Parliamentary and Health Service 
Ombudsman. 

 
3.1 Who can complain? 

 
3.3.1 Anyone who is receiving, or has received, NHS treatment or services or 

who is affected or is likely to be affected by an action, omission or 
decision can complain. This includes services provided by independent 
contractors who have a contract with the organisation to provide NHS 
services and services that are provided by independent providers as part of 
an NHS contract. 

 
3.3.1 If a patient is unable to complain themselves then someone else, usually 

a relative or friend, can complain on their behalf providing written 
authorisat ion is given. (Refer to appendix A for an example of an 
authorisation form.) 

 
3.3.1 If a complainant is the parent or guardian of a child under the age of 18 

(to whom the complaint relates) the organisation must be satisfied that there 
are reasonable grounds for the complaint being made by the representative 
instead of the child. 

 
3.3.1 If a patient is unable to act, for instance due to physical incapacity or lack 

of capacity within the meaning of the Mental Capacity Act (2005) consent is 
not required. This will be agreed on an individual basis by the manager 
responsible for complaints. 
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3.3.1 If a complaint is raised concerning a patient who is deceased, this must 
be made by a suitable representative, for example next of kin. If the 
NECS Complaints Team does not consider that the complainant is a 
suitable representative, they may decline to deal with the complainant and 
recommend that another person acts on the deceased patient’s behalf. 

 

3.1.6 Where a complaint is received about a Primary Care Contractor (ie GP 
practice, dentist, community pharmacy, optician), the CCG or NECS 
Complaints Team will advise the complainant to send their complaint to NHS 
England for investigation and response.   

 
3.2 Support for persons making a complaint 

3.2.1  ICA provides a free, impartial and independent service for people wishing to 
make a complaint about the NHS. All complainants will be provided with 
information about ICA. Information regarding other specialist advocacy 
services will be provided, as required. 

 
3.3 Process for verbal complaints 

3.3.1 Clear information about the complaints process is made available to patients, 
the public and staff via the CCG’s website. 

 
3.3.2 Complaints can be made verbally to a member of the North of England 

Commissioning Support (NECS) clinical quality team and in this instance a 
written statement will be taken from the complainant ensuring all salient 
points requiring a response are documented. 

 
3.3.3  The written statement will be sent to the complainant asking them to make 

any changes to ensure it is an accurate reflection of their complaint. The 
complainant will then be asked to sign and return the statement to the NECS 
clinical quality team. The complainant will be advised that their complaint will 
not be processed until the signed statement is returned. 

 
3.3.4 There may be instances when it is not appropriate to take a formal 

complaint over the telephone, for example, if the concerns raised are 
complex. In cases such as this a face to face meeting will be offered to 
clarify the complaint or with the complainant’s permission a referral can be 
made to ICA.  Face to face appointments with the NECS Complaints Team are 
by appointment only. 

 
3.4 Time-limit for making a complaint 

 
3.4.1  The timescale within which an NHS or social care complaint must be 

made is 12 months from the date on which a matter occurred, or the matter 
came to the notice of the complainant. 
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3.4.2  The regulations set out that the organisation has the discretion to investigate 
beyond this time, especially if there is good reason for a complaint not being 
received within the 12 months. The time limit can, and should, be waived if 
it is still practical and possible to investigate the complaint, for example, the 
records still exist and the individuals concerned are still available to be 
questioned. 

 

3.4.3  When a complaint is made outside these limits and the time limits are not 
waived, the manager responsible for complaints will advise the complainant 
of their rights to request that the Parliamentary and Health Service 
Ombudsman consider their case. 

 
3.5 Issues that cannot be addressed within the complaints procedure 

 
3.5.1 This policy and procedure does not address: 
 
3.5.2  A complaint made by a responsible body to another responsible body. For 

example disputes on contractual matters between providers and the CCG 
should not be handled through this procedure.  However, the issues raised 
should still be subject to a thorough investigation and appropriate action taken 
for service improvement 

 
3.5.3  Complaints regarding privately funded treatment. 
 
3.5.4  Complaints which are made verbally and resolved to the satisfaction of 

the complainant no later than the next working day after the complaint was 
made. 

 
3.5.5  Complaints regarding an alleged failure to comply with a request for 

information under the Freedom of Information Act (2000). These will be 
dealt with via Information Governance processes. 

 
3.5.6  A complaint made by an employee about any matter relating to his/her 

employment. These matters will be handled via Human Resources 
procedures. 

 
3.5.7  Complaints that have already been locally investigated under the 

complaints regulations or which are being or have been investigated by 
a Local Commissioner under the Local Government Act 1974 or the Health 
Service Commissioner under the 1993 Act. 

 
3.5.8  If the organisation decides that a complaint meets any of the criteria 

detailed in sections 3.5.1-3.5.6 the complainant will be notified in writing of 
this decision and the reasons why. 

 
3.5.9  Where a complaint is received that is disputing a funding decision for 

example an individual funding request/continuing health care case this 
will be handled in accordance with the appropriate appeals process. 
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3.6  Written complaints received 

3.6.1 Most written complaints will come directly to the Accountable Officer. 
However, if a member of staff receives a written complaint, they have a duty 
to send it immediately to the Accountable Officer, who will decide on how 
best to resolve the issue. This may be on an informal basis or through a 
formal complaints investigation, depending upon the nature of the complaint. 

 
3.6.2  The complainant’s verbal or written consent must be obtained by the CCG 

prior to forwarding the complaint to NECS and this should be sought 
within one working day of receipt. Formal complaints received by the CCG 
staff must be forwarded to the NECS generic email account, 
necsu.complaints@nhs.net, within one working day of receiving consent. 

 
3.6.3 The complainant has a choice of complaining directly to the CCGs as 

commissioners rather than to the NHS body, primary care provider or 
independent provider who provided the care. The final decision on who will 
investigate the complaint rests with the CCGs once all mitigating 
circumstances are taken into account. 

 
3.6.4 This will include the complainant’s wishes and the seriousness of the 

complaint, for example where there has been a poor record of complaints 
handling or the complaint suggests a significant risk to patient safety or there 
appears to be a trend. Please refer to section 9.9 for guidance on how 
provider complaints are handled. 

 
3.7 Process for complaints handled by the CCG 

3.7.1  Acknowledging the Complaint 
 

3.7.1.1 Upon receipt of a complaint the manager responsible for complaints will 
assess the issues raised for wider governance issues, such as patient 
safety issues or potential poor performance concerns. 

 
3.7.1.2  The complaint will be risk rated to determine the level of risk to the CCG 

and the level of investigation required. 
 
3.7.1.3  All complaints received will be acknowledged verbally or in writing within 

three days of receipt or from when the signed verbal statement is received. 
 
3.7.1.4 At the time of acknowledging the complaint the NECS Complaints Team 

must offer to discuss and agree the following with the complainant: 
 

 An action plan for handling the complaint. 

 When the investigation is likely to be completed. 

 What reasonable outcome is desired. 

 When the response is likely to be sent. 

 Offer an early meeting if appropriate. 

 Advise the complainant of advocacy services, such as ICA. 
  

mailto:necsu.complaints@nhs.net
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3.7.1.5 The agreed action plan and timescales for response will be confirmed in 

writing to the complainant. Please see Appendix B. 
 
3.7.1.6 If the complainant does not take up the offer of a discussion the NECS 

Complaints Team should determine the response period and the 
complainant will be notified of this in writing. 

 
3.7.1.7 Where it is agreed that the CCG will handle the complaint rather than the 

provider or where it has been agreed that the CCG will co-ordinate the 
response, consent will be required from the complainant to obtain access to 
relevant medical records and/or to seek a response from the provider 
organisation(s). 

 
3.7.1.8 If the complainant fails to provide written consent they will be notified in 

writing of the elements of the complaint that are unable to be investigated 
and responded to. 

 
3.8  Investigation 
 

3.8.1  The investigation will be conducted in a timely manner, proportionate to the 
complaint. 

 
3.8.2  The Accountable Officer or NECS Complaints Team will: 

 
 Forward the complaint to the appropriate lead for investigation, with 

details of the issues to be investigated and agreed in the action plan. 

 Send a copy of the complaint to the investigating officer. 

 Identify at an early stage whether it would be helpful to introduce 
conciliation. 

 Keep the complainant up to date with the progress of the investigation. 
 
3.8.3 The Investigating Officer will: 

 
 Establish what happened, what should have happened and who was 

involved and make written records of the investigation/staff statements. 

 Make sure a sincere and appropriate apology is made as appropriate. 

 Identify what actions can be implemented to ensure that there is no 
recurrence and address any training issues and learning points. 

 Draft a report addressing the issues raised by the complainant and 
comment on what action is being taken to prevent a recurrence in the 
future. 
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3.8.4 Staff involved in a complaint: 

 
 Will be made aware of the complaint and asked to prepare written 

statements as part of the investigation. 

 Are required to co-operate with the complaints procedure as part of 
their terms of employment. Where an employee refuses to give an 
interview or a written account without reasonable grounds, this should be 
considered a disciplinary offence. 

 
3.8.5 Where the complaint relates to a clinical matter, written reports from any 

appropriate clinician should be obtained. These reports can be potentially 
disclosed to the complainant and therefore must be written in plain English 
and without jargon or abbreviations. 

 
3.9 The Response 
 

3.9.1 The written response will include the investigation report (where appropriate) 
and will: 

 
  Address all the issues raised by the complainant 

  Provide explanations and apologies, where appropriate. 

  Indicate lessons learned from the complaint. 

  Include what steps have been taken to prevent a recurrence. 

  Outline what options are available if the complainant is not satisfied with 
the response, including details of the Parliamentary and Health Service 
Ombudsman. 

 
3.9.2 The NECS Complaints Team manager responsible for complaints will 

forward the formatted written response, including the investigation report, for 
the approval to the investigating officer and any other relevant staff involved 
in the complaint. 

 
3.9.3 The response will then be forwarded for final approval to the Accountable 

Officer. 
 

3.9.4  If for any reason a response cannot be made within the agreed timescale (for 
example a person involved in the complaint is absent from work) the 
complainant will be contacted by the NECS Complaints Team and an 
extension to the specified revised timescale will be agreed. 

 
3.9.5  If the complainant is satisfied with the response the case will then be 

closed. The issues giving rise to the complaint and any changes made to 
practice or procedures as a result of the investigation will be subject to on-
going review through the quality governance working group. 
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3.9.6  If a complainant is dissatisfied with the response, every effort will be made to 

achieve a satisfactory outcome at local level by: 
 

 identifying outstanding issues 

 arranging further meetings 

 providing a further written response 

 involving a conciliator, where appropriate 
 
3.9.10 If following all attempts to resolve the complaint locally the complainant 

remains dissatisfied they will be notified that local resolution is at an end 
and that they can ask the PHSO to consider their case. Information on the 
PHSO will be routinely given to complainants at the completion of local 
resolution. 

 
3.10 Conciliation Process 

 
3.10.1  A conciliation service with access to trained lay conciliators is available to 

assist in the resolution of complaints. Arrangements for conciliation will be 
made via the NECS Complaints Team throughout the complaints process, as 
required. 

 
3.10.2  The lay conciliator will report back to the NECS Complaints Team on 

outcomes and agreed action points but will not disclose the substance of any 
discussions. 

 
3.10.3  The conciliation process is confidential. However, where information is 

raised within that process regarding a child protection or patient safety 
issue, the conciliator may have to breach confidentiality and seek further 
advice from the manager responsible for complaints. 

 
3.11 Process for complaints received about NHS providers 

3.11.1 In the majority of cases when a complaint is received the provider will 
normally be given the opportunity to respond to the complaint. The complaint 
will be acknowledged verbally or in writing within three working days and 
consent will be sought to forward the complaint to the provider. (Please refer 
to appendix C for example of consent statement). 

 
3.11.2 When consent is received the complaint will be passed to the provider who 

will handle it in accordance with the NHS complaints procedure. A letter 
confirming that the complaint has been passed to the provider will then be 
sent to the complainant. 

 
3.11.3  There may be occasions when the CCG considers it appropriate to handle 

the complaint rather than the provider. This decision will be taken once all 
mitigating circumstances have been taken into account, including the 
complainant’s wishes, seriousness of complaint or significant patient safety 
issues or where there appears to be a pattern. 
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3.11.4  In such cases both the complainant and provider will be notified and the 
complaint will be processed in accordance with section 9.8. 

 
3.11.5  The CCG will ensure via contractual agreement that all NHS providers 

and any private provider with whom it has a contract or service level 
agreement have arrangements in place for handling complaints made about 
services they provide that is comparable with the NHS complaints 
procedure. 

 
3.11.6  All providers will, via contractual agreement, be asked to report on the 

number and nature of complaints, concerns, comments and compliments 
received on an annual basis. This will include evidence of all lessons learned 
and improvements to services to prevent a reoccurrence of similar 
complaints. 

 
3.12  Process for handling joint NHS and local authority complaints 

3.12.1 When complaints are received about both health and local authority 
services, with the complainants consent, the organisations involved will 
co-operate with each other to deal with the aspects of the complaint that 
relates to them. Both agencies will agree who will lead on the complaint 
and will aim to provide a single coordinated response. 

 
3.12.2 The Accountable Officer (or nominated deputy) will sign the response. 

Irrespective of lead responsibility each organisation retains its duty of care 
to the complainant and must handle its part of the complaint in accordance 
with its own procedures. 

 
3.13 Process for complex complaints that span several NHS organisations 

3.13.1  Where a complaint is received that spans a number of NHS provider 
organisations the CCG will seek assurance that there will be a coordinated 
approach to the handling of the complaint across the various parties 
involved, prior to passing the complaint to the lead organisation. 

 
3.13.2  The organisation who will lead in the handling of the complaint will be 

agreed following discussion with the parties involved. This decision will be 
made taking into account the organisation that has the greater part in the 
complaint as well as the complainant’s wishes. 

 
3.13.3  Where the complaint is particularly complex or where serious patient 

safety issues have been identified the CCG may choose to co-ordinate the 
response or lead in the investigation of the complaint with the 
complainant’s consent, rather than the providers. 
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3.14  Process for handling complaints about non NHS services 

3.14.1  Occasionally complaints are received about services not provided by the 
NHS, e.g. private treatment. In such cases, wherever possible, the NECS 
Complaints Team will advise the complainant of the correct agency to 
contact and will offer to forward the complaint for investigation. Beyond 
this the organisation will have no further input. 

 
3.15 Staff support during the complaints process 

3.15.1  It can be very stressful for those involved in the complaint process and 
advice and support is available to staff. Information is available on 
request from the NECS clinical quality team. 

 
3.16  Equality and Diversity 

3.16.1  Making a complaint does not mean that a patient/complainant will receive 
less help, or that things will be made difficult for them or that the quality of 
their care will be compromised. 

 
3.16.2  Every complainant will be treated fairly and equally regardless of age, 

disability, race, culture, nationality, gender, sexual orientation and faith. 
 

3.16.3  For people who require language or signed interpreting this will be made 
available throughout the complaints process. 

 
3.17  Disciplinary procedures 

3.17.1  The complaints procedure is concerned with resolving complaints to the 
satisfaction of complainants and learning lessons for improvement and not 
for investigating disciplinary matters. 

 
3.17.2 The two procedures are entirely separate. However, complaints can 

occasionally reveal the need for an investigation under the disciplinary 
procedure. In such an event the NECS Complaints Team will not be 
involved in any disciplinary investigation. 

 
3.18  Serious incidents (SIs) and complaints 

3.18.1 The procedure for investigating SIs is separate from the complaints 
procedure and is managed in accordance with the Serious Incidents 
Policy. If during the course of investigating a SI, a complaint is also 
received, the incident procedure will normally take precedence in terms of the 
investigation. 

 
3.18.2  If a complaint investigation reveals the need to take action under the SI 

procedure the incident procedure will normally take precedence in terms of 
investigation. 

 
  



 

CO02: Complaints Policy and Procedure (3) Draft 2                                                                     Page 15 of 33 

3.18.3  In these circumstances the complainant will be notified of the SI investigation 
and will be kept updated on the progress by the NECS Complaints Team. 
It should be remembered that the issues raised in a complaint will not 
always be exactly the same as those investigated under the SI procedure 
and a separate and full response to the complaint will be required. 

 
3.19  Process for dealing with anonymous complaints 

3.19.1 All anonymous complaints received will be investigated if there is enough 
information to carry out an investigation. Investigating officers will be 
requested to report to the appropriate director and make appropriate 
recommendations based on the allegations raised. 

 
3.20 Withdrawal of a complaint 

3.21 If a complainant withdraws a complaint at any stage in the procedure, which 
involves issues raised against an individual, those complained against will 
be informed. 

 
3.21 Learning and monitoring of complaints 

3.21.1 The CCG’s philosophy for the management of complaints is to recognise 
their positive value through the effective monitoring of complaints. In 
applying these principles and sharing the learning we can all effect change. 

 
3.22.2 The CCG will use the intelligence gained from complaints information 

(individual complaints received and provider annual complaints reports) to 
develop a greater awareness of services commissioned and where these 
may not meet quality standards. 

 
3.22.3 Monthly complaint activity reports will be provided to the CCG by the NECS 

Complaints Team and the relevant quality committee and the governing body 
will receive quarterly complaints reports as part of governance and 
performance reporting. The reports will identify any trends and patterns 
arising from complaints, and any subsequent action taken as a result of 
lessons learned. 

 
3.22.4 An annual report will be prepared for the governing body on the handling and 

consideration of complaints, outlining actions, monitoring compliance and 
outcomes. 
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3.23 Recording of Complaints 

3.23.1 Record keeping will be in accordance with the Records Management 
Policy and Strategy, and will be of the highest standard and the 
electronic risk management system will be used to record and collate all 
complaints information. 

 
3.23.2  The ‘Principles of Good Administration’ established by the PHSO have 

been adopted. However the principles are not a checklist but provide a 
framework which is used when dealing with complaints. 

 
3.23.3  Staff dealing with complaints must maintain accurate and up to date 

complaints files at all times in accordance with the principles of good 
record keeping. The complaints record will not be filed within a clinical 
record but held within a separate complaints file. 

 
3.24  Confidentiality/consent 

3.24.1  Care will be taken at all times throughout the complaints procedure to 
ensure that any information disclosed about the patient/service user is 
confined to that which is relevant to the investigation of the complaint. 
Information will only be disclosed to people who have a demonstrable 
need to know it for the purpose of investigating the complaint or ensuring 
that the complaints process is followed. 

 

3.24.2 In transferring complaints between agencies (including the PHSO) 
confidentiality will be maintained at all times. Every effort will be made 
to obtain the patient/service user (or their representative’s) consent before 
sharing confidential information with another body or organisation. Consent 
will be obtained in writing or where this is not possible the NECS 
Complaints Team will seek further advice from the Caldicott Guardian. 

 
3.24.3 It is recognised that there may be circumstances in which the nature of, or 

aspects of, a complaint indicate protection, safety or wellbeing concerns 
about a child or vulnerable adult. In these circumstances a complaint will be 
escalated as necessary in line with the CCG and Local Safeguarding Children 
and Adult Boards safeguarding procedures and such information contained in 
the complaint disclosed in the best interests of the complainant/patient.  

 
3.24.4 Where a complaint refers to allegations against a member of staff of a 

safeguarding nature the CCG’s policy for managing such allegations will be 
followed and either supersede the complaints policy where such concerns 
form the whole of the complaint, or where only part of the complaint, the two 
process occur simultaneously with decisions about response times and 
involvement of the member of staff being taken jointly. Where the allegations 
against staff policy is invoked, the complainant must be notified immediately.  
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3.24.5  Where the receiving manager or member or the NECS Complaints Team is 

unsure about whether the nature of the complaint meets the criteria for 
escalation under safeguarding procedures, or should be dealt with under the 
managing allegations against staff process, they must consult with the 
Designated Nurse Safeguarding and Looked After Children or the Designated 
Nurse Safeguarding Adults as appropriate and within one working day.   

 
3.24.6  Where safeguarding concerns are identified the complainant will be notified of 

the escalation and rationale for disclosure of information within one working 
day. Where safeguarding concerns form only part of a complaint the 
complainant will be informed of how the differing aspects of the complaint will 
be handled. 

 
3.25  Access to personal information/medical records 

3.25.1  Under the Data Protection Act (1998), individuals (both service users and 
employees) have certain rights regarding the way information about them 
is used. These include having the rights to see information that is recorded 
about them (subject access request) and to have any part of it that they do 
not understand explained. 

 
3.25.2  Where clinical records are used in a complaint investigation, investigating 

officers must comply with regulations within the procedure for sharing of 
information across services or external agencies (incorporating the code of 
practice on openness in the NHS). Where copies or access to records is 
provided as part of the resolution of a complaint there is discretion to 
waive the usual access fee and associated charges. 

 
3.25.3  Any requests received for access to complaint documentation will be sent 

to the information governance department for appropriate action. 
 
3.26  Complaints and Litigation 

3.26.1  On receipt of a complaint in which legal action is being taken or the police 
are involved the CCG should continue to resolve the complaint unless there 
are clear legal reasons not to do so. 

 
3.26.2  Advice will be sought from relevant authorities (such as legal advisors or 

the NHS Litigation Authority) to determine whether progressing the 
complaint might prejudice subsequent legal action. 

 
3.26.3  If there is likely to be any prejudice to the legal case the complaint will be 

put on hold and the complainant will be advised of this in writing and 
provided with an explanation. 

 
3.26.4  Paperwork relating to the complaints investigation can be used in a court of 

law. 
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3.27 Complaints about Freedom of Information 
 
3.27.1  Complaints about Freedom of Information are not dealt with through the 

NHS complaints procedure. Any complaint of this nature received will be 
forwarded to the appropriate information governance officer for 
investigation through relevant channels. 

 
3.28  Dealing with media interest 

3.28.1 All enquiries from the media must be immediately referred to the 
communications department ensuring that confidentiality is maintained at all 
times. 

 
3.29 Retention of complaint records 

3.29.1 Complaint files will be retained securely for a minimum of 10 years. 
 
3.30 Unreasonable and persistent complainants 

3.30.1  Some complainants find it difficult to accept the findings following an 
investigation even when it has been to the second stage of the complaints 
procedure. The difficulty in managing such complaints places a strain on 
resources and causes undue stress for staff. 

 
3.30.2  In such cases, it is important to ensure that the complaints procedure has 

been correctly implemented as far as possible and that no material 
element of the complaint has been overlooked or inadequately addressed. 

 
3.30.3 The procedure on how to handle unreasonable and persistent 

complainants is attached in Appendix E. 
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4. Duties and Responsibilities 
 
 

Council of 
Practices 

The Council of Practices has delegated responsibility 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 to the Governing Body (GB). 
 

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. 
 

North of 
England 
Commissioning 
Support 
Complaints 
Team 

The NECS Complaints Team is responsible for the day-to-
day handling of complaints and will be readily available to 
receive complaints, support staff with the local resolution 
process and to give information and advice where 
required. 
 
Where appropriate, the NECS Complaints Team will also 
arrange a conciliation service to assist in the resolution of 
complaints.   Information will also be relayed to the 
complainant regarding advocacy services that are also 
available. 
 
The NECS Complaints Team will co-ordinate and collate 
all the information required in order to produce a draft 
response to the complainant.  All actions arising as a result 
of a complaint investigation will be monitored by the NECS 
Complaints Team to ensure implementation in conjunction 
with line managers and heads of service. 
 
The NECS Complaints Team is responsible for entering 
information onto the risk management database and 
producing appropriate reports as required, including the 
collection of data to enable the annual complaints return 
to the Department of Health 
 
The NECS Complaints Team will keep up to date with 
current legislation and advise others as appropriate. 
 
In cases that involve the PHSO, the NECS Complaints 
Team will be the point of contact for the Ombudsman and 
will liaise with them in any investigation. 
 
The investigating manager is responsible for undertaking 
the detailed investigation of complaints, to provide 
information in order that the NECS Complaints Team can 
draft the written response for signature by the Accountable 
Officer or nominated Director. 
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The investigating manager will establish the underlying 
causes of complaints and ensure that these are properly 
understood, lessons are learned and where appropriate, 
improvements to patient care are implemented. The 
investigating manager is also responsible for ensuring that 
any actions arising from complaints are implemented and 
the outcome is fed back to the NECS Complaints Team 
 

Senior 
Management 
Team 

The Senior Management Team is responsible for ensuring 
that complaints are investigated in accordance with this 
policy; working with the NECS Complaints Team to ensure 
satisfactory resolution of complaints, including the 
implementation of any lessons learned. 

All Staff All staff, including temporary and agency staff, are 
responsible for: 
 Compliance with relevant process documents.  Failure 

to comply may result in disciplinary action being taken. 
 Co-operating with the development and 

implementation of policies and procedures and as part 
of their normal duties and responsibilities. 

 Identifying the need for a change in policy or 
procedure as a result of becoming aware of changes in 
practice, changes to statutory requirements, revised 
professional or clinical standards and local/national 
directives and advising their line manager accordingly. 

 Identifying training needs in respect of policies and 
procedures and bringing them to the attention of their 
line manager. 

 Attending training/awareness sessions when provided. 
 
 
 

 
 

5. Implementation 
 
5.1 This policy will be available to all Staff for the effective management of all 

complaints received by the organisation in accordance with NHS 
complaints regulations. 

 
5.2 All managers are responsible for ensuring that relevant staff within the CCG 

have read and understood this document and are competent to carry out 
their duties in accordance with the procedures described. 
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6. Training Implications 
 
6.1 The NECS Complaints Team will provide or arrange coaching or training in 

complaints handling and good customer care. Managers should ensure that 
appropriate staff in their areas who require such support contact the NECS 
Complaints Team to arrange training. 

 
6.2 Complaints awareness is included in the corporate induction programme for 

all new members of staff. 
 
 
7. Related Documents 
 
7.1 Other related policy documents 

 Freedom of Information Policy and Procedure 

 Records Management Policy and Strategy 

 Serious Incidents Policy 

 
7.2 Legislation and statutory requirements 

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

 Cabinet Office. (2005) Mental Capacity Act 2005. London. HMSO. 

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

 Cabinet Office. (1998) Access to Health Records Act.London.HMSO. 

 Cabinet Office. (1998) Data Protection Act 1998. London. HMSO. 

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

 Department of Health. (2009) Local Authority Social Services and 
National Health Service Complaints (England) Regulations. London. HMSO. 

 Department of Health. (2009) The NHS Constitution for England. 
 London. HMSO. 

 
7.3 Best practice recommendations 

 HMSO. (2009)  A guide to better customer care, 2009 

 PHSO. (2009) Principles of Good Administration 

 PHSO. (2009) Principles of Remedy 

 PHSO. (2008) Principles of Good Complaint Handling 

 Department of Health. (2008) Records Management: NHS Code of 
Practice. London: DH. 

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

 Healthcare Commission. (2007) Spotlight on Complaints. 
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8. Monitoring, Review and Archiving 
 
8.1 Monitoring 

8.1.1 The Governing Body will agree a method for monitoring the dissemination 
and implementation of this policy. Monitoring information will be recorded in 
the policy database. 

 
8.2 Review 

8.2.1  The Governing Body will ensure that this policy document is reviewed in 
accordance with the timescale specified at the time of approval. No policy or 
procedure will remain operational for a period exceeding three years without a 
review taking place. 

 
8.2.2  Staff who become aware of any change which may affect a policy 

should advise their line manager as soon as possible. The council of 
members will then consider the need to review the policy or procedure 
outside of the agreed timescale for revision. 

 

8.2.3  For ease of reference for reviewers or approval bodies, changes should be 
noted in the ‘version control’ table on the second page of this document. 

 
NB: If the review consists of a change to an appendix or procedure 

document, approval may be given by the sponsor director and a 
revised document may be issued. Review to the main body of the 
policy must always follow the original approval process. 

 
8.3 Archiving 

8.3.1  The Governing Body will ensure that archived copies of superseded policy 
documents are retained in accordance with Records Management: NHS 
Code of Practice 2009. 

 
 
 



 
 

 

9. Equality Analysis 

 

Equality Analysis Screening Template (Abridged)  

 

Title of Policy CO02 : Complaints Policy and Procedure 

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

This policy describes the systems in place to effectively 
manage all complaints received by the organisation in 
accordance with NHS Complaints Regulations.  It 
outlines the responsibilities and processes for receiving, 
handling, investigating and resolving complaints relating 
to the actions of the organisation, its staff and services. 
 
The policy also includes the process used for complaints 
received relating to commissioned services such as NHS 
Acute and Foundation Trusts, Mental Health Trusts, 
Community NHS Services, independent contractors 
(general practices, dental practices, pharmacies and 
opticians) and independent sector providers. 
 
The purpose of this policy is to ensure that the CCG 
promotes best practice within its complaints 
management function and also that it is compliant with 
the Local Authority Social Services and National Health 
Service Complaints (England) Regulations 2009. 
 

Directorate Lead Designated Manager for Complaints 

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 

 
Katharine Humby 

Senior Clinical 
Quality Officer 

 
NECS 

 
May 2015 

 

Director’s Name 
Director’s 
Signature 

Organisation Date 
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Appendix A 

 
 

COMPLAINTS AUTHORISATION FORM (for release of confidential medical information) 

 
SECTION A - PATIENT DETAILS 
 
Surname:     Forename(s):     

 
Address:    ____________________________________  

  Postcode:     D.O.B.:     

 
SECTION B - AUTHORISATION (to be completed as appropriate) 
 

EITHER  

 
a) Patient: I ........................................................................of 

.......................................................... hereby authorise ................................................ 
to receive relevant medical details for the purposes of a complaint made on my 
behalf.  I also confirm my consent to the disclosure of personal information about me 
between organisations for the purpose of investigating my complaint. 

 
 Signed:      BLOCK CAPITALS:      

 

 Date:        

 
* Please note the form should be signed by the patient themselves. 
 

OR  

 
b) Other: I ..................................................................... of 

.................................................................... 

 hereby confirm that I am making a complaint on behalf of the above patient who 
cannot make a complaint themselves because: 

 

 under the age of 16 

 other reason (please state)* 

 ( please delete as appropriate) 
 

I also confirm my consent to the disclosure of personal information about me 
between organisations for the purpose of investigating my complaint. 
 

 Signed:         BLOCK CAPITALS:      
 
 Date:       
 
If you have any queries regarding the completion of this form please do not hesitate to 
contact the Complaints Team on:  Tel no 
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Appendix B 

 
 
 
 
 
 

Consent Form 
 
 
Full Name of Complainant:     ____________________________________ 

 
Address:         _____________________________________ 

 
_____________________________________ 

 
Telephone number:  ____________________ (please complete) 
 
 
NHS North England Commissioning Support Unit (NECS) handles complaints on 
behalf of NHS XXX CCG.   
 
I, XXX, give my permission for NHS XXX CCG to forward my complaint to NECS to 
enable my complaint to be processed. 
 
 
Signature of Complainant:   ___________________ Date: __________________ 
 
 
 

 
Please send completed form (freepost envelope provided) to: 

  

FREEPOST RLSH-KHYU-YREH 

Complaints Team 
NHS North England Commissioning Support Unit 
John Snow House 
Durham University Science Park 
DH1 3YG 
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Appendix C 

 

COMPLAINT PLAN 

 

This complaint plan must be read in conjunction with correspondence received 
from the complainant which provides specific detail relating to the complaint. 

 

Reference number: XXX 

Complainant’s name and current address (include title):  
 
 
Patient’s Name:  
 

Brief Background to complaint: 
 

The following will be investigated by NHS XXX Clinical Commissioning Group 
(CCG):  

1.  

Agreed plan for addressing the issues: 
NHS XXX CCG will investigate and respond to the complaint in accordance with 
the NHS complaints procedure. 

Outcome the complainant is seeking: 
 

Agreed timescale for response:      

Agreed feedback following investigation: To respond in writing 

Client informed about ICA?                  Yes 

Date of complaint plan:     
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Appendix D 

 

 

 

 

 
Acknowledgement Letter Template for a Provider Complaint 

 

Dear  
 
I am writing to acknowledge receipt of your letter, which I received on XXX regarding 
the difficulties you are experiencing in accessing an appointment.  I am very sorry to 
hear of the problems experienced and please accept my apology that you have 
found it necessary to bring this matter to my attention.  
 
The concerns you have raised relate to services provided by XXX NHS Foundation 
Trust and it is appropriate that they respond to your concerns.   I would be grateful if 
you could please complete and return the enclosed consent form in the freepost 
envelope provided confirming that you are happy for your letter to be forwarded to 
XXX NHS Foundation Trust.     
 
Once your signed consent is received, the Complaints Team at NHS North of 
England Commissioning Support Unit (NECS), who handles complaints on our 
behalf, will forward your letter to XXX NHS Foundation Trust who will investigate and 
respond to your complaint in line with the NHS complaints procedure. 
 
I have also enclosed information on Independent Complaints Advocacy (ICA), which 
you may find useful. 
 
Yours sincerely 
 
NAME 
JOB TITLE 
 
 
Enc: Consent form and freepost envelope 

ICA leaflet 
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Consent Form for Provider Complaints 
 
 
 
Full Name of Complainant:   ___________________________________________ 
 
 
Address:  __________________________________________________________ 
 
 
Telephone number: ___________________________________ (please complete) 
 
 
I, XXX, give my permission for my complaint to be forwarded to XXX NHS 
Foundation Trust, who will respond to the concerns outlined in my letter in line with 
the NHS complaints procedure.   
 
Please note that the Complaints Team at NHS North England Commissioning 
Support Unit (NECS) handles complaints on behalf of NHS XXX CCG.  To enable 
your complaint to be processed NHS XXX CCG is required to share details of your 
complaint with NECS.   
 
Signature of Complainant:   ___________________ Date: __________________ 
 
 
 
 
 
 
 
Please send completed form (freepost envelope provided) to: 
  
FREEPOST RLSH-KHYU-YREH 
Clinical Quality Team 
NHS North England Commissioning Support Unit 
John Snow House 
Durham University Science Park 
DH1 3YG 
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Appendix E 
 

Procedure for Handling Unreasonable and/or Persistent 

Complainants 

 

1. Introduction 

 

1.1 Unreasonable and/or persistent complainants can be a significant 
problem for the NHS.  The difficulty in managing such complainants 
places a strain on time and resources and can cause undue stress for 
staff who may need support.  NHS staff are trained to respond with 
patience and empathy to the needs of complainants but there are times 
where there is nothing further that can be done to bring a real or 
perceived problem to resolution. 

 
1.2 It is also recognised that a persistent complainant should be protected 

by ensuring that they receive a response to all genuine grievances and 
are provided with details of independent advocacy.  The Parliamentary 
and Health Service Ombudsman (PHSO) also clearly sets out the 
responsibility on NHS trusts to ensure that it deals with people and 
issues objectively and consistently and that all decisions and actions 
are appropriate and fair. 

 
1.3 Complaints are processed in accordance with the NHS complaints 

procedure and every effort will be made to ensure that no genuine 
element of a complaint has been overlooked or inadequately 
addressed.  During this process staff will inevitably come into contact 
with a small number of complainants who require a disproportionate 
amount of time and resources whilst dealing with their complaint. 

 
1.4 This procedure will only be implemented with the full authorisation of 

the Accountable Officer, or a deputy in their absence.  Where a deputy 
makes the decision, the reason for the non-availability of the 
Accountable Officer will be recorded on the complaints file.   

 
 

2. Criteria for identifying an unreasonable and/or persistent 
complainant 

 

Complainants (and/or anyone acting on their behalf) may be deemed to be 
unreasonable and/or persistent where previous or current contact with them 
demonstrates that they have met two or more (or are in serious breach of 
one) of the following criteria: 

 
2.1 Persists in pursuing a complaint where the NHS complaints procedure 

has been fully and properly implemented and exhausted.  For example 
where an investigation is deemed to be ‘out of time’ or where the 
PHSO has declined to investigate the complaint. 
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2.2 Changes the substance of a complaint or persistently raises further 
issues or seeks to prolong contact by unreasonably raising further 
concerns or questions upon receipt of a response whilst the complaint 
is still being dealt with.  Care must be taken not to disregard new 
issues which differ significantly from the original complaint that may 
need to be addressed separately. 

 
2.3 Unwilling to accept documented evidence of treatment given as being 

factual (egg drug records, GP manual or computer records, nursing 
records) or denies receipt of an adequate response despite 
correspondence specifically answering their questions or concerns 
being provided.  This can also extend to include those persons who do 
not accept that facts can sometimes be very difficult to verify after a 
long period of time has elapsed. 

 
2.4 Do not clearly identify the precise issues that they wish to be 

investigated, despite reasonable efforts by NHS North Durham Clinical 
Commissioning Group (the CCG) staff and, where appropriate, ICA, to 
help them specify their concerns and/or where the concerns identified 
are not within the remit of the CCG to investigate. 

 
2.5 Focus on a trivial matter to an extent that it is out of proportion to its 

significance and continue to focus on this point.  Please note careful 
judgement must be used before applying this criterion as determining 
what constitutes a ‘trivial’ matter is subjective. 

 
2.6 In the course of addressing a complaint has an excessive number of 

contacts with the CCG, which places unreasonable demands on staff.  
Contacts may be in person, by telephone, letter, e-mail or fax.  
Discretion must be used in deciding how many contacts are required to 
qualify as excessive, using judgment based on the specific 
circumstances of each case. 

 
2.7 Fail to engage with staff in a manner which is deemed appropriate, for 

example repeatedly using unacceptable language, secretly recording 
telephone calls or meetings without consent of the other parties 
involved.  Refusing to adhere to previously agreed communication 
plans or behave in a threatening or abusive manner on more than one 
occasion, despite having been warned about this.  It may be necessary 
to explain to a complainant at the outset of any investigation into their 
complaint(s) that such behaviour is unacceptable and in some 
circumstances can be illegal.    
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2.8 Have harassed or been abusive or verbally aggressive, either directly 
or in-directly, on more than one occasion towards staff, their families or 
associates.  If the nature of the harassment or aggressive behaviour is 
sufficiently serious this could, in itself, be sufficient reason for 
classifying the complainant as unreasonably persistent.  Staff must 
recognise that complainants may sometimes act out of character at 
times of stress, anxiety or distress and reasonable allowances should 
be made for this.  All incidents of harassment or aggression must be 
documented in accordance with the CCG’s incident reporting 
procedures. 

 

 
3. Possible options for dealing with complainants prior to 

classifying as unreasonable and or persistent 
 

Consideration will be given as to whether any further action can be taken prior 
to classifying a complainant as unreasonable and/or unreasonably persistent.  

 
This might include: 

 
3.1 Trying to resolve matters before invoking this procedure by drawing up 

a signed agreement with the complainant which sets out a code of 
behaviour for both parties.  If these terms are not adhered to then 
consideration will be given as to whether to implement the other 
options in this section.  

 
3.2 Where no meetings with staff have been held, the complaints team will 

consider offering this as a means to dispel misunderstandings and 
move matters forward.  This option will only be appropriate when risks 
have been assessed and a suitably senior member of staff can be 
present.   

 
3.3 The NECS Complaints Team will consider whether the assistance of a 

lay conciliator or Independent Advocacy Service (ICA) advocate might 
be helpful in a formal complaint where this has not previously been 
taken up. 

 
3.4 Where multiple departments are being contacted by the complainant, 

the complaints team will consider setting up a meeting to agree a 
cross-departmental approach. 

 

4. Invoking the unreasonable and or persistent procedure 
 

4.1 When complainants have been identified as meeting the criteria 
outlined in section 2 and all possible options in section 3 have been 
exhausted the NECS Complaints Team will escalate this to the 
Accountable Officer.   

 
4.2 The Accountable Officer will consider any evidence of this behaviour 

and then make the decision as to whether to classify the complainant 
as unreasonable or persistent.   
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4.3 If the Accountable Officer considers that a complainant meets the 
criteria he/she will then be notified in writing of this.  Written information 
will also be copied to other parties involved in the complaint, such as 
ICA.  

 
4.4 A record will be kept for future reference of the reasons why a 

complainant has been deemed as unreasonable and/or persistent. 
 

4.5 The Accountable Officer (or deputy) may decide to deal with the 
complainant in one or more of the following ways: 

 

 Once it is clear that the complainant meets the criteria outlined in 
section 2 it may be necessary to write to inform them that if their 
behaviour persists they may be classified as an unreasonable 
and/or persistent complainant.  The complainant will be provided 
with a copy of this procedure.  This letter will also be copied to other 
persons involved in the complaint such as ICA. 

 

 Decline contact with the complainant in person, by telephone, fax or 
letter or any combination of these, providing that one form of 
contact is maintained.  It may be necessary to consider contact via 
a third party such as ICA.  If staff members are required to withdraw 
from telephone conversations with the complainant, an agreed 
statement will be made available. 

 

 Notify the complainant in writing that the points raised have been 
responded to in full and that the CCG has tried to resolve the 
complaint but there is nothing more to add and continued contact 
would serve no useful purpose.  The complainant will also be 
notified that correspondence is at an end and any further letters 
received will only be acknowledged but not responded to. 

 

 Inform the complainant in writing that in extreme cases of 
harassment or verbal abuse, the CCG reserves the right to pass an 
unreasonable or persistent complainant to a legal representative for 
further advice. 

 

 Temporarily suspend all contact with the complainant or 
investigation of a complaint whilst seeking legal advice or guidance 
from the Parliamentary and Health Service Ombudsman. 

 

 In cases where the complaint is made against the Accountable 
Officer the decision about whether a complainant is persistent or 
unreasonable will be taken by the chair of the organisation. 

 
4.7 Once a restriction is put in place, a letter will be issued to inform the 

complainant about the decision; what it means for their future contact 
with the CCG; how long the restrictions will remain in place; and what 
they can do to have their position reviewed. The complainant will be 
provided with a copy of this procedure. 
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4.8 Concluding letters to complainants will be sent by recorded delivery. 
 
 

5. Withdrawing a persistent and/or unreasonable status 

 

5.1 Once a complainant has been determined as persistent and/or 
unreasonable there needs to be a mechanism for withdrawing this 
status at a later date.  For example if the complainant subsequently 
demonstrates a more reasonable approach or if they submit a further 
complaint for which normal complaints procedures would appear 
appropriate.  

 
5.2 Staff will previously have used discretion in recommending persistent 

and/or unreasonable status at the outset and discretion should similarly 
be used in recommending that this status be withdrawn, when 
appropriate. This decision will only be taken by Accountable Officer in 
conjunction with the NECS Complaints Team and other relevant staff. 

 
5.3 Once a complainant who had been deemed persistent or unreasonable 

is no longer considered to be such, normal contact will be resumed 
with him/her and the NHS complaints procedure will once again apply. 

 
 

6. Requesting a review of the decision  
 

6.1 If a complainant, or someone with authority to act on their behalf, 
disagrees with the decision to classify him/her persistent or 
unreasonable, they may put their reasons in writing and address this to 
the chair of the organisation. 

 
6.2 Upon receipt of the request the chairman will reconsider the decision. 

 
6.3 The chairman will notify the complainant in writing of the outcome 
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South Tyneside Executive Committee 

Minutes of meeting held on Thursday 28th April 2016 
8.30am to 11.30 am at Monkton Hall, Meeting Room 1 

 
 

Present: David Hambleton, Chief Executive (Chair) South Tyneside CCG 
 Christine Briggs, Director of Operations South Tyneside CCG 
 Dr Matthew Walmsley, GP Chair South Tyneside CCG 
 Ann Fox, Director of Nursing, Quality & Nursing South Tyneside CCG 
 Dr James Gordon, Clinical Director South Tyneside CCG 
 Ros Whitehead, Practice Manager Lead South Tyneside CCG 
 Caroline Bannon, Senior Finance Manager South Tyneside CCG 
 Ailsa Nokes, Head of Customer Programme NECS 
 Tom Hall, Consultant in Public Health South Tyneside Council 
   
Apologies: Kate Hudson, Chief Finance Officer South Tyneside CCG 
 Dr Jon Tose, Clinical Director South Tyneside CCG 
 Dr Mathew Beattie, Clinical Director South Tyneside CCG 
 Gary Collier, Senior Commissioning Manager NECS 
   
In attendance: Jane Leighton, PA (minutes)  

Marie Thompkins, Medicines Optimisation Pharmacist 
South Tyneside CCG 
NECS 

 

 Notes Actions 

1. Welcome  
 The chair welcomed colleagues to the meeting.  
   
2. Apologies for absence  
 Noted as above.  
   
3. Declarations of interest  
 Declarations of interest were expressed by Dr Matthew Walmsley, Dr James Gordon and 

Ros Whitehead regarding item 11, Quality in Prescribing Scheme and agreed that 
respective colleagues would not be part of the decision making discussion for this item. 

 

   
4. Minutes of the meeting held on 17

th
 March 2016 & Action Log  

 These were agreed as a true and accurate record.  
   
5. Matters arising from the 17

th
 March meeting  

 Better Care Fund update - confirmed that the BCF will be officially signed off next 
week. 

 

   
 MSK Recommended Bidder report - Ann Fox had previously requested that the 

language is altered in the assessment document to include terminology regarding “high 
quality” – the Executive Committee agreed this should be included; Ann Fox to follow up 
with appropriate colleagues. 

 
 

A Fox 

   
 Research and Development Q3 Activity report - Ailsa Nokes confirmed that 

discussion has taken place with S Haining regarding requirements for Q3 R&D report. 
 

   
6. Chair’s information  
 Contracts – David Hambleton reported that most contracts have been signed meeting 

the required timescales, including STFT, the most significant contract for the CCG.  
Noted that arbitration is likely for County Durham & Darling and NEAS contracts. 

 

   
 Financial plan – NHS England recently requested a very late change in activity figures 

in our annual plan concerning outpatient first referrals, suggesting a 3.3% growth in 
activity figures. 

 

Agenda item – 2016/54 

Enclosure 11a 
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 GP 5 year forward plan - This document has been published by NHS England and sets 

the direction of travel for GP services and includes important signals in terms of 
investment in primary care. 

 

   
 Tom Hall reminded colleagues of recent discussions at the Informal Executive meeting 

concerning the joint health and wellbeing strategy priorities and outcomes and Public 
Health commissioning intentions; it was noted that further dialogue will take place 
following submission to the Health & Wellbeing Board at the end of May. 

 

   
 Canterbury Health Pathways – David Hambleton reported that two GP Clinical Editors 

are now in post and are actively working with STFT Consultants; positive discussions 
regarding alliancing across the South Tyneside system are currently taking place.  It was 
noted that plans are underway for the Health Pathways launch and it was suggested that 
this may take place on the 18th August. 

 

   
 NECS autonomy – Conversations with NHS England continue; NHSE will be 

responding to recent correspondence from the Northern CCG Forum. 
 

   
 Director of Nursing, Quality & Safety – David Hambleton announced that sadly Ann 

Fox will be leaving South Tyneside CCG to work full time with Sunderland CCG.  The 
role for South Tyneside will be advertised shortly.  The Executive Committee wanted to 
acknowledge Ann’s great contribution and expertise to the organisation and wished her 
well for the future. There will hopefully be the opportunity to more formally mark her 
departure. 

 

   
7. Quality & Performance report  
 South Tyneside NHS Foundation Trust  
 STFT have reported one Never Event which occurred in the Community Dental Service, 

operating out of SRH involving the extraction of the wrong tooth.  Noted this incident also 
links with the CQC action plan re implementation of WHO surgical checklist.  Evidence 
will be scrutinised in between QRG meetings to ensure assurance.  The Never Event will 
also be reviewed by Specialised Commissioning NHSE as the commissioner. 

 

   
 NEAS  
 Ann Fox reported that circumstances remain the same and advised that a ‘single item’ 

QSG meeting is planned for 17
th
 May. 

 

   
 Regarding report content, it was agreed that a rolling 12 months data is required for all 

summary tables within the report.  ACTION: Ann Fox to follow up with Michelle 
Grant. 

 
A Fox 

   
 Primary care incident reporting (SIRMS roll out)  
 Ann Fox reported that the roll out plans have ensured a sustained improved reporting 

position during February and March and therefore suggested that positive messages are 
reinforced with Practice Managers.  ACTION: Ros Whitehead to follow up with 
Practice Managers 

 
 
 

R Whitehead 
   
 It was suggested that a Practice example highlighting the process/outcome of a serious 

incident is shared amongst Practices.  Ann Fox confirmed that there are plans to 
undertake this a few times a year with Practice Managers.  ACTION: Ros Whitehead to 
approach Michelle Grant/Jeanette Scott-Thomas to arrange a session re SIRMS 
and learning from incident reporting for Practice Managers 

 
 
 

R Whitehead 

   
 SIs  
 Advised currently working through matters within contracts and therefore expect to see 

improvements in timeliness of reporting for all providers by Q3/Q4, however should 
improvements not be evident, penalties will be introduced. 

 

   
 CCG complaints  
 Noted two complaints are currently active and being managed.  
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 Safeguarding  
 A Joint Targeted Area Inspection took place week commencing 22nd February (focus on 

Sexual Exploitation) which identified the need for improvements within health services.  
CCG leads are working with STFT and LA colleagues to develop an action plan; it was 
agreed with the CQC that there will be one plan included within the existing action plan 
from the reset CQC inspection.  In addition, Ann Fox advised that she will be meeting 
with contract colleagues prior to conversations with the Trust regarding the effectiveness 
of the existing safeguarding model within STFT. 

 

   
 Contract performance  
 STFT – it was confirmed that a block contract has been agreed with STFT.  The position 

was reported as at Month 11; Elective - significant underperformance noted as per 
previous months, this has continued into month 11 and will not recover for the remainder 
of the year.  Non Elective - significant over performance noted April to February, the 
position has worsened by £499k from the position reported last month, with spend in 
excess of the levels for the same period in 2014/15, however it was reported that year-
end agreement has been reached with STFT to give financial certainty and benefits to 
the CCG for non-elective activity. 

 

   
 The Executive Committee requested further information on the top specialties that have 

seen the largest drop in activity at STFT; it was also noted that it would be valuable to 
analyse the last three years of first outpatient and elective in-patient activity across both 
South Tyneside and Sunderland to support discussions regarding Acute Care 
Collaboration.  ACTION: Ailsa Nokes to follow up with Gary Collier 

 
 
 
 

A Nokes 
   
 City Hospitals Sunderland – reported improvement in position.  The FOT variance for 

South Tyneside CCG is at £963k which is a favourable of movement of £482k on last 
month’s adjusted position. 

 

   
 Gateshead Health NHS FT – reported a deterioration of £230K in month 8.  Elective 

performance - the increase in YTD activity is significantly higher than the YTD overspend 
within elective activity, with the majority of the over performance being experienced 
within day cases.  Non elective performance - the YTD underspend in non-elective cost 
is consistent with the YTD decrease in activity from plan.  The YTD underspend is 
largely relating to Non Elective Plastic Surgery.  ACTION: Ann Fox to raise the matter 
of reporting false/positives in relation to CDiff with Chris Piercy 

 
 
 
 
 
 

A Fox 
   
 Newcastle Hospitals NHS FT – reported forecast position of £35K.  Elective 

Performance - The increase in YTD activity is significantly higher than the YTD 
overspend within elective activity, with the majority of the over performance being 
experienced within day cases.  Non-elective performance - the YTD underspend in non-
elective cost is consistent with the YTD decrease in activity from plan.  The YTD 
underspend is largely relating to non-elective paediatric surgery. 
 

 

 County Durham and Darlington NHS FT - underperformance continues; approximately 
£100K is forecast for year-end.  Elective performance - activity has decreased 20.9% 
YTD on 14/15 levels. Dermatology procedures are the main driver in this over 
performance.  Non-elective performance - activity levels are 31.6% below plan, with 
similar YTD under performance being experienced in 14/15. 

 

   
 Matthew Walmsley raised a query in relation to how elective activity is planned; Caroline 

Bannon advised that it was six months of 14/15 and six months of 15/16 activity data.  
David Hambleton suggested that the matter is discussed at the next CCG/STFT Exec to 
Exec meeting. 

 
 

D Hambleton 

   
 NEAS FT - the mediation process has been completed, with the CCGs offer of a block 

contract being the outcome agreed by NHS England and MONITOR.  The CCG 
therefore will not experience any financial pressure from this contract in 2015/16. 

 

   
 Regarding other services – Matthew Walmsley highlighted that there had been some  
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significant changes for both Sunderland and South Tyneside and requested further 
information as to what is encompassed in that service definition.  ACTION: Ailsa Nokes 
to follow up with Gary Collier 

 
 

A Nokes 
   
 Performance summary 

 
 

  Mixed sex accommodation - due to a matter within HDU, Ann Fox reported that 
there had been a breach at STFT in February. 

 Cancer 62 day trend – reported that STFT are currently subject to performance 
oversight by NHS England and are required to submit recovery plans.  Noted 
challenges experienced in January/February and performance continues to be 
monitored closely. 

 A&E 4 hour standard – all four FTs in the QPF report have failed to achieve the 
4 hour A&E target again in February for both actual and YTD performance.  The 
CCG continues to deal with issues relating to STFT’s A&E performance through 
the System Resilience Group. 

 CCG constitutional indicators – cancer 62 days – referral from NHS Screening; 
Aaron Tucker reported a 50% performance was due to 2 patients out of 4 
referred not being seen within the 62 day threshold.  This looks alarming but 
down to small number.  ACTION: Aaron Tucker to request further 
information on the breaches 

 
QP indicators 

 A&E performance – it was suggested that STFT currently appear to have less 
focus internally and as a result performance has declined.  It was noted that 
Aaron Tucker meets on a weekly basis with STFT and Local Authority 
colleagues.  Agreed that breaches require further scrutiny in order to determine 
why they are happening. 

 Aaron Tucker advised that he had undertaken a breach analysis, looking at 
February to March data; there were 438 breaches concerning the 4 hour 
standard, a small number being due to mental health.  The majority of breaches 
were due to beds and availability of staff; however the information is heavily 
caveated.  STFT have indicated that this may be due to possible process issues 
in the way the data is captured.  ACTION: Aaron Tucker to share the breach 
analysis with the Trust. 

 It was agreed that STFT will be asked to verify the reasons for breaches and the 
action being taken to resolve the matter. 

 Mixed sex accommodation breaches - concerning HDU and mixed sex 
accommodation, it was highlighted that although this is not classed as ‘a 
breach’, guidance suggests that it needs to be reported and therefore a caveat 
should be specified on the dashboard. 

 In relation to children and young people admissions, it was agreed that 
outcomes should be incorporated into the health pathways work.  It was 
confirmed that Mark Girvan is sighted on this. 

 A potential error was highlighted concerning the RAG rating against the 
pulmonary rehabilitation indicator in the main outcomes dashboard vs the QP 
dashboard.  ACTION: Aaron Tucker to follow up discrepancy with NECS 

 
 
 
 
 
 
 
 
 
 
 
 
 

A Tucker 
 
 
 
 
 
 
 
 
 
 
 
 
 

A Tucker 
 
 
 
 
 
 
 
 
 
 
 
 

A Tucker 
 

8. Finance report  
 Caroline Bannon reported that the draft annual report and accounts was submitted to 

NHS England on 21
st
 April following which external audit has been on site.  The final 

accounts are due for submission on 27
th
 May. 

 

   
 The BCF is a new area to be tested this year.  A signed Section 75 is in place and it is 

not anticipated that any problems will arise in terms of how the BCF is being reported. 
 

   
 It was highlighted that STCCG surplus position remains the same as previously reported 

- £3.4m of which 1% was planned and an additional £1m was achieved through non-
recurring.  The CCG also remained within its running cost allocation and cash limit. 

 

 The Executive Committee acknowledged the hard work of the finance team and 
expressed their thanks. 
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9. CHC update mainstream and retrospective CHC  
 Christine Briggs reported summary updates regarding the following:-  
 Retrospective CHC - of the 121 cases received by the CCG, 59 cases have been 

completed at the last count and passed through panel to enable a decision to be made.  
Cases are currently routinely added to the panel on a weekly basis, usually resolving 
around 2 to 4 cases a week.  NECS have been commissioned to undertake an additional 
30 remaining cases not covered by the contractual agreement and will link with Arden 
and GEM CSU who have been subcontracted to carry out this work; however cases will 
still need to be submitted to panel at a consistent rate.  There will be further opportunity 
for retrospective cases which will be a permanent arrangement.  It was noted that 
checklists are retained and recorded. 

 

   
 Mainstream - reported ways of working has improved with the Local Authority; a Section 

75 has been signed and delivered.  Noted that there are process improvements in terms 
of timetabling around information flows and monthly finance meetings continue.  It was 
noted that other issues regarding CHC are picked up in depth by the Quality & Patient 
Safety Committee. 

 

   
 A CHC steering group had been established some months ago, chaired by Christine 

Briggs, the membership comprising the CCG, Local Authority and NECS, and ways of 
working and principles have been identified, which the Executive Committee 
acknowledged as good progress. 

 

   
 It was highlighted that information is not submitted to finance in a timely manner.  

ACTION: Agreed that Caroline Bannon will follow up with Ailsa Nokes and 
Jeanette Scott-Thomas. 

 
C Bannon 

   
10. Planning and Delivery  
 The first ‘short return’ of the Sustainability and Transformation Plan (STP) which sits at 

Northumberland and Tyne and Wear level, was successfully submitted to NHS England 
on 6th April; following feedback from the regional NHSE team a revised national 
submission was made on 15th April.  It is intended that all plans will be in place by the 
end of June. 

 

   
 Discussions with colleagues from STFT and City Hospitals, as well as Sunderland CCG, 

continue via the four Chief Executives, as well as through monthly meetings between 
CCG and FT Directors and the programme management lead.  There will be an 
additional interface through monthly Clinical Service Review meetings. It was noted that 
a programme of work has now been signed up to by the two FT Executive Teams. 

 

   
 Recognising the layered approach to planning, at the South Tyneside level, our plan will 

focus on how services can support people to stay in the community and prevent hospital 
admissions and will be developed in collaboration with partners to ensure links with other 
strategies and plans such as the Joint Health and Wellbeing Strategy. 

 

   
 It was noted that work continues on the Primary Care Strategy; a joint CCG & LMC event 

taking place on 5
th
 May to discuss further the direction of travel. 

 

   
 40 to 50 Health Pathways are being considered which is hoped will be completed by 

August.  The final list has been finalised which is attached. 

Final list of initial 
priority pathways non tabular.xlsx

 
 Regarding NHS Right Care, a ‘local’ deep dive of the priority areas has taken place, 

working closely with the respective Clinical Directors.  Progress updates are reported 
into the Performance and Delivery Group which in turn will provide update reports to the 
Executive Committee. 

 

   
 Feedback has been received on the first draft of the Better Care Fund (BCF) plan for 

2016/17 which was submitted on 21st March.  South Tyneside was placed in the 
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medium risk category along with most other areas. 
   
11. Quality in prescribing scheme  
 Declarations of interest were expressed for Dr Matthew Walmsley, Dr James Gordon 

and Ros Whitehead. It was agreed that respective colleagues would remain within the 
room however would not be part of the decision making discussion for this item. 
 

 

 Marie Thompkins, Medicines Optimisation Pharmacist (NECS) attended and explained 
that this scheme has been developed to facilitate engagement with GP practices to 
improve quality of patient care, achieve cost-effective, evidence based prescribing and 
value for money from NHS resources, and ensure patient safety. Any freed up resources 
can be used to improve patient care and treat more patients.  The scheme will assist GP 
practices to implement the Right Care agenda and share good practice.  The focus this 
year is on respiratory prescribing. 

 

   
 In addition are two cost saving indicators, an antibiotic prescribing indicator to support 

meeting the CCG Quality premium, plus one patient safety indicator based on incident 
reports in 2015/16. 
The scheme is proposed to run for 6 months with a view to potentially amalgamating into 
BOS in the longer term. 

 

   
 Discussion took place regarding the prescribing indicators and it was noted that payment 

calculations are based on payment per practice with each Practice receiving 25% whilst 
further payment is based on population percentage and achieved targets. 

 

   
 The Executive Committee agreed to support the scheme.  Practices will be advised that 

the scheme is for 6 months only following which work will continue but on a different 
payment entitlement.  It was suggested that consideration be taken around how these 
interventions are incorporated into the health pathways work. 

 

   
12. IFR Prior Approval update  
 Trish Hirst, Senior Manager – Provider Management (NECS) attended.  Matthew 

Walmsley explained that during 2015/16 a number of CCGs in the region have 
implemented a process of ‘Prior Approval Ticket’ (PAT) for all procedures of limited 
clinical value.  As part of the 2016/17 contract negotiations process, additional CCGs in 
the region have commenced implementation of the PAT. 

 

   
 It was noted that the volume of procedures of limited clinical value funded by South 

Tyneside CCG over the past 3 years has seen a marginal decrease; although there has 
been a decrease, South Tyneside has seen a financial increase of £114K; however 
should South Tyneside achieve a 28% reduction in procedures of limited clinical value 
this could potentially equate to a £450K saving. 

 

   
 The contract challenges were noted.  Trish Hirst explained that some Trusts have carried 

out procedures without a PAT and as a result have been challenged and advised that 
CCGs will not fund therefore carrying a financial risk for the respective Trust. 

 

   
 In terms of specific procedures, the North East policy document states 50 procedures, 

the most significant being skin lesions, veins, carpal tunnel and tonsillectomy. 
 

   
 The Executive Committee was asked to consider the implementation of the PAT and 

seek agreement with South Tyneside FT as part of the contract.  It was confirmed that 
the investment required to implement PAT will be £14K. 

 

   
 It was requested that a further paper is required in order to articulate the detail, including 

the number of procedures South Tyneside carry out.  In the meantime is was agreed that 
discussions are required with STFT colleagues and GPs. ACTION: A further detailed 
paper will be submitted to the Executive Committee in May. 

 
 
 

T Hirst 
   
13. Review of Governance  
 Sign off – Executive Committee Terms of Reference  
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 It was previously agreed to enhance the ToR to include a further section on quoracy 
should a conflict of interest arise involving each of the practice-based staff.  The 
paragraph has been added in section 7 ‘Quoracy and Decision Making’. 

 

   
 The Executive Committee endorsed the ToR which will be submitted to the Governing 

Body in May. 
 

   
 Annual report  
 Helen Ruffell reported that the draft report was submitted to NHS England on 21

st
 April; 

the final version will be submitted on the 27th May.  Some minor amendments regarding 
accuracy are to be made.  ACTION: Helen Ruffell to circulate the report for any 
further amendments; it was requested that any amendments should display track 
changes 

 
 
 

ALL 

   
 It was highlighted that a significant amount of standards have been included within the 

performance section and that the advice from comms is that these are deemed 
necessary, however this will be clarified.  ACTION: Helen Ruffell to clarify with Helen 
Fox, Comms. 

 
 

H Ruffell 

   
14. Policies  
 Moving & Handling policy  
 Ailsa Nokes explained that this policy had been submitted to the Executive Committee 

due to its impending review date and that a new QIA was required to be carried out, 
however confirmed that no changes have been made to the content.  The Executive 
Committee approved the policy. 

 

   
15. Update on STCCG OD Plan on a Page  
 Christine Briggs explained that this document is updated on a quarterly basis by OD 

NECS colleagues, liaising regularly with the delegated leads and is aligned to the CCGs 
competencies. 

 

   
 It was agreed that the following areas will need to be incorporated into the OD Plan 

going forward and that generally the Plan will need a re-write in line with plans for 
2016/17 – 2020/21:- 
 

 

  Health Pathways and the wider work across the economy regarding the work of the 
Alliance, Canterbury Health District; 

 

  Details concerning the work with integrated teams;  

  individual and collective development within the CCG;  

  Do Buy Share and Co-commissioning - changes in structures, jobs etc;  

  Joint Health & Wellbeing Strategy and the JSNA 
 

 

 ACTION: Christine Briggs to liaise with Carrol Martin regarding additions; agreed 
the OD Plan on a Page will be resubmitted to the Executive Committee in early 
summer and generally in line with STP timelines. 

C Briggs 

   
16. Communications and Engagement Strategy  
 The Communications and Engagement Strategy is a two year strategy which is due to 

be refreshed in November 2016 and submitted to the Governing Body.  The strategy has 
not been considered by the Executive Committee due to an oversight, although key 
colleagues have contributed to the document. 

 

   
 The Committee noted the areas covered by the strategy and approved the current 

document.  ACTION: Agreed that the document will be resubmitted in December 
once it has been refreshed. 

 
December 

agenda item 
   
 It was highlighted that the partner organisations comms is not currently joined up in the 

borough, however communication leads have been asked to develop a Memorandum of 
Understanding going forward. 
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17. Public Health update  
 Tom Hall, Public Health Consultant updated the Executive Committee as follows:- 

 
 

  NECA submission – each locality has had the opportunity to input information for 
health and social care commission.  Public Health has collated evidence for the 
Health & Wellbeing Board; 

 

  STP developments – the local Public Health team is currently co-ordinating material 
across NTW level public health teams for input to the NTW STP; 

 

  Noted that Amanda Healy is now Chair of the Regional Director of Public Health 
meeting; 

 

  Individual Funding Requests – Tom Hall will continue to provide cover for the six 
Local Authority areas in the interim for the next six months. 

 

   
18. Any other business  
 None to report.  
   
19. Date and time of next meeting: 

Wednesday 18
th

 May, 8.30 am – 12 noon, meeting room 1, Monkton Hall. 
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South Tyneside Executive Committee 

Minutes of meeting held on Wednesday 18th May 2016 
8.30am to 11.30 am at Monkton Hall, Meeting Room 1 

 
Present: Christine Briggs, Director of Operations (Chairing meeting) (CB) 

Dr Jon Tose, Clinical Director (JT) 
Dr Matthew Walmsley, GP Chair (MW) 
Ann Fox, Director of Nursing, Quality & Nursing (AF) 
Ros Whitehead, Practice Manager Lead (RW) 
Kate Hudson, Chief Finance Officer (KH) 
Dr Mathew Beattie, Clinical Director (MB) 

STCCG 
STCCG 
STCCG 
STCCG 
STCCG 
STCCG 
STCCG  

   
Apologies: David Hambleton, Chief Executive (DH) 

Dr James Gordon, Clinical Director (JG) 
Amanda Healy, Director of Public Health (AH) 

STCCG 
STCCG 
STLA 

 
 
 

Tom Hall, Consultant in Public Health (TH) 
Gary Collier, Senior Commissioning Manager (GC) 

STLA 
NECS 

In Attendance Ailsa Nokes, Head of Customer Programme (AN) 
Marie Thompkins, Medicines Optimisation Pharmacist (MT) 
Aaron Tucker, Acting Head of Commissioning - Planning & 
Resilience (acting) (AT) 
Jo Farey, Head of Commissioning - Primary & Community Services 
(acting) (JF) 
Caroline Bannon, Senior Finance Officer (CBannon) 
Helen Ruffell, Operations Manager (HR) 
Jenna Easton, PA (Minutes) (JE) 
 

NECS 
NECS 
STCCG 
STCCG 
STCCG 
STCCG 
STCCG 

 NOTES ACTIONS 
1. Apologies  
 Noted above  
   
2. Welcome 

Christine Briggs confirmed today’s position in chairing this month’s meeting in 
David Hambleton’s absence and welcomed colleagues to the meeting. 
 

 

3. Declarations of Interest 
Declarations of interest were expressed by Dr Matthew Walmsley, Dr Jon 
Tose, Dr Mathew Beattie and Ros Whitehead re: item 9 GP Improvement 
scheme.  The chair agreed that at this stage in the development of the 
scheme, there is no direct material conflict and as such colleagues may 
remain within the room for discussion, but will be excluded from decision 
making in line with the recently amended Terms of Reference. 
 

 

4. 
 

Minutes of meeting held on 28th April 2016 & Action Log 
The Committee agreed the minutes of the previous meeting as a true and 
accurate record. 
 
Matters arising from the minutes where highlighted as follows: 

 
 

Agenda item – 2016/54 

Enclosure 11b 
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4.1 MSK recommended bidder report - AF had previously requested 

that the language is altered in the assessment document to include 
terminology regarding “high quality.  For purposes of the minutes 
and action log, Ann indicated that she had followed this up with 
appropriate colleagues along with AN having also picked this up 
with the procurement team within NECS.  Action complete. 

4.2 NEAS - regarding report content, it was agreed that a rolling 12 
months data is required for all summary tables.  AF confirmed 
reports now reflect the agreed change. Action complete. 

4.3 SIRMS - RW confirmed this action has been carried out and 
discussed at a practice manger meeting.  Further in-depth 
discussions to take place at next month’s practice manager 
meeting.  Actions complete. 

4.4 Acute Care collaboration specialities – AN confirmed provider 
management colleagues are developing a routine Executive and 
COG report to illustrate CCG activity across the main 
providers.  The Committee requested the report is to be reviewed by 
the COG in the first instance.  

4.5 AF has raised the matter of reporting false/positives in relation to 
CDiff with Chris Piercy.   Action complete. 

4.6 Contract performance – AN to follow up further information as to 
what is encompassed in that service definition in relation to 
significant changes for both Sunderland and South Tyneside 
regarding ‘other services’.  GC has this action underway.  To be 
discussed at June Executive Committee. 

4.7 A&E breaches – further discussions will follow at today’s 
meeting.  Action complete. 

4.8 CHC financial reporting information – The Committee noted this 
issue was flagged and is now resolved. 

4.9 Annual report – the committee noted after liaising with the 
communications team, agreed standards are to be included within 
the performance section.  Action complete. 

4.10 OD Plan – The Committee approved an extension of the timescale 
to September 2016 taking into account movement on annual 
planning timeframes affecting the content of the OD Plan. 

 
5. Chair’s Information 

STP – An NTW level checkpoint meeting had taken place at which STCCG 
had been represented by Dave Gallagher, Chief Exec for Sunderland CCG.  
 
This had been followed up with feedback from via Mark Adams.  Overall the 
meeting had been positive with NTW plans being positively received however 
there were a few challenges highlighted in terms of pace and 
ambition.  Process and guidance is connection with the next submission is 
awaited, which is due at end of June, however there has been no further 
supporting information received to date. As regards priorities progressing in 
the Local Health Economy across South Tyneside and Sunderland, work on 
hospital collaboration is in progress with regular meetings of the Clinical 
Service Review Group. Additionally, work is underway via Deloitte to assess 
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the scale of the challenge at LHE level in particular from a financial 
perspective.  ACTION: To set an additional informal Exec session if the 
next scheduled meeting is already accommodated. 
An LHE communications work stream is in place to plan engagement and 
consultation around the hospital collaboration work. 
 
Health pathways – 8 meetings are completed to date with 27 pathways 
drafted which are being reviewed by New Zealand colleagues, with the 
remainder in the process of being drafted.  A launch date has been set for the 
18th August 2016 with an on track target of launching 50 pathways. 
 
LPF – discussions continue between CCG colleagues and NHS England 
around the requirement for CCGs to use the LPF for commissioning support 
services versus the customer owned model.  
 
STCCG Director of nursing post – due to the impending departure of AF, 
STCCG are in the process of advertising the position with an interview date 
set for 28th June 2016. 
 

 
JE 

 

6. Finance Update 
KH confirmed the 2015/16 planned financial performance for South Tyneside 
CCG was a surplus of £2.4m.  As reported previously, the CCG was able to 
increase the surplus lodged with NHS England by £1m.  This will be returned 
in 16/17 and has been factored into the CCG financial plan going forward. 
 
Draft accounts have been submitted and fully audited along with an 
accompanying annual report which is scheduled for discussion and 
endorsement at the next Governing Body meeting. 
 
The Committee were asked to be mindful of the potential problematic year 
ahead. 
The chair expressed thanks to the finance team for their efforts throughout the 
year and in achieving the position of year end.  NECS colleagues were also 
thanked for their contributions with AN agreeing to cascade the message onto 
NECS colleagues. 
 

 
 
 
 
 
 
 
 
 
 
 
 
 
 

AN 

7. Quality and Performance Report 
AN updated the Committee on month 12 Performance activities. 
 
South Tyneside Foundation Trust 
Position as at Month 12. Elective: Significant underperformance noted 
throughout the year. Non Elective: Significant over performance noted April to 
March, the position has worsened by £283k from the position reported last 
month, with spends in excess of the levels for the same period in 2014/15. 
Maternity: Increase activity experienced year to date.  This trend has 
continued to reduce but remains high up to month 12 £438k over plan.   
A&E: The CCG have included a reduction of 15% within contract plan as an 
expected outcome of the implementation of the Urgent Care Hub. 
 
Quality Update 
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AF outlined the highlights from within the Quality report including key 
achievements and potential risks. 
 

i) Rolling quality data will be included within the report next month and 
thereafter. 

ii) All NTW issues will be reviewed and managed by QRG at the next 
meeting. 

iii) SIRMS – 50 incidents were reported in April 2016, a decrease of 19% 
on the 62 that were reported in the previous month.  RW confirmed 
SIRMS is being addressed via practice mangers meetings along with 
clinical colleagues continuing to promote the system.  AF agreed to link 
with Michelle Grant regarding reporting on cumulative activity by 
practice to identify high and low reporters. 

iv) Single item QSG re: NEAS- following the production of the Quality Risk 
profile the QRG agreed there needed to be a system wide single item 
QSG as NEAs had shown quality improvements and the areas where 
further improvement was required with regards to performance could 
not be resolved by NEAS alone. AF agreed to updated the committee 
after the meeting is held. 

 
Performance Update 
AT gave a presentation based on Performance trajectories for 2016/17 and 

asked the Committee to digest the content. 

i) Performance trajectories are broken down into four sections; NHS 
constitution and NHS outcome indicators, sustainability and 
transformation fund improvement trajectories and Quality Premium 
Indicators. 

ii) Sustainability & transformation fund improvement trajectories 

a. Focus on A&E, Cancer 62, Diagnostic waits and RTT 

incompletes 

b. Complex process of agreeing trajectories with NHS-I and NHS-

England 

c. Final submission 23/05/16  

iii) CCG Quality premium: 
a. This year there are 4 national indicators: 

 Increased cancers diagnosed at early stage (20% of QP) 

 Increase in the proportion of GP referrals made by e-referrals 

(20% of QP) 

 Overall experience of making a GP appointment (20% of QP) 

 Antimicrobial resistance improving antibiotic prescribing in 

primary care (10% of QP) 

b. As well as the 4 mandated indicators there are an additional 3 
local indicators that need to be chosen by the CCG, main focus 
is NHS Rightcare indicators  

c. In addition the CCG needs to continue to achieve constitution 
targets on A&E, Cancer, RTT and  Ambulance response times. 

d. AT has reviewed right care indicators and identified 3 which 

 
 
 
 
 
 
 
 
 
 

AF 
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apply for STCCG;  

 Proportion of Pregnant  Women Smoking at Time of Delivery,  

 The percentage of patients with asthma, on the register, who have 

had an asthma review in the preceding 12 months that includes an 

assessment of asthma control using the 3 RCP questions,  

 The percentage of patients with COPD who have had a review, 

undertaken by a healthcare professional, including an assessment of 

breathlessness using the Medical Research Council dyspnoea scale 

in the preceding 12 months 

The Committee were fully on board with the general principals outlined to the 

Committee and agreed the principal of continuing to set planning in place. 

8. Funding options for GP improvement scheme 
JF and CBannon were in attendance to update the Committee with progress 
to date in establishing a funding stream for GP improvement scheme in 
16/17.  The paper also set out the CCG’s responsibility to set direction for 
reinvestment of PMS monies (savings released back to the CCG – phased 
over 5 years). 
 
Declarations of interest were declared by Dr Matthew Walmsley, Dr Jon Tose, 
Dr Mathew Beattie and Ros Whitehead however as agreed at the start of the 
meeting, as there was no material conflict to this item; colleagues can remain 
within the room but will be excluded from discussions. 
 
The CCGs current primary care incentive scheme (BOS2) commenced on 1st 
September 2015 and runs until 31st August 2016.  A new primary care 
incentive scheme is being proposed with a start date of 1st September 
2016.  There is a desire to amalgamate certain elements of existing incentive 
schemes into one model to create a more streamline and simplified structure 
which will aid practices.  For the schemes from September 2016 onwards the 
proposal would be to amalgamate the primary care incentive scheme and the 
Prescribing incentive scheme, with the Care Homes enhanced service 
scheme closely aligned, but remaining separate. 
 
The paper was bought to the committee to seek clarification of available 
funding and the overall amount so that the 16/17 scheme can be designed 
appropriately.  Funding streams drawn on for schemes in previous years were 
now unavailable, and thus discussions needed to ensue regarding the source 
of an appropriate funding stream, the amount of funding available (so the 
scheme can be designed proportionately) and the length of the scheme (as 
defined by funding availability).  A further element of consideration was due to 
the phasing of the start date of the scheme (ie a mid year end/start point) and 
thus any financial discussions would need to be mindful of a likely draw 
across two financial years.   
 
The paper set out the existing funding commitment to the three schemes and 
set out an overview of the potential available funding sources for onward 
commissioning of the scheme.  If investment was to be continued at or near 
existing levels, it would be likely that the over 75’s fund would need to be 
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heavily drawn on.   
 
After much lengthy debate regarding the financial element becoming 
constrained, the committee agreed that further work should be undertaken 
regards a number of potential options for both scale and source of funding, 
taking into account the overall CCG financial position and other associated 
risks.  JF and CBannon were therefore asked to work alongside JT and KH 
and bring a further paper to the committee at the June meeting. 
 
Regarding PMS monies, the CCG would have £140k available to it in 16/17, 
and the national expectation was that this would be reinvested back into 
general practice services.  The paper proposed that this would be invested 
back into primary care in respect of being used to support recognition of the 
extra work, (not specified/separate to the primary care incentive scheme), that 
practices do and has historically been undertaken in hospital.  No decision 
was made regarding this matter and a further discussion with a view to 
making a decision would also take place at the June Executive Committee 
meeting. 
 

 
 
 
 
 
 

KH/JT/ 
CBANNON/JF 

 

9. Regional Home Oxygen 
The current HOS-AR service supports the delivery of a more cost-effective 
Home Oxygen service by undertaking the monitoring and assessment of 
adult patients who are prescribed long-term oxygen therapy, in order to avoid 
unnecessary expenditure and hospital admissions. 
 
Provision of the HOS-AR service is based upon the undertaking of evidence-
based assessments of patients through the monitoring and review of monthly 
oxygen usage data, as well as the provision of education and support for 
adult patients. The service is accessible to any patient who currently uses 
oxygen therapy at home, as well as patients who are referred by a Healthcare 
professional for oxygen assessment and monitoring.  
 
Current HOS-AR services are delivered by Air Liquide, who were originally 
awarded a 3 year contract (following an Open tender exercise) from 1st 
October 2012 to 30th September 2015. 
 
A mobilisation period was effectively reduced to an insufficient duration, and it 
was therefore deemed necessary to extend the length of the current contract 
for a further 6 month period, through to 31st January 2017 with a new contract 
in place on 1st February 2017. 
 
The Committee expressed disappointment at the exclusion of the interview/ 
presentation phase and lack of interaction during throughout procurement. 
An agreement was made to continue with the procurement as it currently 
stands, however going forward an interview phase must be a key factor with 
any procurement exercise. 
 
The Committee agreed to sign off the procurement and evaluation strategy for 
the regional home oxygen service following a review of the finical envelope 
which KH will lead on. 
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KH briefly reviewed the finical envelope and confirmed to the Committee 
STCCG has a budget of 75k therefore the financial envelope within the 
strategy is higher than available funding and will need to be revisited.  
ACTION: Urgent discussions are required with KH and MB to reach an 
agreement/ endorsement. 
 
AN agreed to feedback to NECS colleagues regarding any future items for 
endorsement by the Committee must contain previous reports as an 
embedded document which will support discussions and provide a refresher 
as to what was previously agreed by the Committee. 
 

 
 
 
 

KH/MB 
 
 
 

AN 

10. PPI report 
The purpose of today’s update is to highlight engagement over 2015/16 and 
discuss areas for further development. 
 
The Committee were asked to note: 
 

i) All feedback from engagement events have been shared with 
colleagues. 

ii) LEB event formats have been changed for 2016 so that particular 
groups are to be targeted.  This change was discussed at the LEB in 
March and was received favourably by the audience. 

iii) PRG - The group has requested presentations on various subjects 
through the year.  Practices not represented on the group are 
frequently encouraged to nominate a representative from their practice. 

iv) STCCG continues to partner Mortimer Community College in South 
Shields as part of the Business in the Community programme and a 
programme of activities for 16/17 has been planned. 

v) Patient stories continue with a story presented at each QPSC by the 
patient, carer or the Operations Manager.  Further follow-up work is 
planned for later in 2016. 

 
The Committee noted the on-going work and agreed with the approach to 
continue to pursue engagement mechanisms in South Tyneside. 
 

 

11. IFR prior approval update 
Following last month’s discussions today’s report provides updated data and 
figures which are required prior to implementing a Prior Approval Ticket (PAT) 
process.  As previously discussed the purpose behind the figures is to identify 
if this creates an opportunity to allow savings by and if so if it is worth 
considering. 
 
The Committee noted evidence within the report demonstrates If South 
Tyneside CCG were able to achieve a 28% reduction in procedures of limited 
clinical value (aligned to the reductions made bu North Tyneside CCG and 
Northumberland CCG), the QIPP impact of this could be circa £450,000. 
 
It was acknowledged STCCG need to understand which pathways target 
certain providers which will be impacted upon by changes once implemented.  
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This will provide an opportunity on the remaining pathways and will identify if 
negotiations with STFT are required. 
 
After a lengthy debate, the Committee agreed that further information was 
required before this could be formally agreed regarding: the range of 
procedures being proposed for inclusion in the new prior approval process; 
the impact of implementation across the various FTs from a South Tyneside 
CCG perspective; and a breakdown of the circa £14k additional NECS cost.  It 
was noted that clarity is also required regarding the detailed process for 
implementation and a communication plan to be developed to ensure GPs are 
fully informed.  AF emphasised the importance of including Quality Impact 
Assessment within the new service to be provided by NECS.  Action: Ailsa 
Nokes to feed back to Trish Hirst 
 

 
 
 
 
 
 
 
 
 
 

AN 

12. Controlled drugs CCG responsibilities 
MT confirmed NHS England Controlled Drug Accountable Officer (CDAO) has 
circulated a briefing to all CCGs explaining their responsibilities regarding 
controlled drugs.  The main requirements are to designate a senior individual 
at the CCG to take responsibility for controlled drug issues including local 
intelligence network attendance and co-operation with CDAO.  Co-operation is 
required for analysis of controlled drug prescribing, investigation of outliers 
and incident reporting and investigation.  Analysis of prescribing is already 
taking place but attendance at LIN is not in place. 
 
The Committee agreed the nominated CCG link will be Dr Jon Tose going 
forward with a clear supporting link to the Quality Team being essential. 
JT agreed with this responsibility on the basis of delegated privileges apply. 
The Committee agreed for the governance route of reporting will lie with the 
Quality, Patient and Safety Committee. 
ACTION: CB to discuss with HR amendments to the scheme of 
delegation. 
 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

CB 

13. Patient group directions – development and approval 
Patient Group Directions (PGDs) allow named clinicians to administer or 
supply particular prescription only medicines without the need for a 
prescription.  In some services this allows patients access or safer access to 
medicines.  The Think Pharmacy First scheme requires PGDs in order to 
facilitate a wider scope to the service to include more minor illnesses. PGDs 
must be approved by the commissioner of the service i.e. South Tyneside 
CCG.  The CCG must have an appropriate policy and governance procedure 
in place to ensure the PGDs are developed and approved legally and as best 
practice. 
 
It was highlighted the legislation has not shifted in line with the provider 
landscape therefore only certain organisations can approve PGD’s. 
 
The Committee agreed the nominated CCG link will be Dr Jon Tose going 
forward as this fits with JT current role with medicines optimisation.  
A suggestion to weave PGDs into the health pathways system would create a 
more robust flagging system in South Tyneside.  MT agreed this suggestion 
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will be taken on board. 
 
The Committee agreed the flow chart to be amended to illustrate ‘in addition 
the Medicines Management Committee will also monitor compliance with PGD 
policy and refer exceptions to QPSC.  Governance approval by Clinical 
Director, Prescribing Lead as well as Director of Nursing, Quality and Safety.’ 
 
The Committee were in agreement with the overall proposal outlined within 
the report and asked MT to action amendments to the flow chart.  Once 
changes have been completed, the Committee agreed endorsement of the 
policy. 
 

 
 
 

MT 

14. Review Executive Committee draft cycle of business 2016/2017 
HR was in attendance to acknowledge any additional requirements or 
amendments agreed to the draft cycle of business for 2016/2017 due to 
managing the governance element for STCCG. 
 
As agreed at a previous meeting, a schedule of future procurements and 
subject key areas of discussion for 2016 would be drafted into a cycle of 
business.  An initial draft was shared with the Committee for review with the 
understanding of additional ad hoc items appearing throughout the year. 
 
A number of amendments were agreed to the cycle of business as follows: 
 

i) Amend health pathways item to health pathways/ Canterbury 
ii) Quipp reporting – agreed this will sit within the finance report going 

forward therefore need to reflect new change as finance/ Quipp report 
iii) Primary care outcomes incentive scheme agreed to feature twice 

yearly 
iv) Risk register was agreed to remove this item as the register is 

presented at the Audit and Risk Committee, QPSC and Governing 
Body 

 

The Committee agreed to endorse the cycle of business with the approved 
changes implemented.  AN agreed to share the final version with NECS 
colleagues for information purposes. 
 

 
 
 
 
 
 
 
 
 
 
 
 
 

JE 
 

15. AOB 
 Stand Up Forums – the Committee were asked to note there are no 

future topics scheduled therefore colleagues were asked to remove 
entries from diaries.  Lunchbox learning sessions can be used to target 
certain subject areas as needed. 

 Clinical Leadership – dialogue took place at a previous informal 
Executive meeting whereby information was shared around clinical 
lead requirements.  It was noted this budget is now potentially over 
committed.  KH agreed to meet with CBannon to review figures in 
more depth followed by a dedicated informal Executive meeting 
focusing on financial context and general clinical leads running costs. 

 

 
 
 
 
 
 
 
 

KH 
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16. For Information 
February contracting operational group minutes and the quarter 4 Information 
governance report were shared for information purposes only. 
 

 

17. Date and Time of next meeting: 
Thursday 30th June 2016, 8.30 – 12.00noon at Monkton Hall, meeting 
room 1 
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South Tyneside Executive Committee 

Minutes of meeting held on Thursday 30th June 2016 
8.30am to 11.30 am at Monkton Hall, Meeting Room 1 

 
Present: David Hambleton, Chief Executive (DH) (Chairing meeting) 

Christine Briggs, Director of Operations (CB) 
Dr Jon Tose, Clinical Director (JT) 
Dr Matthew Walmsley, GP Chair (MW) 
Ann Fox, Director of Nursing, Quality & Nursing (AF) 
Kate Hudson, Chief Finance Officer (KH) 
Dr Mathew Beattie, Clinical Director (MB) 
Dr James Gordon, Clinical Director (JG) 
Tom Hall, Consultant in Public Health (TH) 

STCCG 
STCCG 
STCCG 
STCCG 
STCCG 
STCCG 
STCCG  
STCCG 
STLA 

   
Apologies: Amanda Healy, Director of Public Health (AH) 

Ros Whitehead, Practice Manager Lead (RW) 
STLA 
STCCG 

   
In Attendance Ailsa Nokes, Head of Customer Programme (AN) 

Gary Collier, Senior Commissioning Manager (GC) 
Millie Roy-Craggs, Career start GP 
Shona Haining, Head of  Research & Evidence 
Helen Riding, Research & Evidence 
Jenna Easton, PA (Minutes) (JE) 
 

NECS 
NECS 
STCCG 
NECS 
NECS 
STCCG 

 NOTES ACTIONS 
1. Apologies  
 Noted above  
   
2. Welcome 

David Hambleton welcomed colleagues to the meeting. 
 

 

3. Declarations of Interest 
Declarations of interest were expressed by Dr Matthew Walmsley, Dr Jon Tose, Dr 
Mathew Beattie and Dr James Gordon re: item 11. Estates and technology 
transformation fund.  The chair agreed there is no direct material conflict and as 
such colleagues may remain within the room for discussion, but will be excluded 
from decision making in line with the recently amended Terms of Reference. 
NECS colleagues Ailsa Nokes and Gary Collier declared a conflict re: item 14. 
LPF procurement strategy whereby the chair agreed due to the material conflict 
colleagues must vacate the room during discussions. 
 

 

4. 
 

Minutes of meeting held on 19th May 2016 & Action Log 
The Committee agreed the minutes of the previous meeting as a true and accurate 
record. 
 
Matters arising from the minutes where highlighted as follows: 
 

4.1 Contract performance: variations in specialty activity – as per previous 
confirmation, monthly reports will include CCG activity across the main 
providers however the place for discussing these matters would be 
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transferred to the COG rather than Executive Committee. 
4.2 Contract performance: ‘other services’ – findings to be shared with the 

Committee going forward under QPF section of the agenda.  Action 
complete. 

4.3 GP improvement scheme – initial meeting took place with an update to 
be presented at next month’s Executive Committee meeting.  This 
year’s scheme has been agreed in principle; next steps are to agree 
future priorities. 

4.4 Regional home oxygen – after further review there were no issues 
identified with the funding envelope therefore as agreed at the meeting 
the service was approved.  Action complete. 

4.5 IFR – The Committee accepted in principle the adoption of the IFR prior 
approval system however additional costs must be discussed and 
agreed.  The perception of costs included within the SLA with NECS 
needs confirming.  Concerns were raised around how the practical 
aspect of the process will work therefore a roll out plan is 
required.  NECS colleagues agreed to manage and lead on behalf of 
the CCG. 

 
5. Chair’s Information 

In terms of STP there has been a lot of time and energy spent on developing the 
NTW submission.  The financial aspect has been re-visited a number of times to 
get it to the high level position it currently stands at. 
 
North East Combined Authority devolution steering group met this week where it 
was confirmed the commission would report by the end of the summer.  The 
Committee acknowledged this as a positive opportunity to share preferences of 
what we ideally would want in terms of devolution and joint working across the 
NECA footprint. 
 
The CCG has now received conflict of interest guidance which was published this 
week.  The statutory guidance confirms new duties for us as a CCG and although 
many of the recommendations are already covered, there will be some additional 
work to be done. 
 
This year’s NE commissioning awards ceremony is taking place on Friday with a 
number of CCG and NECS colleagues being nominated for awards.  Special 
thanks were noted to NECS staff for organising the event.  The Committee 
requested for the invitation to be included within the hospitality register. 
 
STCCG Director of nursing interviews took place this week; the CCG are delighted 
to confirm a job offer has been made to one of the candidates and the CCG are 
now in the process of negotiating a formal offer prior to beginning the handover 
process. 
 

 
 
 
 

6. Finance/ QIPP Update 
As of next month QIPP will be incorporated into monthly reporting. 
 
The 2016/17 planned financial performance for South Tyneside CCG is a surplus 
of £2.5m.  This is a challenging target considering the lack of growth funding and 
activity pressures on the budget. 
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The committee were asked to note the very challenging year ahead given the risks 
that the CCG is carrying, specifically risk of financial over-performance on 
programme expenditure arising from activity pressures in both acute and 
community settings, prescribing and continuing health care. 
 
KH updated the Committee that a minor issue transpired during the publishing of 
annual accounts as an incorrect version was uploaded onto the public website.   
KH noted that the difference between the draft and final accounts were text 
clarifications rather than amendments to the figures included in the accounts.  An 
incident will be raised via the formal routes to ensure prevention of a repeat 
occurrence in future. 
 

7. Quality and Performance Report 
The Committee were updated on month 1 and 2 Performance activities. 
 
South Tyneside Foundation Trust 
Position as at Month 1. Elective: Over performance mainly within Digestive System 
Procedures & Disorders £23k and Orthopaedic Non-Trauma Procedures £19k at 
month 1.  Non Elective: Over performance within the following HRG sub chapters; 
Metabolic, Renal Disorders, and Orthopaedic Non-Trauma, at month 1.  Maternity: 
Underperformance against plan in month 1.  A&E: underperformance against plan 
in month 1. 
 
Newcastle Hospitals NHS FT 
Elective Performance: The increase in YTD activity is significantly higher than the 
YTD overspend within Elective activity, with the majority of the over performance 
being experienced within Day Cases. Non Elective Performance:  The YTD 
underspend in Non Elective cost is consistent with the YTD decrease in activity 
from plan.  The YTD underspend is largely relating to Non Elective Paediatric 
Surgery £240k. 
 
Quality Update 
Highlights from within the Quality report including key achievements and potential 

risks were presented to the Committee. 

i) Safer staffing at STFT – an organisational restructure is currently on-

going.  A quality impact assessment has been carried out and an integrated 

approach to governance team will be implemented.  An update will be 

shared at October QRG detailing the quality impacts both positive and 

negative of this change.  A few concerns were raised around the impact of 

this on the new model of lifecycle service as it’s likely to be affected by 

management changes therefore assurance is required for both the quality 

impact and the potential impact of contractual challenges requires 

exploration.  The Committee agreed to seek assurance and manage issues 

outside of the meeting.  Action: JG/GC to discuss and feedback at the 

next Executive Committee. 

ii) NTW/ NEAS – The CQC undertook a routine inspection to NEASFT in April 

2016.  The final report is expected in three to six months’ time.  The 

Committee noted that the previous inspection from April 2014 resulted in an 
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enforcement action. 

iii) Quality overview of STFT – a new risk has been reported this month in 

relation to Cancer 62 day waits (urgent screening service referrals), where 

the Trust is showing as an outlier and below standard at 0%.  However on 

further investigation it appears that this is because no referrals were made. 

The Trust remains below standard for VTE Risk Assessments and A&E 4 

hour performance.  Existing risks previously reported include Summary 

Hospital level Mortality Indicator (SHMI), Hospital Standardised Mortality 

Ratio (HSMR), and staff sickness are all being monitored within the QRG.  

iv) Primary Care incident reporting – a small cohort of practices continue to 

report no incidents and some require additional training around SIRMS 

however the overall position of reporting continues to 

improve.  Benchmarking with Sunderland CCG shows a number of 

similarities in reporting therefore a sustained presence is required at future 

Education Forums to maintain momentum and facilitate shared learning. 

v) Evidence from the stroke audit at STFT is required to provide assurance 

and illustrate patients are receiving the right care. This is being undertaken 

and will be reported into the August QRG. 

Performance Update 
It was noted that generally the information presented related to the last part of 

2015/16 and there was not significant amounts of new information to report, the 

issues and exceptions already having been well covered in previous meetings 

during the course of the year. Brief discussion ensued as follows: 

vi) Cancer 62 day pathway – Following 2 months of failing the target at 

provider level STFT had been required to provide a remedial action plan to 

NHS England and NHSI , to recover and maintain performance against 

what is seen as a key constitutional indicator.  The action plan has been 

signed off by the CCG and will be monitored by the Cancer Locality Group 

and CCG quality routes. It was noted that improvements in performance 

against the standard have recently been seen at this provider. 

vii) A&E 4 hour target – As previously illustrated, the A&E standard was not 

achieved in Quarter 4 2015/16, nor for the full year 2015/16.  New 

arrangements for 2016/17 have been agreed on the basis of trajectories 

which have been agreed between STFT and NHSI, which had been 

discussed and agreed with the CCG in advance of their submission. The 

trajectory for 2016/17 is based on trends seen in 15/16 (and in previous 

years) and is considered to be a more realistic and achievable target.  CCG 

QIP and STFT Transformation Funding will be dependent on the 

achievement of this agreed trajectory. Future performance reports will 

illustrate both performance against this trajectory and the national standard. 

viii)A query arose with regards to the percentage of patients waiting less than 6 

weeks for the 15 diagnostics tests performance at 0.2% in March at 

GHFT.  NECS colleagues agreed to investigate the figure and report back 
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at next month’s meeting.  Action: Gary Collier. 

8. Process for assurance of quality relating to primary medical contracts 
In April 2013, NHS England published the ‘Primary Medical Services Assurance 
Framework’ policy and associated ‘Guidance to Support Delivery of Primary 
Medical Services Assurance Framework’.  The Framework introduced high level 
indicators, supported by outcome standards which act as a set of measurable 
indicators for general practice. 
 
A process has been designed to sit around these indicators and other sources of 
local intelligence to monitor and flag any outlying practices.  Within this process 
there is a requirement for CCGs to have a Local Quality Group, to act as the forum 
where CCGs discuss the information that has been sent through from Stage 1 of 
the process. 
 
A proposed approach and supporting governance structure for the formation of a 
Local Quality Group in South Tyneside was shared with the Committee.  It was 
noted this process does not relate to issues regarding individual performers.  This 
remit will be retained by NHS England. 
 
Monthly Primary Care focussed business meetings already exist within the CCG 
however they are of an informal setting with no formal governance status.  The 
Committee were asked to note if these meetings are to be adapted to include the 
quality remit, additional formal arrangements will be required along with associated 
terms of reference and reporting arrangements. 
 
The Committee agreed to a trial basis with the understanding of being fully mindful 
of the limited available resources within the CCG; NECS resources to be included. 
A query arose regarding the privacy of the minutes as to why are they are 
proposed to be discussed under the private section of the meeting and it was 
agreed that further clarity should be sought from NHS England. 
 
CCG colleagues agreed internal discussions are vital to merge the gap with the 
inclusion of governance procedures. 
The Committee were in agreement with approving the overall principals outlined 
and endorsement is required at the next scheduled Joint Primary Care Committee 
Action: For next Joint Primary Care Committee agenda. 
 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

9. South Tyneside CCG safeguarding/ Mental capacity act/deprivation of liberty 
standards (MCA/DOLS) resource implications 
There are a number of duties and current pressures within Safeguarding Adults 
and Mental Capacity Act/Deprivation of Liberty Safeguards (MCA/DoLs).  It was 
agreed as a starting point to consolidate ideas and discussions into a report to 
articulate a joint proposal of how to manage and address the operational support 
mechanisms and propose a solution to mitigate those pressures and associated 
risks. 
 
The Executive Committee was asked to support the proposal to increase the 
Designated Safeguarding Adults Manager (DASM) post from 0.5 to 1wte and to 
establish a 0.5 wte Band 7 MCA/DoLs post, to support the effective discharge of 
statutory duties for MCA/DoLs within the CCG. 
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In depth discussions took place with the Committee deliberating how this fits within 
the overall running costs for the CCG which raised concerns from a finance 
perspective.  However, after much deliberation the Committee agreed the proposal 
given the quality risks of fulfilling statutory duties and to team’s health and 
wellbeing if not supported, the Committee were in agreement to endorse the 
proposal. 
 

10. Estates and technology transformation fund – bid submission 
Declarations of interest were expressed by Dr Matthew Walmsley, Dr Jon Tose, Dr 
Mathew Beattie and Dr James Gordon.  However, taking into account that the 
purpose of the discussion was not to make decisions and was to receive an 
anonymised high level progress update, the chair indicated that general practice 
colleagues may remain within the room for discussion. 
 
A verbal update was given by Christine Briggs to the Committee focusing on 
progress to date.  Bids had been received from a number of individual practices 
and also one larger group bid.  A panel had met the previous week which 
comprised of CCG executive and other officers as well as a lay member, who were 
joined by an estate representative and an IT expert, to review 5 bids in total for 
estates and12 in total for technology. 
 
A small number of bids had not been progressed due to the criteria not being met 
in terms of strategic focus, improving access and links from a technological 
perspective with the Local Digital Roadmap and associated requirements. The 
remaining bids had been put forward onto the portal for consider by NHS England 
(NHSE). It was noted that the CCG was not the decision maker in the process, 
that role being retained by NHSE. 
 
Uploading of the bids onto the portal will take place within the next few days. It 
was noted that bidders had received an updated position directly. 
Issues with pick up costs prevailing have been agreed and caveats have now 
been put in place to prevent risks occurring. 
ACTION: It was agreed that an anonymised summary of the overall bids 
would be shared with the Committee and a further high level update 
provided to GP practices for information. 
 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

CB 

11. Better Care Fund Report 
The annual report for the better care fund 15/16 summarised the overall position 
for the year.  The report focused on progress against the 4 key projects for health 
and social care integration, supported by a pooled budget across the CCG and 
Local Authority and performance a key indicators such as non elective admission 
and Delayed Transfers for Care were noted, along with improvements required. 
 
The year-end actual spend was £2,898m higher than planned.  The net projected 
overspend will be met by the Council as the lead commissioner for the budgets 
which have overspent, as set out within the terms of the Section 75 agreement. 
 
The performance element of the fund (£704k) was not released in 15/16 because 
the planned 2% reduction in non-elective admissions was not achieved. 
The Committee were in agreement to endorse the content of the report. 
 

 
 
 

12. Progress report for the ‘a better you programme’  
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The integration pioneer project was launched in South Tyneside with the aims to 
change culture and behaviours to support local people self-care and take a greater 
role in improving their health and wellbeing. 
 
First Contact Clinical were commissioned to deliver the programme and support 
professionals to alter the way consultations are performed. 
Other interventions include promoting the assets in the community. 
 
Measuring the impact has been challenging including collecting patient stories as 
evidence of impact. 
 
Next steps are to ensure aligning of the alliance framework takes place along with 
a complete refresh of the detailed plan. 
 
The Committee were in agreement to support further progression of the 
programme.  CCG colleagues will continue to form more of a champion role and 
demonstrate commitments to the programme within the workplace. 
 

13. LPF procurement strategy 
A declaration of interest was made by Ailsa Nokes in relation to this verbal 
update.  The chair agreed that it would be appropriate in this light for Ailsa Nokes 
as a NECS employee to vacate the room during the discussion. 
 
The Committee noted the current position in regards to the CCG’s progress 
against the Lead Provider Framework in terms of continued work underway on the 
part of North East CCGs to explore the potential for a customer owned model as 
an alternative, this option having been set out in national policy framework as 
being one which would be available to CCGs to progress should they wish to do 
so.  Discussions continued with colleagues from NHSE in this respect. The 
Committee acknowledged LPF preparatory work continues in the background 
whilst these discussions are ongoing. 
 

 

14. Health Pathways/ Canterbury programme – progress report 
The 2 GP clinical editors in place have been working extremely hard to get the 
majority of the first 50 pathways drafted in line with the completion date ready for 
the launch date of 18th August 2016. 
 
This work has confirmed the majority of the Canterbury material can be transferred 
and applied to South Tyneside.  Frequent meetings and interesting discussions 
continue to take place with Canterbury colleagues however the Committee were 
asked to note although the programme remains on track, a lot of work still remains 
to be completed.  A small number of risks apply mainly focussed on the short and 
long term capacity requirements of implementing and managing the initiative. 
 
A number of cross-cutting schemes are to be captured; a better u, shared decision 
making and social prescribing are some of the categories of themes which will 
make a real difference to the system.  A sense-checking process will take place 
prior to system launch; nevertheless pathways can be edited once they are being 
used if an alternative solution transpires. 
 
The Committee were pleased with progress to date and the direction of travel with 
health pathways. 
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15. Progress report on integrated health and social care community teams 

Rollout of the prototype model across the borough now being completed, with 
practices being notified of their team members and care co-ordinators.  In terms of 
overall roll out, the latter pace has been fairly slow, at time a number of 
unexpected delays having complicated the process, eg matters relating to estates. 
Whilst the Integration Board has been stood down, the Integrated Teams Steering 
Group continues with oversight of , progress with an interim partnership group 
having been set up to ensure there is a place to discuss and overcome any further 
unexpected barriers. It was noted that there is an ambitious development plan in 
place for integrated teams, signed up to by the partnership, which will be 
discussed in the coming days with CCG Clinical Directors to ensure a continued 
coherent sense of direction with general practice.  It was also noted that a signed 
partnership agreement was in place, signalling the commitment of all partners to 
embed the foundation model and develop the service. 
 
Christine Briggs also referred to a recent meeting which had been held to discuss 
integration and out of hospital service models, between Sunderland and South 
Tyneside CCGs and Councils,  with STFT representatives. This meeting had gone 
well and opportunities to work together on the out of hospital agenda had been 
agreed and were being explored, with a further meeting planned in a few weeks.  
 

 

16. R&D annual report 
NECS colleagues were in attendance to update the Committee with progress to 
date regarding the research and development annual report.  The overall purpose 
is to promote statutory duties and support research within the CCG.  The 
Committee were asked to note STCCG have achieved all of its KPI targets and 
met the overall aligned responsibilities. 
 
CCG linked research facilitators have relocated bases to Newcastle hospitals.   
NECS colleagues have more of a focus around the evidence within commissioning 
and how it feeds into the overall commissioning process to bring together evidence 
of research and knowledge to strengthen decision making going forward. 
 
Local Authority colleagues confirmed as part of the right care work, evidence 
resources have been made more explicit.  The same mechanisms are to be 
adapted within the CCG supported via NECS colleagues. 
 
The Committee were happy with the direction of travel with research and 
development and agreed for further progression to take place outside of the 
meeting. 
 

 

17. Sustainability and transformation plans (STP) & LDR 
The NTW STP is a construct made up of plans which sit at the level of three Local 
Health Economies, ie South Tyneside and Sunderland, Gateshead and Newcastle, 
and, North Tyneside and Northumberland. The plan responds to the three gaps 
and the 10 key questions being posed nationally. Significant refinement of the 
overall plan was noted to have taken place since the original version was drafted 
in June. These changes had been made subsequent to feedback from NHSE, this 
work having been carried out by the NTW level STP team, led by Mark Adams, 
Chief Officer of Gateshead Newcastle CCG.  Kate Hudson, who is working at 
NTW level as STP finance lead, gave an update on the latest work from the 
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financial perspective, including the financial gap and actions underway to map 
known solutions and any residual gap, with further work to follow.   A further 
submission will need to be made in September time, and further detail is awaited 
from the centre. 
 
Ann Fox referenced the national nursing strategy in this connection and agreed to 
circulate it.  Action: Ann Fox to arrange to circulate the strategy. 
 
Christine Briggs indicated to members that the Local Digital Roadmap for South 
Tyneside and Sunderland was being completed in readiness for submission by the 
end of June and briefly referenced its content. Further work on the LDR will 
continue over coming weeks.  The Executive endorsed this approach and noted 
that the most up to date version would be circulated by email for information and 
interest.  Action: Christine Briggs to arrange to circulate the LDR. 
 

 
 
 
 
 
 

AF 
 
 
 
 
 
 

CB 

18. Public Health update 
South Tyneside Public Health Team have been inputting into the development of 
the NTW-level STP on how the health and wellbeing gap could be closed.  Key 
themes have been identified to improve health, wellbeing and health and social 
care services. These are being aligned with the themes emerging from the NECA 
devolution Commission on Health and Social Care. 
 
Alliance work continues in the form of meetings with Chief Executives to initiate 
plans on how we take this forward and put structures in place.  Internal concerns 
has been raised regarding timing of the developments and therefore a discrete 
launch will take place. 
 
A proposal around Children’s integrated community teams has been made 
following the recent Ofsted/ CQC Joint Targeted Area Inspection, whereby some 
issues were raised relating to safeguarding and our system-wide structures and 
processes. There has been local agreement to to develop a prototype model, 
following an evaluation of potential models.  The model will feed into alliancing 
work and learning will be taken from the community integrated teams structure. 
 
A Public Health England Be Clear on Cancer campaign is due to launch over the 
summer, which will run through July and August.  The campaign is focussed 
specifically on lung cancer, which is a particular issue for South Tyneside. A 
detailed campaign will take place over the coming months and it will also be 
covered at a future Education forum to raise awareness with South Tyneside GPs 
and seek their support with the campaign. South Tyneside Foundation Trust and 
South Tyneside Council will also be supporting the campaign. 
 

 

19. For Information 
Research and development quarter 4 report and the quarter 4 information 
governance reports were shared for information and assurance purposes. 
 

 

20. Date and Time of next meeting: 
Wednesday 20th July 2016, 8.30 – 12.00noon at Monkton Hall, meeting room 
1 
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Quality and Patient Safety Committee 

Formal 
 

Wednesday 6th April 2016 
1.30pm – 4.30pm 

 
Meeting Room 1 Monkton Hall 

 

Present: 
Stephen Clark  (Chair), Lay Member (STCCG)   (SC) 
Jeff Gosling    Lay Member, (STCCG) (Deputy Chair) (JG) 
Ann Fox Director of Nursing, Quality and  

Safety, (STCCG)     (AF) 
Dr Vis-Nathan    GP Governing Body Member, (STCCG) (VN) 
 

In Attendance: 
Carol Drummond    Head of Safeguarding, (STCCG)  (CD) 
Helen Ruffell  Operations and Engagement  

Manager, (STCCG)     (HR) 
Michelle Grant Clinical Quality Manager (NECS)   (MG) 
Colleen Van der Sandt Governance Officer /minutes, (NECS)    (CVS) 
Jackie Welsh    Commissioning Manager CHC, (NECS) (JW) 
Tony Gowland    Commissioning Manager (NECS)  (TG) 
Dr Jen Hunter     GP registrar, (STCCG)   (JH) 
Jeanette Scott-Thomas  Head of Quality and Patient Safety,  

STCCG      (JST) 
Jon Tose    GP Clinical Director    (JT) 

 
Apologies  
Dr Tarquin Cross  Secondary Care Consultant, (STCCG)  (TC) 
Dr David Hambleton Chief Officer (STCCG)   (DH) 
Dr Matthew Walmsley  CCG Chair, (STCCG)   (MW) 
Marie Tompkins   Medicines Optimisation Pharmacist (MT)  
Bill Hall    Cancer Lead, (STCCG)   (BH) 
Chris Shields    Commissioning Lead, (STC)  (KR) 
 
2016/34 Welcome and Introductions 

SC welcomed members to the meeting and introductions were made. 
 
2016/35 Apologies for absence  

As noted above 
 
 
2016/36 Declarations of interest  

Agenda Item 2016/37 – JT advised that it is his surgery mentioned in 
the patient story. 
JH noted she is also a GP at the surgery, but the story is prior to her 
start date.  
 

Agenda item – 2016/55 

Enclosure 12a 
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2016/37 Patient Story  
SC introduced the patient’s daughter to the meeting; the daughter 
presented her father’s story.   
The main weakness highlighted in the story was lack of continuity of 
care when someone is reaching their end of life and they are handed 
back to the GP surgery. There was never one GP nominated to look 
after his care and was no one specific person who was contactable for 
the family to ask for help. 
The daughter explained that in the later part of his life it felt as though 
the family were required to manage his care and coordinate the 
requirements. 
The daughter advised that her sister had spoken to the practice 

manager at the surgery and they had a meeting with one of the doctors 

and a hospice nurse.  Post this meeting a nominated GP was 

assigned.   

It was noted that when a patient is admitted to A&E the hospital can 

access their own A&E discharge letters to see how recently the patient 

has been admitted and what treatment was undertaken as well as 

recent blood tests.  However there is limited access to pre-agreed 

plans of care and therefore the decisions that are being made for the 

care of the patient are made on what is being clinically presented and 

not what has been pre-agreed or discussed. It was added that it would 

have been helpful if there was patient held records, and if the patient is 

known to a specialist team they could be fast tracked to deal with their 

care.   

 

Main Weaknesses 

No continuity of care  No one person coordinating 

everything (the patient’s daughter 

felt she was doing that role) 

There will be relatives who don’t 

know how to coordinate things or 

have the resources to do so  

Incontinence issue – all that can 

be prescribed are small pads (the 

family bought their own from 

Asda) 

Ambulance service  NHS 111 
 

Main Strengths 

All the staff are a huge asset 

 

St Clare’s is amazing – staff have 
specialist knowledge and were 
always at the end of the phone 
even when the patient was not an 
in-patient 
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Suggested Improvements 

Ambulance service response time 

 

Not having to explain background 
and story every time 

 

Two palliative care consultants 
came into post at STFT in 
September 15.  The family did not 
see either of the consultants – 
contact from them would be 
helpful 

A&E palliative care provision – a 
dedicated palliative care team or a 
nominated palliative care nurse 
and not being in the main waiting 
area as there is no dignity there 

The patient’s daughter wanted to share the experience to make things 

better for other families. 

 

Patient Story 1 2016 
(LI).docx

 
It was noted that good services were provided, however there was no 
continuity in the care.  JT added that the CCG are committed to work 
with agencies to improve palliative care and confirmed that the 
stakeholders meet regularly to discuss the improvements.  It was 
agreed that this story will be shared and any changes made in the 
process will be considered alongside the story to ensure the system 
works collectively.  
 
SC passed on his condolences to the patient’s daughter and family and 
expressed concern for the painful process they endured. The 
committee thanked the lady for the valuable story.  The patient’s 
daughter added that she would be willing to attend the future meeting, 
thanked the committee for their time and left the meeting. 
 
It was agreed that the Integrated Community Teams have a nominated 
coordinator who would help in the process and help with single point of 
access for contacts and services for families. 
The committee agreed that the patient’s daughter would be invited to 
attend a future QPSC meeting to enable the CCG to provide an update 
on the work.   
The story will be shared with the integrated teams to help address 
these issues.  This work will also be included in the Canterbury Health 
Pathways work for end of life and palliative care. 
 
Action: The daughter, a member of the integrated care team and 
the End of life Lead will be invited to attend the QPSC in 
November 2016. 
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2016/37 End of life patient stories summary report (Enc 1)  
The committee noted the contents of the patient stories that have been 
submitted between November 2015 and February 2016.  These were 
stories around experiences of End of Life Care in South Tyneside 
which were collated from relatives of patients. 
 

2016/38 Previous story update and feedback 
HR gave feedback on the progress on previous patient stories. 

1. One of the stories from 2015 has been included in the End of Life 

Care Summary Report., It was noted that Jane Leighton (JL) has 

been unsuccessful in contacting the patient to provide feedback. 

2. The story presented to the committee about a patient with prostate 

cancer and the delays involved in the service (this patient is HR’s 

father in law) was shared with Sunderland City Hospitals as a 

complaint and a letter was received asking for authorisation from 

the patient to instigate investigations.  The family have declined to 

take this any further.  HR advised that AF will share the story with 

the Director of Nursing of Sunderland to consider any themes. 

3. The story which was presented to QPSC regarding the boy who 

broke his ankle was sent to STFT to be fed into their involvement 

process.  A response was received from Maureen Dale to reassure 

the committee that the patient stories shared by the CCG are 

shared with the clinical area, including relevant managers, and 

action plans are developed from these reports.  The committee 

would like to know what changes have taken place as a result of 

sharing the story; HR to investigate further. 

4. The first three stories on the 2016 log are included in the End of Life 

Care Summary Report.  HR advised that this has been shared with 

Darren Archer the NECS lead for End of Life Care.  JT will share 

the stories with the lead for the integrated community teams.   

5. A patient story was completed last week with the lady who attended 

the Governing Body who mentioned her experiences of the Urgent 

Care Hub.  This will be brought to the QPSC informal meeting in 

May 2016. 

6. Mathew Beattie has requested some patient stories regarding 

COPD:  HR to action this request. 

Action:  

 AF to send the patient story to the Director of Nursing of 

Sunderland to consider any themes 

 JT to share the stories with the integrated teams 

 HR to contact Maureen Dale to ask for further information 

 

2016/39 Items for any other business 
  None noted at the meeting. 
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2015/40 Minutes of last meeting (Enc 1, Enc 2, Enc 3) 

Enclosure 1 - Formal – minutes of meeting 1.2.2016 
Page 1 - J Tose was presented at the meeting  
Page 8 – The safeguarding highlight report – this will be discussed 
under Matters arising (2016/41) 
Enclosure 3 - Informal – Minutes of meeting 09.03.2016  
Enclosure 4 - Approval of cover sheet for Governing Body for March 
2016.   
Action: With the amendments the committee approved the 
minutes.  The cover sheet was approved. 

  
2016/41 Matters arising  

In the February meeting there were discussions on the review of the 
Joint Strategic Safeguarding Group (JSSG) and the replication of the 
work that the JSSG and the Named and Designated professionals 
group were doing. The proposal was that the Joint Strategic 
Safeguarding group would be stood down and the Named and 
Designated professionals meeting would be strengthened and also in 
turn strengthen the safeguarding item on the Quality Review Group 
agenda to facilitate executive review and discussion.  
Action:  

 The Committee endorsed the change.   

 AF to circulate a paper to formally describe the change for 
the Joint Strategic Safeguarding group and the Named and 
Designated professionals group. 

 
Outstanding items - Action log (Enc 5) 
 

2015/77 Safeguarding 
highlight report (Enc 9) 

Update - CD added the policies and procedures are 
still being completed.  A decision has been made to 
use the PAN regional London procedures. The 
flowchart is part of the bigger policies and procedures 
and still awaiting to be approved.  The March Board 
was stood down and the next meeting will be in May 
and therefore should come back to QPSC in June/ 
July. 

CD 

Quality Strategy 
implementation (Enc 
5b) 

Update - In terms of the quality champions the work is 
ongoing on how the role impacts on implementation of 
quality strategy and the use of the quality impact 
assessments.  Feedback will be brought back to the 
June meeting. 

JST 

 
2015/125 South 
Tyneside Foundation 
Trust CQC report 
summary (Enc 11) 

Update - The draft report was presented to the QRG 
but not yet approved by the CQC from the Trust.  On 
the Cycle of business the Trusts CQC action plan is 
on the next informal session. AF to extend the 
invitation to the Trust to attend to present on the 4th 
May 2016. 

AF 
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2016/14 Quality in 
Primary Care (verbal) 

Update - There is a meeting in May to discuss the 
reporting structure and what should be held on risk 
registers.  NHS England does not hold a risk register 
and AF to discuss with the Director of Nursing at NHS 
England where the risks are being held and will 
feedback to the committee at the next meeting. 

AF 

  

Quality and Patient 
Safety Commitee meetings - Action Log.xlsx

 
  
 Dr Vis-Nathan leaves the meeting. 
 
2016/42 CQUIN 15/16 Quarter 3  
 STFT (Enc 6a) 

The report has already been presented to the committee where there 
were a number of indicators that the Trust achieved, some reflecting 
amber and some that were not achieved at all.   
JST added that a staff member that leads on CQUIN has been off for a 
year and has now returned and was hoping to retrieve some of the 
performance for quarter 4 however some indicators would not be 
retrieved. It was noted that any reports at year end will be the actual 
position.  It was confirmed that the financial payments that will be made 
to the Trust will be for what has been achieved. 

 NTW 
 The Children and Young people’s service was the area that full 

payment was not achieved, although partial payment was agreed and 
transacted through Jim Gordon as mental health exec. Lead.  Going 
forward this area will be closely monitored for the performance on the 
new referrals to prevent a backlog. 

 STFT CQUIN 16/17 
 JST advised that there is a draft proposal at present.  It was noted that 

this is a different approach this year with national indicators.  There 
have been 3 local indicators which have been recommended and will 
focus on Right Care, Canterbury and Integrated community teams as 
these are the CCG key priorities.  A verbal update will be provided in 
May with an update final CQUIN presented at the June 2016 meeting. 

 
2016/43 Quality Performance and Finance (Enc 7) 
 MG updated the committee on the latest changes since the previous 

meeting. 
 
 South Tyneside NHS Foundation Trust 

Never Events –The Never Event reported was originally highlighted by 
City Hospitals Sunderland as it took place on their premises. This 
incident involved the community dental services which are delivered by 
STFT at City Hospitals Sunderland involved a wrong tooth extraction.   
This is a specialist commissioned services therefore the review and 
sign off will be by NHS England. 
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City Hospitals Sunderland NHS Foundation Trust 
Never Events – There have been two never events reported and both 
were for retained guide wires, one was a femoral artery and the other a 
urethral catheter which happened in February and March 2016.   
The Trust also notified a Never Event which occurred in the private 
business site at Sunderland Eye Infirmary and they have been advised 
to report this to the CQC.  This involved an incorrect lenses 
replacement.  It has been requested that the investigation report and 
learning be shared.  
At the Quality Review Group (QRG) meeting in March the Trust stated 
that they have an internal improvement plan in development to reduce 
the delays in there root cause analysis production.  A paper will be 
presented to the next QRG meeting. 
International recruitment has been carried out and 117 posts have 
been offered against vacancies of 60. These posts are to start between 
summer and Christmas.  There is a new Director of Nursing (Melanie 
Johnston) and it was noted that will be changes and at the next QRG 
the intended plans will be shared. 
Following the relaunch of SIRMS at the engagement event in January 
there has been a positive increase in SIRMS reporting for GP 
practices.  
It was highlighted that the risk profiles in terms of the incidents that are 
being reported by organisations in our area are recognised as high 
reporters of incidents.  It was however confirmed these are no harm 
incidents or near misses and are also low in terms of serious incidents 
or significant harm. 
MG will take a SIRMS report to the QRG’s to show the themes and 
trends. 
 

2015/44 Quality report deep dive  
NEAS (Enc 8a) 
Emergency care performance – it was highlighted that in February 
the performance across all three national targets was not met and the 
end of year position has not yet been validated, however it is 
anticipated that this will not be achieved. 
System pressures and actions taken – it was noted that the 
handover delays have improved compared to last year and these 
delays seem to now be focused on the Durham area and the new A&E 
hospital in Northumberland.  AF advised that with the nature of NEAS 
business it is difficult to track the consequence of what the impact of 
the delays have been for patients.  
It was acknowledged that there are small numbers of serious incidents 
reported for delays where there has been obvious patient harm 
however, the consequential impact on patients in either mortality or 
morbidity is hard to capture/measure. A quality risk profile is being 
developed which benchmarks the organisation with others ambulance 
Trusts and a single item Quality Surveillance Group meeting is planned 
for 17th may 2016 at NHSE. CQC is revisiting NEAS next week and the 
CCG’s have provided the CQC with information. 
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Workforce (recruitment) - It was noted that there are nationally 
recognised Paramedic workforce gaps across the country.  The degree 
for a qualified paramedic is now a three year course and it was noted 
that these factors have contributed to the workforce gap. The sickness 
absence remains high but has fallen between December and January 
by 1% with the main reasons for absence being anxiety, stress, 
depression and musculoskeletal problems which indicated the amount 
of pressure the staff are under. 
 
Acute providers (Enc 8b) 
MG gave the committee an update on the headlines and key issues 
with the Trust which has not been highlighted in the quality section of 
the QPF Enclosure 7. 
 
South Tyneside NHS Foundation Trust 
Serious Incident (SI) Performance Monitoring – There is ongoing 
monitoring with the timeliness of reporting performance and this is 
going to be placed into the local quality requirements for this year 
however there will not be any penalties applied in year as this has not 
been managed previously through the contact.  In future this will be in 
the contract to be performance managed with an action plan.  
 
Mortality – NECS have been requested to produce an in-depth 
mortality report which will be presented to the next QRG.  AF advised 
that the national systems do not allow site reporting and only allow for 
the whole Trust.  The NEQOS report does provide assurance that 
when you remove ST Benedict’s it reflects STFT to be ‘as expected’.  
St Benedict’s does show as having a higher mortality rating which is 
due to admissions being classed as elective admissions.  MG will invite 
Anna Pickford (NECS analyst) to the next formal meeting to discuss 
the report on mortality at STFT. 
 
AF added that what is reported for C-Diff is the contract position which 
is derived from positive C-Diff infections which are recorded into the 
National system by the laboratories.   
The Trusts can appeal to these cases which are peer reviewed and if 
agreed these are removed from the contract position.   
Therefore it was advised it could be possible that South Tyneside and 
City Hospitals Sunderland may be within their trajectory that is 
expected.  This will be confirmed and updated at the next meeting. 
 
AF thanked MG for the work that on the report. 
Action:  

 MG to invite Anna Pickford to the next formal QPSC 
meeting to discuss the mortality. 

 AF to provide the NEQOS report to Anna which details the 
narrative for mortality 
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2016/45 Quality action plan update (Enc 9) 
 MG presented the quarter 3 update to the committee.  The action plan 

has been split into open and complete actions to reduce the number of 
actions to review by the committee.  

 There are 6 completed actions which will be moved to the completed 
section. 
The action on page 3 – working with the quality standards within NECS 
124.5 is amber and AF advised that this has now been achieved with 
the contract but has not yet been concluded in care home and this 
action needs to be split to reflect the updated position for each issue.  

 There has been further work completed to change targets to green and 
this will be presented to the committee with the quarter 4 report. 
Action: MG to update and amend the action plan as outlined 
above. 

  
2016/46 Quality in Care Homes / Domiciliary Care (Enc 10) 

AF presented the report on behalf of Christine Shields.   
JST advised that there is a meeting on the 7th April to view the first 
draft of the combined tool. Once this draft has been agreed this will be 
presented to the care homes for comment and once the comments 
have been provided it will be presented to the committee in the June 
meeting for review.  
It was noted that the contact change will happen in September 2016 
therefore it will be proposed that the new tool will be piloted and tested 
in the announced visits but will not be attached to banding for 
payments for this year and agreed that this will give the care homes the 
opportunity to engage and comment on the new process.  
It was added that the planned visiting programmes will need to have 
NECS engagement for include clinical input and the action plans that 
are being monitored from last year also need to have the clinical 
oversight.  
It was requested that in the June meeting a paper be presented to the 
committee which includes the plan for 16/17. 
 
AF updated the committee on the outcomes of engagement meetings 
at the Meadows. A meeting was held with Four Seasons at the 
Meadows with families who have residents already in the Meadows 
and family members who had moved from Albany.  In addition the Four 
Seasons senior manager informed residents and families that the 
landlord is seeking a contract with a new’ operator’ at the Meadows. 
 
A decision was made that Albany will not reopen and the Sunderland 
Local authority were represented at the meeting.  All the residents and 
their families from Albany are having discussions to determine if they 
wish to stay at the Meadows or if they want to move to a different home 
closer to family members in Sunderland.  Some residents have already 
moved to another home of their choice whilst some residents want to 
see if a new ‘operator’ was found for the Meadows before they moved 
into another home.  The CQC rating for Albany was at the time of the 
fire was rated as inadequate.   
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There are also quality concerns with the Meadows and the CQC has 
not yet published their latest report, however an engagement process 
has already started with the residents at the Meadows.  There was 
discussion on the minimum wage and how this impacts on the homes.  
It was noted that the homes will request to have their contract values 
increased as a result of the increase in pay AF advised that a paper 
was presented to the Executive committee outlining a collective 
approach across the Cumbria and North East with regards to the 
contract values. 
Action:  

 Christine Shields to provide the committee with an update 
in the June meeting of the plan for 16/17 as well as 
feedback on the previous action plan outlining the high 
level financial implications. 

 
2016/47 Primary medical services (verbal) 

NHS England has issued a draft of the quality assurance framework for 
Primary care.  There will be three stages for quality assurance  

 Involves a group which does not include the CCG but includes 
multiple people at NSH England which identifies practices that 
require further scrutiny and once this identified this information 
will be shared with the CCG to take action.   

 Medical assurance oversight group will look at the responses to 
gain assurance that the practices have made the needed 
changes.  If they are not assured: 

 This will involve contract management.  If the framework is 
accepted the CCG need to agree where this is discussed i.e. 
informal meetings, Primary care business meeting or the Joint 
Primary care committee to ensure that there is no duplication.  
There will be a meeting in May with Keith Haynes, AF, JST and 
JT to agree where these discussions take place and how they 
are filtered into the QPSC and onwards to the Governing Body. 
JT and MG met with NECS to discuss the look of a proposed 
dashboard that could be used by the committee.  The 
dashboard will be shared with the practice mangers so that this 
is linked in with their quality improvement plans. 
 
At the last informal committee meeting JST gave an update on 
quality in primary care there were discussions on concerns for 
two practices.   

 JT and NHS England have been to visit one of those practices 
and they have been asked to supply a contingency plan for their 
medical cover whilst there GP was on annual leave.  This plan is 
still outstanding but they have been given a deadline to supply 
the details. 

 The other practice regarding the concerns raised by a locum 
doctors over 2014 which is being investigated by NHS England 
and this has been completed and there are no concerns. 
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Action: 

 After the meeting in May a proposal paper will be 
presented to the committee at the next formal meeting to 
detail the mechanism for assurance reporting. JST 

 AF proposed Dashboard will be presented to the 
committee for review at the next for formal meeting. JT 

 
2016/48 Medical Practice – CQC Summary (Verbal) 

The CCG received a bulletin from NECS Communications team.  MG 
shared the CQC reports which have been published from August to 
November 2016.  There were 2 practices which raised concerns. The 
majority of the measures require improvement on safe care and 
incident reporting.  
There were no concerns around medicines management or 
safeguarding issues. AF requested if the information sent by the 
Communications team can be produced as an accumulative table.  JST 
will facilitate with the admin team to collate a composite table of the 
CQC Summary. 
Action: JST to facilitate with collating a composite table of the 
CQC summary visits and share with the next formal meeting  
 

2016/49 Quality and Safety risk Management report (Enc 11) 
AF added that there have been no changes to the report and it was 
being presented to the committee for information. 
CD advised that there was an updates on the risks for her section 
which does not seem to be reflected but will be in the next report to the 
committee.  
Risk 1372 - External assurance provided makes reference to a meeting 
arranged in September.  CD advised this did take place.  It was noted 
that Jim Gordon will update the narrative for the risk. 
Action: CD to request Jim Gordon to update the narrative for risk 
1372 
 
Safeguarding 

2016/50 Safeguarding highlight report (Enc 12) 
The report was received by the Committee. CD presented highlights to 
the committee on the report. 
Children  
It was advised that a joint targeted area inspection was undertaken in 
South Tyneside in February for children.   
This is a new methodology which involved 11 inspectors’ in total from 
CQC, probation, police and Ofsted.  This deep dive inspection was to 
consider child exploitation, children missing and children missing from 
education. Following the inspections a narrative summary was 
provided and has since was published on the 5th April 2016.  CD 
advised the committee that she will circulate the statement letter 
produced by the Chair of the Safeguarding Children Board which has a 
link to the summary.   
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A multi-agency action plan will be produced.   The inspection 
highlighted that there was insufficient evidence of robust oversight from 
senior management at STFT with regard to safeguarding.   
 
Mental Capacity Act/ Deprivation of Liberty 
The secondment post for the project lead has been extended for a 
further 6 months, however there will still need to be a decision made 
what happens when this ends in September.  CD has requested the 
MCA project lead to provide an annual report of the activities 
completed and what the gaps are moving forward. 
 
It was noted that are specific issues in respect of the targeted 
inspection due to the commissioning of some of the services from 
STFT by the LA.  CD advised that there is a debriefing session being 
held with staff who was involved in the inspection. The senior 
management from the Trust have been asked to attend.   
Action: CD to circulate the statement produced by the Chair of the 
Safeguarding children’s’ Board which contains a hyper link to the 
summary letter. 

  
2016/51 Continuing Healthcare Update (CHC) (Enc 13) 

The report presented to the committee was an update on the ongoing 
progress with CHC activity. After the last meeting the report was 
configured to present performance data and actual quality impact. 
There are still issues with the 28 days compliance on the decision 
making process with an average performance of 75 days.   
JST advised that although the performance has improved this now 
seems to be deteriorating which is a result of staffing issues around 
performance and sickness and this is being challenged in the 
performance reviews. It was noted that the restitution performance has 
improved due to using resources from the core team which has 
contributed to the deterioration.   
 
The report also presented benchmarking data from other areas in the 
region which highlights the average as being 30+ days and noted that 
this time delay creates an impact on the patients waiting longer for 
decisions to be made.  AF requested clarification as to what the 0 
represented. JW confirmed that the “0” in the report be replaced with 
“unknown” and to add a cautionary note which confirms that the 
original assurance gained by the report was in fact no assurance as 
data was not accurate and/or available..  
The report highlights the cases which are presently in dispute for 
appeals between families or the patient themselves and the CCG.  
There is an issue on how these are being managed as the contract 
states the STFT should deal with these however the appeals are being 
submitted directly to NECS.   
There are 2 cases in progress at present and 9 that have not started. It 
has been agreed that these cases need to be discussed in the contract 
meeting and was highlighted that this could be financial risk for the 
CCG.   
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JW advised that Katherine Dimmick (STFT) confirmed that there were 
no more cases in the system in STFT.   
 
JW will provide a detailed report at the next meeting of the 9 cases as 
NECS who are now dealing with these. JST advised that these 
additional cases have not been included in the financials for the16/17 
financial plan.   
It was noted that although the additional information in the report is 
helpful it still does not provide the assurance of what the quality and 
patient safety impact are for patients paying for their own care. AF 
requested that the CHC group who looks at the operational aspects of 
the disputes and JW ensure that the data within the report is clear as to 
whether it is providing assurance or not 
AF requested that an extra section be added into the report to detail 
complaints. JW confirmed that this will be in place for the paper present 
to the next formal meeting  
The new LQR needs to be completed and it was agreed that all staff 
have to complete the online training to the required level. JW will 
provide MG the wording and which training needs to be completed and 
the relevant link for the staff training.  
The Quality Patient Safety Committee requested that at the CHC 
meeting the following week the issues are escalated for action. 
Action:  

 In the report where the data reflects”0” this is to be 
replaced with “unknown” and a cautionary note added. 

 JW to ensure future reports are clearer as to whether they 
provide assurance or not. 

 JW will add the additional dispute cases to future reports 
and inform the STCCG financial team of this additional risk. 

 JW to provide MG the wording regarding which training 
needs to be completed and provide the relevant link for the 
staff training.  

 
2016/52 Transforming Care for people with learning disabilities (Enc 14) 
 AG presented the report to the committee.  It was added that he 

attended the Transformation Board, Chaired by David Hambleton.   
 The main areas being dealt with are the development of the regional 

community model and looking at localising the model for South 
Tyneside.  Currently there are 5 people in South Tyneside who fall 
under the Transforming care for people with learning disabilities. 

 NHS England attended and provided positive feedback on how the 
Transformation Board for North of England and Cumbria are 
progressing to date. There is a work being done around understanding 
the costs for transforming care for moving patients to a community 
setting instead of a hospital bed.   The bed closure programme is on 
track and the community models will begin to be implemented over a 3 
year programme.   
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AG added that the complex case meetings for South Tyneside look at 
people who are in community settings and progressing to a point where 
they are at risk of being admitted into hospital and also look at patients 
who are an inpatient to assist them with discharging them 
appropriately.  
 

 The Care and Treatment Review (CTR) work have been positive and 
from a quality point of view it was noted as being effective.   
It was added that NECS have undertaken this work on behalf of the 
CCG working to an agreed SOP that does not include the entire 
national policy guidance due to the shortfall in resources within the 
CCG and NECS.  A is a costed business case was submitted by NECS 
to all CCGs in the region proposing a full delivering model that would 
require recruiting appropriate personnel. South Tyneside has advised 
that they will not be commissioning NECSs services to deliver the CTR 
process as per the terms of the business case and will instead in-
house the process in partnership with the Local Authority. 
Action: Due to the in-housing of the CTR process NECS will no 
longer be informed to respond to the agenda.  Ann Fox, Jeanette 
Scott Thomas to review representation with James Gordon. 
 

2016/53 Internal Audit report – complaints monitoring (Enc 15) 
The committee acknowledged the report.  AF advised that one action 
has been completed and the others are going to be taken forward. 
 

2016/54 Quality Surveillance Groups 
Cumbria and North East (CNE) NHSE (verbal) 

 AF provided a verbal update regarding the decision for a Single item 
QSG for NEAS. In addition maternity services and the recent maternity 
review have been published and stroke services for the future 
discussed.  

 
2016/55 Medicine optimisation report 2015-2016 – Quarter 3 (Enc 16) 

Action: The committee acknowledged the report but there was no 
opportunity to ask questions as Marie Tompkins had sent 
apologies. 

  
2016/56 Serious incident management policy  

(Enc 17) 
 The revised CCG policy was presented to the committee for ratification 

and approval as this has been updated in line with the 2015 Serious 
Incident framework and Never Events framework. 

 Action: The committee approved the policy. 
  
 Governance  
2016/57 Subcommittee annual reports 
 HCAI Improvement (Enc 18a) 
 The committee received the report and approved the suggested 

amendments which were mainly title changes. the report. 
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 South Tyneside Cancer Locality Group (Enc 18b) 
The committee acknowledged the report and expressed their 
appreciation and thanked Bill Hall for his ongoing commitment to the 
chairing of the group. 
The Cancer locality meeting has reviewed the terms of reference which 
will be brought to the next meeting for approval.  The checklist of 
annual review of effectiveness was also completed and will be shared 
at the informal meetings. 
Action: CVS - Terms of reference to come to May meeting for 
approval.  

   
2016/58 Cycle of Business (Enc 19) 
 The committee acknowledged the report.  The committee was 

requested to give some consideration on what the informal meetings 
topics could be so these are added the cycle of business. 

 Action: The committee was asked to give some consideration on 
what the informal meetings topics could be and report to the 
Chair. 

 
 Minutes of Sub groups for Information 
2016/59 HCAI Improvement group – 13.01.2016 (Enc 20) 
 Minutes of the meeting were accepted for information. 
 
2016/60 Quality Review Groups 

STFT-  10.12.2015 (Enc 21a) 
CHS   15.01.2016 (Enc 21b) 
NTW   26.11.2015 (Enc 21c) 

 Minutes of the meeting accepted for information. 
 

2016/61 South Tyneside Medicines management committee 10.12.2015 
(Enc 21d) 

 
2016/62 Any other Business  
  No other business was noted at the meeting. 
 
 
 
 

Date and time of next meeting 

Informal 
Date: 4th May 2016 
Venue: Meeting Room 1 
             Monkton Hall 
Time: 1.30pm – 4.30pm 

Formal 
Date:1st June 2016 
Venue: Meeting Room 1 
             Monkton Hall 
Time: 1.30pm – 4.30pm 
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Quality and Patient Safety Committee 

Formal 
 

Wednesday 4th May 2016 
1.30pm – 4.30pm 

 
Meeting Room 1 Monkton Hall 

 

Present: 
Jeff Gosling    Lay Member, (STCCG) (Chair) (JG) 
Dr Tarquin Cross  Secondary Care Consultant, (STCCG)  (TC) 
Dr Matthew Walmsley  CCG Chair, (STCCG)   (MW) 
 

In Attendance: 
Helen Ruffell  Operations and Engagement  

Manager, (STCCG)     (HR) 
Colleen Van der Sandt Governance Officer /minutes, (NECS)    (CVS) 
Dr Jen Hunter    GP registrar, (STCCG)    (JH) 
Jeanette Scott-Thomas  Head of Quality and Patient Safety,  

STCCG      (JST) 
Rob Milner    Senior Clinical Quality officer, NECS (RM) 
Louise Burn    Deputy Director Nursing, STFT  (LB) 
Jean Farrell    Safeguarding Adults Lead professional 
     STCCG     (JF) 
 
Apologies  
Jon Tose    GP Clinical Director    (JT) 

Michelle Grant Clinical Quality Manager (NECS)   (MG) 
Carol Drummond    Head of Safeguarding, (STCCG)  (CD) 
Ann Fox Director of Nursing, Quality and  

Safety, (STCCG)     (AF) 
Dr Vis-Nathan    GP Governing Body Member, (STCCG) (VN) 
Stephen Clark  (Chair), Lay Member (STCCG)   (SC) 
Dr David Hambleton Chief Officer (STCCG)   (DH) 
Marie Tompkins   Medicines Optimisation Pharmacist (MT)  
Bill Hall    Cancer Lead, (STCCG)   (BH) 
 
2016/63 Welcome and Introductions 

JG welcomed members to the meeting and introductions were made. 
 
  Apologies for absence  

As noted above 
   
  Patient Experience 
2016/64 Patient Story  

JG introduced the lady who presented her story regarding GP 
appointments and the urgent care hub to the committee.    
 
 

Agenda item – 2016/55 

Enclosure 12b 
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Main Weaknesses 

 It is not a walk in centre 

 The length of time it takes from home to the hospital and then back 
home 

 Patients have to go through lots of procedures 

 Transport is still an issue 

 Parking is still an issue 

 Older people are put off going due to the travel 

Main Strengths 

 The appointment with the GP was a good experience 

 It is a good service if run properly 

Suggested Improvements 

 Let patients go straight to the walk in centre and not have to go 
through A&E 

It was highlighted that the rescue pack for the patient needs to contain 
the correct antibiotics. It was queried what the GP telephone triage 
protocol was at East Wing Surgery for people with long term conditions  
The patient confirmed that the correct medication has now been 
updated on her notes at the GP surgery.  
It was advised that the pharmacy at the hospital cannot dispense from 
a normal prescription, likewise if it is an out of hour’s prescription then it 
is only the hospital pharmacy that can dispense the medication. 
 
It was advised that Northern Doctors Urgent Care – (NDUC) is sub 
contracted to provide the GP out of hours walk in service.  It was added 
that there is a capacity issue when A&E triage the patient as 
appropriate to be seen by a GP as there are not enough GP 
appointments for these patients to be seen.  HR confirmed that she 
would email Mathew Beattie regarding the suggestion that the CCG 
should do a ‘walk through’ of the service to see how this service 
operates.  It was suggested that scenarios should be agreed before the 
‘walk through’.  
 
HR advised that feedback has been given to Jo Farey regarding the 
arranging of booking appointments at East Wing surgery.  This will be 
discussed when the commissioning manager attends the visit at the 
GP practice.  
Action:  

 HR to send the story to JST / JF to discuss the story with the 
GP practice. 

 HR to share the story with Maureen Dale 

 HR to share the story with Mathew Beattie and to confirm that 
the committee have suggested the CCG arrange a ‘walk 
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through’ of the service to see how this operates and feedback 
to be provided to the Governing Body. 

Patient Story 4 2016 
(PL).docx

 
 

2016/65 Previous story update and feedback 
HR gave feedback on the progress on previous patient stories. 

 The story from 2015 which Jane Leighton (JL) was involved with 

and was having difficulty contacting the lady to provide feedback. 

HR advised that JST has provided feedback to the lady and this 

story can now be closed  

 The story presented to the committee about a patient with prostate 

cancer and the delays involved in the service.  The story was 

shared with Sunderland City Hospitals as a complaint and a letter 

was received asking for authorisation from the patient to instigate 

investigations.  The family have declined to take this any further.  

HR advised that AF emailed City Hospitals Sunderland asking for 

comments on the content of the story.  

 The story which was presented to QPSC regarding the boy who 

broke his ankle was sent to STFT.  At the last meeting the 

committee requested what changes had been made.   

Below is the feedback from Maureen Dale. 

I have had a response from the clinical team involved in the delivery 

of care to this little boy and can feed back the following assurances. 

Because the full text of the parent’s story was shared with the 

clinical teams, it was possible to identify the patient.  

In response to the weaknesses identified. 

 

The paediatric nurse practitioner was not an expert in x-ray 

The patient should not have been sent home originally without an 

expert looking at the x-ray 

The nurse told the patient to weight bear 

 

Paediatric nurse practitioners have received additional training in 

reading and interpreting x-rays. However, children’s x-rays are 

complex to interpret as the children are continuing to grow and this 

was a particularly rare type of fracture in children.  

Parents are always asked to ring the following day for confirmation 

of diagnosis once the x-ray has been reviewed by the radiologist 

and staff have been reminded to ensure this happens. 

The advice that the paediatric nurse practitioner gave – weight 

bearing and analgesia – was correct for the soft tissue injury that 

she had diagnosed. 
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Parents are always given information to contact the department if 

the condition deteriorates and staff have been reminded to make 

sure this continues. Receptionists have been reminded to refer 

callers to practitioners for advice. This patient’s A&E documentation 

did not record a possible fracture. 

The nurse had a blasé attitude 

The staff in paediatric departments are attuned to the needs of 

young people and anxious parents and their communication and 

attitude should reflect this. Discussion has taken place with the 

member of staff involved and other staff have been reminded of the 

importance of this. The manager apologises if the practitioner 

seemed to be blasé. 

 

The team are pleased this little boy has made a good recovery and 

wish him well in his sporting activities 

 A carer who attended the last meeting and presented her story 

around the end of life care is able to attend the November 

meeting.  

 Other end of life care stories have all been informed that a 

report was presented at QPSC and advised that a further follow 

up session will take place later in the year. 

 

Patient safety Clinical effectiveness  
2016/66 South Tyneside Foundation Trust CQC action plan (Presentation) 

LB presented the information relating to the Trusts CQC 
comprehensive review last May followed by and unannounced visit in 
June 2015. There was a quality summit at the end of November and 
the report was published on the CQC website on the 1st December 
2015. 
 
Overall the Trust was rated as “requiring improvement”.  LB advised 
that an improvement plan had been developed and was approved by 
the CQC. There were a total of 52 actions to be completed by June 
2016.  The RAG rating in the action plan assists with tracking the 
progress against the Trust Risk assessment scale.  It was added that 
none of these have been considered as embedded into practice 
(scored blue) until the Trust is confident that they are demonstrating 
sustained improvements.  
 
The ‘Must Do’ areas in the presentation highlight the actions which 
have been completed or in progress and the date of completion or end 
date.  It was highlighted that some actions were easier to complete 
than others.   
 
LB added that staff statutory and mandatory training will be completed 
in month of their birthday and it was noted that there was an issue with 
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ward teams holding their own records, which differed from the central 
records. 
LB advised that the statutory and mandatory training programme 
should be completed by all staff (clinical and non-clinical) and there 
should be additional programmes specific to job role.  JST added that 
the online CHC training that is linked to the national CHC framework 
has training for nurses and social workers that is accessed through 
ESR and advised that this would need to be added onto the 
programme. 
 
The area which is highlighted as red in the presentation is the quality of 
record keeping and the recording of the time of admission and 
discharge in the emergency department. Weekly audits are being 
completed by the department to provide real time feedback.   
It was noted that the ED records do not flow through a clinical process 
and therefore does not reflect what happens to the patient.  Therefore 
in parallel with the audits there is development a new ED record. 
Evidence is also being collected on share point for when audits are 
needed so that all the evidence is available.  JST added that this was 
discussed at the QRG group and Bob presented an update on the 
CQC Action plan at the meeting. 
 
The Trust Board was seeking assurance that progress was being 
made. There are also the CCG assurance visits taking place. The CCG 
and the CQC have agreed to jointly monitor the improvement plan at 
QRG going forward. 
LB added that there is also a new operational structure which is in the 
process of implementation.    
 
The aim for the action plan is to move the ‘inadequate’ and ‘required 
improvement’ rated actions to obtain ‘good’ and ‘outstanding’ results. 
 

  

STFT CQC 
improvement plan May 2016.pptx

 
   
2016/67 CQUIN 16/17 (Verbal) 
 JST advised that a draft document has been shared with STFT for 

comment, this is awaiting feedback.  There are more national indicators 
this year and fewer local indicators.  

 JST will provide the committee with an updated once feedback has 
been received and the CQUIN for 2016/17 has been agreed. 

  
  
2016/68 Managing Allegations against staff policy and procedures (Enc 1)  

JF presented the updated Managing Allegations Staff Policy and 
Procedure to include the CCG managing allegations against staff and 
changes to the LADO role.  The committee were asked to approve the 
updated document which could then be uploaded to the website.  
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The committee approved the document with the agreement to add a 
procedure flow chart as an appendix to the document.  JF will complete 
this by the end of June 2016. On the front page, the word “against” is to 
be included in the heading. 
Actions: 

 JF to add the wording “against” to the coversheet so this 
reflects Managing Allegations against Staff Policy and 
Procedures. 

 With the above amendment, the committee approved the 
document for uploading. 

 JF to add an appendix to the document for the procedure 
flow chart by June 2016   

 
  Governance  
2016/69 Subcommittee annual reports 
 
 Joint SCCG /STCCG strategic safeguarding group (Enc 2) 

Annual review of effectiveness 
Updated Terms of reference 
JF presented the review of the Joint SCCG/STCCG strategic 
safeguarding group to the committee. 
The key proposals highlighted are: 

 QPSC consider a proposal to stand down the Joint Strategic 
Safeguarding Group; on the understanding that alternative 
arrangements will be established to meet all current assurance 
requirements. 

 The current Named and Designated Safeguarding Professionals 
Meeting would be reviewed and strengthened to ensure that the 
assurance arrangements provided under JSSG are maintained via 
a Joint (Sunderland and South Tyneside) Named and Designated 
Professional Group.   

 The Named and Designated Safeguarding Professionals meeting 
will monitor Safeguarding Dashboards to provide assurance. 
Detailed information from the Dashboards will also be used to 
provide outcomes and assurance for Executive discussion at 
Quality Review Groups. This will strengthen current monitoring and 
assurance arrangements provided by JSSG.  

 QPSC will receive a report detailing a mid-year review of the 
effectiveness of the new arrangements from the Named and 
Designated Professionals forum to gain assurance.   

 
Actions: 
The committee agreed the proposal with the following 
recommendations: 

 Standing down of Joint Strategic Safeguarding Group; on the 
understanding what is currently known as the Named and 
Designated Safeguarding Professionals Meeting would be 
reviewed and strengthened to meet all assurance 
requirements.   
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 Use detailed information from the dashboards to provide 
outcomes and assurance to inform executive discussion at 
Quality Review Groups.   

 Undertake a mid-year review of the effectiveness of the new 
arrangements, including a report to QPSC from the Named and 
Designated forum to gain assurance 

 
Cancer Locality Committee (Enc 3) 
Updated Terms of reference 
The revised Terms of reference were submitted to the committee for 
approval. The below change were made to the document: 
4. Membership – Removed the Director of Operations, STCCG 
10. Administration - The Governing Body Secretary was replaced with 
Administrator  
Action: The Committee accepted the above changes. 
 
Medicines Management committee (Enc 4) 
Annual review of effectiveness 
MA presented the paper to the committee which details the self-
assessment checklist which was completed by the committee on the 
12th April 2016. 
Action:  The committee noted the contents of the paper. 

  
2016/70 Annual Governance statement (Enc 5) 
 JG presented the paper on behalf of HR.  it was noted that this was 

reviewed at the Audit and Risk committee and Paul Morgan who is the 
chair of that committee was satisfied with the content. 

  
 Page 10 – Safeguarding including Mental capacity Act and Deprivation 

of Liberty.  JF added that the implication of the Care Act in particular in 
relation to Mental Capacity Act / Deprivation of Liberty needs to state 
that these are two separate pieces of legislation and would need to be 
reworded. 

 All “etc” which are in the document is to be replaced with “for example” 
Action: The committee endorsed the paper with the above note on 
page 10 to be updated.  CVS to notify KHa. 

 

 
 
 
 

Date and time of next meeting 

Informal 
Date: 6th July 2016 
Venue: Meeting Room 1 
             Monkton Hall 
Time: 1.30pm – 4.30pm 

Formal 
Date:3rd August 2016 
Venue: Meeting Room 1 
             Monkton Hall 
Time: 1.30pm – 4.30pm 



 
 

 

 

 
 

Council of Practices 
 

17th March 2016 
15.00 -16.00 

 
Jarrow Community Centre, Cambrian Street, Jarrow, NE3 3QN 

 
In Attendance: 
Dr Matthew Walmsley Chair, STCCG      (MW) 
Lead GPs   As per attendance sheet (attached) 
Practice Managers   As per attendance sheet (attached) 
 
Present: 
Dr David Hambleton Chief Officer, South Tyneside Clinical  

Commissioning Group (STCCG)    (DH) 
Jo Farey Commissioning Manager, STCCG  (JF) 
Paul Morgan  Lay Member, STCCG    (PM) 
Dr Vis-Nathan  GP Governing Body Member, STCCG  (VN) 

Colleen Van Der Sandt Governance Officer, NECS   (CVDS) 

Attendance Council 
of Practices 17.03.2016.pdf

 
Apologies: 
Christine Briggs Director of Operations, STCCG   (CB) 
 
2016/01 Welcome and introductions 

 
MW welcomed those present to the Council of Practices meeting. 

   
2016/02 Apologies 
  Apologies were noted as above 
 
2016/03 Minutes of the last meeting 17th December 2015 (Enc 1)  
  The minutes of the meeting were accepted. 

  
 Matters arising  

No additional matters arising were noted. 
 

2016/04 Planning: System transformation plan (presentation) 
DH presented highlights from the presentation for the System 
transformation plan.  It was noted that the plan for this year will be 
different than previous years.  The plan will also factor in Acute 
Foundation Trust financial positions.   
 
The plans going forward for 16/17 will need to start to look at really 
working differently and take into account work that also needs to be 
done on a wider footprint. 

Agenda item – 2016/56 

Enclosure 13 
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South Tyneside plan takes into account transforming pathways in and 
out of hospital, transformation of care with people with learning 
disabilities, primary care, children and young people.   
 
There is also collaboration with Sunderland to develop a single 
operating as well as a clinical model for acute services. 
 
On a local level for South Tyneside: 

 There is alliancing and partnerships being formed which will look 
at how the money is spent.  

 Using NHS Right care tools  

 Work is underway with Canterbury looking at the 
Healthpathways tool to help design a pathway for patients to 
improve their outcomes. 

 High impact focus on areas such as respiratory, CVD, Cancer 

 The Learning disabilities integration agenda focuses on complex 
needs and joint teams will do the assessing and planning for 
these patients.  There is also an agreement to pool these 
budgets. 

 Integrated community teams will be improving individual patient 
care and preventing non-elective admissions. 

 

DH Checkpoint 
Presentation.pptx

 
 
DH asked if members have questions that they would like to raise: 
 
Q: 111 Vanguard – why is there a week to get a decision on the service 
specification? 
A: JF advised that this was received 2 weeks ago, but has been 
discussed with the LMC and the deadline is externally set. 
 
Q: How much money is allocated if this is a joint venture with 
Sunderland: 
A: STCCG are allocated funds and around half of this allocation is 
spent with STFT.  It was noted that one of the advantages is there is a 
collaborative agreement to provide clinical services jointly with CHSFT 
there is more opportunity to become more efficient.   
 
It was advised that currently there are still two statutory bodies and 
separate legal entities but there would be a single management 
structure.   An overarching structure would need to be agreed and 
clinical services would have to change. 
 
DH added that the alliance model would involve clinicians from primary 
care. MW asked the committee to consider who they would want to 
represent them in these conversations.   
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Q: The 7 day service model for 16/17- what does this mean 
A: It was advised that there was no specific 7-day service model 
agreed for primary care.  However there is a need to find a way to sign 
up to deliver this national requirement. 
 

2016/05 Governing Body member appointments (Enc 2) 
MW advised that the current terms of office for the Chair and GP 
member came to end on the 31st March 2016 and arrangements and a 
process was put in place in order to make the appointments to the 
Governing Body.   
 
The Governing Body recommended to the Council of Practice the re-
appointment of Dr Walmsley as Chair of the CCG and Dr Vis Nathan 
as GP member for a further three year term from 1st April 2016. 
Action: The Council of Practices committee endorsed the re-
appointment. 

   
2016/06 Terms of reference (Enc 3) 
  Action: The committee agreed the Terms of references. 
   
2016/07 Annual review of Constitution (Enc 4) 

MW presented papers which highlighted the amendments which need 
to be made to the Constitution  

 Amendment to some practice names and addresses 

 Registers of interests to be maintained by all employees and not 
just those Band 7 and above 

 Addition of requirement for CCG to hold an AGM 

 Amendments to the seven Nolan Principles 
Action: The committee accepted the amendments and reasons for 
the changes for submission to NHS England for approval  
 

2016/08 Any other Business  
  No other business was raised at the meeting. 
   
  Date and time of next meeting 

16th June 2016 
15:00 – 16:00,  
Jarrow Community Centre, Cambrian Street, Jarrow, NE3 3QN 
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Audit and Risk Committee 
 

8th March 2016 
 

Meeting Room 1, Monkton Hall 
 
 
Present: 
Paul Morgan Lay Member and Chair, STCCG   PM 
Stephen Clark    Lay Member and Deputy Chair, STCCG  SC 
 
In Attendance: 
Caroline Bannon   Finance Manager, STCCG    CBa 
Amanda Bellis    Head of Audit, SIAS     AB 
Colleen Van der Sandt Governance Officer /minutes, NECS  CVS 
Helen Ruffell Operations and Engagement Manager STCCG HR 
Christine Briggs Director of Operations, STCCG   CB 
Cameron Waddell    Partner and Engagement Lead, Mazars  CW 
Amy Keelty Audit Manager, SIAS    AK 
Cathie Eddows Manager, Mazars     CE 
Gary Walsh Senior Finance manager, NECS   GW 
Liane Cotterill Senior Governance Manager   LC 
 
Apologies: 
Matthew Walmsley   CCG Chair, STCCG      MW 
Kate Hudson    Chief Finance Officer, STCCG   KHu 
Dr Vis-Nathan   GP Governing Body Member, STCCG  VN 
Keith Haynes    Consultant       KH 
Paul Bevan     Counter fraud Specialist CCG   PB 
Jeff Gosling    Lay Member, STCCG    JG 
 
2016/01 Welcome and Introductions 

PM welcomed all those present to the meeting. 
 

2016/02 Apologies for Absence 
As noted above. 
 

2016/03 Declarations of Interest 
No declarations were declared at the meeting. 
 

2016/04 Minutes of the Last Meeting 8th December 2015 (Enc 1) 
Page 4 – 2015/52 the sentence in the minutes was updated to reflect “In terms of 
the action plan on page 12 there was information added in for 2 specific incidents 
regarding decisions that were made at the medicines management committee and 
the dialogue around the nature of the decisions made and if these did or did not 
impact in terms of the conflict of interest and it was agreed that it would be 
checked to see that there were no issues. 

Agenda item – 2016/57 

Enclosure 14 
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Action: The Committee approved the minutes with the above amendments 
the minutes of the meeting. 
 
Action Log (Enc 2) 

Action Log  - Audit 
and Risk Commitee meetings.xlsx

 
 
Governance  

2016/05 Annual Cycle of Business (Enc 3) 
The cycle of business was updated to reflect the changes 

2016-2017 Audit and 
Risk - Cycle of Business – Version 2.docx

 
 

2016/06 Risk register review (Enc 4) 
The report highlights the extreme high and moderate risks across the registers.   
There are 2 changes since the report was last presented.   
Risk 1451 – This is a new risk that relates to an assessment that has been carried 
out around patient identifiable information and the printing of this information.  This 
has been rated as a low residual risk.   
Risk 1345 –CB advised the duplication risks has been removed from the register 
thus reducing the number of risks.   
 
Risk 1280 – PM added that the description states “STFT have failed to achieve 
95% A&E standard since November 2014, with significant and have had problems 
recovering”.  CB advised that this should reflect significant and mitigating recovery 
action plans are in place.  CB will arrange to have the register updated. 
 
PM requested clarity on the comments in the gaps in assurance where this states 
“not yet actioned” or “not yet to be implemented”.  CBa advised that these gaps 
will be updated and agreed if these have not yet been done a comment will be 
added to the report to confirm when they are due to be competed  
 
CB added the report will be refreshed for 16/17 and the next quarter which is 
presented to the next meeting will hold more current information. 
 
Action:  

 The committee noted the contents of the risk register 

 CB to arrange to update the wording for risk register 1280 
 

2016/07 Review of Losses / compensation / bad debts (Enc 5) 
CBa went through the quarterly report submitted to the committee for monies 
owning the CCG as at 31st January 2016 
The Aged Debtors report for over 90 days has increased.  CBa has emailed the 
local authority regarding the increase and has sent a copy of the invoice which is 
due to be paid. 
The Aged Creditor’s position is coming down and work is being done for yearend 
to clear this. 
Action: The committee noted the contents of the report. 
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2017/08 Annual review of effectiveness (Enc 6) 
The committee completed the annual review of effectiveness.  CW agreed to 
share with the committee an approach to formally document an evaluation of the 
performance of external audit as well as a process for the Audit committee to 
formally document its evaluation of the internal audit. 

Audit Committee 
Annual Review.docx

 
 

2016/09 Governing Body Assurance Framework (Enc 7) 
HR presented the revised Assurance Framework on behalf of KH to the 
committee. 
 
It was noted that the Governing Body Assurance Framework has been presented 
to previous Governing Body and Audit and Risk committees and following these 
meetings has been updated to map the CCG strategic objectives as follows: 

 Delivering the 2015/16 strategic priorities/commissioning intentions 
 Delivering the financial plan, ensuring financial sustainability 
 Ensuring through commissioning the delivery of safe, high quality care 
 Providing Primary Care Services through joint commissioning 

arrangements 
The Framework cross references the CCG’s Risk Register. 
The Audit committee were reminded that the document is a key part of the 
Accountable Officer’s statement in the Annual Governance Statement which 
evidences the effectiveness of the controls and assurance.  Internal Audit review 
of the Governing Body assurance framework is key component of the Head of 
Internal Audit Opinion. 
 
SC advised that given the changes in the strategic planning processes there will 
be a need to expedite a review of the assurance framework after the Sustainability 
and Transformation Plans have been submitted. CB suggested development time 
revisiting and reviewing the strategic risks facing the organisation. 
 
Action:  

 The committee reviewed the framework and considered this fit for 
purpose and agreed it reflects the principal strategic risks and there 
are adequate controls and assurances in place. 

 CB to arrange a development session to discuss the strategic risks 
facing the organisation. 

 
2916/10 Governance Assurance report (Enc 8) 

LC presented the Governance Assurance report to the committee which covers 6 
months (1st July 2015 to 31st December 2015) and highlights the Governance 
strands work streams. 
LC gave the committee a highlight of the contents: 
 
Corporate Governance: Legal and Claims   
2.3 Legal services activity - There were 2 requests for legal advice  
3. Corporate Governance  
The policy review has been ongoing for the past year and there are 31 corporate 
policies in the CCG, 6 are still outstanding and under review and 2 are 
approaching there expiration date.  The rest have been reviewed and are in date. 
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5. Incident managements and reporting  
There were four information governance and 1 corporate incident recorded. 
7. Equality and Diversity  
The CCG have new equality objectives developed through the EDS2 process  
8.2 E&D mandatory training – This is now at 84% which equates to 21/25 
members having completed the training.  PM requested if the training included any 
unconscious bias. LC asked Ben Murphy who advised that it does not. It was 
noted that this training could be provided however it would be done by an external 
provider and there would be a charge. 
8.7 Accessible information standard 
By the 1st April all organisations that provide NHS or publically funded adult social 
care must identify and record information and communication needs with service 
users.   
8. Information Governance access requests  
During the period of this report there were 167 requests received and added that 
this was consistent with other CCG’s.   
8.2 Information Governance Toolkit update  
The CCGs are due to be audited this month.  The CCG is on target to achieve an 
overall 72% which is an increase on previous year. 
8.6 Information Governance mandatory training  
As at 8th January 84 % of staff have completed their mandatory training. 
 
Action: 

 LC to advise the CCG at which date the data is being presented / and a 
matrix for the mandatory training as this will enable the CCG to chase 
the outstanding training. 

 The committee noted and accepted the contents of the report 
 

2016/11 Financial control environment assessment (Enc 9) 
CBa advised the document presented to the committee is the action plan which 
will assist in moving the ratings to excellent in all areas.  
CBa went through the action plan and highlighted the key areas to address. 
Action: The committee endorsed the revision of the action plan and agreed 
to review the action plan as a standing item 
 

2016/12 Lessons learnt following a review of the conflict of interest (Enc 10) 
HR presented the report to the committee which is in line with the Standards of 
Business Conduct and Declarations of Interest Policy that a review of lessons 
learnt is to be conducted by the Accountable Officer following any incidents for 
noncompliance with the policy.  In a previous meeting the committee discussed 
the noncompliance by the Chair of the Medicines Management Committee who did 
not declare his interest until August 2015. It was noted that as soon as the 
declaration was made the Chief Officer sought clarification of the interest.   
Following the Chair’s clarification of the interest a further investigation was 
undertaken by KH to look at the decisions made by the Medicines Management 
Committee over the past 18 months;  
The committee were satisfied that no conflicts on interests had taken place.  
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The Terms of Reference for the Medicines Management Committee have been 
reviewed to ensure that all members make declarations of interest in accordance 
with the CCG’s policy and declarations are published in a register on the CCG’s 
website.   
PM requested that the Audit and Risk Committee be made aware when there are 
any conflicts of interests that arise.    
SC Chair of the STCCG Joint Primary Care Committee requested that he also be 
made aware of any declarations that arise.   . 
Action:  

 The committee agreed that this was handled in an appropriate 
manner.  

 CVS to inform SC prior to Joint Primary Care Committee meetings of 
any declarations  on the CCG’s register 

 
2016/13 Incident Reporting and management policy (Enc 11) 

LC presented the report and updated the committee members on the changes 
made with into the policy. 
Action: The Committee reviewed and approved the updates to the Policy and 
the accompanying Standard Operation procedure. 
 

2016/14 North of England CSU (NECS) service auditor report (Enc 12) 
GW presented the Service Auditors report for the first six months of the year (1st 
April to 30th September 2015).  The second half of the year (1st October to 28th 
February 2016) is in the process of being completed and will be available at the 
end of April 2016.  The final month of the year will be an assurance letter that is 
issued by Neil Nicholson, Finance Director, NECS which will summarise the 
expectations that have been identified in relation to control objectives  
GW advised that there were no areas where control objectives were not met.  
GW also completed a briefing paper based on Deloittes report which summarises 
there Service Auditors report  
GW discussed the letter which was sent on the 21st December 2015 to all of the 
CCG CFO’s and discussed the exceptions within the letter and the details which 
have been put in place.  
Action: The Committee noted the Service Auditor Report for finance and 
payroll for the period 1 April 2015 and 30 September 2015 and the letter from 
NECS summarising the formulated actions relating to each exception 
identified. 
 
Internal Audit 

2016/15 Internal Audit progress report (Enc 13) 
AK presented the report to committee which reported the Internal Audit progress 
against the 2015/16 plan of work.   
All 6 of the follow ups on audit actions have been implemented.   
The draft of Head of Internal audit was submitted to NHS England in February.  
This has been updated to include three reports issued since that date.  There is 
significant assurance based on the eight reports which have been issued to date.   
There are nine reports left to issue and based on the results of the nine audits The 
Head of Internal audit report will be updated and finalised in advance of the 22nd 
April 2016.  
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The draft plan for the planning process for 16/17 was presented to the committee 
(appendix 4&5).  The plans need to be discussed with the Directors in the next few 
weeks with a view to take the plan to the June committee. 
 
Action: The Committee noted the contents of the report. 

2016/16 Draft anti-fraud, bribery and corruption work plan 2017/17 (Enc 14) 
AB presented the report on the draft plan of the anti-fraud work in relation to NHS 
STCCG in respect of 2016/17.  It was noted that the Standards that the CCG are 
expected to comply with during 16/17 have not yet been issued by NHS protect.  
Once these Standards are issued the plan will be revised.  There is a new 
expected outcome which has been allowed this year for “neutral” for areas where 
it was previously not applicable. 
Action: The Committee noted the contents of the report. 
 
External Audit  

2016/17 Mazars – progress report (Enc 15) 
The report was presented to the committee by CW which updates the second 
progress report for the year and the responsibilities for the external auditors.  The 
CCG held a workshop last week to consider the future accounting and reported no 
significant changes for this year.   
Section 3 of the report describes the updates for the value of money 
arrangements, it was noted that this has resulted in more upfront work needing to 
be completed for risk assessments. 
CW advised that the Transparency report will be circulated to the committee which 
covers all the details that the firm covers in all sectors.   
The Quality results report reflects the work that is completed on the PSAA 
contracts and the compliance with the work that is completed for all Trusts, 
Council and CCG’s.  
Action: The Committee noted the contents of the report. 
 

2016/18 Audit strategy memorandum (Enc 16) 
CW presented the report to inform the CCG of the proposed work for the audit for 
2015/16 financial statements.  The timeline for completion is the end of May 2016. 
It was noted that the five month report will be received from NECS in April 
however service auditor reports in relation to ISFE and payroll will not be received 
until the middle of May.  
The report highlights the significant opinion risk which has been identified is 
management override of control.  
As part of the audit work there will also be a review of the Annual Governance 
Statement. 
Action: The Committee noted the contents of the report 
 

2016/19 Any other business  
CW suggested that as part of the annual review of effectiveness checklist for 
private meetings between internal and external auditors a question could be asked 
at the formal meeting if there were any questions that the internal and external 
auditors wish to discuss with the committee in private.  It was noted that there was 
no additional items needing to be discussed. 
 
Date and time of next meeting 
Extraordinary meeting 
17th May 2016,  10.00 – 12.00  
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STCCG Monkton Hall. Meeting Room 1 
 
Formal meeting  
7th June 2016, 10.00 – 12.00  
STCCG Monkton Hall. Meeting Room 1 


