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Governing Body 
Thursday, 22 November 2018 
10.00am – 12 Noon (Public) 
Hebburn Central, Hebburn 

AGENDA 
ITEM TIME TITLE LEAD 
2018/79 

10:00 

Welcome and introductions 

Matthew Walmsley 

Verbal 

2018/80 Apologies for absence 

2018/81 

Declarations of Interest 
“A conflict of interest occurs where an individual’s ability to 
exercise judgement, or act in a role is, could be, or is seen 
to be impaired or otherwise influenced by his or her 
involvement in another role or relationship. In some 
circumstances, it could reasonably be considered that a 
conflict exists even when there is no actual conflict. In these 
cases it is important to still manage these perceived 
conflicts in order to maintain public trust.” 

2018/82 Draft Minutes of the meeting of 27.09.2018 Enclosure 1 
2018/83 Matters Arising Verbal 

Question Time 

2018/84 10:00 

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

Matthew Walmsley Verbal 

2018/85 10.05 Chief Executive’s Information David Hambleton Verbal 
Quality 

2018/86 10:10 Key Assurance and Risk Report from Quality 
and Patient Safety Committee Jeanette Scott Enclosure 2 

2018/87 10.15 Safeguarding Annual Report Carol Drummond Enclosure 3 
Performance 

2018/88 10.20 Performance Report Matt Brown Enclosure 4 
Finance 

2018/89 10.25 Financial Monitoring Report Kate Hudson Enclosure 5 
2018/90 10.30 Scheme of Delegation - Revision Kate Hudson Enclosure 6 
2018/91 10.35 Financial Policy - Revision Kate Hudson Enclosure 7 

Commissioning Business 

2018/92 10.40 System Resilience Planning and Reporting 
(including Winter Plan; A&E Delivery update) Matt Brown Enclosure 8 

2018/93 10.45 EPRR Standard Improvement Plan Matt Brown Enclosure 9 

2018/94 10.50 Path to Excellence Phase 2 - Public 
Engagement Update Matt Brown Enclosure 10 

Partnership 

2018/95 11.00 
Public Health Report: 
i) Health and Wellbeing Board - Update
ii) Global Burden of Disease - Update

Tom Hall Enclosure 11 

Governance 
2018/96 11.10 Constitutional Amendments Keith Haynes Enclosure 12 
2018/97 11.20 Information Governance Strategy Matt Brown Enclosure 13 
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2018/98 11.30 Improvement and Assessment Framework Matt Brown Enclosure 14 
2018/99 11.35 OD Plan - Review  Matt Brown Enclosure 15 
 Sub-committee Minutes  
2018/100 

11.40 
Executive Committee  

Matthew Walmsley 
Enclosure 16 

2018/101 Quality & Patient Safety Committee 
(05.09.2018)  Enclosure 17 

 Minutes For Information  
2018/102 11.40 Primary Care Commissioning Committee   Stephen Clark Enclosure 18 
2018/103 11.40 Council of Practices (21.09.2017) Matthew Walmsley Enclosure 19 
 OTHER BUSINESS  
2018/104 11.45 Cycle of Business 2018/19  Matthew Walmsley Enclosure 20 
  Other Business    
2018/105 11.50 Any Other Business Matthew Walmsley Verbal 
2018/106 11.55 Question Time: Members of the public Matthew Walmsley Verbal 

Close 
Date and time of next meeting 
25 January 2019, 10.00am – 12.00pm  
Living Waters Church, South Shields 
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Governing Body (PUBLIC) 
27 September 2018 

10:00am – 12.00noon 
Living Waters Church, South Shields 

 
Present: 
Dr Matthew Walmsley  Chair, STCCG      MW 
Matt Brown    Director of Operations, STCCG   MB 
Stephen Clark   Lay Member (Deputy Chair), STCCG   SC 
Paul Cuskin    Lay Member      PC 

(Public and Patient Involvement), STCCG     
Dr Tarquin Cross   Secondary Care Consultant, STCCG   TC 
Dr David Hambleton  Chief Executive, STCCG    DH 
Paul Morgan    Lay Member, STCCG     PM 
Jeanette Scott   Director of Nursing, Quality & Safety, STCCG  JS 
Dr Vis-Nathan   GP Governing Body Member, STCCG   VN 
 
In Attendance: 
Balsam Ahmed  Registrar in Public Health, STC   BA 
Caroline Bannon  Finance Manager, STCCG    CB 
Janet Evans   Head of Integrated Commissioning, STC  JE 
    and STCCG 
Patrick Garner  Programme Manager, PtE    PG 
Keith Haynes   Governance Lead      KHa 
Julia Pattison   Director of Finance, STFT    JP 
Helen Ruffell   Operations Manager, STCCG   HR 
Andy Sutton    Governance Officer, NECS    AS 
 
Apologies 
Tom Hall   Director of Public Health, STC   TH 
Kate Hudson   Chief Finance Officer, STCCG    KHu 
John Pearce   Corporate Director, STC    JP 
 
 
2018/53 Welcome and Introductions 
            Members were welcomed and introductions made.             
 
2018/54 Apologies for Absence 
  Apologies were received as noted above. 
 
2018/55 Declarations of Interest 

Dr Matthew Walmsley declared an interest in relation to Minute 2018/68: 
Reappointment of Chair.  Stephen Clark would Chair this item and Dr 
Walmsley would not participate in any discussion. 

 
2018/56 Draft Minutes 

i) Meeting of 26 July 2018 (Enclosure 1) 

Agenda item 2018/82 
Enclosure 1 
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Resolved:   
That the minutes of the 26 July 2018 meeting be approved.  

 
2018/57 Matters Arising 

i) Minute 2018/33i: Mental Health Overspend 
It was clarified that the end–year overspend in mental health was 
attributable to an increase in the number and value of packages of care. 

ii) Minute 2018/35i: Local Government Association (LGA) Peer Review 
Feedback from the LGA Peer Review of South Tyneside had included a 
recommendation that a clearer and sharper vision for community-based 
services be developed. 

 
QUESTION TIME 

 
2018/58 Question Time  

There were no questions from members of the public at the meeting. 
 
2018/59 Chief Executive’s Information  

The CCG’s Chief Executive made a verbal report on issues relating to the 
operation of the CCG.  A number of issues were reported: 
i) Avastin® 

The recent Judicial Review of the Northern CCGs decision to promote 
Avastin® within the CNE region for the treatment of patients newly 
diagnosed with neovascular (wet) age-related macular degeneration 
(wAMD) had ruled in favour of the Northern CCGs.  It was not yet known 
whether Bayer and Novatis, the two parties that had sought judicial 
review would appeal this decision. The Northern CCGs and Trusts were 
now setting out to implement the policy, including the adoption of 
Avastin®. 

ii) St Clares Hospice 
Due to a combination of issues, St Clares Hospice had been the subject 
of a 3-week closure during August 2018.  In the closure period the 
hospice had received advice and assistance from the CCG’s quality 
team, particularly in relation to issues that were to be raised by the CQC 
at its upcoming visit to the hospice. 
It was noted that the CQC had visited St Clares in September 2018 and 
identified a number of safety, quality and leadership concerns, some of 
which require immediate resolution.  Therefore, St Clares had taken an 
indefinite voluntary suspension, to draw together and implement an 
action plan to resolve the issues. 
Throughout its discussions with St Clares and the CQC the CCG had 
stressing the overriding importance of patient safety and wellbeing and 
the need for alternative arrangements to be made for patients who would 
otherwise have been expected to receive care at St Clares.          

iii) The Park GP Surgery 
Arrangements were in place for the closure of The Park Surgery and for 
the dispersal of its patient list.  This and all other options to the resolution 
of the practice’s capacity issues had been considered in depth by the 
Primary Care Commissioning Committee.  Key stakeholders, including 
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local council members and patients had been advised of related changes 
and the process was being guided by a communications plan.  

 
In discussion a number of points were made: 
• The Governing Body congratulated the CCG senior team on its success 

in achieving the right to use Avastin® on a wider basis.  Particular note 
was made of the role of the CCG’s Chief Executive, Dr David Hambleton 
who had demonstrated tenacity and persistence in his pursuit of the use 
of Avastin® for the treatment of wAMD and for the leadership he had 
shown across all CCGs in the CNE region.  

• The Governing Body commended the CCG’s Quality Team for advice, 
guidance and assistance given to St Clares Hospice in its recent dealings 
with CQC. 

 
Resolved 
That the CCG Chief Executive’s verbal report be noted. 
 
QUALITY 

 
2018/60 Key Assurance and Risk Report from Quality and Patient Safety 

Committee (QPSC) (Enclosure 2) 
The Governing Body received the regular bi-monthly key assurance report 
that highlighted, by exception, assurances and mitigating factors that had 
been considered at the 05.09.2018 QPSC meeting. The report served to 
assure members that risks and concerns had been identified and continued 
to be effectively managed. Attention was drawn to a range of related issues: 

 
South Tyneside NHS Foundation Trust (STFT) 
Nationally, South Tyneside remained an outlier for its mortality rate on the 
August 2018 NHSE quality dashboard. As reported at previous Governing 
Body meetings, when adjustment was made to exclude St Benedict's 
Hospice (located in Sunderland), South Tyneside’s mortality performance 
was within the expected range.  Discussions continued with the providers of 
mortality statistics to include St Benedict’s within the Sunderland 
geographical footprint.   
 
City Hospitals Sunderland NHS Foundation Trust (CHS) 
- CHS had been given an overall ‘Good’ rating from the May 2018 CQC 

inspection.  
 

Northumberland, Tyne and Wear NHS Foundation Trust (NTW)  
- The CCG’s Quality and Safeguarding team had commenced a review of 

safeguarding concerns that had arisen at Rose Lodge.      
 
North East Ambulance Service NHS Foundation Trust (NEAS) 
While the report did not incorporate any new issues, members queried the 
latest staff recruitment position and in particular its engagement of graduates 
from Teesside University.  It was understood that one factor that had led to 
under-recruitment was an omission from Teesside’s entrance requirements 
for applicants to have an appropriate driving licence. NEAS had requested 
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that the University amend application process for paramedic-based 
programme to be amended. 

 
Resolved 
That the Key Assurance and Risk Report be noted.  

 
PERFORMANCE 

 
2018/61 Performance Report (Enclosure 4)  

Members received the regular report that summarises the performance of 
the CCG against NHS Constitution Indicators, CCG Outcome Indicators and 
the CCG Quality Premium.  The report provided threshold, actual and year-
to-date performance with trend lines based on the last 4 available data 
points.  In addition, risks to year end performance were RAG-rated with 
comments where an indicator is red. A number of areas were highlighted: 

 
i) Quality Premium Indicators 2018/19: Emergency Demand 

Management 
The CCG had throughout April-July 2018 exceeded planned targets for 
‘Non-elective admissions with zero length of stay compared to plan’. This 
was understood to be attributable to a coding issue related to ambulatory 
care activity; a return to within an acceptable range was anticipated in the 
financial year. 

ii) NHS Constitution Indicator Effect on Quality Premium   
While in July 2018, at 83.7%, South Tyneside had fallen short of the 85% 
target for ‘Maximum 62-day wait for urgent GP referral to first definitive 
treatment for cancer’, it was not an outlier within a national context.  

iii) Quality Performance Indicators 2018/19 
South Tyneside had improved its performance for ‘Sustained reduction of 
inappropriate prescribing in primary care’ and in June 2018 met the 1.16 
national target.  

 
In discussion it was noted that South Tyneside’s performance in many 
‘complex measures’ reflected very well when compared to English 
benchmarks, most of which had begun with a red RAG rating.  
 
Resolved 
That the performance report be noted. 

 
2018/62 NHS England (NHSE) Care Expectations (Enclosure 4) 

Members considered a report that highlighted NHSE’s elective care 
expectations for 2018/2019.   
 
CCG’s and NHS Foundation Trusts had been advised that although 
additional national funding had been provided in support of the delivery and 
management of elective activity, in many Trusts activity levels had not 
improved. Consequently NHSE now requested Trusts and CCGs to renew 
their focus on: 
- ‘long waiters’; 
- the referral to treatment (RTT) waiting list; 
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- patients waiting over 52 weeks.  
 
Nationally there would be a minimum expectation for the number of patients 
waiting over 52 weeks to be reduced by at least 50% (from March 2018) by 
March 2019, with an overall objective of zero 52 week waits.  
 
NHSE advised that a number of supporting tasks/aims be carried out/met: 
1. To put basic processes in place, including: 

- Governing Body focus through monthly reports on waiting list and 
long waiters; 

- All CCG’s providers to routinely validating their waiting lists. 
2. To reduce 52-week waits by at least 50%. 
3. To ensure patients not waiting for inpatient treatment were treated within 

18 weeks. 
4. To deliver contracted activity volumes. 
5. To continue to manage elective demand. 
 
In discussion a number of points were made: 
- South Tyneside was one of the highest elective care performers  
- NHSE was asking Trusts/CCGs to make improvements when public 

demand for healthcare services was seasonally high.   
 
Resolved  
That NHSE’s request for Trusts/CCGs to renew their focus on elective 
care be noted and that the governing body would receive related 
reports on a regular basis, particularly through the performance report.  
 
FINANCE 

 
2018/63 Financial Monitoring Report (Enclosure 5) 

The Governing Body received a report that summarised the financial position 
of the CCG in the 5-month period to 31.08.2018, providing assurance that 
key financial performance targets for the year would be realised together 
with a 1% cumulative surplus.   
 
Key issues reported included: 
- The notified 2018/19 revenue resource limit was £283,836k, split 

between: a £252,210k programme budget, £3,310k running costs, 
£21,836k delegated co-commissioning and a brought forward surplus 
from 2017/18 of £6,480k.   

- Acute contracts had moved £270k further above the anticipated position 
and the CCG had received notification of an issue concerning bariatric 
charges with CHS which sat outside of block contract arrangement.  

- There had been increased activity in both South Tees and County 
Durham.  While both remained within contract value, the forecast outturn 
was being monitored by NECS and would be reviewed in month 06. 

- Uncertainty remained over CHC packages of care and invoices 
transferred when CHC management changes were implemented. A more 
detailed position would be reported to the next meeting.   

- The forecast overspend in primary care had reduced by £248k.   
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In discussion, a number of issues were raised: 
i) As CHC was now managed more effectively, a more risk-averse end-

year budget position was projected; 
ii) The maintenance of a cumulative 1% surplus was an NHSE business 

rule; it constituted a national risk resource, unavailable for CCG use  
 
Resolved  
That the financial monitoring report be noted. 

COMMISSIONING BUSINESS 
 

2018/64 Path to Excellence – Phase 1 Update (Enclosure 6) 
The Governing Body received a report that summarised the key elements of 
a letter from the Secretary of State, an overview of the CCG’s response, 
which was required by the end of October 2018 (to outline the 
implementation of the IRP recommendations). 
  
The Governing Body was reminded of the steps that had led to the 
involvement of the Secretary of State.  This began with the 21.02.2018 
extraordinary meeting in common of the Governing Bodies of South 
Tyneside and Sunderland CCGs that had resolved to pursue PtE Phase 1 
(relating to three key areas of service: stroke, maternity and paediatric 
services) and culminated with the 01.05.2018 meeting of the South Tyneside 
and Sunderland Joint Health Scrutiny Committee (JHOSC) that had referred 
the 21.02.2018 resolution (on behalf of South Tyneside Council and 
Sunderland City Council) to the Secretary of State on the basis of: 
i) the adequacy of the content of consultation; and 
ii) the proposals not being in the interests of the health service in the area. 
 
The Secretary of State had sought advice from the Independent 
Reconfiguration Panel (IRP), which was forwarded to both CCGs, JHOSC 
and other stakeholders on 30th August 2018. 
 
The Secretary of State had accepted the advice of the IRP that: 
- While options relating to the three service areas were being 

implemented, further consultation and engagement was required, to 
develop better understanding of the bigger local healthcare picture; 

- Inpatient stroke services to be consolidated at Sunderland Royal 
Hospital; 

- Obstetrics, inpatient gynaecology and special care for babies to be 
consolidated at Sunderland Royal Hospital with a free-standing midwife-
led unit at South Tyneside Hospital; 

- Further work on long term options for paediatric emergency care as part 
of considering the future of the whole urgent and emergency care system 
for the area. [In the interim, emergency paediatric care overnight to be 
consolidated at Sunderland Royal Hospital.] 

 
In discussion clarification was sought on a number of related areas: 
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i) No date for the resolution of all issues was yet available, although the 
intention remained for the majority of Phase 1 changes to be 
implemented by April 2019. Until then the CCG would continue to 
safeguard the quality of healthcare service provision to the residents of 
South Tyneside;  

ii) The transfer of stroke services from South Tyneside to Sunderland 
continued to result in improved outcomes for patients resident in South 
Tyneside; 

iii) Patient transport was being addressed as a priority issue and a 
stakeholder group has been established, with a clear action plan. 

 
Resolved 
That the PtE Phase 1 update report be noted. 

 
PARTNERSHIPS 

 
2018/65 STFT/CHS Merger (Presentation)  

The Governing Body received a presentation on the proposed merger of 
South Tyneside NHS Foundation Hospital Trust (STFT) and City Hospitals 
Sunderland NHS Foundation Trust (CHS).   
 
The merger is an issue wholly separate from the Path to Excellence and 
constituted, in practical terms, a change in organisational form.  It was not, 
as had been suggested by some in the public domain, a takeover of STFT 
by CHS; post-merger both hospitals would exist.   Changes in service 
provision were being delivered by the PtE process (Reference Minute 
2018/64). 
 
Building on the already strong working relationship enjoyed by the two 
Trusts, which had operated as an alliance since 2016, together with a 
shared strategic vison, mission and values, the merger was being pursued 
as a preferred direction of travel.  The Trusts shared an ambition to become 
an ‘outstanding’ healthcare provider and believed that they would be 
‘Stronger Together’.   
 
In formal terms, under the NHS Act 2006, the merger was a ‘statutory 
transaction’, with NHS Improvement (NHSI) having a statutory role to grant 
such a transaction.  Within this context, two main components were in play: 
a competition review by the Competition and Markets Authority and an NHSI 
Risk Assessment of the transaction.   
 
The rationale for merger was to ensure improved care for the combined 
South Tyneside and Sunderland population of 430,000, who would have 
greater access to a wider range of services with improved outcomes 
delivered through the PtE.  The resultant combined workforce would not only 
enable services to be provided at scale but also improve staff recruitment 
and retention within a new positive learning culture.   
 
While finance was not the key driver for the merger, it was anticipated that 
savings in excess of £8m would be generated between 2019/20 and by 
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2022/23, largely due to economies of scale and the elimination of 
duplication.  Merge would lead to material improvements in financial 
management, workforce sustainability and performance in patient care.   
 
In practical terms the merger would be pursued through a programme of 
engagement activity and staff consultation in July - September 2018, with 
feedback to inform the final business case to be submitted to NHSI. 
 
Future key dates in the approvals process with NHSI included: 
• November 2018: Business Case consideration by Trust Boards. 
• December 2018: Business Case to NHSI. 
• January to March 2019: NHSI formal approvals process. 
• March 2019: Trust Boards and Councils of Governors approval. 
• April 2019: New merged Trust in operation. 
 
In discussion a number of points were made: 
i) It was imperative that public communications reaffirmed that merger 

would be pursued on the basis of the retention of a two hospital structure, 
at both South Tyneside General and Sunderland Royal; 

ii) It was suggested that the business case should be framed within the 
context that merger would bring benefits over and above those already 
realised through an alliance arrangement e.g. one clinical team; 
organisational efficiency; elimination of duplication; 

iii) The development of Sunderland University’s School of Medicine would 
be a good source of staff recruitment. 

 
Resolved: 
i) That the presentation on the prospective merger of South Tyneside 

NHS Foundation Hospital Trust (STFT) and City Hospitals 
Sunderland NHS Foundation Trust (CHS) be noted; 

ii) That the CCG would provide formal feedback to the Trusts as part of 
the stakeholder consultation process.  

 
2018/66 Public Health & Health and Wellbeing Board update (Enclosure 7)  

The Governing Body considered two reports: 
i) the inaugural edition of the South Tyneside Public Health Newsletter, 

which summarised all regular communications and intelligence updates 
in a consumer-friendly format and included updates on public health 
issues and successes. The newsletter also served to inform frontline 
teams,  senior managers, executives and partner organisations; 

ii) an update on current evidence for the use and promotion of e-cigarettes 
as a viable alternative to tobacco, with options highlighted for their use as 
part of a more broad revised of the local stop smoking service. 

 
In discussion a number of points were raised: 
- the Governing Body welcomed the Public Health Newsletter as a useful 

communication tool for all within the borough; 
- the report on e-cigarettes was welcomed as clarification on the relative 

safety of vaping in comparison with traditional tobacco-based smoking; 
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- the role of midwives in the dissemination of information on the relative 
safety of e-cigarettes in pregnancy should be promoted; 

- it was anticipated that there would be a good take-up of flu vaccinations 
in October and November 2018. 

 
Resolved: 
That the public health update be noted. 
 
GOVERNANCE 
 

2018/67 Risk Register Review (Enclosure 8)  
Members considered the quarterly risk management report, which indicated 
there were no ‘Extreme’ risks on the corporate risk register.     
 
In discussion members made a number of points: 
i) the hard copy agenda had been reproduced in monochrome and as a 

consequence it was unhelpful when reading coloured charts and other 
diagrams within the risk report; 

ii) further work remained to be undertaken, including a review of the relative 
weightings assigned to a number of variables in the risk stratification 
process. 

 
Resolved: 
That the risk management report be noted. 

 
At this stage of the meeting Stephen Clark took over as Chair from Matthew Walmsley. 
 
2018/68 Reappointment of Governing Body Members (Enclosure 9)  

Members received a report on the reappointment of members of the 
Governing Body: the Chair, GP Member, Lay Members and Secondary Care 
Doctor, the current terms of office of which (bar the recently appointed 
Patient & Public Engagement Lay Member) will end on 31 March 2019. 
 
The CCG’s constitution provided for a term of office for each of these 
appointments of three years commencing on the establishment of the CCG 
(01.04.2013) and for the re-appointment of both members for a further term 
of three years.  Where members had served two-three year terms by 31 
March 2019, the constitution further provides that each is able, in 
exceptional circumstances (and subject to satisfactory performance) serve 
longer than six years ‘subject to annual re-appointment’. 

 
The CCG’s Remuneration Committee has recommended that the Governing 
Body recommend to the Council of Practices the re-appointment of the Chair 
(who had confirmed he was prepared to seek re-appointment) and GP 
Member (who had indicated he would not seek re-appointment) for further 
periods of one year.  In addition the Governing Body had agreed that the 
number of GP/primary care health professional members be increased from 
one to two. [The governance route for these appointments involved initial 
Governing Body consultation, which had been facilitated by correspondence, 
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subsequent report to the Council of Practices, which then reported back to 
the Governing Body]. 
 
Resolved: 
i) that the approval of the Council of Practices to the earlier 

recommendation of the Governing Body that the Chair and GP Member 
be re-appointed for a further term of one year from 01.04.2019 be noted; 

ii) that the approval of the recommendation of the Remuneration Committee 
of 05.09.2018 that steps be taken to recruit one further GP/primary care 
health professional to membership of the Governing Body in accordance 
with the CCG’s Standing Orders be noted; 

iii) to approve the recommendation of the Remuneration Committee that the 
Lay Member (Mr Paul Morgan) and Secondary Care Doctor (Dr Tarquin 
Cross) be re-appointed for a further term of one year from 01.04.2019; 

iv) to approve the recommendation of the Remuneration Committee that an 
appointment process be commenced to recruit a third Lay Member to the 
Governing Body at the end of the current term of office of Mr Stephen 
Clark on 31.03.2019. 

 
At this stage of the meeting Matthew Walmsley resumed the Chair. 
 
2018/69 Modern Slavery Act Statement (Enclosure 10)  

Members received a report on the Modern Slavery Act 2015 and the CCG 
Modern Slavery Statement, which the Governing Body was required to 
review and approve on an annual basis.   
 
Resolved: 
That the revised CCG Modern Slavery Statement be approved. 

 
SUB-COMMITTEE MINUTES 

 
Resolved:  
That governing body sub-committee minutes and minutes of other 
related bodies be approved as follows: 

 
2018/70 Executive Committee: 30.05.2018, 28.06.2018, 25.07.2018, 23.08.2018 

(Enclosure 11)  
 
2018/71 Audit and Risk Committee: 17.05.2018, 12.06.2018 (Enclosure 12)  
 
2018/72 Quality and Patient Safety Committee: 04.07.2018 (Enclosure 13)  
 
2018/73 Remuneration Committee: 13.03.2018, 26/07.2018, 01.08.2018 (Enclosure 

14)  
 

MINUTES FOR INFORMATION 
 
2018/74 Primary Care Commissioning Committee: 24.05.2018 (Enclosure 15) 
 
2018/75 Joint CCG Committee for Cumbria and the North East: 05.07.2018 

(Enclosure 16) 
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OTHER BUSINESS 

 
2018/76 Cycle of Business 2018/19 (Enclosure 17)  

RESOLVED: 
That the governing body Cycle of Business for 2018/19 be noted.  

 
OTHER BUSINESS 

 
2018/77 Any Other Business 

No other business was conducted. 
 
2018/78 Question Time 

A number of questions were raised: 
i) Mental Health 

Q: When will the CCG appoint a mental health champion?   
A: The mental health champion, when appointed would be inclusive and 
represent all residents of South Tyneside.  An update would be made to 
the next meeting.  

ii) Personal Healthcare Budget 
Q: Why was the personal health element of the CCG’s continuing care 
budget for 2018/19 set to zero within the financial monitor report?  
A: This element of the budget had not yet been disaggregated from the 
continuing care budget.  This would be identified in future reports to the 
Governing Body.  

iii) Personal Healthcare Assessment 
Q: When would new guidelines for personal healthcare assessments 
come into force? 
A: 01 October 2018, as part of a revised assessment framework. 

__________________________________________________ 
 
Andy Sutton 
Governance Officer 
South Tyneside CCG 
28.09.2018   
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documents on 1 March 2016 EIAs must be 
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An EIA should be undertaken at the start of the 
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policy or process to assess likely impacts and 
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new proposed service, policy or process or any 
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impact on quality or experience 
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South Tyneside NHS Foundation Trust (STFT) 
Issue Action  Expected Outcomes & Timeframe 

Patient - led Assessment of the Care Environment (PLACE) 
Results 2018: The assessment scores were published by NHS 
Digital on 16 August. STFT  achieved lower than national 
average in  cleanliness, disability, food & hydration and privacy, 
dignity & wellbeing. The Trust achieved PLACE scores above the 
national average for dementia, condition, appearance & 
maintenance.  

The Trust informed the November Quality Review 
Group (QRG) that action plans are in development 
to target areas for improvement and a detailed 
report will be shared with the QRG in January.    

Report expected at January QRG. .  

Safer Staffing: the QRG continues to monitor workforce. 
Information taken from the Trust Board papers show that In July 
the total absences for RNs was 13.09% (Acute) a decrease from 
June (15.29%); and 6.15% (Community) a decrease from June 
(13.66%), this is due to a combination of vacancies, sickness 
and maternity.  
For Allied Health Professionals the total absence rate sits at 
14.56% (acute), 9.48% (community).  
 

RN absence continues to be provided via overtime 
and agency to mitigate shortfalls.   
 
The Trust has worked with NHS Improvement to 
develop a retention strategy. 
 
AHP absence data is under review internally.   

The Trust report they are seeing an 
increase in the number of applicants 
for nursing vacancies. 
 

C Difficile cases (against trajectory): Published data (August) 
shows STFT reported 7 cases of C.diff and have reached their 
annual target at month 5. However 4 cases are being appealed. 

Autumn HCAI conference for Care home sector 
held  on 18th October. 
HCAI system wide action plan. 

Joint South Tyneside / Sunderland 
HCAI Panel reviews all confirmed 
cases of C.diff for our population.  

CQC - Haven Court: The inspection report was published on 
28th September 2018 with an overall rating of ‘Requires 
Improvement’. The CQC identified breaches with regulation 12: 
good governance and regulation 18: the notification of incidents. 
Gaps were also observed in respect of Health and Safety 
systems.  

Registered manager now appointed and Haven 
Court has been aligned to STFTs Nursing Director 
portfolio.   

Financial penalties have been applied by CQC.  

Ongoing monitoring.  

City Hospitals Sunderland NHS Foundation Trust (CHSFT) 
 

Issue Action  Expected Outcomes & Timeframe 
Never Event: the Trust reported a further Never Event in 
October.  
 
Sunderland CCG, as part of their CAV programme, visited  
CHSFT theatres in October and identified that surgical teams 
were unaware of any recent never events in the organisation.    
 

RCA underway which will be managed through the 
joint South Tyneside and Sunderland CCG Serious 
Incident (SI) panel process.  
 
Learning from SIs and never events was 
challenged at the QRG.  

NHSI has been working with the 
Academic Health Science Network 
(AHSN) to explore how learning from 
serious incidents and never events can 
be best shared across the health care 
system. 

National Oesophago-Gastric Cancer Audit 2018: The results 
published September show CHSFT are a significant outlier for 
‘proportion of patients reported to have had an initial staging CT 
scan (76.8%) against a 100% target - the national average was 
90%.  

CHSFT are examining their use of staging 
investigations for Oesophago-Gastric cancer and 
the submission of data about these investigations 
where their use is reported to be low.  

The audit findings and the proposed 
actions to address the concerns 
identified, will be discussed at the next 
QRG. 



City Hospitals Sunderland NHS Foundation Trust (CHSFT) 
Issue Action  Expected Outcomes & Timeframe 

Care Quality Commission (CQC): The CQC report was 
published on 23 August 2018 with an overall rating of ‘Good’. The 
safe domain was rated as requiring improvement due to low 
nursing fill rates and as no acuity tool was in place to align nurse 
staffing with patient dependency. The CQC also identified 
resuscitation equipment was not being regularly checked, out of 
date equipment was seen in store cupboards and inconsistencies 
were identified in medicines management processes. There was 
also an inconsistent approach to organisational learning following 
serious incidents and never events.  
 

The Trust acuity tool, (which was in 
development at the time of the visit) has been 
piloted on a number of wards and is now being 
rolled out across the Trust.   
 
Implementation plan in place.  
 

CQC report findings were discussed at 
QRG in September 2018; the action plans 
will be  presented at the next QRG in 
November 2018.  
 
 

Patient - led Assessment of the Care Environment (PLACE) 
Results 2018: Within the Privacy, dignity and wellbeing domain, 
CHSFT reported a lower proportion of returns with the maximum 
score. This was also the case for Dementia and Disability 
domains. Overall the results of the survey was satisfactory and 
didn’t highlight any concerns.   

Trust to present a report on PLACE at the 
QRG.  

Ongoing monitoring through QRG.  

Safer Staffing: the QRG continues to monitor workforce. 
Information taken from the Trust Board papers show that in July 
the total absences for RNs was 12.78%, which is an increase 
from June (9.42%), this is due to a combination of vacancies, 
sickness and maternity. For Allied Health Professionals the total 
absences sit at 21.04%, mainly due to a vacancy rate of 17%.    
 

NHSP continues to provide support to wards to 
mitigate shortfalls in addition to the use of 
overtime. 
 
Nurse escalation plan in place, AHPs under 
review.  
 

Further overseas recruitment took place 
October 2018.   
 
Workforce review undertaken and 
outcomes shared at QRG. 
 
 

Northumberland Tyne & Wear NHS Foundation Trust (NTWFT) 
Issue Action  Expected Outcomes & Timeframe 

Rose Lodge: The CCG has been working with the Trust in 
relation to a number of safeguarding and quality issues.   

Local CCG’s and South Tyneside Local 
Authority are continuing to work closely with 
NTWFT to review modes of operation.  
 

Ongoing reviews by CCG’s, Local 
Authority. 

North East Ambulance Service NHS Foundation Trust (NEASFT) and 111 Service 
Issue Action  Expected Outcomes & Timeframe 

Violence and Aggression - continues to be the highest reported 
incident category. The pilot project for body worn cameras has 
commenced and is receiving national attention.  
 
 

Ongoing evaluation of the pilot project  Outcomes to be reported to QRG.  



Other Key Assurances, Risks and Actions reported to the Quality and Patient Safety Committee (QPSC) of  07.11.18 

St Clare’s Hospice   
• The Hospice has continued to work on the development of their CQC action plan supported by their newly appointed interim Director of Clinical Services and 

with ongoing support from the CCG.  
• A further meeting is to be held with the CQC on the 14th November to review progress with the action plan Ongoing support from the CCG.  
• CCG attendance at weekly action plan monitoring meetings 
• CCG will attend internal bi-monthly Integrated Governance meetings.  
• CQC inspection report with St Clare’s for factual accuracy.  
 
Safeguarding Adults and Children 
• The South Tyneside CCG (STCCG) Safeguarding annual report was presented to the QPSC and will be presented to the Governing Body in November.  
 
Care Home and Domiciliary providers  
• As of  July 2018 there were 186 bed-vacancies within South Tyneside, 50 within Nursing homes and 136 within residential care homes.    
• No providers are subject to Provider Concerns at the time of report publication. 
• Moving and handling emerged as a significant incident category within care and nursing homes accounting for the majority of incidents reported to the joint 

commissioning team.  
• Two care homes were identified as not having a named GP link, this is under review with the joint commissioning team.  
  
Complaints 
• The NECS complaints team received 4 complaints in Q2 2018/19 concerning South Tyneside residents. 
• All 4 of the complaints related to CCG commissioned services and have been shared with the appropriate Provider for investigation and response.  
 
Primary Care Medical Assurance  
• A review of the NHSE data for Quarter 1 took place at the end of October and on applying the CCG risk stratification tool 1 practice was identified as an 

outlier. 2 other practices were identified at risk. Each practice will receive a visit from the Clinical Director for Primary Care and Head of Quality and Patient 
safety in November / December to discuss concerns and necessary improvements. 6 practices were recognised as ‘high achievers’ and the Clinical Director 
has written to these practices to congratulate them on their performance.      

• The Head of Quality and Patient Safety is working with colleagues in the Central and North Integrated Care Partnerships (ICPs) to streamline assurance 
processes and application of the risk stratification tool.     

 
Infection Control - E.coli 
• The latest published position (August 18) shows the CCG has reported 85 cases of E.coli, this position remains above our projected monthly trajectory and 

puts achievement of the quality premium at risk (the CCG must not exceed 154 cases).  
• Across Cumbria and North East a Gram-negative Bloodstream Infection (GNBSI) Improvement Collaborative Programme Board is in place and NHSI have 

launched Cohort 2 of their Urinary Tract Infection (UTI) collaborative. South Tyneside CCG are in attendance alongside representatives from CHSFT and 
STFT.  

• The Trust have undertaken a 6 month case audit across both CHSFT and STFT in a bid to understand contributing/associative factors in any identified E.coli 
bloodstream case. The audit is due to conclude in November and the data will be analysed for trends and themes to inform our local strategy and 
improvement plan.        

 
     



 
 

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

 Official 
 Sensitive: Commercial 
 Official Sensitive: Personal 

MEETING TITLE: Governing Body (Public) DATE:  22.11.2018 

REPORT TITLE: 
SAFEGUARDING ANNUAL REPORT AGENDA ITEM: 2018/87 

ENCLOSURE: 3 

LEAD DIRECTOR / REPORT SPONSOR: 

Jeanette Scott 
Director of Nursing, Quality and Safety 
Jeanette.scott1@nhs.net 
 

REPORT AUTHOR: 
Carol Drummond 
Head of Safeguarding 
Carol.drummond@nhs.net 

REPORT SUMMARY / RECOMMENDATIONS: 

This report was considered at the 07.11.2018 meeting of the Quality 
and Patient Safety Committee (QPSC) 

This report considers and reviews the work of the CCG safeguarding 
professional’s activity to support the work of the Safeguarding 
Children Board (SCB), the Safeguarding Adult Board (SAB) and the 
Community Safety Partnership Board (CSP). The report also gives 
assurance to the CCG Governing Body that it is compliant with its 
statutory obligations for the safeguarding work. It demonstrates the 
key achievements for 2017/18.  

South Tyneside CCG has made a significant contribution to the work 
of all 3 Boards from the Director of Nursing, Quality and Safety, Head 
of Safeguarding, the Designated Nurse safeguarding adults and 
Designated Nurse LAC, supported by the Named GPs and the 
Designated Doctor for Safeguarding. 

The report also sets out the key priorities for 2018/2019 and the 
committee is asked to note these. 
 
The committee is asked to receive the Safeguarding Annual Report 
2017/18 for information. 

FINANCIAL IMPLICATIONS / RISKS  
EQUALITY IMPACT ASSESSMENT (EIA) 
COMPLETED 
 
Following the launch of the revised EIA 
documents on 1 March 2016 EIAs must be 
completed as follows: 
 
An EIA should be undertaken at the start of the 
development for a new proposed service, 
policy or process to assess likely impacts and 
provide further insight as to what will be required 
to implement it effectively.  The EIA form and 

NO YES 
  

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

mailto:Jeanette.scott1@nhs.net
mailto:Carol.drummond@nhs.net


associated documents can be found on the 
CCG’s intranet or through NECS Equality and 
Diversity Team 
 
Has an Equality Impact Assessment been 
completed using the equality impact documents 
ensuring that no persons are adversely affected as 
required by the Equality Act 2010 
(Please check the relevant box by double clicking on the box and 
selecting “checked” under the default value heading – only one 

box should be checked.) 
 
QUALITY IMPACT ASSESSMENT 
COMPLETED 
Following the implementation of the STCCG 
Quality Strategy (September 2015) it has been 
agreed that a QIA should be undertaken for a 
new proposed service, policy or process or any 
changes to current services which may have an 
impact on quality or experience 
 
Has a Quality Impact Assessment been completed 
using the quality impact assessment tool ensuring 
that they have demonstrated the potential quality 
and safety impact? 

NO YES 
  

If no please specify the reason why: 
 

If yes please complete the below Quality Impact 
Assessment and submit with your report 

 

STCCG Quality 
Impact  Assessment 2  

 

PURPOSE OF REPORT: 
For Information For Approval To Note For Decision 

   
 

RISK REGISTER 
Is the report subject matter included on the CCG 
Risk Register 

NO   If not updated please specify the reason: 
 
 
 
 
 
 
 
 

YES  
If yes please confirm the risk register has 
been updated in accordance with the 
content of this report: 
 
Updated  
Not Update  

  SPONSORING LEAD DIRECTOR APPROVAL: 
Has the Lead Director approved the paper (proof of 
approval must be retained for audit purposes) 

YES  
 

NO  
 

Papers without Lead Director approval will 
be withdrawn from the agenda 

 
 



 

Page 1 of 40 
 

 

 

 

Safeguarding Annual Report 
2017/2018 

 
 

NHS South Tyneside Clinical 
Commissioning Group’s role in 

Safeguarding Adults and Children at 
Risk 

 
Carol Drummond, Head of Safeguarding 

Sharon Thompson, Designated Nurse Safeguarding Adults 

Anne Brock, Designated Nurse for Looked after Children 

 

 

  



 

Page 2 of 40 
 

Contents 

Section Topic Page 

 Executive Summary 3 

1. Key Achievements for 2017/18 4 

2. Key Priorities for 2018/19 5 

3. Introduction 6 

4. Statutory Responsibilities of NHS South Tyneside 
STCCG 6 

5. Local Context - STCCG Governance Arrangements 7 

6. Early Help and Safeguarding Children Activity 9 

7. Child Death Reviews 13 

8. Serious Case Reviews 13 

9. Working Together to Safeguard Children (WT 2015) 14 

10. OFSTED Inspection 15 

11. Looked After Children 15 

12. Safeguarding Adults 25 

13. Safeguarding Adults Activity 28 

14. Safeguarding Adult Reviews 35 

15. Domestic Abuse 36 

16. Domestic Homicide Reviews 36 

17. Safeguarding in Care Home Establishments and 
Domiciliary Care 36 

18. PREVENT (CONTEST - counter terrorism strategy) 37 

19. Mental Capacity Act (MCA) & Deprivation of Liberty 
Safeguards (DoLS) 38 

20. Primary Care 39 

21. Multi- Agency Public Protection Arrangements (MAPPA) 39 

22. Modern Day Slavery 40 

23. Conclusion 40 



 

Page 3 of 40 
 

Executive Summary 
 
This report considers and reviews South Tyneside Clinical Commissioning Group 
(STCCG) safeguarding professional’s activity to support the work of the 
Safeguarding Children Board (SCB), the Safeguarding Adult Board (SAB), the Multi 
Agency Looked After Partnership (MALAP) and the Community Safety Partnership 
Board (CSP). The report will also give assurance to the Statutory STCCG Board 
that it is compliant with its statutory obligations for the safeguarding work. It will 
demonstrate the key achievements for 2017/18 and the priorities for 2018/19. 
 
STCCG has made a significant contribution to the work of all 3 Boards from the 
Head of Safeguarding, the Designated Nurse for Safeguarding Adults, supported by 
the Named GPs and the Designated Doctor for Safeguarding and the Designated 
Nurse for Looked After Children. 
 
Safeguarding is everybody’s business. The key to securing the health and 
protection of the children and young people in South Tyneside is the production of 
the Joint Strategic Needs Assessment, which brings together all partners in the joint 
work to promote their health and well-being. 
 
The Care Act 20141 provides a framework to safeguarding for adults at risk of 
abuse and neglect. The Act clearly defines the membership as from the NHS 
(STCCG), the Local Authority and the Police to the Safeguarding Adult Board 
(SAB), placing the Board on a statutory footing in line with the Children’s Board. 
 
Section 11 of The Children Act 20042 places duties on Local Authorities, STCCGs, 
NHS Trusts and NHS Foundation Trusts, the Police and other statutory and 
voluntary services to promote the welfare of children and ensure they are protected 
from harm. 
 
STCCG has agreed governance and accountability arrangements which include 
regular reporting to the Governing Body via the Quality and Patient Safety 
Committee. Assurance on safeguarding duties from the NHS providers is obtained 
through the Designated and Named Safeguarding Assurance Group, and the 
Quality Review Groups. 
 
The reporting of safeguarding activity by providers in the Designated and Named 
Assurance Group, by way of the quarterly dashboards, assists in the monitoring of 
their safeguarding arrangements and ensures they are complying with the statutory 
functions in children and the statutory functions for adults. 
 
 
 
 
 
 

                                                           
1 http://www.legislation.gov.uk/ukpga/2014/23/contents/enacted 
  
2 https://www.legislation.gov.uk/ukpga/2004/31/section/11  

http://www.legislation.gov.uk/ukpga/2014/23/contents/enacted
https://www.legislation.gov.uk/ukpga/2004/31/section/11
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1. Key Achievements for 2017/18 
 

• Ensured NHS providers commissioned by STCCG continued compliance 
with their safeguarding and Mental Capacity Act 20053 (MCA) responsibilities 
via dashboard reporting. 

 
• Continued to support South Tyneside NHS Foundation Trust (STNHSFT) in 

their Safeguarding Children improvement journey. 
 

• Continued to work closely with STNHSFT to ensure the LAC professionals 
roles and responsibilities, as defined by the intercollegiate document are 
implemented. 

 
• Progressed compliance and developments in addressing the Modern Slavery 

Act 20154 within STCCG, its commissioning and assurance with providers 
and NHSE. 

 
• Continued to support the work of the STSCB, particularly with regard to Child 

Sexual Exploitation, Female Genital Mutilation, Honour Based Violence and 
Domestic Servitude and Radicalisation.  

 
• Continued to support the STSAB in ensuring stakeholders understand and 

comply with their duties with regard to the Care Act 2014 and the Mental 
Capacity Act (2005) including the Deprivation of Liberty Safeguards5 ( DoLS) 

 
• In support of STCCG clinical lead for MCA, continue to progress work 

surrounding MCA and judicial deprivations of liberty and the Transforming 
Care agenda.6 

 
• Continued to work with Local Authority partners on safeguarding aspects of 

the Homelessness Reduction Act 20177.  
 
• Continued to work with the safeguarding lead for NHS England (NHSE) on 

key priorities. 
   
 LAC Key Achievements  
 

• An effective system has been maintained and flowcharts developed to 
ensure STCCG continues to receive payments for health assessments for 
non-South Tyneside LAC placed in South Tyneside. 

 
• The Designated Nurse LAC along with the Head of Safeguarding met 

regularly with Public Health Leads and the Children’s Commissioner to clarify 
arrangements in respect of the 0-19 year’s specification, and the role of the 

                                                           
3 https://www.legislation.gov.uk/ukpga/2005/9/contents  
4 http://www.legislation.gov.uk/ukpga/2015/30/contents/enacted  
5 https://www.gov.uk/government/publications/deprivation-of-liberty-safeguards-forms-and-guidance  
6 https://www.england.nhs.uk/learning-disabilities/care/  
7 http://www.legislation.gov.uk/ukpga/2017/13/contents/enacted  

https://www.legislation.gov.uk/ukpga/2005/9/contents
http://www.legislation.gov.uk/ukpga/2015/30/contents/enacted
https://www.gov.uk/government/publications/deprivation-of-liberty-safeguards-forms-and-guidance
https://www.england.nhs.uk/learning-disabilities/care/
http://www.legislation.gov.uk/ukpga/2017/13/contents/enacted
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Health Visitors and School Nurses in undertaking RHA’s. 
 

• The Designated Nurse LAC attended the Rapid Process Improvement 
Workshop (RPIW) event which was led by STCCG and LA Children’s 
Commissioner to review services in order to improve outcomes and to 
improve service provision for LAC. 

 
• The Designated Nurse LAC undertook a benchmarking exercise across the 

North East to compare the role of the Designated Nurse LAC in South 
Tyneside STCCG with that of colleagues across the region.   The exercise 
identified that the core business of the role, as set out in statutory guidance 
is being achieved. 

 
• The Designated Nurse LAC met with the Associate Director of Nursing for 

the Neurological Services and Specialist Mental Health Services and the 
Community Services Manager for Children and Young Peoples Service 
(CYPS) at Northumberland, Tyne & Wear NHS Foundation Trust (NTW).  
Following the meeting it was agreed that NTW would attend the Corporate 
Parenting Committee to present the LAC CYPS data.   
 

• The LAC team within South Tyneside NHS Foundation Trust is undertaking 
audits of Initial Health Assessments (IHAs) and Review Health Assessments 
(RHAs) as part of their internal audit cycle.  Assurance is then provided at 
STCCG Designated and Named Assurance Group. 

 
2. Key Priorities for 2018/19 

 
• To progress the strategic health response to Modern Slavery and Trafficking 

across the health economy. 
 
• To continue to work closely with Cumbria and North East (CNE) Safeguarding 

Leads on the key priorities for NHSE. 
 
• To continue to work in partnership on the Multi Agency Safeguarding 

Response (MASR) to adults. 
 

• To ensure all outstanding Child Death Reviews are expedited to the Child 
Death Overview Panel (CDOP).  

 
• Enhance the safeguarding assurance frameworks surrounding primary care. 

 
Priorities for LAC  
 

• To remain involved with the second phase of the RPIW in order to improve 
the service offer and outcomes for LAC. 

 
• Reporting of IHA audits to be strengthened to ensure Designated Nurse 

receives copies of all audit reports. 
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• To work closely with the STNHSFT LAC Nurse to ensure health outcomes 
for the children and young people are robustly identified, monitored and 
achieved. 

 
3. Introduction 
 
3.1 The borough has a resident population of approximately 29,160 children and 

young people aged 0 to 17, representing 20% of the total population of the 
area.  Of these children and young people 7.3% are from minority ethnic groups 
with more than 18 community languages spoken. The largest minority ethnic 
communities are Bangladeshi, Indian and Arab. 
 

3.2 The 2015 Index of Deprivation shows that South Tyneside’s level of deprivation 
has increased since 2010. It has moved from 52nd most deprived Local 
Authority area in 2010 to the 32nd most deprived Local Authority area in 2015.  
South Tyneside was identified as the Local Authority with the largest 
percentage increase of neighbourhoods falling into the 10% most deprived 
category. 
 

3.3 The borough was identified as the Local Authority ranked 7th most deprived for 
employment deprivation and the 15th most deprived Council for income 
deprivation. 
 

3.4 This is the fourth annual safeguarding report. It outlines the responsibilities of 
STCCG in respect of safeguarding, the action taken to meet the responsibilities 
over the year and outlines the priorities for the coming year 2018 -2019. It aims 
to provide assurance to STCCG Board that the statutory requirements are 
being met. 

 
3.5 This annual report provides an overview of: 
 

• Local and national drivers for safeguarding. 
• Local Child Protection and Looked After Children activity. 
• Local Safeguarding Adults activity. 
• Statutory Partnerships- South Tyneside Safeguarding Children Board (SCB), 

South Tyneside Safeguarding Adult Board (SAB) and the South Tyneside 
Community Safety Partnership (CSP). 

• Serious Case Reviews/Serious Adult Reviews/Domestic Homicide Reviews. 
• Performance monitoring. 
• Key Priorities for 2018/2019. 

 
4. Statutory Responsibilities of NHS South Tyneside STCCG 
 
4.1 STCCG has a statutory responsibility as commissioner to promote the safety 

and welfare of Adults and Children in all commissioned services. 
 

4.2 STCCG ensure that they have in place robust structures, systems, standards 
and an assurance framework which enable compliance with legal and local 
governance arrangements. 
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4.3 STCCG is required to fulfil its legal duties under the Children Act 1989, Section 

11 of the Children Act 2004, Statutory Guidance on promoting the health and 
well-being of Looked After Children (DH, 2015)8 and statutory responsibilities in 
Working Together to Safeguard Children, HM Gov. (2015)9.  All staff working 
within STCCGs’ health economy, which commission or provide children’s 
services must make safeguarding and promoting the welfare of children, an 
integral part of the care they offer to children and their families. 
 

4.4 STCCG has a responsibility for ensuring their own organisation discharges its 
legal duty, and how health services they commission fulfil their legal obligation 
under the Care Act 2014 to safeguard adults at risk, including compliance with 
the Mental Capacity Act (MCA) 2005 and Deprivation of Liberty Safeguards 
(DoLS). 
 

4.5 STCCG has a statutory responsibility under the Modern Slavery Act 2015 to 
provide a statement on modern slavery and human trafficking, and also to 
report annually on the steps that they have taken during the financial year to 
ensure that slavery and human trafficking are not taking place in their own 
business or in their supply chains. 

 
5. Local Context - STCCG Governance Arrangements 
 
5.1 Within STCCG the Executive Lead for Safeguarding is the Director of Nursing 

Quality and Patient Safety who reports directly to the Board and Governing 
Body on all safeguarding issues. 
 

5.2 The Head of Safeguarding attends the Quality and Patient Safety Committee to 
report on safeguarding activity and issues. 
 

5.3 The Safeguarding Team provide an annual report of the work undertaken, 
which is shared at the relevant Boards both within STCCG and Safeguarding 
Boards. 
 

5.4 A Safeguarding Assurance group is held every six weeks and is chaired by the 
Head of Safeguarding and/or Designated Nurse for Safeguarding Adults. The 
Group holds providers to account and seeks assurance for safeguarding activity 
undertaken within their organisation which includes monitoring of action plans 
for Serious Case Reviews. Each Provider produces a dashboard report of 
safeguarding activity for each quarter which is considered and robustly 
challenged.  
 

5.5 The Head of Safeguarding attends the Provider Quality Review Groups with 
safeguarding as a standing agenda item. 
 

5.6 The Director of Nursing and the Head of Safeguarding are members of both the 
Safeguarding Children and Safeguarding Adult Boards. The Designated Adult 

                                                           
8 Promoting the health and wellbeing of LAC 2015 
9 https://www.gov.uk/government/publications/working-together-to-safeguard-children--2  

https://www.gov.uk/government/uploads/system/uploads/attachment_data/file/413368/Promoting_the_health_and_well-being_of_looked-after_children.pdf
https://www.gov.uk/government/publications/working-together-to-safeguard-children--2
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Lead is also a member of the Safeguarding Adult Board. The Head of 
Safeguarding is a member of the Community Safety Partnership Board (CSP). 
 

5.7 The Community Safety Partnership (CSP) is a statutory partnership established 
under Sections 5 and 6 of the Crime and Disorder Act 1998 (CDA)10 as 
amended by Sections 97 and 98 of the Police Reform Act 200211. The purpose 
of the CSP is to formulate and implement strategies to: 

 
• Reduce crime and disorder, including anti-social and other behavior 

adversely affecting communities in South Tyneside. 
• Combat the misuse of drugs, alcohol and other substances. 
• Reduce the fear of crime. 

 
5.8 To do this the CSP works in partnership with local agencies and organisations. 

 
5.9 The Head of Safeguarding and Designated Nurse for Safeguarding Adults 

actively participate in the majority of the sub groups aligned to both the Children 
and the Adult Boards. Both Nurses also take the lead and chair some of the 
prescribed sub groups. The Head of Safeguarding is also the Vice chair of both 
the statutory Boards. 
 

5.10 The North East NHS England Safeguarding Forum helps to provide 
leadership, accountability and assurance as outlined in ‘Safeguarding 
Vulnerable People in the NHS- Accountability and Assurance Framework’ 
(NHSE 2015)12. The network provides an opportunity for feedback from 
regional and national work streams, and also allows an opportunity for shared 
learning. STCCG safeguarding professionals attend the forum. 
 

5.11 The Head of Safeguarding chairs a regional Designated Nurse Meeting, is a 
member of the National Designated Network - which brings together the 
National Safeguarding Designated Doctors and Nurses, is the conduit for 
influencing Government policy and direction, and is also the regional health 
representative at the MAPPA Strategic Management Board.  
 

5.12 The Designated Nurse for Safeguarding Adults is a member of the National 
MCA forum and the NHSE regional MCA group. 
 

5.13  Whilst it is recognised that the work of the STSCB and STSAB have differing 
statutory requirements and focus, the interface cannot be disputed, and 
STCCG safeguarding professionals proactively promote work to strengthen this 
interface, and subsequent governance arrangements, both at multi agency and 
single agency forums. 
 

5.14 There is a considerable amount of multi-agency work undertaken by the 
Designated Nurses in order to strengthen the safeguarding arrangements within 

                                                           
10 http://www.legislation.gov.uk/ukpga/1998/37/contents  
11 https://www.legislation.gov.uk/ukpga/2002/30/contents  
12 https://www.england.nhs.uk/wp-content/uploads/2015/07/safeguarding-accountability-assurance-
framework.pdf  

http://www.legislation.gov.uk/ukpga/1998/37/contents
https://www.legislation.gov.uk/ukpga/2002/30/contents
https://www.england.nhs.uk/wp-content/uploads/2015/07/safeguarding-accountability-assurance-framework.pdf
https://www.england.nhs.uk/wp-content/uploads/2015/07/safeguarding-accountability-assurance-framework.pdf
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the Borough.  
 

5.15 STCCG has continued the financial contribution to the STSCB by providing an 
annual sum of £25k, which is toward the functioning of the Board.  
 

5.16 STCCG also contributes an annual sum of £25K to the work of the 
Safeguarding Adult Board. 

 6. Early Help and Safeguarding Children Activity 
 
Early Help 
 
6.1 As of March 31st 2018, 869 children were receiving early help at an increase 
from the previous quarter (805 at end QTR 3).  A summary of the age and gender 
profile of these children is displayed below. 
 

  
Summary by Age Number Percentage 

Aged 0-4 186 21.4% 
Aged 5-11 425 48.9% 
Aged 12 plus 258 29.7% 
Total 869   
  
     

Summary by Gender Number Percentage 
Male 524 60.3% 
Female 329 37.9% 
Unborn 1 0.1% 
Unknown 0 0.0% 
Not Recorded 15 1.7% 
Total 869   

 
6.2 A lead professional is the member of a ‘Team Around a Child and Family’ 
(TACF) with responsibility for co-ordinating the work of the team, acting as a single 
point of contact for the family and ensuring family members receive the support they 
need. 
 
6.3 The following table demonstrates the agency for the lead professional and the 
months in the role: 
 

Lead Professional Months Open Av. Months 
5 & Under Outreach  419 5.24 
Over 5 Outreach  329 1.58 
11 & Under Education 2801 10.37 
Over 11 Education 593 8.47 
Alt. Education 159 17.67 
SEN Education  0 0.00 
Health 1321 9.50 
Other 3 0.50 
Total Av. Months 5625 6.47 
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Referral Rate (Children’s Social Care) 
 
6.4 There were 8534 contacts between the 1st April 2017 to 31st March 2018, of 
which 1472 (17%) resulted in a referral, this is lower than the proportion in 2016/17 
of 17.7%. There were a lower number of contacts than in the same period in 
2016/17 (20% less) and a much lower level of contacts progressing to referral (22% 
less than in 2016/17).   
 
6.5 The greatest number of contacts and referrals were from the Police with 41% of 
all contacts, of which only 10% resulted in a referral (24% of all referrals).  
 
6.6 There has been a 19% decrease in the number of contacts received by the ISIT 
with 8534 received in 17-18, compared to 10664 in 16-17.     
 
6.7 The rate of referrals as at the end of March 2018 (at 498.8 per 10,000) is 21% 
lower than the 2016/17 rate (at 625.5 per 10,000) and is below the national rate 
(548.2), the rate of statistical neighbours (651.7) and the North East (599.6). The 
level of referrals is not available for 2014/15 as a result of implementation of the 
Liquid Logic system. 
 

 
*Current statistical neighbours are:  (North East) Gateshead, Hartlepool, Redcar 
and Cleveland, Sunderland and (North West) Halton, Knowsley, Liverpool, Salford, 
St. Helens, Tameside. 
 
Assessments 
 
6.8 Between April 1st and 31st March 2018 1563 single assessments were carried 
out.  The rate of Single Assessments was 529.6 per 10,000 children.  This is 
significantly lower than the rate at year end 2016/17 (657).  The rate is lower than 
statistical neighbours (610 in 2014/15), the North East (602.6) and England (515). 
The initial suggestions are that the reduction is linked to ISIT implementation, 
assessment is more targeted, with the right families being assessed due to the 
better screening offered by the service.  This would seem to be borne out by a 
continuing reduction in the proportion of assessments that result in no further action 
from 52% in 2016/17 to 34.8%. 
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Section 47 Enquires 
 
6.9 There have been 529 children subject to a Section 47 enquiry up to the end of 
March 2018. This equates to a rate of 179.3 per 10,000 population and represents a 
46.6% increase in s47s. This rate (179.3 per 10,000) is therefore higher than the 
rate in 2016/17 of 122.3 and in England (157.4) but is now slightly below the rate 
across statistical neighbours (187.1) and the North East (186.6).  
 

 
 
 
Initial Child Protection Conferences 
 
6.10 There were 304 children subject to an ICPC in between 1st April and the 31st 
March 2018. This equates to a rate of 104.8 per 10,000 children.  The initial major 
spike in ICPCs in Quarter 1 (an increase of over 50%) has subsided to more normal 
levels, closer to the statistical neighbours (96.7).   
 
However the end of year position is 32.6% higher than in 2016/17 when the rate 
was 79 and is currently much higher than the North East (91.1) and remains higher 
than the national rate (65.3).  
 
 



 

Page 12 of 40 
 

 
2011-12 2012-13 2013-14 2014-15 2015-16 2016-17 

South 
Tyneside 93.3 82.7 74.3 89.4 87.3 79 

Stat 
Neighbour 69.54 69.46 84.5 85.4 91.9 96.74 

North 
East 76.3 71.7 82 74.9 82.1 91.1 

England 49.6 52.7 56.8 61.6 62.6 65.3 

 
Child Protection Plans 
 
6.11 There were 225 children subject to a Child Protection Plan at the end of 
Quarter 4 2017/18, up from 174 at year end 2016/17. This equates to a rate of 76.2 
per 10,000 children in the borough which is higher than the rate at the end of 
2016/17 (58.6) and higher than the rates of statistical neighbours (67.7) but remains 
significantly higher than the rate in England at the end of 2016/17 (43.3). 
 
Reason for new CP plans 
 

Reason For Plan England 
2016/17 

South Tyneside 
2016/17 % 

QTR4 2017/18 
Children 

QTR4 
2017/18 % 

Neglect 48.1% 85% 188 83.6% 
Emotional Abuse 33.8% 9.8% 35 15.6% 
Physical Abuse 7.7% 5.2% 2 0.9% 
Sexual Abuse 4.4%       
Multiple 5.9%       
Grand Total 100% 100% 225 100% 

 
Missing, Sexually Exploited and Trafficked (MSET) 
 
6.12 There were 66 children and Young People screened for MSET and 18 children 
were discussed in relation to CSE at the Missing, Sexually Exploited and Trafficked 
(MSET) group between April 2017 and March 2018.  56 were female and 10 were 
male.  
 
6.13 The full age profile is shown below. 66 children were screened in 2017/18 a 
reduction of 22.3% compared to 2016/17 (85). The number of children screened 
(18) has increased slightly from 2016/17 (17). Of those discussed 17 were female 
with 55.6% being from South Shields.  The ages of children screened ranged from 
11-17 and 14 was the most common age.  
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7. Child Death Reviews 
 
7.1 The SCB is responsible for ensuring that a review of each child death, of a child 
normally resident in the area, is undertaken by the Child Death Overview Panel 
(CDOP). The CDOP’s footprint is across Gateshead, Sunderland and South 
Tyneside. Within South Tyneside a local panel reviews all the information from 
partners, and makes a determination as to whether there were modifiable factors.  
A rapid response meeting is called within 5 working days on all unexpected deaths 
of children other than neonates. 
 
7.2 During 2017/18 all of the child deaths reported in South Tyneside were 
reviewed in a timely manner at the local panel, however there were considerable 
difficulties in ensuring the reviews were then taken to CDOP.  This was due to a 
combination of factors such as lengthy delays in the coronial process, police 
investigations, lack of a child death review co-ordinator, and no cover arrangements 
for the Designated Doctor while away from work for several months.  
 
7.3 The local panel will focus on expediting the review of South Tyneside deaths in 
early 2018/19. 
  
8. Serious Case Reviews (SCR) 
 
8.1 The STCB is required to maintain a local learning and improvement framework 
which enables organisations to be clear about their responsibilities to learn from 
experience and improve services as a result. 
 
8.2 Some of these reviews are required under legislation - the Children Act 1989 
/2004. Regulation 5 of the Local safeguarding Children Boards regulations 2006 
sets out the functions. This includes the requirement to undertake reviews of 

Children Screened for 
MSET Proceeded to MSET 

Gender/Age Yes No Total 
Female 17 39 56 
Aged 11   1 1 
Aged 12   3 3 
Aged 13 2 5 7 
Aged 14 5 9 14 
Aged 15 2 14 16 
Aged 16 4 3 7 
Aged 17 4 4 8 
Male 1 9 10 
Aged 12   1 1 
Aged 13   2 2 
Aged 14   3 3 
Aged 16 1 1 2 
Aged 17   2 2 
Grand Total 18 48 66 
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serious cases, where lessons can be learned from cases where; 
 

• Abuse or neglect of a child is known or suspected; and 
• Either the child has died or has been seriously harmed or there is cause for 

concern as to the way in which partners worked together to safeguard. 
 

8.3 During 2017-18, 2 cases where brought to the attention of STSCB. Neither of 
these cases met the threshold for a SCR to be commissioned. 
 
8.4 A multi-agency learning event was held on one of the cases that involved two 
siblings as it was felt that there were key areas of learning to be highlighted. From 
this particular case the key learning themes shared with multi-agency partners 
included: 
 

• Reflective Supervision 
• Engagement of males, including the ‘hidden males’ 
• Terminology and language used across agencies with families 
• Legal thresholds and what they mean for families 

 
9. Working Together to Safeguard Children (WT 2015) 
 
9.1 A review of the statutory Guidance WT 2015 was commissioned by the 
Government in 2016. The author Alan Wood CBE set out in his report a new 
framework for improving the delivery of multi-agency arrangements to safeguard 
children. 
 
9.2 The Government’s response to the review endorsed the 34 recommendations to 
strengthen multiagency working and improve practice at local and national levels. 
The proposals included the development of a better coordinated, more consistent 
framework for protecting children led by three key partner agencies - Local 
Authorities, the Police and STCCG.  
 
9.3 The report proposes a new statutory framework which fundamentally reforms 
safeguarding children arrangements, transfers responsibility for the child death 
review process from the Department for Education to the Department for Health and 
proposes centralisation of the commissioning of some SCRs via an Independent 
National Panel and others at a local level. 
 
9.4 Within South Tyneside multi-agency partners of the Safeguarding Board have 
begun to consider the proposals and the implications for new ways of working. It 
has been agreed locally that the present stakeholders of the Board will remain the 
same. 
 
9.5 Further guidance is expected from Central Government in the summer of 2018. 
It is understood that there is likely to be a year’s transition for the tripartite 
arrangements. 
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10.  OFSTED Inspection 
 
10.1 In September 2017 the Head of Safeguarding was actively involved as a Chair 
of several sub groups and member of the LSCB Executive Board in the Ofsted 
inspection of services for children in need of help and protection, children looked 
after and care leavers.  
 
10.2 The findings from the review judged the LSCB to be good, citing several key 
areas of good practice. Examples included the multi-agency response to tackling 
child sexual exploitation, engagement with young people to raise issues of 
safeguarding and the Board’s responsiveness to issues that were current at the 
time e.g. online targeting of vulnerable children and adults. 
 
10.3 The Board was given two recommendations relating to the quality of 
performance data – improvement of the quality of data regarding missing children 
and strengthening the Board’s awareness of the circumstances of children and 
young people who are placed outside the borough in a care setting.  Both 
recommendations were acted upon swiftly. 
 
10.4 The Ofsted inspection had a positive outcome for Children and Families Social 
Care as services for children in South Tyneside were judged to be good. 
 
11. Looked After Children 
 
Introduction 
 
11.1 In response to statutory guidance Promoting the Health and Wellbeing of 
Looked After Children (LAC) 201513 this section provides an update on the delivery 
of services and the progress made in meeting the health needs of LAC in South 
Tyneside for 2017/2018; this section will summarise performance and risk and will 
highlight the key priorities for the coming year. 
 
11.2 Clinical Commissioning Groups (STCCGs) are the main commissioners of 
health services and should have appropriate arrangements in place to meet the 
physical and mental health needs of looked-after children (LAC)14. South Tyneside 
STCCG (STCCG) has arrangements in place for securing the expertise of 
designated professionals for LAC. The designated doctor and nurse LAC provide 
the equivalent of one day per week to STCCG. 
 
11.3 STCCG is responsible for commissioning services which meet the following 
requirements: 

• Health professionals contributing to the care planning cycle for LAC should 
have the appropriate skills and competences and receive continuing 
professional development. 

• Providers have arrangements in place for relevant training and clinical 
supervision of professionals contributing to the healthcare of LAC, including 

                                                           
13 Promoting the health and wellbeing of LAC 2015 
 
14 LAC Intercollegiate Guidance 2015 

https://www.gov.uk/government/uploads/system/uploads/attachment_data/file/413368/Promoting_the_health_and_well-being_of_looked-after_children.pdf
http://www.rcpch.ac.uk/system/files/protected/page/Looked%20After%20Children%202015_0.pdf
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those who are employed by the local authority. 
• Clinical governance and audit arrangements are in place to assure the 

quality of health services for LAC. 
 
11.4 The Designated Doctor for LAC provides leadership on all aspects of LAC 
provision to paediatric colleagues and to the Local Authority (LA) and the 
Safeguarding Children Board.   
 
11.5 The Designated Nurse for LAC is the identified Strategic Lead for LAC as set 
out in the Intercollegiate Guidance 2015. The Designated Nurse LAC undertakes 
the strategic monitoring of the LAC service; this includes ensuring the national 
performance indicators for LAC are reached, working closely with LA and education 
partners and attending the Multi Agency Looked After Partnership (MALAP). 
 
11.6 It is the responsibility of the provider organisations to ensure that professionals 
within the LAC health team co-ordinate and deliver services regarding LAC; 
promote good professional practice; provide advice and expertise to fellow 
professionals  within their organisation and also to the Local Authority and foster 
carers; act as a principal health contact for children’s social care; have up-to-date 
specialist knowledge in respect of LAC; provide LAC training within the organisation 
and to  social workers and foster carers; have audit arrangements in place and 
clinical supervision of professionals contributing to the health care of LAC. 
 
11.7 In accordance with statutory guidance the NHS provider will produce their own 
annual report in respect of LAC.  
 
11.8 Most children become looked after as a result of abuse and neglect.  Although 
they have many of the same issues as their peers, the extent of these is often 
greater because of their past experience. For example, almost half of children in 
care have a diagnosable mental health disorder and two-thirds have special 
educational needs. Delays in identifying and meeting their emotional well-being and 
mental health needs can have far reaching effects on all aspects of their lives, 
including their chances of reaching their potential and leading happy and healthy 
lives as adults.  
  
National Context 
 
11.9 At 31st March 2017 there were 72,670 Looked after Children in England 2017 
LAC 903 Annual Returns15, this equates to 62 children per 10,000 of the population, 
up from 60 children per 10,00 in the previous four years. This was an increase of 
3% compared to 31st March 2016.   
 
11.10 The number of children starting to be looked after in 2016-17 has also risen in 
recent years and has increased by 2% compared with the previous year. The 
number of children ceasing to be looked after in 2016-17 has fallen by 2% 
compared with the previous year.  The increase in looked after children reflects that 
more children started to be looked after in 2017 than ceased.  For the last two 
years, the changes seen in the characteristics of looked after children, those who 

                                                           
152017 LAC 903 Annual Returns 
 

file://DC-SYS-FIL-C010.systems.informatix.loc/Sund_Shared/Safeguarding/Annual%20Reports/2018/docs%20for%20report/SFR50_2017-Children_looked_after_in_England.pdf
file://DC-SYS-FIL-C010.systems.informatix.loc/Sund_Shared/Safeguarding/Annual%20Reports/2018/docs%20for%20report/SFR50_2017-Children_looked_after_in_England.pdf
file://DC-SYS-FIL-C010.systems.informatix.loc/Sund_Shared/Safeguarding/Annual%20Reports/2018/docs%20for%20report/SFR50_2017-Children_looked_after_in_England.pdf
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become looked after and care leavers are influenced by the unaccompanied 
asylum-seeking children cohort who tend to be non-white British, older children, 
with a main category of need of absent parenting. 
 
11.12 The number of looked after children ceasing to be looked after due to 
adoption increased between 2011 and 2015 from 3,100 to a peak of 5,360.  In 2016 
the number of adoptions fell for the first time since 2011, by 12% and in 2017 the 
number of children adopted has fallen again, by 8% to 4,350. 
 
11.13 The statistics for 2017/18 is due to be published in September 2018.    
 
Local Context 
 
11.14 At the end of March 2018 there were 318 looked after children in South 
Tyneside. This is an increase of 16% from 2016/17 (275).  

 
 
11.15 The graph below demonstrates that the rate of looked after children (107.8 
per 10,000 children) at the end of March 2018 has increased from 2016/17 (93) and 
is now higher than the average rate of the council’s nearest statistical neighbours 
(103 per 10,000 at 31st March 2017).  The rate is higher than that in the North East 
(92 per 10,000) and remains significantly higher than in England (62 per 10,000).   
 

 
11.16 The rising position as compared with year end represents a change in the 
generally reducing trend since 2012-13 should be seen in context with an ongoing 
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rising trend, nationally, regionally and among statistical neighbours and in the 
context of the rising levels of child protection.  
 
11.17 It needs to be considered that the reducing trend from 2013 to the end of 
QTR1 2017/18 has been greatly at odds with the sustained rising trend, nationally, 
regionally and among statistical neighbours and it is likely that the 2018 statistical 
neighbour rate will also show a rise when this is published. 
 
11.17 As shown below the rate of children becoming looked after (BLA) per 10,000 
children at 44 per 10,000 is in line with our statistical neighbours (45 per 10,000) 
having previously been lower. 
 

 
 
Profile of children currently looked after 2018 
 
11.19 The age profile of children looked after at the end of March 2018 is shown in 
the graph below. 
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11.20 The most common age group remains children aged 10-15, at 38.4%.  It is 
noticeable that there is a higher proportion of children aged 5-9 (20.8%) as 
compared with 17.5% (2016/17).  The local position is compared to the national and 
last year’s positions below.  
 

 
 
Ethnicity 
 
11.21 89% of children currently looked after are White British, this is in line with the 
position at the end of March 2017. The largest other ethnic group of looked after 
children remains Black / Black British: African, at 3.8%.   
The in care proportion of non-white children is higher than that across the overall 
school age population (93% White / 7% other ethnic group based on the latest 
published school census October 2016). 
 

Ethnicity Looked after Children % 
A1:White: British  283 89.0% 
D2: Black or Black British: African 12 3.8% 
C3: Asian or Asian British: Bangladeshi 7 2.2% 
E4: Information not yet obtained 4 1.3% 
B1: Mixed: White and Black Caribbean 3 0.9% 
Arabic or Middle Eastern Iranian 2 0.6% 
B2: Mixed: White and Black African 2 0.6% 
B3: Mixed: White and Asian 2 0.6% 
B4: Mixed: Any other Mixed Background 1 0.3% 
Arabic or Middle Eastern Arab 1 0.3% 
D3: Black or Black British: Any Other 
Black 1 0.3% 
Grand Total 318 100% 

 
Legal Status 
 
11.22 76.1% of children are on a Full or interim Care Order, 50 (19.9%) are on 
voluntary Section 20, the last time the rate of LAC was this high (March 2015), there 
was 90 / 30% on S20.  Virtually all s20s are in a court process (but there are large 
delays in the courts which are delaying orders being granted). 
 
 



 

Page 20 of 40 
 

Legal Status  
Number % 

LAC: C2 - Full care order 175 55.0% 
LAC: C1 - Interim care order 67 21.1% 
LAC: V2 - Accommodated for a single period under section 
20 60 18.9% 
LAC: E1 - Placement Order Granted 12 3.8% 
Contact Order - S34(4) CA 1989 2 0.6% 
Interim Supervision Order S38 CA 1989 - Sch.3 Para.2 1 0.3% 
LAC: L1 - Under police protection in LA accommodation. 1 0.3% 
Grand Total 318 100.0% 

 
Children starting to be Looked After 
 
11.23 130 children have become looked after up to 31st March 2018 (1 child 
became looked after twice within the year). This is significantly higher than in 
2016/17 when 114 children became looked after, an increase of 14%. 
 
LAC key achievements since 2017/18 report 
 

• An effective system has been maintained and flowcharts developed to 
ensure STCCG continues to receive payments for health assessments for 
non-South Tyneside LAC placed in South Tyneside. 

 
• The designated nurse LAC along with the head of safeguarding met regularly 

with public health leads and children’s commissioner to clarify arrangements 
in respect of the 0-19 years specification and the role of the health visitors 
and school nurses in undertaking RHAs. 

 
• The designated nurse LAC attended the Rapid Process Improvement 

Workshop (RPIW) event which was led by STCCG and LA children’s 
commissioner to review services in order to improve outcomes and to 
improve service provision for LAC. 

 
• The designated nurse LAC undertook a benchmarking exercise across the 

north east to compare the role of the designated nurse LAC in South 
Tyneside STCCG with that of colleagues across the region.   The exercise 
identified that the core business of the role as set out in statutory guidance is 
being achieved. 

 
• The designated nurse LAC met with the Associate Director of Nursing for the 

Neurological Services and Specialist Mental Health Services and the 
Community Services Manager for CYPS at NTW.  Following the meeting it 
was agreed that NTW would attend Corporate Parenting Committee to 
present the LAC CYPS data.  

 
• The LAC team within South Tyneside NHS Foundation Trust is undertaking 

audits of IHAS and RHAs as part of their internal audit cycle.  Assurance is 
then provided at STCCG Designated and Named Assurance Group 
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Health Assessment Compliance Data 
 
11.24 Local authorities are responsible for making sure a medical health 
assessment of physical, emotional and mental health needs is carried out for every 
child they look after.  Initial health assessments (IHAs) must happen within 20 days 
of the child starting to be looked after and are undertaken by the named doctor LAC 
within ST NHSFT 
 
11.25 The Review Health Assessment (RHA) must happen at least every six 
months before a child’s fifth birthday and at least once every 12 months after the 
child’s fifth birthday. For children under the age of four years RHAs are undertaken 
by health visitors and those over the age of four years by school nurses; the 
NHSSTFT named nurse LAC coordinates the health assessments undertaken by 
the health visitors and school nurses. The named nurse LAC completes RHAs of 
children and young people living in residential homes, children and young people 
with complex needs, children and young people living within 20 miles of the local 
authority and hard to reach young people.  
 
11.27 For those children and young people placed at a greater distance of 20 miles 
from the local authority boundary, as the responsible commissioner it is the 
responsibility of South Tyneside STCCG  for commissioning the child’s statutory 
health assessments in the area where the child or young person has been placed. 
This is set out in statutory guidance.  
 
Figure 1 

 South Tyneside Looked After Children (local and 
external) health assessments in timescales 2017 -18 

Q1 Q2 Q3 Q4 

Initial health Assessments 58% 92% 53% 82% 
Review Health assessments 100% 92% 98% 94% 

 
11.28 Figure 1 demonstrates the compliance for timescales for health assessments 
during 2017/18 
 
11.29 As highlighted in figure 1 there has been some variation with compliance for 
Initial Health assessments (IHAs) during the year.  
An IHA cannot be undertaken until the parent has signed the consent. Consent for 
IHAs is a regular agenda item at the Multi-agency Looked After Partnership 
(MALAP) Board as are late notifications of children who become looked after. A 
more robust escalation process is now in place to ensure the NHS Provider LAC 
team receives notifications and consents in a timely manner.  
 
11.30 Compliance for RHAs has remained consistently high during the year.   
Reasons for non-compliance for health assessments within statutory timescales 
include: 
 

• Children’s services not obtaining parental consent 
• Delay in children’s services notifying the health team that a child has become 

looked after 
• Children who are placed out of the local authority area not being seen in 

timescales by the LAC health team from the receiving trust 
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11.31 Of those 197 children who had been in care for 12 months at the end of 
March 2018 figure 2 below demonstrates compliance with immunisations and dental 
check data for the period from 1st April 2017 to 31st March 2018– this is a national 
measure. 
 
Figure 2 

Number of LAC 197 

Number of  Immunisations up to date 
No. 187 
% 95% 

Number of Dental Checks Up to date 
No. 171 
% 87% 

 
11.32 Compliance with immunisations was above the national average of 85.8% 
Compliance with dental checks was just below the national average of 87.8% 
 
11.33 A regular challenge to the NHS Provider trust is to maintain a health profile 
for the LAC population that clearly considers a more robust approach to the health 
needs on such aspects as mental and sexual health, obesity and substance 
misuse. 

 
NHS Accountability and Governance 
 
11.34 Health services for LAC are monitored through the Quality, Patient Safety 
Committee (QPSC) and quarterly via dashboard reporting at the Designated and 
Named Safeguarding Assurance Group. 
 
11.35 STCCG has received assurances via the Designated and Named 
Safeguarding Assurance Group that the LAC team at South Tyneside NHS 
Foundation Trust has a robust system in place for quality assuring the timeliness 
and content of the RHAs’ is outcome focused. 
 
NHS Provider Services for LAC 
 
11.36 LAC health services are provided by South Tyneside Foundation Trust (ST 
NHS FT) The named nurse LAC is employed by STNHSFT; she coordinates the 
LAC RHAs and audit activity within the provider service. The LAC Named Nurse 
within ST NHS FT provides a section on in the annual report.  
 
Multi-agency Accountability and Governance 
 
11.37 Accountability for the services provided from both the Local Authority and 
STCCG and NHS providers is directed through MALAP.  MALAP provides multi-
agency strategic direction to improve the outcomes for LAC. The Designated Nurse 
LAC attends the MALAP and in her absence the designated doctor deputises. 
MALAP reports to the Corporate Parenting Committee and the Children and 
Families Board. 
 
11.38 The designated doctor for LAC is a member of the Corporate Parenting 
Committee and the designated nurse LAC deputises.  The Corporate Parenting 
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Committee ensures that South Tyneside Council fulfils its corporate parenting 
responsibilities and monitors performance in terms of improving outcomes for LAC 
and care leavers. 
 
11.39 A representative from North Tyne and Wear NHS Foundation Trust (NTW) 
has been invited and is now a member of the Corporate Parenting Committee.  
 
11.40 The Designated Nurse LAC is a member of STCCG/LA Child and Adolescent 
Mental Health Services (CAMHS) Transformation Strategy Group.  The purpose of 
the group is to monitor progress and provide assurance to the delivery of the local 
transformation plan.   
 
11.41 The key priorities which the group is responsible for are: 

• Resilience, prevention and early intervention for the mental wellbeing of 
children and young people 

• Improving access to effective support 
• Caring for the most vulnerable 
• To be accountable and transparent 
• Develop the workforce 
• Make change happen 

 
11.42 The first phase of the RPIW event was held in January to review the delivery 
of services to LAC with a view to improving the multi-agency offer in South 
Tyneside; this will be progressed further during 2018/19. 
 
National Drivers 
 
11.43 The NHS England (NHSE) National Steering Group Looked After Children 
Forum produced a ‘Guide to Meeting the Statutory Health Needs of Looked After 
Children through a Standard Approach to Commissioning and Service Delivery’.16  
The purpose of the guide was to reduce the unwarranted variation in the health 
delivery and commissioning arrangements.  
 
11.44 The primary areas of unwarranted variation are:  
 

• Access to timely and quality health services regardless of where LAC are 
placed in the United Kingdom 

 
• The health commissioning pathways to meet the statutory duties for all LAC 

are not fully understood and are complex particularly impacting on children 
placed out of area, unaccompanied asylum seeking children (UASC) and 
children on remand 

 
11.45 The designated nurse used the guidance to undertake a benchmarking 
exercise against STCCG specific appendices relating to service specifications, job 
descriptions and best practice guidance. The benchmarking will be used to develop 
a work programme for 2018/19. 
 

                                                           
16 https://www.england.nhs.uk/wp-content/uploads/2014/05/who-pays.pdf  

https://www.england.nhs.uk/wp-content/uploads/2014/05/who-pays.pdf
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11.46 The designated nurse LAC undertook a gap analysis exercise against the 
NHSE Benchmarking Tool and the role of the designated nurses LAC across the 
region.  The purpose of the exercise was to establish if the statutory functions were 
being met in South Tyneside STCCG.  
 
11.47 The exercise identified that the designated nurse LAC is meeting the core 
statutory requirements of the role however due to time constraints there isn’t 
capacity to further develop the role.  
 
Key Risk Identified in 2017/18 
 
Risk 
11.48 Compliance with initial health assessments being held within timescales has 
fluctuated during the year and has remained much lower than the expected target of 
100%. 
 
Mitigating actions 
11.49 When a child becomes looked after (BLA)  by the Local Authority, consent is 
required from the person with parental responsibility in order for the IHA to be 
undertaken and completed within 20 working days; without consent the health 
assessment cannot take place. A robust escalation process is now in place within 
the NHS provider team to address late notifications and lack of consent with the 
Local Authority for children who have BLA. This remains an on-going issue and 
continues to be addressed within MALAP.  
 
Risk 
11.50 Due to capacity issues identified by the designated doctor LAC, quality 
assurance processes are not in place for the auditing of IHAs undertaken by 
Named Doctor LAC. 
  
Mitigating actions 
11.51 South Tyneside NHS FT has taken responsibility for the auditing of IHAs 
Challenges during 2017/18 
The designated nurse LAC role is under resourced and as such presents its own 
challenges.  However a benchmarking exercise which was undertaken by the 
designated nurse LAC to compare the role in South Tyneside with colleagues 
across the north east region identified that the role in STCCG is meeting the core 
statutory requirements. 
Whilst the designated doctor LAC was off long term, the designated nurse has 
attended the Corporate Parenting Committee and taken through any identified 
actions. 
 
Priorities for LAC 2018/19 
 

• To remain involved with the second phase of the RPIW in order to improve 
the service offer and outcomes for LAC. 
 

• Reporting of IHA audits to be strengthened to ensure Designated nurse 
receives copies of all audit reports. 

 



 

Page 25 of 40 
 

• To work closely with the NHSFT LAC Nurse to ensure health outcomes for 
the children and young people are robustly identified, monitored and 
achieved. 

 
Conclusion 
 
11.52 Due to the risks which have been identified within the LAC Service mitigating 
actions are in place to reduce risk across the identified areas. One of the main 
challenges for the coming year will be to ensure that the position of designated 
nurse LAC role is appointed to, to ensure STCCG meets its statutory requirements. 

 
12. Safeguarding Adults 
 
12.1 The Care Act 2014 and accompanying Care and Support Statutory Guidance 
201417 sets out the statutory responsibilities for all agencies to prevent and respond 
to concerns of abuse and neglect of adults.  
 
12.2 The Act requires that each local authority must: 
 

• Make enquiries (under Sec 42), or cause others to do so, if it believes an 
adult is experiencing, or is at risk of, abuse or neglect. 

• Establish a Safeguarding Adults Board (SAB) with core membership from the 
NHS (specifically STCCG) and the police.  

• Arrange, where appropriate, for an independent advocate to represent and 
support an adult who is the subject of a safeguarding enquiry or 
Safeguarding Adult Review (SAR) where the adult has ‘substantial difficulty’ 
in being involved in the process and where there is no other suitable person 
to represent and support them.  

• Co-operate with each of its relevant partners in order to protect the adult. In 
their turn each relevant partner must also co-operate with the local authority. 
 

12.3 The Care Act 2014 sets out five aims of co-operation between partners which 
are relevant to care and support, although it should be noted that the purposes of 
co-operation are not limited to these matters. The five aims include:  
 

• Promoting the wellbeing of adults needing care and support and of carers; 
• Improving the quality of care and support for adults and support for carers, 

ensuring this is person- led and outcome-focused;  
• Smoothing the transition from children’s to adults’ services;  
• Protecting adults with care and support needs who are currently 

experiencing or at risk of abuse or neglect and  
• Identifying lessons to be learned from cases where adults with needs for 

care and support have experienced serious abuse or neglect.  
 

12.4 SABs should assure themselves that the Board has the involvement of all 
partners necessary to effectively carry out its duties. Additionally, there may also be 
effective links that can be made with related partnerships and neighbouring Local 

                                                           
17 https://www.gov.uk/government/publications/care-act-statutory-guidance/care-and-support-statutory-
guidance  

https://www.gov.uk/government/publications/care-act-statutory-guidance/care-and-support-statutory-guidance
https://www.gov.uk/government/publications/care-act-statutory-guidance/care-and-support-statutory-guidance
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Authorities to maximise impact and minimise duplication.  
 
12.5 There are common goals between the work of many of these bodies, 
particularly when looking at a broader family agenda as well as opportunities for 
efficiencies. The South Tyneside SCB and SAB have a joint business manager in 
post which supports in taking forward this work and the think family agenda. 
 

 
 
Partnership Work  
 
12.5 Progress has continued over the year on the embedding of the Safeguarding 
Adult duties, within the Care Act 2014, across the partnership. STCCG has 
engaged with the Local Authority to support the safeguarding agenda during 
changes to their contact and referral process, the launching of the Three 
Conversations Model18 and Lets Talk Service as a single point of contact for all 
concerns.   
 
12.7 This change to the route of contact for safeguarding concerns has required 
revision of local policy and training materials across the SAB and its partner 
organisations.  
 
12.8 The focus around the requirements of Making Safeguarding Personal (MSP)19 
with greater emphasis on individual wishes and consent continues to be reinforced 
in practice and is core to the Three Conversations Model.  
 
12.9 MSP aims to develop a person centered focus to safeguarding work, and a 
range of responses to support people to improve or resolve their circumstances. It is 
about engaging with people about the outcomes they want at the beginning and 
middle of working with them, and then ascertaining the extent to which those 
outcomes were realised at the end. 
 
12.10 MPS begins with the practitioner and the individual at the point of a 
safeguarding concern being recognised and alerted to. The duty of the practitioner to 

                                                           
18 http://partners4change.co.uk/  
19 https://www.local.gov.uk/our-support/our-improvement-offer/care-and-health-improvement/making-
safeguarding-personal  

http://partners4change.co.uk/
https://www.local.gov.uk/our-support/our-improvement-offer/care-and-health-improvement/making-safeguarding-personal
https://www.local.gov.uk/our-support/our-improvement-offer/care-and-health-improvement/making-safeguarding-personal
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explore consent, including issues where there may be a concern regarding lack of 
capacity, and the individual’s wishes regarding referral to the Lets Talk team are 
important to capture with in the record.   
 
12.11 The GP leads and Designated Nurses within STCCG have work together on 
the development of a safeguarding templated in EMIS to support in the recording of 
safeguarding adult activity which includes record of consent, best interests, public 
interests disclosure and making safeguarding personal. 
 
12.12 Last year ADASS commissioned a ‘temperature check’20 to assess the 
progress of MSP in local areas, as well as to help and encourage people to embed it 
within their authorities and with their boards and partners. The feedback from South 
Tyneside’s temperature check continues to inform the MSP work going forward.  
 
Multi Agency Safeguarding Response (MASR) 
 
12.13 In 17/18 SAB partners agreed in principle to explore integrated ways of 
working in response to the Lets Talk contacts where an individual may be at risk.  
Learning from the children’s Integrated Safeguarding Intervention Team (ISIT) and 
other national safeguarding hub models, two partner workshops have been delivered 
to consider the options within a MASR. 
 
12.14 To meet the broader preventative elements of the Care Act 2014, the scope of 
the workshops took in the response to concerns regarding individuals whose 
presenting concerns are out-with safeguarding thresholds of Sec 42 enquiry as well 
as multi-disciplinary decision making on those that do. 
 
12.15 The MASR model aims to provide a different way of working with a 
preventative and proactive response to all contacts including the needs of those who 
may present with engagement challenges or repeated use of services. The hybrid 
model option of part co-location part virtual or linked-in was accepted by the SAB as 
the most practicable starting point. 
 
12.16 The detail of roles and working practices of each partner are still to be 
developed over the coming year 18/19 with a number of partners including housing 
and probation considering resources to enable some co-location of the team 
currently at the Town Hall. The Police resource is committed as part of the ISIT team 
and would provide input across the MASR. 
 
12.17 A particular challenge is the role of the health within a co-located model. 
Whilst supportive of exploring the model, both Foundation Trusts are able to flex 
current resources and offer virtual advice, navigation, and signposting, but are 
unable to reconfigure any resources away from core Trust business delivery to 
provide a role co-located into the MASR team.   
 
12.18 The SAB challenge to the initiative is to have ‘health’ input working in to the 
team that is integral to the development of the MASR project. With the diversity of 
health expertise being considerable, the development of a team and operational 

                                                           
20 https://www.adass.org.uk/making-safeguarding-personal-temperature-check-2016/  

https://www.adass.org.uk/making-safeguarding-personal-temperature-check-2016/
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criteria is still evolving with conversations on generic functions of social care and 
health involvement to be continued over the forthcoming year.  
 
13. Safeguarding Adults Activity 
 
13.1 The Safeguarding Adults Collection (SAC) is derived from the LA records of 
contacts recorded into liquid logic. It details the safeguarding activity for adults and 
includes demographic information about the adults at risk, as well as details of the 
incidents that have been alleged. 
 
13.2 A performance report on this activity is provided quarterly and annually by the 
Performance Monitoring and Evaluation (PME) sub group to the Executive 
Management sub group of the SAB. This then informs the SAB annual report of the 
themes and priorities for the coming year. The Designated Nurse for Safeguarding 
Adults from STCCG is chair of the PME.  
 
13.3 Considerable work has been done over the past year to enhance the SAB 
annual performance report and enable partners to give comparative analysis and 
scrutiny to South Tyneside data. MPS is now reflected within the performance 
report and supports the challenge to partners regarding what the data tell us about 
abuse in South Tyneside and how can change be affected for positive outcomes for 
individuals.  
 
13.4 The following summarises the safeguarding adult activity over the year, the full 
SAB performance report is available on request. 
 
Safeguarding Concerns 
 
13.5 There were 714 Adult Safeguarding Concerns recorded during 2017/18 and 
282 Sec42 enquiries completed within 2017/18.  A small number of the cases 
overlap from each year.  The figures show the increase in activity following the Care 
Act in 2015 and the subsequent drop in numbers this year following review of how 
the data is counted.  
 

 
 
 
13.6 South Tyneside reported lower numbers of concerns and sec42 enquiries 
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compared to the 2016/17 national average of 565 Concerns per 100,000 adult 
population and 275 s42 enquiries. 

 
 
 
 
 
 
 
 
 
 
 
 
 

 
13.7 Concerns raised by the police accounted for 8.7% (62) of Safeguarding 
Concerns reported and those from the Ambulance Service accounted for 5.3% (38). 
The Local Authority continues to receive a large number of referrals from 
Northumbria Police (289) and North East Ambulance Service (189) which do not 
meet the criteria for an adult at risk. Work with Northumbria Police has commenced 
in an attempt to mitigate this and is similarly anticipated with North East Ambulance 
Service. 
 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 
13.8 It is recognised that now partners own internal data is being shared; 
differences between their data regarding numbers reported as contacts or concerns 
and that recorded on ASC liquid logic are evident. This recognition has enabled 
scrutiny on certain themes, such as domestic abuse recording, which will inform 
training and quality. 
 
Demographics and characteristics of individuals involved in s42 enquiries 
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13.9 In 2017/18, as seen in 2016/17, more females than males were involved in 
safeguarding enquiries. This is also evident across the North East and England in 
slightly smaller proportions than South Tyneside. The 2016 Adult Population 
estimate denotes a gender ratio in South Tyneside of 48% males to 52% females. 
 
 
 
 
 
 
 
 
Primary Support Reason 
 
13.10 Largely, support reasons of the individuals concerned in s42 enquiries did not 
change from the previous year. Physical support remains the highest support 
reason of individuals involved in s42 enquiries.  
 
13.11 2017/18 did see a higher proportion of individuals involved in enquiries who 
were receiving Mental Health or Learning Disability Support. It is anticipated that 
these numbers will continue to rise through the prevention agenda and awareness 
rising across the partnership. 
 
13.12 Two individuals were recorded as having Autism (excluding Asperger’s 
Syndrome/High Functioning Autism).  
 

 
 
13.13 South Tyneside is above both the North East and National averages in 
relation to the proportion of individuals involved in s42s who had a primary support 
reason of Physical Support. There was more alignment with North East and 
National averages in relation to individuals receiving Mental Health and Learning 
Disability support. Physical support is all encompassing with limited detail.  It is 
anticipated going forward that a breakdown of physical support will provide further 
details as to the individuals needs allowing for further analysis.  
 
 
 
 
Ethnicity 

Physical Support Sensory Support

Support with 
Memory & 
Cognition

Learning 
Disability 
Support

Mental Health 
Support Social Support

No Support 
Reason Not Known

South Tyneside 2016/17 45.2% 0.7% 6.1% 10.3% 7.1% 4.2% 0.0% 17.6%
South Tyneside 2017/18 47.5% 1.4% 10.6% 14.5% 9.9% 5.3% 10.6% 0.0%
North East 2016/17 35.80% 0.71% 14.45% 14.94% 13.15% 4.02% 8.53% 8.42%
England 2016/17 41.61% 1.22% 9.57% 13.36% 11.85% 3.85% 13.24% 5.31%

Male Female
South Tyneside 2016/17 39.81% 60.19%

South Tyneside 2017/18 38.30% 61.70%

North East 2016/17 42.40% 57.60%
England 2016/17 41.72% 57.63%
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13.14 The majority (94%) of those involved in s42 enquiries were recorded as white 
British. 4% of the individuals involved in s42 enquiries had no recorded ethnicity or 
their ethnicity was undeclared. Asian and Asian British individuals made up 1% of 
s42 enquiries with mixed/multiple ethnicity accounting for 0.35%. This was a similar 
picture to last year.  
 
13.15 In the 2011 Census South Tyneside was reported to have a population made  
up of 95% white British, with Asian and Asian British making up 2.2% of the 
population. Mixed/multiple ethnic groups made up 0.9% of the 2011 Census 
population count. 
 
Abuse Types  
 
13.16 In 2017/18, 421 abuse types were recorded against 282 enquiries (more than 
one type of abuse can be recorded against an enquiry. Neglect and Acts of 
omission was the most commonly recorded abuse type representing 31.59% (133). 
Further training and support is to be provided to social care staff in the recording of 
types of abuse.  Previous advice from NHS Digital was to record all relevant types 
of abuse with one individual, i.e. domestic abuse recorded as physical, 
psychological and sexual as one entry. This process does not provide an accurate 
or clear picture therefore going forward improvements will be investigated in relation 
to data recording. 
 

 
13.17 A significant change was seen in the increase in reports of Organisational 
Abuse this year compared with last year. This area is to be considered in more 
detail to gain a better understanding of the reasons for any trend. 
 
13.18 The following graph shows the counts of abuse types compared with the 
regional average in 2016/17:
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13.19 To note the large difference in section 42 enquiries for self-neglect in South 
Tyneside to that of the North East region. In March 2016 a revision of Chapter 14 of 
the Care Act was made.  This revision stated that not all self-neglect cases would 
require a section 42 enquiry.  This therefore allowed for Local Authorities to 
determine their own thresholds for Section 42 enquiries in self-neglect cases. 
 
13.20 South Tyneside request that partners work with the person who self-neglects 
via a service user journey, which forms part of the self-neglect toolkit. Undertaking 
the service user journey with the person themselves is a preventative measure 
reducing the likelihood of the case reaching the threshold for formal safeguarding 
enquiries.   
 
13.21 There is a significant difference in sexual abuse section 42 enquiries in South 
Tyneside to that of the North East region.  The North East region, in particular 
Newcastle Local Authority, have had publicised large scale sexual exploitation 
operations which may go some way to explain the disparity. 
 
Location 
 
13.22 52% (144) of abuse has been reported to have taken place in the victim’s 
own home, a similar picture to last year where 51.8% of abuse was reported in the 
home. 
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Managing the Risk 
 
13.23 Performance related to managing the risk to individuals involved in enquiries 
has dipped in 2017/18 with 10.4% of cases stating that the risk has remained 
compared to 16/17. As the MSP agenda is continuously being embedded, the risk 
perceived by the individual at risk may differ to that of a professional, as 
safeguarding is person led there will always be cases where the person refuses to 
be involved and an acknowledgment made that not all risks can be eliminated.  
 
13.24 Despite this, removing the risk overall has improved from 44.31% in 2016/17 
to 46.3% in 2017/18. 
 

 
 
 
 
 
 
 
 
 
 
 
 

 
Making Safeguarding Personal 
 
13.25 Overall, in 2017/18 72% of those who were involved in a s42 were asked 
about the outcomes they wished to see and expressed those. The collection of this 
data electronically is limited. These numbers may increase if a manual trawl of free 
text is undertaken. 
 
13.26 It should be noted that the Making Safeguarding Personal data was 
introduced 6 months into the previous financial year and therefore the data provided 
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does not represent a full year’s worth of information.  
 
Mental Capacity 
 
 
 
 
 
 
 
 
 
 
 
 
 
13.27 There have been more s42 enquiries involving people who lacked mental 
capacity in 2017/18.  Of the 104 victims lacking capacity 101 (97.1%) were 
supported by an advocate, the same proportion as the previous year. Future reports 
will provide information on types of advocacy enabling analysis of what paid 
advocacy is required.  
 
Summary 
 
13.28 Significant work has been achieved by the partnership in progressing the 
performance information collected and what this means to Safeguarding Adults at 
risk in South Tyneside. Learning from the LSCB performance report has supported 
the presentation of this year’s report with the inclusion of statistical neighbours and 
national and local averages to bench mark against. 
 
13.29 The inclusion of key partner agency data has identified difference in data 
recording and enabled increased scrutiny on the reasons surrounding this. This has 
led to outcomes of a review of liquid logic recording fields and update training for 
practitioners. 
 
13.30 Improved data has allowed the PME members to analyse areas of increased 
concern to focus on, which may include raising additional questions where the data 
provides an indication but requires additional work to verify the reasons. 
  
• Targeted information to carers and older women and those with physical 

support needs in their own homes. 
• Engagement with organisations that have a high contact rate but lower % of 

progressing to concerns ( such as NEAS and Police) 
• Engagement with organisations that have a low contact rate to review if this 

represents a training need (such as private land lords, probation, fire service, 
GP) 

• Explore BEM data and Learning Disability contact data.  
• Explore with joint commissioning the increase in organisational abuse and the 

prevalence year on year of neglect and acts of omission within a person’s own 
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home. 
• Levels of sexual abuse and self-neglect are low when benchmarked against 

North East average, however self-neglect has featured in a number of 
previous years SARs. 

• Consider the interface between MSP and managing the risk outcomes and 
what this may be highlighting. 

 
14.  Safeguarding Adult Reviews (SAR) 
 
14.1 SABs must arrange a SAR when: 
 

• An adult at risk dies (including death by suicide) and abuse or neglect is 
known or suspected to be a factor in their death; or  

 
• An adult has sustained a potentially life threatening injury through abuse, 

neglect, serious sexual abuse or sustained serious and permanent 
impairment of health or development through abuse or neglect; and one of 
the following:  

 
• Where procedures may have failed and the case gives rise to serious 

concerns about the way in which local professionals and/or services worked 
together to safeguard adults at risk;  

 
• Serious or apparently systematic abuse that takes place in an institution or 

when multiple abusers are involved. Such reviews are likely to be more 
complex, on a larger scale and may require more time;  

 
• Where circumstances give rise to serious public concern or adverse media 

interest in relation to an adult/adults at risk.  
 
14.2 There were no Safeguarding Adult Reviews in 2017/18, however there were 
four cases presented to the Learning and Improvement sub group for consideration 
for a SAR. It was felt that the cases did not fully meet the SAR criteria however 
multi-agency learning reviews were agreed for two of the cases. One of which was 
in the reporting cycle for 2017-18 whilst the second meets the reporting cycle for 
2018-19.   
 
14.3 The first multi-agency learning event highlighted the need to strengthen the 
link between children and adults social care in the context of sharing information in 
a ‘Think Family’ way. The impact of the learning from this event has influenced the 
multi-agency training programme. 
 
14.4 A learning event is planned for the second case that highlight the need to 
develop ways of working across local authority boundaries to maintain support and 
contact for transient homeless individuals who are considered adults at risk. 
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15.  Domestic Abuse 
 

15.1 Discussions on issues of domestic abuse have formed a regular part of the 
GP leads peer support. Domestic abuse will form part of heath pathways links and 
is included within EMIS safeguarding templates. 

15.2 The DNSA has supported in the progress of a domestic abuse health 
advocate post working into STNHSFT. The post, funded by Northumbria Police and 
Crime Commissioner and in partnership with IMPACT family services and the 
Community Safety Partnership, provides a domestic abuse health advocate in to 
urgent and emergency care and maternity services within the Trust. 

16.  Domestic Homicide Reviews (DHRs)  
 
16.1 The Domestic Homicide review process is issued as statutory guidance under 
section 9(3) of the Domestic Violence, Crime and Victims Act (2004)21. The act 
states: ‘Domestic homicide review means a review of the circumstances in which 
the death of a person aged 16 or over has, or appears to have, resulted from 
violence, abuse or neglect by’—  
 

• a person to whom he was related or with whom he was or had been in an 
intimate personal relationship, or 

• is a member of the same household as himself, held with a view to 
identifying the lessons to be learnt from the death. 

 
16.2 There have been no DHRs undertaken in 2017/18 

 
17.  Safeguarding in Care Home Establishments & Domiciliary Care 
 
17.1 STCCG Head of Quality & Patient Safety and the Designated Nurse 

Safeguarding Adults are active members of the Provider Intelligence meetings 
held on a monthly basis with Joint Commissioning, the Local Authority 
safeguarding and the CQC.  
 

17.2 These  act as a way to triangulate all intelligence (soft and hard) received 
from all, to identify opportunities for early intervention to prevent risk of harm to 
service users of residential / nursing establishments and domiciliary care in 
South Tyneside.  

 
17.3 A significant aspect of STCCG Safeguarding workload relates to partnership 

work with the Joint Commissioning team when there are safeguarding concerns 
regarding a provider establishment. The provider concerns process within the 
SAB multi-agency policy allows safeguarding issues to be considered at a 
senior level and appropriate action taken, to ensure safe and effective services 
are commissioned.  
 

17.4 There were 5 providers in Serious Provider Concerns procedures during 

                                                           
21 http://www.legislation.gov.uk/ukpga/2004/28/contents  

http://www.legislation.gov.uk/ukpga/2004/28/contents
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17/18. This is cumulative as a number of providers started in procedures in the 
preceding year. The average number of weeks was taken as a total number of 
weeks for each provider for the duration of the Serious Concerns period were 
45.4. All providers in procedures were residential care and/or nursing homes. 
 

17.5 Going forward the Joint Commissioning Quality Officers will summarise in 
quarterly returns the view of how well providers “Make Safeguarding Personal”. 
This will be a qualitative analysis and statement outlining findings from that 
quarter’s Quality Assurance visits.  

 
18.  PREVENT (CONTEST - counter terrorism strategy) 
 
18.1 The Governments Counter-terrorism strategy CONTEST 201122 set out the 

threat the population face and the priorities. STCCG Head of Safeguarding is a 
member of the local CONTEST Strategic Board.  
 

18.2 As part of this strategy Health is involved in the fourth aspect of Prevent23, 
which looks at identifying and supporting individuals who may be vulnerable 
and at risk of radicalisation before they become radicalised. It is therefore linked 
to the safeguarding agenda and included in the Safeguarding Vulnerable 
People in the NHS – Accountability and Assurance Framework (NHS England 
June 2015). 
 

18.3 Following on from CONTEST, in April 2015, the Prevent Statutory Duty under 
Section 26 of the Counter-Terrorism and Security Act 201524  was made a 
statutory responsibility for the health sector. The Duty stated that the health 
sector needed to demonstrate “due regard to the need to prevent people from 
being drawn into terrorism”. 
 

18.4 Within health, NHS Trusts and Foundation Trusts are specifically mentioned 
in the Duty. However, Prevent is part of mainstream safeguarding and therefore 
all health staff must ensure vulnerable people are safeguarded.  
 

18.5 The NHS Standards Contract requires all NHS funded providers to 
demonstrate they comply with the requirements of the Prevent Duty. This 
includes ensuring that there is a named Prevent Lead and that there is access 
to quality training for staff in their organisation.  
 

18.6 Whilst the Statutory Duty conferred a training responsibility to health staff it 
did not go so far as to set out compliance detail. NHSE drafted guidance for 
STCCG Prevent responsibilities in 2015 and linked the training requirements 
with the intercollegiate document for safeguarding children training, with 
guidance on an 85% training compliance.  
 

18.7 In 2017 NHSE sought assurance from health providers that the training 
                                                           
22 https://www.gov.uk/government/publications/counter-terrorism-strategy-contest  
23 
https://assets.publishing.service.gov.uk/government/uploads/system/uploads/attachment_data/file/97976/p
revent-strategy-review.pdf  
24http://www.legislation.gov.uk/ukpga/2015/6/section/26/enacted   

https://www.gov.uk/government/publications/counter-terrorism-strategy-contest
https://assets.publishing.service.gov.uk/government/uploads/system/uploads/attachment_data/file/97976/prevent-strategy-review.pdf
https://assets.publishing.service.gov.uk/government/uploads/system/uploads/attachment_data/file/97976/prevent-strategy-review.pdf
http://www.legislation.gov.uk/ukpga/2015/6/section/26/enacted
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compliance would meet 85% by end of March 2018. Health staff had access to 
Prevent training within South Tyneside, however as a low risk area 
organisations had not set Prevent as a mandatory requirement across its staff 
groups. This was a similar position across the north region. 

 
18.8 An improvement action plan was developed for Foundation Trusts that would 

not meet the 85%. STNHSFT is projected to meet compliance quarter 3 18/19. 
 
19.  Mental Capacity Act (MCA) & Deprivation of Liberty Safeguards (DoLS) 
 
19.1 Health providers continue to provide assurance of their on-going MCA and 

DoLS work and audits via dash boards to the Sunderland and South Tyneside 
Designated and Named Safeguarding Assurance meeting. 
 

19.2 Judicial Deprivation of Liberty remains on STCCG risk registers as both a 
patient care and financial risk. Partnership working with the Local Authority on 
Court of Protection applications for STCCG funded care cases continues with a 
priority on authorisation for people with a Learning Disability within Independent 
Supported Living services and the transforming care agenda. This work is being 
progressed within joint commissioning.  

 
19.3 The Deprivation of Liberty Safeguards are part of the Mental Capacity Act 

2005 and ensure that people in care homes and hospitals are looked after in a 
way that does not inappropriately restrict their freedom and breach Article 5 of 
the European Court of Human Rights. 
 

19.4 The Safeguards set out a procedure to follow that governs what hospitals and 
care homes must do if they believe it is in the person’s best interests to deprive 
them of their liberty for care and treatment. 
 

19.5 The table below shows the number and proportion of DoLS applications 
requested and granted in 2017/18 compared to those applications requested 
and granted in 2016/17.  

 
 
 
 
 
 
 
 
 
 
19.6 The number of requested DoLS applications has increased 5.4% from the 
previous year. The last 3 years of DoLS data shows an upward trend in the number 
of DoLS requests received. This was anticipated following the Supreme Court ruling 
in 2014.  Further increases are expected as the NHS hospitals raise awareness and 
embed processes. 
 
 

Number % Number %
DoLs requested 1708  - 1801  - 
DoLS granted 1353 79.2% 1417 78.7%
DoLs not granted 251 14.7% 121 6.7%
DoLS  
applicatoions 
withdrawn 59 3.5% 201 11.2%

2016/17 2017/18
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20.  Primary Care 
 
20.1 STCCG safeguarding professionals continue to support and advise GP 
Practices on day to day safeguarding issues. They also continue to facilitate 6 
weekly forums with GP Safeguarding Leads to share developments, learning and 
good practice relating to both adults and children. The forum is well attended with 
proactive participation, and ultimately is helping to raise the profile of safeguarding 
within GP Practices. 
 
20.2 The Named GP Safeguarding Children has along with the HoS revised and 
completed work on revising GP child protection reports for conferences following an 
audit of child protection conference reports. 
 
20.3 A full review of EMIS coding relating to safeguarding has also been 
undertaken with this work forming part of the development of a child and adult 
safeguarding template within EMIS by both the Named GPs for Safeguarding 
Children and Adults.  
 
20.4 The template for completion by practices will embrace the Think Family 
approach. It would enable practices to monitor 'At Risk' individuals as they will be 
coded appropriately and regularly discussed at Multidisciplinary Team (MDT) 
meetings.  
 
20.5 The MCA template continues to be incorporated in other templates such as the 
elderly health assessment and frailty, to focus a clinician's mind on assessing and 
recording lack of mental capacity and responding as necessary within the Act. 
 
20.6 The Named GP for Adults has set up a peer group for named GPs across the 
North East. The meetings are 6 weekly and aims to share learning and consider the 
structure of training and role for the named GPs. 
 
20.7 STCCG safeguarding professionals continue to facilitate 2 safeguarding 
sessions per annum at the GP Education Forum, which in 2017/18 covering 
domestic abuse services, covert administration of medication and case law on MCA 
and DoLS and an over view of lessons learnt from local SCR’s and SAR’s.  
 
20.8 All GP Practices as health providers are registered with CQC and are subject 
to a CQC inspection regime. A GP Practice toolkit was developed by the Named 
GP for Adult Safeguarding to aid practices with what they require for CQC needs as 
well as incorporating the South Tyneside Safeguarding Board Multi Agency Policies 
and Procedures. 
 
20.9 South Tyneside has 21 GP practices. One has been found to be ‘Outstanding’, 
18 have been found to be ‘Good’, and two practices have been rated as ‘Requires 
Improvement’. Support from outstanding and good practices’ and STCCG is offered 
to those requiring improvement.  
 
21.  Multi-Agency Public Protection arrangements (MAPPA) 
 
21.1 Multi-agency public protection arrangements are the process through which 
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the Police, Probation and Prison Services work together with other agencies to 
manage the risks posed by violent and sexual offenders living in the community in 
order to protect the public.  STCCG and health have a duty to cooperate with 
MAPPA on arrangements for the individual’s life. 
 
21.2 Health attendance at MAPPA meetings is provided by STFT. STCCG may be 
required to attend where there is an aspect that requires a commissioning decision 
or a case with particular impact on community and primary care The DNSA has 
attended meetings for Level 2 and Level 3 cases. The Head of Safeguarding 
attends the MAPPA regional strategic management board on behalf of NHSE. 
 
22.  Modern Slavery 
 
22.1 The Modern Slavery Act 2015 has introduced changes in UK law focused on 
increasing transparency in supply chains and to ensure supply chains are free from 
modern slavery (that is, slavery, servitude, forced and compulsory labour and 
human trafficking). As both a local leader in commissioning health care services for 
the population of South Tyneside and as an employer, STCCG provides an annual 
statement in respect of its commitment to, and efforts in, preventing slavery and 
human trafficking practices in the supply chain and employment practices over the 
previous year.   
 
22.2 STCCG is engaged with partners in the development of MDS strategy and 
operational response 
 
22.3 The awareness video from NHSE has been viewed and discussed with GP 
safeguarding leads forum and sent to all GP practices for dissemination. 
 
23. Conclusion 
 
23.1 STCCG safeguarding team have continually strived to ensure the statutory 
safeguarding responsibilities for the organisation have been achieved in 2017 /18. 

   
     
Carol Drummond              Sharon Thompson  
Head of Safeguarding  Designated Nurse Safeguarding Adults 
 

 
Anne Brock  
Designated Nurse LAC 
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Summary Quality and Performance: Key Points 

The following section provides a summary of performance and quality indicators at CCG level including the CCG Quality 
Premium.  
This includes dashboards with thresholds and actual and year to date performance. In addition, risk to year end performance is 
RAG rated. Where an indicator is identified as being red, additional information is provided describing the issue and actions being 
taken to recover performance. Reporting will be framed around the CCG Strategic Objectives outlined below. 

Strategic Goals Key points November 2018 

People are able to take greater responsibility for their 
own health 

People are able to stay well in their own homes and 
communities 

A Better U Coaching service pilot has been running since early 2017. The service is currently 
delivered in 5 practices. Through utilisation of the Patient Activation Measure the service has 
been able to demonstrate that 66% of the people who have supported have improved their 
level of activation, improving their knowledge, skills and confidence to manage their LTC. Data 
shows that appointments in primary care reduced by 24% when comparing 8 months before 
their intervention began and 8 months following. A procurement process will be commencing in 
November 2018, with the service to be rolled out to all practices in 2019 
 

People receive timely and appropriate complex care 
 

A&E performance remains strong 
Winter plans have been submitted and reviewed by NHS England. Feedback being reviewed and 
action plan under development. 
Non elective admissions with zero length of stay – currently red due to difference in coding. 
Change being pursued. 
Number of patients on an incomplete pathway needs to reach target by March 2019 and this 
month has reverted to plan 
Cancer 62 day target continues to be a risk partly due to underperformance of 2 week waits 
during the summer. 
Revised cancer pathways in place and additional work with primary care to ensure appropriate 
referrals into the system. 
 



Quality Premium Indicators 2018/19 
Emergency Demand Management 

Indicator CCG Value

Apr-18 May-18 Jun-18 Jul-18 Aug-18 Sep-18 Oct-18 Nov-18 Dec-18 Jan-19 Feb-19 Mar-19 Position to 
date

Type 1 A&E 
Attendances no 
greater than 
planned 

Planned 

6,057 6,991 6,398 6,694 6,108 6,036 6,219 6,111 6,037 6,189 5,497 6,445 38,284

AND Actual 5,905 6,419 5,928 6,186 5,627 5,745 35,810

Planned

495 568 573 575 546 496 508 537 491 509 464 548 3,253

Actual
669 745 709 767 647 648 4,185

Planned

1,237 1,277 1,246 1,250 1,211 1,221 1,225 1,261 1,253 1,237 1,139 1,315 7,442

Actual
1,136 1,232 1,114 1,116 1,148 1,031 6,777

Non Elective 
admissions with 
zero length of 
stay compared 
to plan

Non Elective 
admissions with 
length of stay 
of 1 day or 
more compared 
to plan

£294,531

£294,531

Lead Director - 



 NHS Constitution Indicator effect on Quality 
Premium 

Apr-18 May-18 Jun-18 Jul-18 Aug-18 Sep-18 Oct-18 Nov-18 Dec-18   Jan 19 Feb-19 Mar-19 Current 
position

Plan         9,317         9,777         9,842       10,031       10,532       10,052         9,636         9,565         9,623         9,714         9,803         9,911 

Actual 10,351 10,697       10,702       10,853 10,726 10,054 10,054 

Number of patients on an incomplete pathway not to be higher 
in March 2019 than in March 2018 < 9,911

Reduction in funding – 
50%

Apr-18 May-18 Jun-18 Jul-18 Aug-18 Sep-18 Oct-18 Nov-18 Dec-18   Jan 19 Feb-19 Mar-19 Average to 
date

Target 85.0% 85.0% 85.0% 85.0% 85.0% 85.0% 85.0% 85.0% 85.0% 85.0% 85.0% 85.0%

Actual 83.3% 85.4% 88.0% 83.7% 80.4% 89.4% 85.1%

Maximum two month (62 day) wait from urgent GP 
referral to first definitive treatment for cancer (85% 
target)

Reduction in funding – 
50%



Quality Premium Indicators 2018/19 - Performance 

Indicator CCG 
Value Apr-18 May-18 Jun-18 Jul-18 Aug-18 Sep-18 Oct-18 Nov-18 Dec-19 Jan-19 Feb-19 Mar-19 Position to 

date

Threshold

Actual

Threshold 73.60%

Actual 72.02%

Target >80%

Actual 90.6%

Target <15%

Actual 0.6%

Threshold 32% 32% 32% 32% 32% 32% 32% 32% 32% 32% 32% 32% 32%

YTD 44.1% 41.9% 41.5% 41.1% 41.1%

Threshold 13 13 13 13 13 13 13 13 13 13 13 12 78

Actual 16 22 17 16 14 14 99

Threshold

Actual

Threshold 4,262 4,262 4,262 4,262 4,262 4,262 4,262 4,262 4,262 4,262 4,262 4,262 4,262

Actual 3,875 3,673 3,466 3,372 3,252 3,252

Threshold 1.161 1.161 1.161 1.161 1.161 1.161 1.161 1.161 1.161 1.161 1.161 1.161 1.161

Actual 1.177 1.170 1.160 1.155 1.146 1.146

Threshold 0.965 0.965 0.965 0.965 0.965 0.965 0.965 0.965 0.965 0.965 0.965 0.965 0.965

Actual 1.177 1.170 1.160 1.155 1.146 1.146

Threshold

Actual
£29,453

£10,014

£5,007

£6,676

£3,338

£8,345

£33,380

£33,380

£16,690

£16,690

£33,380

Collecting and reporting of a core primary care data set 
for E Coli

Reduction in Trimethiprim: Notrofurantoin prescribing 
to patients aged 70 years

Sustained reduction of inappropriate prescribing in 
primary care

Additional reduction in the number of antibiotics 
prescribed in primary care

Increase the percentage of stroke patients receiving 
thrombolysis

Reduction in E Coli  BSI 2018/19

Improvement in the proportion of cancers that are 
diagnosed at stages 1 and 2

GP Access and Experience; improve experience of 
making an appointment

NHS CHC eligibil ity decision is made by the CCG within 
28 days

NHS CHC assessments take place in an acute hospital 
setting

Increase in the number of children and young people 
with a diagnosed Mental health condition starting 
treatment in NHS funded community services

Data available at end of financial year 2018/19

N/A 

Data available in 4 monthly periods Data available in 4 monthly periods Data available in 4 monthly periods

Quarterly publication<15%

Annual result 2017 publication - 73.60%

Annual result 2018 publication - 72.02%

Data for this period expected November 2018 Data for this period expected March 2019 Data for this period expected July 2019

Quarterly publication >80% Quarterly publication >80% Quarterly publication >80% Quarterly publication >80%

83% 90.6%

Quarterly publication <15%

3%

Quarterly publication <15%

0.6%

Quarterly publication <15%



People are able to take greater responsibility for their own health   

Indictors Indicator Description Threshold date Threshold Latest Data 
Period Actual Year end risk 

assessment

Patient experience of GP OOHs services July 17 
publication 71.7% July 18 

publication 69.9%

Satisfaction with the quality of consultation at the GP practice July 17 
publication 447.33 July 18 

publication 415.07

Satisfaction with the overall care received at the surgery July 17 
publication 86.6% July 18 

publication 86.3%

Satisfaction with accessing primary care July 17 
publication 73.6% July 18 

publication 72.0%

NHS South Tyneside CCG Performance Indicators 2018/19 - People are able to take greater responsibility for their own health  

Positive Experience of care



People are able to stay well in their own homes and communities 

Threshold date Threshold Latest Data 
Period Actual Year end risk 

assessment

Emergency admissions for alcohol-related liver disease Sept 2018 ytd 38.3 Sept 2018 ytd 31.1

Proportion of people feeling supported to manage their long term condition 2016/17 64.9 2017/18 59.1

Unplanned hospitalisation for chronic ambulatory care sensitive conditions Sept 2018 ytd 641.3 Sept 2018 ytd 583.1

Unplanned hospitalisation for asthma, diabetes and epilepsy (under 19s) Sept 2018 ytd 173.4 Sept 2018 ytd 144.5

Estimated diagnosis rate for people with dementia Aug-18 66.7% Aug-18 74.5

Emergency admissions for acute conditions that would not usually require hospital 
admission Sept 2018 ytd 829.3 Sept 2018 ytd 785.1

Emergency readmissions within 30 days of discharge from hospital Aug 2018 ytd 14.8% Aug 2018 ytd 16.0%

Emergency admissions for children with LRTI Sept 2018 ytd 61.0 Sept 2018 ytd 51.4

6 Week wait IAPT treatment (People Entering Therapy) Jun-18 75% Jun-18 98.5%
18 Week wait IAPT treatment (People Entering Therapy) Jun-18 95% Jun-18 100.0%
6 Week wait IAPT treatment (People Completing Therapy) Jun-18 75% Jun-18 100.0%
18 Week wait IAPT treatment (People Completing Therapy) Jun-18 95% Jun-18 100.0%
Early intervention in psychosis - % with 1st episode treated within 2 weeks Sep-18 50% Sep-18 100.0%
Increase percentage people with anxiety  disorders and depression who access 
psychological therapies (IAPT) June 2018 ytd 2.50% June 2018 ytd 4.60%

IAPT Recovery Rate June 2018 ytd 50% June 2018 ytd 55.9%
Care Programme Approach - % people followed up within 7 days of discharge from 
psychiatric in patient care Q2 2018/19 95.0% Q2 2018/19 98.3%

Helping people recover from 
episodes of ill health or following 

injury

Preventing people from dying 
prematurely

Mental Health

NHS South Tyneside CCG Performance Indicators 2018/19 - People are able to stay well in their own homes and communities


Enhancing Quality of life for 
people with LTC

Indicators Indicator Description

NHS South Tyneside CCG



People receive timely and appropriate complex care 

Year end
risk

assessment
% patients waiting for initial treatment on incomplete pathways within 18 
weeks 92.0% 94.4% 94.4% 86.7%

Number of patients waiting more than 52 weeks for treatment 0 0 0 3,156

Diagnostic waits % patients waiting less than 6 weeks for the 15 diagnostics tests (including 
audiology) Sep-18 1.0% 0.36% 0.36% 2.7%

% patients spending 4 hrs or less in A&E or minor injury unit 95.0% 97.0% 95.6% 89.1%

Over 12 hour trolley waits 0 0 0 212

% patients spending 4 hrs or less in A&E or minor injury unit 95.0% 92.0% 90.0% 89.1%

Over 12 hour trolley waits 0 0 0 212

% of patients seen within 2 weeks of an urgent GP referral for suspected 
cancer 93.0% 90.8% 

(522/575)
91.1% 

(3395/3725) 91.2%

% of patients seen within 2 weeks of an urgent referral for breast symptoms 93.0% 97.6% 
(40/41)

93.0% 
(266/286) 91.8%

% of patients treated within 31 days of a cancer diagnosis 96.0% 97.8% 
(90/92)

99.3% 
(541/545) 96.2%

% of patients receiving subsequent treatment for cancer within 31 days - 
surgery 94.0% 93.8% 

(15/16)
95.3% 
(81/85) 92.6%

% of patients receiving subsequent treatment for cancer within 31 days - 
drugs 98.0% 100% (50/50) 100% 

(190/190) 99.5%

% of patients receiving subsequent treatment for cancer within 31 days - 
radiotherapy 94.0% 100% (28/28) 100% 

(163/163) 96.5%

% of patients treated within 62 days of an urgent GP referral for suspected 
cancer 85.0% 89.4% 

(42/47)
85.1% 

(234/275) 78.2%

 % of patients treated within 62-day of referral from an NHS cancer 
screening service 90.0% 75% (6/8) 92.6% 

(50/54) 88.9%

% of patients treated for cancer within 62 days of consultant decision to 
upgrade status N/A 66.7% (2/3) 96.7% 

(29/30) 84.7%

Mixed Sex 
accommodation Mixed Sex accommodation - number of unjustified breaches Sep-18 0 0 0 1,728

Incidence of MRSA CCG Sep-18 0 0 1 72

Incidence of C Diff CCG Sep-18 27 10 43 361

Ambulance response Cat 1 Sep-18 7 mins 00:06:11 00:06:04 7:20
Ambulance response Cat 2 Sep-18 18 mins 00:20:15 00:18:02 21:41
Ambulance response Cat 3 Sep-18 01:11:51 01:02:00 1:02:28
Ambulance response Cat 4 Sep-18 01:19:31 01:02:51 1:22:54

Sep-18

Sep-18

Oct-18

Indicators Indicator Description

RTT

Cancer Waits

A&E  - South 
Tyneside FT

A&E - City 
Hospitals 

Sunderland

England 
Benchmark

              

Treating and caring 
for people and 
protecting from 
avoidable harm

NEAS Ambulance 
response times 

NH
S 

Co
ns

titu
tio

n

Threshold Actual YTD

Latest Data 
Period



People are able to take greater responsibility for their own health   

Performance area Issues/Risks or Good Practice Mitigating actions and timeframe Lead 
Positive experience of 
care 
 

• Note that the questionnaire for 2018 was 
significantly redeveloped ahead of fieldwork 
to reflect changes to primary care services 
in England as set out in the GP Forward 
View.  
 

• Due to the extent of these changes, 
questions retained from previous surveys 
may not be comparable with results from 
previous years. 
 

• Questions for the indicator on ‘Quality of 
consultation at the GP practice’ have 
changed and are not comparable with the 
results of previous surveys. 

 

 



Quality / Performance 
area Issues/Risks or Good Practice Mitigating actions and timeframe Lead 

People feeling supported to 
manage their long term 
condition  
 
 

A Better U Coaching service pilot has been running since early 2017. 
The service is currently delivered in 5 practices. Through utilisation of 
the Patient Activation Measure the service has been able to demonstrate 
that 66% of the people who have supported have improved their level of 
activation, improving their knowledge, skills and confidence to manage 
their LTC. Data shows that appointments in primary care reduced by 
24% when comparing 8 months before their intervention began and 8 
months following. A procurement process will be commencing in 
November 2018, with the service to be rolled out to all practices in 2019. 

• Procurement to commence – November 18 
• Service commencement – Spring 19 

 
 
Gillian 
Johnson 
 
 

People are able to stay well in their own homes and communities 



People receive timely and appropriate complex care  
South Tyneside CCG  Exception report 

Quality and 
Performance 

area 
Issues/Risks or Good Practice Mitigating actions and timeframe Lead 

A&E 4 hour wait 
 
 
South Tyneside FT 
 
 
CCG Mapped  
 
 
 
 
 

The position for the month of October is 97.0% against 
the threshold of 95%.  
 
CCG data mapped onto the main FTs (93.8% patients 
are mapped to STFT). 
 
October 18 mapped activity is 97.3% against a 
threshold of 95%. 
 
Performance remains within the threshold good with 
some dips  
 

• Winter plan complete and submitted 
• Resilience funding ratified by A&E Delivery board 
• Additional bids under development and on hold in 

anticipation of additional winter funding, includes support to 
prevent attendance and admission to hospital. 

• Cross agency work on long stay patients to enhance patient 
flow 

• NHSI/NHSE reporting by system in response to triggers now 
started for winter 

• Urgent and Emergency Care Network APP that identifies 
local and regional pressures promoted within LADB and 
primary care. 
 

Matt Brown 
 
 
 
 
 
 
 
 
 
 
 
 

Number of Patients 
on an incomplete 
pathway 

Actual number has been above plan but September 
has seen a return to plan lessening the risk on the 
Quality Premium. 
 
GP referrals in South Tyneside are down. 
  
Less pressure in terms of total waiters seen in CHS and 
NuTH.  CDDFT has a higher number of waiters, but is 
very small numbers. 
  
Specialties seeing increased pressure for STCCG 
include ENT, Urology, T&O, Ophthalmology, 
Dermatology and ‘Other’. 

The combination of decreased referrals and increased activity 
has brought performance back on line with the plan this month. 
  
We continue to meet monthly to focus on the Local Health 
Economy (LHE) financial recovery plan identifying schemes that 
will have a positive impact on planned care: 
• Health pathways already in place in South Tyneside rolling 

out to Sunderland 
• Advice and guidance across CHS and STFT 
• GP Incentive scheme in South Tyneside supporting people in 

the community based setting, reducing hospital care and 
improving outcomes 

• Early implementers of Upper GI/Endoscopy guidance 
• Continue to implement value based commissioning policies 

which should continue the impact on elective pathways  

Gillian Johnson 



People receive timely and appropriate complex care  
South Tyneside CCG  Exception report 

Quality and 
Performance area 

Issues/Risks or 
Good Practice Mitigating actions and timeframe Lead 

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

In Sept 90.8% of 
patients were seen 
compared to a target of 
93%.  
 
YTD remains below 
target at 91.1 %. 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
Clinical teams felt some 
of the referrals were 
clinically inappropriate 
for 2ww and some did 
not have enough 
information/detail to 
allow effective triage 

 
     Please consider mitigating actions together with 62 day performance details. 

 
• Performance remains a risk for September with again a small number of breaches.  Performance against 

this standard will always be volatile due to the small numbers effect. 
 

• There has been some impact of the capacity issues in gastroenterology and this impacts the Trust position 
in relation to 2ww.  There is expected improvement in performance against the 2ww standard during 
October and November and work is ongoing around a longer-term sustainable model. 

 
• ST was below the 2WW target in July, with the trust only achieving the target once in the last 6 months. 

Lower GI and Upper GI were the only tumour groups not to achieve the target. This will have an ongoing 
impact on future 62 day performance. 
 

• Gastroenterology and Colorectal Surgery remain subject to a formal performance escalation process. 
 

• A revised pathway commenced in July with appropriate patients going straight to test following clinical 
triage. However, there are ongoing capacity issues for Gastroenterology, which means that achievement of 
the 2WW standard remains a risk. The specialty are continuing to pursue options to manage capacity and 
reduce the backlog. The service has additional clinical time but this remains a risk until October. Overall 
referral volumes that converted to first outpatient appointments reduced during June at CHS, but increased 
at ST. Gynaecological and Lower GI tumour groups most contributed to the increase at ST. 

 
Role of Primary Care  
• The regional 2ww forms were updated in the summer so that GP's cannot complete the form without all the 

necessary info being filled in  
• Additional training available for practices with recurring quality issues in relation to referrals. 
 
 

 
 
 
 
 
 
 
 
 
 
Dr Jen Hunter 



People receive timely and appropriate complex care  
South Tyneside CCG  Exception report 

Performance 
area Issues/Risks or Good Practice Mitigating actions and timeframe Lead 

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

In Sept as a Commissioner, 93.8% of patients were seen compared to 
a target of 94%.  
 
YTD remains above target in Sept at 95.3% 
In Sept 1 patient was not seen within target; Details awaited from 
Cancer Network. 
 

Consider together with 2 week wait information 
 
 
 
 
 
 

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

In Sept 75% of the CCGs patients were seen compared to a target of 
90%.  
 
YTD remains above target in Sept at 92.6% 
In Sept 2 patients were not seen within target; Details awaited from 
Cancer Network. 
 

Consider together with 2 week wait information 
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REPORT SUMMARY / RECOMMENDATIONS: 

Month 06 Finance Report detailing :- 
Programme and running cost budget performance for the period ended 30th 
September.  Movements in overall allocation detailed in the appendices.  
Also included is CCG performance on Prompt Payment Practice Code.   
For information, no recommendations.  

FINANCIAL IMPLICATIONS / RISKS 

All risks identified in the CCG risk register are referenced within the body of 
the report; specifically risk of financial over-performance on programme 
expenditure arising from activity pressures in both acute and community 
settings, prescribing and continuing health care. 

EQUALITY IMPACT ASSESSMENT (EIA) 
COMPLETED 
 
Following the launch of the revised EIA 
documents on 1 March 2016 EIAs must be 
completed as follows: 
 
An EIA should be undertaken at the start of the 
development for a new proposed service, 
policy or process to assess likely impacts and 
provide further insight as to what will be required 
to implement it effectively.  The EIA form and 
associated documents can be found on the 
CCG’s intranet or through NECS Equality and 
Diversity Team 
 
Has an Equality Impact Assessment been completed 
using the equality impact documents ensuring that 
no persons are adversely affected as required by the 
Equality Act 2010 
(Please check the relevant box by double clicking on the box and 

selecting “checked” under the default value heading – only one 
box should be checked.) 
 

NO YES 
  

If no please specify the reason why: 
Not applicable, report does not 
make any proposals - it is for 

monitoring and assurance 
purposes only. 

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

QUALITY IMPACT ASSESSMENT 
COMPLETED 
Following the implementation of the STCCG 
Quality Strategy (September 2015) it has been 
agreed that a QIA should be undertaken for a new 
proposed service, policy or process or any 
changes to current services which may have an 
impact on quality or experience 

NO YES 
  

If no please specify the reason why: 
 

Not required. 

If yes please complete the below Quality Impact 
Assessment and submit with your report 

 

STCCG Quality 
Impact  Assessment 2  

 

mailto:kate.hudson6@nhs.uk
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Has a Quality Impact Assessment been completed 
using the quality impact assessment tool ensuring 
that they have demonstrated the potential quality 
and safety impact? 

PURPOSE OF REPORT: 
For Information For Approval To Note For Decision 

   

RISK REGISTER 
Is the report subject matter included on the CCG 
Risk Register 

NO   If not updated please specify the reason: 
 
 
 
 
 
 
 
 

YES  
If yes please confirm the risk register has 
been updated in accordance with the 
content of this report: 
 
Updated  
Not Update  

SPONSORING LEAD DIRECTOR’S 
SIGNATURE: YES 
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Finance Report Month 06 (September) 2018/19 
 

 
1. Reason for the Report 

The purpose of this document is to;  
 
• Report on the financial position for the six months ended 30th September and 

provide the forecast position for 2018/19 
 

• Provide assurance to the Governing Body of the CCG on delivery against key 
financial performance targets in 2018/19.   

 
2. Performance 

 
The Clinical Commissioning Group’s notified revenue resource limit for 2018/19 is 
currently £283,619k. 
This is split between programme budget of £253,303k, running costs of £3,310k 
Delegated co-commissioning of £21,836k and the brought forward surplus from 
2017/18 of £6,480k.  It should be noted that whilst NHSE has notionally returned 
£6.5m of surplus from 17/18 to the CCG, in reality this is not available to the CCG.   
 
NHS England Business rules require the CCG to remain within its running cost 
allocation and to achieve a breakeven in year position for 2018/19. 
 
The CCG was advised by NHSE in October, that if it was able to deliver a surplus in 
2018/19, there would be the opportunity to have this returned and draw down an 
equal amount of our banked surplus in 2019/20; e.g. an additional £1m surplus would 
allow draw down of £2m in 2019/20. All of the funding would come from CCG banked 
resource, which at the start of 2018/19 stood at £4.2m.  
The finance team worked through all the risks and mitigations in the ledger and 
discussed the position with the Chief Executive and Chair and has agreed to return  
a surplus of £2m in 2018/19.  This is shown as an overachievement on the surplus 
line.  This will mean that at the end of 2018/19 the CCG will have £6.2m in banked 
surplus of which £4m will be returned in 2019/20.  It was felt that it was important to 
take this opportunity to have a guarantee that some of the CCG banked surplus 
would be returned to the CCG without the need for a business case.  Further, there is 
perceived increasing risk nationally about the ability to draw down banked surplus in 
future years and therefore every effort should be made to take this opportunity. 
This is a very challenging target, however after working through realistic forecast 
positions, the CCG believes it can be delivered.  It is however important to note that 
this utilises all our available reserves and slippage for this financial year. 
 
The CCG will therefore benefit in 2019/20 from the return of this surplus as well as 
the drawdown of £2m of our banked surplus, meaning £4m will be available to the 
CCG non-recurrently.  This must be utilised in the 2019/20 financial year.   
Below is a summary of the overall position as reported nationally. This report then 
provides a more detailed breakdown by service area, including running costs with a 
section on the FSEG and QIPP programme.  
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Additional analysis is included in the appendices to this document as follows: 

• Appendix 1 – Financial Targets 
• Appendix 2 – DoH in year allocations 
• Appendix 3 - Better payment practice code 
• Appendix 4 – QIPP 

 
 

 

 
 
Key Performance Issues & Actions to manage position: 

 
• In order to achieve the additional surplus, all forecasts have been reviewed 

and any slippage or reserves has been removed.  This has caused a number 
of budget movements through the ledger. Therefore some forecast positions 
have moved. 

 
• There is still some uncertainty surrounding the CHC packages of care and 

outstanding invoices that may not have been transferred over when the CCG 
changed the management arrangements for CHC.  Due to this risk the 
forecast still remains prudent. 

 
• The prescribing benefit also remains uncertain and so again the forecast has 

remained consistent with previous months to take account of this risk. 
 

• At the Governing Body on 27th September, a query was raised regarding 
personal health funding and the fact that it is not shown as a separate line 
within the finance report.  Due to the reporting mechanisms it is difficult to 
show this funding within the body of the report.  However the current forecast 
for CCG funding on Personal health budgets, within adults continuing care is 
£1.3m 

 

Annual 
budget 
£'000

 Forecast 
Outturn 

£'000

Forecast 
Variance 
(Under)/ 

Overspend 
£'000 RAG 

rated

Final 
outturn 
position 
Month 5 

18/19 £'000
Movement 

£'000
TOTAL ACUTE 139,010 138,864 (146) (61) (85)
TOTAL MENTAL HEALTH 30,723 30,383 (340) (197) (143)
TOTAL COMMUNITY 11,274 11,122 (153) (260) 107
TOTAL BETTER CARE FUND 12,529 12,529 0 0 0
TOTAL CONTINUING CARE 19,060 20,030 970 907 63
TOTAL PRIMARY CARE 31,189 31,206 17 35 (17)
TOTAL DELEGATED COMMISSIONING 21,836 21,616 (220) (220) 0
TOTAL OTHER CORPORATE 4,425 4,269 (157) (105) (52)
TOTAL RESERVES 1,782 1,810 28 (100) 128
TOTAL RUNNING COST 3,310 3,310 0 0 0
TOTAL (SURPLUS) / DEFICIT IN-YEAR 275,139 275,139 0 (0) 0
CUMULATIVE SURPLUS 8,480 0 (8,480) (6,480) (2,000)
TOTAL (SURPLUS) / DEFICIT HISTORIC 283,619 275,139 (8,480) (6,480) (2,000)

INCOME & EXPENDITURE REPORT FOR COMMISSIONED SERVICES  - SOUTH TYNESIDE 
CCG  - FORECAST POSITION AS AT 30 SEPTEMBER 2018
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Detailed breakdown by service area 
 

 
 

ACUTE SERVICES (Including 
Ambulance services)

Annual 
budget 
£'000

 Forecast 
Outturn 

£'000

Forecast 
Variance 
(Under)/ 

Overspend 
£'000 RAG 

rated
Forecast 

Trend Links to risk register
South Tyneside NHS Foundation Trust 78,323 78,323 (0)
City Hospitals Sunderland NHS Foundation Trust 26,015 26,185 170
New castle Upon Tyne Hospitals NHS Foundation Trust 14,343 14,147 (196)
Gateshead Health NHS Foundation Trust 8,900 8,900 0
County Durham & Darlington NHS Foundation Trust 1,312 1,293 (20)
Northumbria Healthcare NHS Foundation Trust 459 483 24
North East Ambulance Service NHS Foundation Trust 5,279 5,282 3
South Tees NHS Foundation Trust 155 144 (11)
Spire Healthcare 711 672 (38)
Urgent Care 0 0 0
Tyneside Surgical Services 207 193 (14)
Other Acute Providers 307 307 0
Readmissions 860 860 0
Clinical Assessment and Treatment Centres 224 185 (38)
Winter Pressures 998 898 (100)
Non Contract Activity 917 991 74
TOTAL ACUTE 139,010 138,864 (146)

MENTAL HEALTH SERVICES

Annual 
budget 
£'000

 Forecast 
Outturn 

£'000

Forecast 
Variance 
(Under)/ 

Overspend 
£'000 RAG 

rated
Forecast 

Trend Links to risk register

Northumberland, Tyne and Wear NHS Foundation Trust 22,175 22,175 0

South Tyneside NHS Foundation Trust - Mental Health 3,427 3,427 0

S117 3,767 3,906 139

Other Providers / NCAs 1,354 875 (479)
TOTAL MENTAL HEALTH 30,723 30,383 (340)

COMMUNITY SERVICES

Annual 
budget 
£'000

 Forecast 
Outturn 

£'000

Forecast 
Variance 
(Under)/ 

Overspend 
£'000 RAG 

rated
Forecast 

Trend Links to risk register
South Tyneside NHS Foundation Trust - Community 6,619 6,402 (217)
New castle Upon Tyne Hospitals NHS Foundation Trust - C 45 45 0
Equipment Store 670 633 (37)
AQP - South Tyneside NHS Foundation Trust 512 518 5
AQP - City Hospitals Sunderland NHS Foundation Trust 100 92 (8)
AQP - Other 782 678 (104)
MSK - Connect Physical Health 1,092 1,092 0
Miscellaneous Commissioning 1,454 1,661 208
TOTAL COMMUNITY 11,274 11,122 (153)

•      1325 Over performance 
on acute contracts – 
monitored monthly at 
Executive Committee, 

Contract Operational Group 
and bi-monthly at Governing 
Body.  South Tyneside FT 
contract and CHS is on a 

block basis for 17/18.  This 
will help to mitigate the risk 
of overspending on acute 

contracts.  Monitored 
monthly at COG

• 1595 LD pooled budget, 
risk/gain share agreement 
with South Tyneside Council 
around LD expenditure for 
17/18, linked to transforming 
care.
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BETTER CARE FUND

Annual 
budget 
£'000

 Forecast 
Outturn 

£'000

Forecast 
Variance 
(Under)/ 

Overspend 
£'000 RAG 

rated
Forecast 

Trend Links to risk register

South Tyneside Foundation Trust - BCF 7,979 7,979 0

South Tyneside Council 4,550 4,550 0

Reserve 0 0 0
TOTAL BETTER CARE FUND 12,529 12,529 0

CONTINUING CARE

Annual 
budget 
£'000

 Forecast 
Outturn 

£'000

Forecast 
Variance 
(Under)/ 

Overspend 
£'000 RAG 

rated
Forecast 

Trend Links to risk register

Adult Joint Funded 105 174 69

Children 2,778 2,932 154

Continuing Healthcare Assessment and Support 319 342 23

Funded Nursing Care 791 1,421 630

Personal Health Budgets 0 0 0

Adult Fully Funded - Mainstream Packages 13,822 14,173 351

Adult Fully Funded - Fast Track and Direct Payments 1,245 988 (257)
TOTAL CONTINUING CARE 19,060 20,030 970

PRIMARY CARE  

Annual 
budget 
£'000

 Forecast 
Outturn 

£'000

Forecast 
Variance 
(Under)/ 

Overspend 
£'000 RAG 

rated
Forecast 

Trend Links to risk register
Out of Hours 596 596 0
Local Enhanced Services 330 468 138
Medicines Managements - Clinical 297 357 60
Commissioning Schemes 52 52 0
Oxygen 573 533 (40)
Primary Care IT 434 452 18
GP Forw ard View 1,065 1,065 0   
Primary Care Investments 371 371 0
Cost of Drugs - Prescribing 475 474 (1)

Prescribing 26,996 26,839 (157)

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

TOTAL PRIMARY CARE 31,189 31,206 17

• 1321 Financial 
reconciliation between 
council and CCG not 

undertaken in a timely 
manner – no concerns to 
report at this stage with 

process improving.• 1323 
Children’s packages 

demand pressure continues 
and increases. 1852 

Residential and CHC fee 
increase risk on financial 

budget

•1326 Risk of overspend on 
BCF or failure to deliver NEL 
activity reductions – 
majority of BCF schemes 
are funded on block and 
clear risk share in place 
within S75 agreement with 
Council regarding operation 
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PRIMARY CARE  DELEGATED CO-
COMMISSIONING

Annual 
budget 
£'000

 Forecast 
Outturn 

£'000

Forecast 
Variance 
(Under)/ 

Overspend 
£'000 RAG 

rated
Forecast 

Trend Links to risk register
General Practice - GMS 13,050 13,056 6
General Practice - PMS 949 949 (0)
General Practice - APMS 1,366 1,364 (2)
QOF 2,494 2,254 (240)
Enhanced Services 674 674 0
Premises Cost Reimbursement 1,787 1,787 0
Other Premises Cost 0 0 0
Dispensing/Prescribing Drs 125 92 (34)
Other GP Services 558 609 51
Indemnity 0 0 0
CQC fees 104 104 0
Reserves 401 399 (2)
0.5% Headroom 329 329 0

PRIMARY CARE  DELEGATED CO-
COMMISSIONING 21,836 21,616 (220)

OTHER CORPORATE 

Annual 
budget 
£'000

 Forecast 
Outturn 

£'000

Forecast 
Variance 
(Under)/ 

Overspend 
£'000 RAG 

rated
Forecast 

Trend Links to risk register
North East Ambulance Service NHS Foundation Trust - NH  592 592 0
Exceptions and Prior Approvals 350 425 75
Interpreting Services 94 97 3
NHS Property Services 1,223 965 (259)
Safeguarding 278 272 (6)
Programme Projects - Staff Costs 134 134 0
Other Miscellaneous 1,755 1,785 30
Quality Premium 0 0 0
TOTAL OTHER CORPORATE 4,425 4,269 (157)

RESERVES

Annual 
budget 
£'000

 Forecast 
Outturn 

£'000

Forecast 
Variance 
(Under)/ 

Overspend 
£'000 RAG 

rated
Forecast 

Trend Links to risk register

Commissioning Reserve 1,539 1,539 (0)

Non Recurrent Reserve 0 0 0

Non Recurrent Programmes 243 271 28
TOTAL RESERVES 1,782 1,810 28

· 1873 QIPP initiatives fail to 
achieve the necessary 

savings creating financial 
pressure.  Monitored 

monthly at FSPB, FSEG 
and exec
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RUNNING COSTS 

 
 
 
 

3. Recommendation 
 

The Governing Body is requested to: 
 
i) Consider this report and note the forecast financial position for the year end 

as delivery of 1% cumulative surplus. 
 
 

Kate Hudson 
Chief Finance Officer  

YTD Budget 
£'000

YTD Actual 
£'000

YTD Variance 
(Under)/ 

Overspend 
£'000

Annual Budget 
£'000

Forecast 
Outturn £'000

Forecast 
Variance 
(Under)/ 

Overspend 
£'000

Running Costs 

Admin Projects 41 37 (3) 81 81 0
Administration & Business Support 687 710 22 1,374 1,374 0
CEO / Board Office 264 243 (22) 529 529 0
Chair & Non Execs 64 54 (10) 128 128 0
Clinical Support 134 114 (21) 268 268 0
Commissioning 197 168 (29) 394 394 0
Education and Training 0 1 1 0 0 0
Estates and Facilities 51 51 0 103 103 0
Finance 84 81 (3) 167 167 0
General Reserve - Admin 96 96 0 192 192 0
IM&T 0 0 0 0 0 0
Quality Assurance 37 35 (2) 73 73 0

TOTAL (SURPLUS) / DEFICIT 1,655 1,589 (65) 3,310 3,310 0

INCOME & EXPENDITURE REPORT FOR RUNNING COSTS  - SOUTH TYNESIDE CCG  - YTD & FORECAST POSITION AS 
AT 30 SEPTEMBER 2018
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APPENDIX 1 
 

 
 

 
 

Board Report Target Achievement

Financial Target Target Detail
Year to Date 

Position 
Forecast 
Position 

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

Cash Limit
To keep cash outgoings within the cash 
limit  

BPPC
To pay CCG creditors within 30 days of 
receipt of invoices or goods  
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APPENDIX 2 
 

 
 

 
 
 
 
 
 
 
 
 
 

CCG Allocation Recurrent Non Recurrent Total
£000's £000's £000's

Confirmed Allocations: 
Initial CCG Programme Allocation 251,735 251,735
Brought Forward 2017-18 Historic Surplus 6,479 6,479
2017-18 Primary Care Delegated budget 21,917 21,917
Paramedic Allocations 2018-19 63 63
HSCN Funding 58 58
Moved from Delegated to Programme - GPFV 81 81
Moved from Delegated to Programme - GPFV (81) (81)
GP WIFI Maintenance 2018/19 10 10
2018-19 CYP IAPT Trainee staff salary support funding 9 9
Diabetes Transformation Fund 18 18
AfC Pay award uplift  - Programme 4 4
Wave 1 Liaison MH Transf Funding 18-19 Q1 & Q2 233 233
Flu Vaccination Drugs cost (217) (217)

Total NHS England Programme Allocation 2018-19 273,439 6,870 280,309
Running Costs Opening Baseline 3,275 3,275
NHS Property Services - Market Rents - Admin adjustment 23 23
HSCN Funding 3 3
AfC Pay award uplift 9 9

Total NHS England Running Costs Allocation 2018-19 3,284 26 3,310
Total Allocations 2018-19 276,723 6,896 283,619

NHS ENGLAND IN YEAR ALLOCATIONS - SOUTH TYNESIDE CCG
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         APPENDIX 3 
 

 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

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

Non-NHS
Total Non-NHS Trade Invoices Paid in the Year 1,694 29,354
Total Non-NHS Trade Invoices Paid Within 30 Day Target 1,678 29,314
Percentage of Non-NHS Trade Invoices Paid Within 30 Day Target 99.06% 99.86%

NHS 
Total NHS Trade Invoices Paid in the Year 750 90,416
Total NHS Trade Invoices Paid Within 30 Day Target 744 90,232
Percentage of NHS Trade Invoices Paid Within 30 Day Target 99.20% 99.80%

BETTER PAYMENT PRACTICE CODE - SOUTH TYNESIDE CCG 
FOR THE SIX MONTHS TO 30 SEPTEMBER 2018



Page | 10 
 

 
 

APPENDIX 4 
 

 

 
 
 
 

Activity 
Reduction

Financial 
Saving 
(£000) 

Activity 
Reduction

Financial 
Saving 
(£0,000) 

Gateway 
Delivery 
Status 

(£0,000)

Variance
(£0,000)

TRANSFORMATIONAL 
Acute/Community FT based services
Endocrine 62 62 37 25-             
MSK 42 42 4 38-             
Gastrointestinal 611 458 458 458-           
Urgent & Emergency Care - NHS 111 procurement 50              50 50-             
LOCAL - Demand Management 3552 440            440 440-           
REGIONAL - Demand Management (VBC) 83 492            492 492-           
Acute Other - 275 275 275-           
New Models of Care / Integrated Teams 104 217            217 217-           

-            
2018/19 Contract Reductions 2041 2,041        
Primary Care
Prescribing - 1,267         1,267         1,304       37
Primary Care Minor Surgery 100            100 100 -            
CHC
CHC - Transformation of fast track packages 300            300 300 -            
CHC - Transformation of standard packages 700            700 700 -            

TRANSACTIONAL 
Primary Care
Prescribing budget reduction - 750 750 750 -            
Primary Care 260            260 260-           
CHC
CHC brokerage service - 50 50 50 -            

Other
Property Services - 200 200 200 -            
Duplicate budget - 100            100 100 -            

TOTAL 4,350     5,763    5,763    5,586  177-      

Scheme

NHSE Financial Plan FOT FULL YEAR RISK ADJUSTED
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REPORT CLASSIFICATION – please refer to Report 
Classification Guidance and check appropriate box below 

 Official 
 Sensitive: Commercial 
 Official Sensitive: Personal 

MEETING TITLE: GOVERNING BODY MEETING 
(PUBLIC) 

DATE:22.11.18 

REPORT TITLE: 
REVISED SCHEME OF DELEGATION  AGENDA ITEM: 2018/90 

ENCLOSURE: 6 

LEAD DIRECTOR / REPORT SPONSOR: 

Kate Hudson 
Chief Finance Officer 
kate.hudson6@nhs.uk 0191 2831904 
 

REPORT AUTHOR: 

Kate Hudson 
Chief Finance Officer 
kate.hudson6@nhs.uk 0191 2831904 
 

REPORT SUMMARY / RECOMMENDATIONS: 
The Governing body is asked to approve the revised scheme of delegation for the CCG for 
2018/19.  Also included are Schemes of Delegation for services that NECS, LA and NHSE  
provide. 

FINANCIAL IMPLICATIONS / RISKS 

Financial implications – To ensure that authorisation limits for members of NHS South 
Tyneside CCG are in accordance with agreed governance structure.  To ensure that 
budget holders are aware of their budgetary responsibility.  To ensure that NECS are 
operating within financial limits approved by the Governing Body.  To ensure that 
NHS England are operating within the financial limits approved by the Governing 
Body.  To ensure that the Joint Commissioning Unit/LA arrangements are operating 
within approved limits approved by the Governing Body 
Risks – Setting limits too low may result in Directors being asked to approve an  
increased number of transactions.  Setting limits too high may result in inappropriate 
authorisations. 

EQUALITY IMPACT ASSESSMENT (EIA) 
COMPLETED 
 
Following the launch of the revised EIA 
documents on 1 March 2016 EIAs must be 
completed as follows: 
 
An EIA should be undertaken at the start of the 
development for a new proposed service, 
policy or process to assess likely impacts and 
provide further insight as to what will be required 
to implement it effectively.  The EIA form and 
associated documents can be found on the 
CCG’s intranet or through NECS Equality and 
Diversity Team 
 
Has an Equality Impact Assessment been completed 
using the equality impact documents ensuring that 
no persons are adversely affected as required by the 
Equality Act 2010 
(Please check the relevant box by double clicking on the box and 
selecting “checked” under the default value heading – only one 
box should be checked.) 
 

NO YES 
  

If no please specify the reason why: 
Not applicable, report does not 
make any proposals - it is for 

monitoring and assurance 
purposes only. 

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

QUALITY IMPACT ASSESSMENT NO YES 
  

mailto:kate.hudson6@nhs.uk
mailto:kate.hudson6@nhs.uk
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COMPLETED 
Following the implementation of the STCCG 
Quality Strategy (September 2015) it has been 
agreed that a QIA should be undertaken for a new 
proposed service, policy or process or any 
changes to current services which may have an 
impact on quality or experience 
 
Has a Quality Impact Assessment been completed 
using the quality impact assessment tool ensuring 
that they have demonstrated the potential quality 
and safety impact? 

If no please specify the reason why: 
 

Not required. 

If yes please complete the below Quality Impact 
Assessment and submit with your report 

 

STCCG Quality 
Impact  Assessment 2  

 

PURPOSE OF REPORT: 
For Information For Approval To Note For Decision 

   

RISK REGISTER 
Is the report subject matter included on the CCG 
Risk Register 

NO   If not updated please specify the reason: 
 
 
 
 
 
 
 
 

YES  
If yes please confirm the risk register has 
been updated in accordance with the 
content of this report: 
 
Updated  
Not Update  

SPONSORING LEAD DIRECTOR’S 
SIGNATURE: YES 

 



Enclosure 6ii 

CCG delegated limits to NECS for healthcare contracts – 2018/19 South Tyneside CCG 

The proposed scheme of delegations for the following key areas is as follows: 

Contract Type signed 
contract by 
CCG 

Authorisation 
of requisition 
and receipting 
of service on a 
monthly basis 

Contract  Over / Under 
Performance  

Acute/Community/Mental 
Health/999/PTS/ 
contracts 

Yes - Signed 
standard 
NHS 
contract is 
in place, 
which 
includes an 
agreed 
monthly 
payment 
profile 

All requisitions 
can be 
processed by 
contract 
manager in line 
with rules as 
identified in 
the ISFE. This 
does not 
require 
additional 
authorisation 
from CCG. 

NECS can authorise additional 
payment / credit up to £50,000 
without additional authorisation 
from CCG for each contract. 
Amounts above £50,000 would 
require CCG approval. 
 
Excluded from the above is where a 
service is currently not 
commissioned from the provider. A 
variation, authorised by the CCG is 
required. 

AQP Yes - Signed 
standard 
NHS 
contract is 
in place 
with zero 
activity and 
financial 
value 

All requisitions 
can be 
processed by 
contract 
manager in line 
with rules as 
identified in 
the ISFE. This 
does not 
require 
additional 
authorisation 
from CCG. 

NECS can authorise additional 
payment / credit up to the overall 
budget agreed by CCG. Budgets will 
be reviewed monthly and reset 
where appropriate. 
 
If budget is exceeded, CCG approval 
will be required for payment above 
2% or £50,000 whichever is the 
lowest for each service line ie AQP 
Adult Hearing (not provider level) 

NCAs including PTS NCAs 
(all other PTS will be 
covered above) 

No signed 
contract in 
place.  
 

Requisition not 
required. 

NECS can authorise additional 
payment / credit up to the overall 
budget agreed by the CCG. Budgets 
will be reviewed monthly and reset 
where appropriate. 
 
NCAs with an individual value above 
£10,000 will require CCG approval. 
 
Individual charges below £1,000 will 
not be checked and processed. A 
random sample will be carried out 
during the year, plus a list will be 
produced every month to check for 
any anomalies. 
 
Emergency Air 
ambulances/decompression 
chambers above £50,000 will 
require CCG approval. 
 
PTS air ambulance/transport above 
£500 will require CCG approval. 



Enhanced Services Yes – signed 
enhanced 
service 
agreement 
in place 

All requisitions 
can be 
processed by 
contract 
manager in line 
with rules as 
identified in 
the ISFE. This 
does not 
require 
additional 
authorisation 
from CCG. 

NECS can authorise additional 
payment / credit up to the overall 
budget agreed by CCG. Budgets will 
be reviewed monthly and reset 
where appropriate. 
 
If budget is exceeded, CCG approval 
will be required for payment  for 
each service line i.e. minor aliments 
(not  at provider level) 

 



 

Enclosure 6iii 

CCG delegated limits to NHSE for Primary Care contracts – 2018/19 South Tyneside CCG 

The proposed scheme of delegations for the following key areas is as follows: 

Contract Type signed 
contract by 
CCG 

Authorisation 
of requisition 
and receipting 
of service on a 
monthly basis 

Contract  Over / Under 
Performance  

GMS, PMS, APMS. 
Enhanced services/Estates 
and other Primary Care 
payments 

Yes - Signed 
standard 
NHS 
contract is 
in place.  In 
line with the 
Statement 
of financial 
entitlements 
and 
premises 
directions. 

n/a 
 

NHSE can authorise additional 
payment / credit up to £50,000 
without additional authorisation 
from CCG for each contract. 
Amounts above £50,000 would 
require CCG approval. 
 
 

 



Enclosure 6iv 

CCG delegated limits to NECS for healthcare contracts – 2018/19 South Tyneside CCG 

The proposed scheme of delegations for the following key areas is as follows: 

Contract Type signed contract by 
CCG 

Authorisation of requisition and 
receipting of service on a monthly 
basis 

Contract  Over / Under 
Performance  

    
CHC/FNC/S117/Children’s 
packages of care 

Yes - Signed S75 in 
place for 
Commissioning/QA 
and Case 
Management of 
packages of care 

All packages under £36,000 can be 
approved by the Joint Commissioning 
Unit.  Packages between £36,000 - 
£80,000 require approval by the 
Head of Quality and Patient Safety or 
the Joint Commissioning Manager.  
Packages above £80,000 require 
approval by CCG directors in line with 
CCG scheme of delegation. 

n/a 

LA Agreements 
Equipment store-pooled 
budget 

Yes - Signed 
section 75 in place 

All requisitions/orders can be 
processed by contract manager in 
line with LA rules as identified in 
oracle. This does not require 
additional authorisation from CCG. 

n/a 
 
 

LA Agreements – BCF 
 

Yes – Signed S75 in 
place 

Covered by S75 with agreed finance 
schedule in place. 

n/a 

LA Agreements – LD pool Yes- Signed section 
75 in place 

Packages of care covered by CHC S75 n/a 

Joint commissioning unit  
 

Joint team Can recommend and commission 
services providing overall budget sign 
off is within CCG scheme of 
Delegation 

n/a 
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DETAILED FINANCIAL POLICIES 
1. INTRODUCTION 

1.1 General 
 
1.1.1 These Detailed Financial policies (DFPs) are issued in accordance Clinical Commissioning 

Group Constitution which require that each Clinical Commissioning Group (CCG) shall 
agree Prime Financial Policies (PFPs) for the regulation of the conduct of its members and 
officers in relation to all financial matters with which they are concerned.  They shall have 
effect as if incorporated in the Prime Financial Policies.  

 
1.1.2 These DFPs detail the financial responsibilities, policies and procedures adopted by the 

CCG.  They are designed to ensure that the CCG's financial transactions are carried out in 
accordance with the law and with Government policy in order to achieve probity, accuracy, 
economy, efficiency and effectiveness.  They should be used in conjunction with the 
Schedule of Decisions Reserved to the Governing Body and the Scheme of Delegation 
adopted by the CCG. 

 
1.1.3 These DFPs identify the financial responsibilities which apply to everyone working for the 

CCG and its constituent organisations including Trading Units.  They do not provide detailed 
procedural advice and should be read in conjunction with the detailed departmental and 
financial procedure notes.  All financial procedures must be approved by the Chief Financial 
Officer. 

 
1.1.4 Should any difficulties arise regarding the interpretation or application of any of the DFPs 

then the advice of the Chief Financial Officer must be sought before acting.  The user of 
these DFPs should also be familiar with and comply with the provisions of the CCG's PFPs. 

 
1.1.5 The failure to comply with PFPs and DFPs can in certain circumstances be regarded 

as a disciplinary matter that could result in dismissal. 
 
1.1.6 Overriding DFPs – If for any reason these DFPs are not complied with, full details of the 

non-compliance and any justification for non-compliance and the circumstances around the 
non-compliance shall be reported to the next formal meeting of the Audit Committee for 
referring action or ratification.  All members of the Governing Body and staff have a duty to 
disclose any non-compliance with these DFPs to the Chief Financial Officer as soon as 
possible. 

 
1.2 Responsibilities and delegation 
 
1.2.1 The CCG Governing Body 
 
 The Governing Body exercises financial supervision and control by: 
 
 (a) Formulating the financial strategy; 

 
 (b) Requiring the submission and approval of budgets within approved 

 allocations/overall income; 
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 (c) Defining and approving essential features in respect of important procedures  and 
financial systems (including the need to obtain value for money); and 

 
 (d) Defining specific responsibilities placed on members of the Governing Body and 

 Executive Committee and employees as indicated in the Scheme of  Delegation 
document. 

 
1.2.2 The Governing Body has resolved that certain powers and decisions may only be exercised 

by the Governing Body in formal session. These are set out in the ‘Schedule of Matters 
Reserved to the Governing Body’ document. All other powers have been delegated to the 
Executive Committee and such other committees as the CCG has established. 

 
1.2.3 The Executive Committee will delegate responsibility for the performance of its functions in 

accordance with the Scheme of Delegation document adopted by the CCG. 
 
1.2.4 The Accountable Officer and Chief Financial Officer  
 
 The Accountable Officer and Chief Financial Officer will, as far as possible, delegate their 

detailed responsibilities, but they remain accountable for financial control. 
  
 Within the DFPs, it is acknowledged that the Accountable Officer is ultimately accountable 

to the Governing Body, and as Accountable Officer, to the Secretary of State, for ensuring 
that the Governing Body meets its obligation to perform its functions within the available 
financial resources.  The Accountable Officer has overall executive responsibility for the 
CCG's activities; is responsible to the Chair and the Governing Body for ensuring that its 
financial obligations and targets are met and has overall responsibility for the CCG’s system 
of internal control. 

 
1.2.5 It is a duty of the Accountable Officer to ensure that Members of the Governing Body and 

Executive Committee, employees and all new appointees are notified of, and put in a 
position to understand their responsibilities within these Instructions. 

 
1.2.6 The Chief Financial Officer 
 
 The Chief Financial Officer is responsible for: 
 
 (a) implementing the CCG's financial policies and for co-coordinating any  corrective 

action necessary to further these policies; 
 
 (b) maintaining an effective system of internal financial control including ensuring  that 

detailed financial procedures and systems incorporating the principles of  separation 
of duties and internal checks are prepared, documented and  maintained to supplement 
these instructions; 

 
 (c) ensuring that sufficient records are maintained to show and explain the CCG's 

 transactions, in order to disclose, with reasonable accuracy, the financial  position of 
the CCG at any time; 

 
  and, without prejudice to any other functions of the CCG, and employees of  the 

CCG, the duties of the Chief Financial Officer include: 
 
 (d) provision of financial advice to other members of the Governing Body and Executive 

Committee and employees; 
 
 (e) design, implementation and supervision of systems of internal financial  control; and 
 
 (f) preparation and maintenance of such accounts, certificates, estimates,  records and 

reports as the CCG may require for the purpose of carrying out  its statutory duties. 
 
1.2.7 Governing Body Members, Executive Committee Members and Employees 
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 All members of the Governing Body and Executive Committee and employees, severally 

and collectively, are responsible for: 
 
 (a) The security of the property of the CCG; 

 
 (b) Avoiding loss; 
 
 (c) Exercising economy and efficiency in the use of resources; and 
 

(d) Conforming with the requirements of PFPs, DFPs, Financial Procedures and the 
Scheme of Delegation. 

 
1.2.8 Contractors and their employees 
 
 Any contractor or employee of a contractor who is empowered by the CCG to commit the 

CCG to expenditure or who is authorised to obtain income shall be covered by these 
instructions.  It is the responsibility of the Accountable Officer to ensure that such persons 
are made aware of this. 

 
1.2.9 For all members of the Governing Body and Executive Committee and any employees who 

carry out a financial function, the form in which financial records are kept and the manner in 
which members of the Governing Body and Executive Committee and employees discharge 
their duties must be to the satisfaction of the Chief Financial Officer. 

 
2. AUDIT - (Section 3 PFP) 
 
2.1 Audit Committee 
 
2.1.1 An independent Audit Committee is a central means by which a Governing Body ensures 

effective internal control arrangements are in place. In addition, the Audit Committee 
provides a form of independent check upon the executive arm of the Governing Body. In 
accordance with PFPs the Governing Body shall formally establish an Audit Committee, with 
clearly defined terms of reference and following guidance from the NHS Audit Committee 
Handbook (2011) to perform the following tasks: 

 
 (a) Ensuring there is an effective internal audit function established by management, that 

meets mandatory NHS Internal Audit Standards and provides appropriate 
independent assurance to the Audit Committee, Accountable Officer and Governing 
Body; 

 
 (b) Reviewing the work and findings of the external auditor appointed by the Audit 

Commission and considering the implications of and management’s responses to 
their work; 

 
 (c) Reviewing the findings of other significant assurance functions, both internal and 

external to the organisation, and considering the implications for the governance of 
the organisation; 

 
 (d) ensuring that the systems for financial reporting to the Governing Body, including 

those of budgetary control, are subject to review as to completeness and accuracy of 
the information provided to the Governing Body; 

 
 (e) Reviewing financial and information systems and monitoring the integrity of  the 

financial statements and reviewing significant financial reporting  judgments;  
 

 (f) Reviewing  the  establishment  and  maintenance  of  an  effective  system  of 
 integrated   governance,   risk   management   and  internal   control,   across    the  
whole   of   the organisation’s  activities  (both  clinical  and non-clinical),   that 
supports  the  achievement  of  the organisation’s objectives; 
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 (g) Monitoring compliance with PFPs and DFPs; 
 
 (h) Reviewing schedules of losses and compensations and making  recommendations to 

the Governing Body; 
 

 (i) Reviewing schedules of debtors/creditors balances over 12 months and £1,000  old 
and explanations/action plans; 

 
(j) Review the annual report and financial statements prior to submission to the 

Governing Body focusing particularly on; 
 
  (i) the wording in the Statement of Internal control and other disclosures relevant 

to the Terms of Reference of the Committee;  
  (ii) changes in, and compliance with, accounting policies and practices; 

  (iii) unadjusted mis-statements in the financial statements; 
  (iv) major judgmental areas; 
  (v) significant adjustments resulting from audit. 

 
(k)  Reviewing the annual financial statements and recommend their approval to the 

Governing Body; 
 

(l) Reviewing the external auditors report on the financial statements and the annual 
management letter; 
 

(m) Conducting a review of the CCGs major accounting policies; 
 

(n) Reviewing any incident of fraud or corruption or possible breach of ethical standards 
or legal or statutory requirements that could have a significant impact on the CCGs 
published financial accounts or reputation; 
 

(o) Reviewing any objectives and effectiveness of the internal audit services including its 
working relationship with external auditors; 
 

(p) Reviewing major findings from internal and external audit reports and ensure 
appropriate action is taken; 
 

(q) Reviewing ‘value for money’ audits reporting on the effectiveness and efficiency of the 
selected departments or activities; 
 

(r) Reviewing the mechanisms and levels of authority and make recommendations to the 
CCG Governing Body; 
 

(s) Reviewing the scope of both internal and external audit including the agreement on 
the number of audits per year for approval by the CCG Governing Body; 
 

(t) Investigating any matter within its terms of reference, having the right of access to any 
information relating to the particular matter under investigation; 
 

(u) Reviewing waivers to PFPS; 
 

(v) Reviewing hospitality and sponsorship registers; 
 

(w) Reviewing the information prepared to support the controls assurance statements 
prepared on behalf of the Governing Body and advising the Governing Body 
accordingly. 

 
2.1.2 The minutes of the Audit Committee meetings shall be formally recorded by the CCG 

Secretary and submitted to the Governing Body. The Chair of the Committee shall draw to 
the attention of the Governing Body any issues that require disclosure to the full Governing 
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Body, or require executive action. The Committee will report to the Governing Body annually 
on its work in support of the Statement of Internal Control, specifically commenting on the 
fitness for purpose of the Assurance Framework, the completeness and embeddedness of 
risk management in the organization and the integration of governance arrangements. 

 
2.1.3 Where the Audit Committee considers there is evidence of ultra vires transactions, evidence 

of improper acts, or if there are other important matters that the Committee wishes to raise, 
the Chairman of the Audit Committee should raise the matter at a full meeting of the 
Governing Body.  Exceptionally, the matter may need to be referred to the NHS 
Commissioning Board.  

 
2.2 Chief Financial Officer 
 
2.2.1 The Chief Financial Officer is responsible for: 
 

(a) ensuring there are arrangements to review, evaluate and report on the effectiveness 
of internal financial control including the establishment of an effective Internal Audit 
function; 

 
(b) ensuring that the Internal Audit function meets the NHS mandatory audit standards 

and provides sufficient independent and objective assurance to the Audit Committee 
and the Accountable Officer; 

 
(c) deciding at what stage to involve the police in cases of misappropriation and other 

irregularities not involving fraud or corruption.  
 

 (d) ensuring that an annual Internal Audit report is prepared for the consideration of the 
Audit Committee [and the Governing Body].  The report must cover: 

 
(i) a clear opinion on the effectiveness of internal control in accordance with 

current assurance framework guidance issued by the NHS Commissioning 
Board including for example compliance with control criteria and standards; 

 
(ii) major internal financial control weaknesses discovered; 
 
(iii) progress on the implementation of Internal Audit recommendations; 
 
(iv) progress against plan over the previous year; 
 
(iv) a strategic audit plan covering the coming three years; 
 
(vi) a detailed plan for the coming year. 

 
2.2.2 The Chief Financial Officer or designated internal or external auditor is entitled without 

necessarily giving prior notice to require and receive: 
 
 (a) access to all records, documents and correspondence relating to any financial or 

other relevant transactions, including documents of a confidential nature; 
 
 (b) access at all reasonable times to any land, premises or  members of the Governing 

Body and Executive Committee or employee of the CCG; 
 

 (c) the production of any cash, stores or other property of the CCG under a member of 
the Governing Body and Executive Committee’s or an employee's control; and 

 
 (d) explanations concerning any matter under investigation. 

 
2.3 Role of Internal Audit 
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2.3.1 Internal Audit is an independent and objective appraisal service within an organisation which 
provides: 

 
(1) an independent and objective opinion to the Accountable Officer, the Governing 

Body, and the Audit Committee on the degree to which risk management, control and 
governance, support the achievement of the organisation’s agreed objectives; 

 
(2) an independent and objective consultancy service specifically to help line 

management improve the organisation’s risk management, control and governance 
arrangements.  

 
2.3.2 Internal Audit will review, appraise and report upon policies, procedures and operations in 

place to; 
 

(a) establish and monitor the achievement of the organisation’s objectives; ; 
 
(b) identify, assess and manage the risks to achieving the organisation’s objectives; 
 
(c) ensure the economical, effective and efficient use of resources; 
 
(d) ensure compliance with established policies (including behavioral and ethical 
 expectations), procedures, laws and regulations; 
 
(e) safeguard the organisation’s assets and interests from losses of all kinds, 
 including those arising from fraud, irregularity or corruption; 
 
(f) ensure the integrity and reliability of information, accounts and data, including 
 internal and external reporting and accountability processes. 
 

2.3.3 The Head of Internal Audit will provide to the Audit Committee; 
 
(a) A risk-based plan of internal audit work, agreed with management and   
 approved by the Audit Committee, based upon the management’s Assurance  
 Framework that will enable the auditors to collect sufficient evidence to give   an 
opinion on the adequacy and effective operation of the organisation; 
 
(b) Regular updates on the progress against plan; 
 
(c) Reports of management’s progress on the implementation of action agreed  as a 
result of internal audit findings; 
 
(d) An annual opinion, based upon and limited to the work performed, on the 
 overall adequacy and effectiveness of the organisation’s risk management, 
 control and governance processes (i.e. the organisation’s system of internal 
 control). This opinion is used by the Governing Body to inform the SIC and by 
Strategic  Health Authority as part of its performance management role; 
 
(e) Additional reports as requested by the Audit Committee. 

 
2.3.4 Whenever any matter arises which involves, or is thought to involve, irregularities 

concerning cash, stores, or other property or any suspected irregularity in the exercise of 
any function of a pecuniary nature, the Chief Financial Officer must be notified immediately. 

 
2.3.5 The Head of Internal Audit will normally attend Audit Committee meetings and has a right of 

access to all Audit Committee members, the Chairman and Accountable Officer of the CCG. 
 
2.3.6 The Head of Internal Audit reports to the Audit Committee and is managed by the Chief 

Financial Officer.  The reporting system for Internal Audit shall be agreed between the Chief 
Financial Officer, the Audit Committee and the Head of Internal Audit.  The agreement shall 
be in writing and shall comply with the guidance on reporting contained in the NHS Internal 
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Audit Standards.  The reporting system shall be reviewed at least every three years. 
 

2.3.7 The appointment and termination of the Head of Internal Audit and/or the Internal Audit 
Service must be approved by the Audit Committee. 

 
2.4 External Audit  
 
2.4.1 The appointment of External Auditor is arranged by the Audit Commission on behalf of the 

NHS Commissioning Board and paid for by the CCG.  The Audit Committee must ensure a 
cost-efficient service.  If there are any problems relating to the service provided by the 
External Auditor, then this should be raised with the External Auditor and referred on to the 
Audit Commission if the issue cannot be resolved. 

 
3. Fraud Corruption and Security management – (Section 4 PFP) 
 
3.1 Fraud and Corruption 
 
3.1.1 In line with their responsibilities, the CCG Accountable Officer and Chief Financial Officer 

shall monitor and ensure compliance with Directions issued by the Secretary of State for 
Health on fraud and corruption.  

 
3.1.2 The CCG shall nominate a suitable person to carry out the duties of the Local Counter 

Fraud Specialist (LCFS) as specified by the NHS Counter Fraud and Corruption Manual, 
and guidance. 

 
3.1.3 The LCFS shall report to the CCG Chief Financial Officer and shall work with staff in the 

NHS Counter Fraud Service (NHS CFS) and the Operational Fraud Team (OFT) in 
accordance with the NHS Counter Fraud and Corruption Manual. 

 
3.1.4 The LCFS will provide a written report, at least annually, on counter fraud work within the 

CCG. 
 
3.2 Security Management 
 
3.2.1 In line with their responsibilities, the CCG Accountable Officer will monitor and ensure 

compliance with Directions issued by the Secretary of State for Health on NHS security 
management.  

 
3.2.2 The CCG shall nominate a suitable person to carry out the duties of the Local Security 

Management Specialist (LSMS) as specified by the Secretary of State for Health guidance 
on NHS Security Management. 

 
3.2.3 The CCG shall nominate a Non-Executive Director to oversee the NHS Security 

Management service who will report to the Governing Body.  
 
3.2.4 The Accountable Officer has overall responsibility for controlling and coordinating security. 

However, key tasks are delegated to the Security Management Director (SMD) and the 
appointed Local Security Management Specialist (LSMS). 

 
4. EXPENDITURE LIMIT CONTROL  - (Section 5 PFP) 

 
4.1 The group is required by statutory provisions to ensure that its expenditure does not exceed 

the aggregate of allotments from the NHS Commissioning Board and any other sums it has 
received and is legally allowed to spend.   

 
4.2 The Accountable Officer has overall executive responsibility for ensuring that the group 

complies with certain of its statutory obligations, including its financial and accounting 
obligations, and that it exercises its functions effectively, efficiently and economically and in a 
way which provides good value for money. 
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4.3 The Chief Financial Officer will: 
 

4.3.1.1 provide reports in the form required by the NHS Commissioning Board; 
 

4.3.1.2 ensure money drawn from the NHS Commissioning Board is required for approved 
expenditure only is drawn down only at the time of need and follows best practice;  

 
4.3.1.3 be responsible for ensuring that an adequate system of monitoring financial performance 

is in place to enable the group to fulfil its statutory responsibility not to exceed its 
expenditure limits, as set by direction of the NHS Commissioning Board. 

 
 
5. ALLOTMENTS, STRATEGIC PLANNING, BUDGETS, BUDGETARY 

CONTROL AND MONITORING 
 
5.1 Allotments - (SECTION 6 PFP) 
 
5.1.1 The Chief Financial Officer of the CCG will: 
 

 (a) periodically review the basis and assumptions used by the NHS Commissioning 
Board for distributing allocations and ensure that these are reasonable and realistic 
and secure the CCG's entitlement to funds; 

 
 (b) prior to the start of each financial year submit to the CCG Governing Body for 

approval a report showing the total allocations received and their proposed 
distribution including any sums to be held in reserve; and 

 
 (c) regularly update the CCG Governing Body on significant changes to the initial 

allocation and the uses of such funds. 
 
5.2 Preparation and Approval of Strategic Plans and Budgets – (SECTION 7 PFP) 
 
5.2.1 The Accountable Officer will compile and submit to the Governing Body a strategic plan 

which takes into account financial targets and forecast limits of available resources.  The 
plan will contain: 

 
 (a) a statement of the significant assumptions on which the plan is based; 

 
 (b) details of major changes in workload, delivery of services or resources required to 

achieve the plan. 
 
5.2.2 Prior to the start of the financial year the Chief Financial Officer will, on behalf of the 

Accountable Officer, prepare and submit budgets for approval by the Governing Body.  
Such budgets will: 

 
(a) be in accordance with the aims and objectives set out in the plan; 
 
(b) accord with workload and manpower plans; 
 
(c) be produced following discussion with appropriate budget holders; 
 
(d) be prepared within the limits of available funds;  
 
(e) identify potential risks. 
 

5.2.3 The Chief Financial Officer shall monitor financial performance against budget and plan, 
periodically review them, and report to the Governing Body. 

 
5.2.4 All budget holders must provide information as required by the Chief Financial Officer to 

enable budgets to be compiled. 
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5.2.5 The Chief Financial Officer has a responsibility to ensure that adequate training is delivered 

on an on-going basis to budget holders to help them manage successfully. 
 
5.3 Budgetary Delegation 
 
5.3.1 The Accountable Officer may delegate the management of a budget to permit the 

performance of a defined range of activities.  This delegation must be in writing and be 
accompanied by a clear definition of: 

 
(a) the amount of the budget; 
 
(b) the purpose(s) of each budget heading; 
 
(c) individual and group responsibilities; 
 
(d) authority to exercise virement; 
 
(e) achievement of planned levels of service;  
 
(f) the provision of regular reports. 
 

5.3.2 The Accountable Officer and delegated budget holders must not exceed the budgetary total 
or virement limits set by the Governing Body. 

 
5.3.3 Any budgeted funds not required for their designated purpose(s) revert to the immediate 

control of the Accountable Officer, subject to any authorised use of virement. 
 
5.3.4 Non-recurring budgets should not be used to finance recurring expenditure without the 

authority in writing of the Accountable Officer, as advised by the Chief Financial Officer. 
 
5.4 Budgetary Control and Reporting 
 
5.4.1 The Chief Financial Officer will devise and maintain systems of budgetary control.  These 

will include: 
 

(a) monthly financial reports to the Governing Body in a form approved by the Governing 
Body containing: 

 
 (i) income and expenditure to date showing trends and forecast year-end position; 
 

(ii) movements in working capital; 
 
  (iii) movements in cash and capital;  

 
 (iv) capital project spend and projected outturn against plan; 
 
 (v) explanations of any material variances from plan; 
 
 (vi) details of any corrective action where necessary and the Accountable Officer's 

and/or Chief Financial Officer's view of whether such actions are sufficient to 
correct the situation; 

 
(b) the issue of timely, accurate and comprehensible advice and financial reports to each 

budget holder, covering the areas for which they are responsible; 
 
(c) investigation and reporting of variances from financial, workload and manpower 

budgets; 
 
(d) monitoring of management action to correct variances;  
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(e) arrangements for the authorisation of budget transfers. 

 
5.4.2 Each Budget Holder is responsible for ensuring that: 
 

(a) any likely overspending or reduction of income which cannot be met by virement is 
not incurred without the prior consent of the Governing Body; 

 
(b) the amount provided in the approved budget is not used in whole or in part for any 

purpose other than that specifically authorized, subject to the rules of virement; 
 
(c) no permanent employees are appointed without the approval of the Accountable 

Officer other than those provided for within the available resources and manpower 
establishment as approved by the Governing Body . 

 
5.4.3 The Accountable Officer is responsible for identifying and implementing cost improvements 

and income generation initiatives in accordance with the requirements of the Local Delivery 
Plan and a balanced budget. 

   
5.5 Capital Expenditure 
 
5.5.1 The general rules applying to delegation and reporting shall also apply to capital 

expenditure.   
 
5.6 Monitoring Returns 
 
5.6.1 The Accountable Officer is responsible for ensuring that the appropriate monitoring forms 

are submitted to the requisite monitoring organisation. 
 

6.         ANNUAL ACCOUNTS AND REPORTS - (SECTION 8 PFP) 
 

6.1           The Chief Financial Officer will ensure the group: 
 

a) prepares a timetable for producing the annual report and accounts and agrees it 
with external auditors and the governing body; 
 

b) prepares the accounts according to the timetable approved by the governing body; 
 

c) complies with statutory requirements and relevant directions for the publication of 
annual report; 

 
d) considers the external auditor’s management letter and fully address all issues 

within agreed timescales; and 
 

e) publishes the external auditor’s management letter on the group’s website at 
www.southtynesideccg.nhs.uk 

 
(f) prepare financial returns in accordance with the accounting policies and  guidance 

given by the NHS Commissioning Board and the Treasury, the CCG's accounting 
policies, and generally accepted accounting practice; 

 
(g) prepare and submit annual financial reports to the NHS Commissioning Board 

certified in accordance with current guidelines;  
 
(h) submit financial returns to the NHS Commissioning Board for each financial year in 

accordance with the timetable prescribed by the NHS Commissioning Board. 
 
6.2 The CCG's annual accounts must be audited by an auditor appointed by the Audit 

Commission. The CCG's audited annual accounts must be presented to a public meeting 
and made available to the public.   
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6.3 The CCG will publish an annual report, in accordance with guidelines on local 

accountability, and present it at a public meeting.  The document will comply with the NHS 
Commissioning Board's Manual for Accounts. 

 
7. INFORMATION TECHNOLOGY - (Section 9 PFP) 
 
7.1 Responsibilities and duties of the Chief Financial Officer 
 
7.1.1 The Chief Financial Officer, who is responsible for the accuracy and security of the 

computerised financial data of the CCG, shall: 
 

(a) devise and implement any necessary procedures to ensure  adequate (reasonable) 
protection of the CCG's data, programs  and computer hardware for which the 
Director is responsible from accidental or intentional disclosure to unauthorised 
persons, deletion or modification, theft or damage, having due regard for the Data 
Protection Act 1998; 

 
(b) ensure that adequate (reasonable) controls exist over data entry, processing, 

storage, transmission and output to ensure security, privacy, accuracy, 
completeness, and timeliness of the data, as well as the efficient and effective 
operation of the system; 

 
(c) ensure that adequate controls exist such that the computer operation is separated 

from development, maintenance and amendment; 
 
(d) ensure that an adequate management (audit) trail exists through the computerised 

system and that such computer audit reviews as the Director may consider necessary 
are being carried out. 

 
7.1.2 The Chief Financial Officer shall need to ensure that new financial systems and 

amendments to current financial systems are developed in a controlled manner  and 
thoroughly tested prior to implementation.  Where this is undertaken by another 
organisation, assurances of adequacy must be obtained from them prior to implementation. 
 

7.2        Responsibilities and duties of other Directors and Officers in relation to computer 
systems of a general application 

 
7.2.1 In the case of computer systems which are proposed General Applications (i.e. normally 

those applications which the majority of CCGs in the Region wish to sponsor jointly) all 
responsible directors and employees will send to the Chief Financial Officer: 
 
(a) details of the outline design of the system; 
 
(b) in the case of packages acquired either from a commercial organisation, from the 

NHS, or from another public sector organisation, the operational requirement. 
 

7.3 Contracts for computer services with other health bodies or outside agencies 
 
 The Chief Financial Officer shall ensure that contracts for computer services for financial 

applications with another health organisation or any other agency shall clearly define the 
responsibility of all parties for the security, privacy, accuracy, completeness, and timeliness 
of data during processing, transmission and storage.  The contract should also ensure rights 
of access for audit purposes. 

 
 Where another health organisation or any other agency provides a computer service for 

financial applications, the Chief Financial Officer shall periodically seek assurances that 
adequate controls are in operation. 

 



12 
 

7.4 Requirements for computer systems which have an impact on corporate financial 
systems  

 
 Where computer systems have an impact on corporate financial systems the Chief Financial 

Officer shall need to be satisfied that: 
 

(a) systems acquisition, development and maintenance are in line with corporate policies 
such as an Information Technology Strategy; 

 
(b) data produced for use with financial systems is adequate, accurate, complete and 

timely, and that a management (audit) trail exists;  
 
(c) Chief Financial Officer staff have access to such data;  
 
(d) such computer audit reviews as are considered necessary are being carried out. 
 
 

8. BANK AND OPG ACCOUNTS - (Section 11 PFP) 
 
8.1 General 
 
8.1.1 The Chief Financial Officer is responsible for managing the CCG's banking arrangements 

and for advising the CCG Governing Body on the provision of banking services and 
operation of accounts. This advice will take into account guidance/ Directions issued from 
time to time by the NHS Commissioning Board. In line with ‘Cash Management in the NHS’ 
CCGs should minimize the use of commercial bank accounts and consider using 
Government Banking accounts for all banking services. 

 
8.1.2 The Governing Body shall approve the banking arrangements. 
 
8.2 Bank and OPG Accounts 
 
8.2.1 The Chief Financial Officer is responsible for: 
 

(a) bank accounts and Government Banking accounts; 
 
(b) establishing separate bank accounts for the CCG's non-exchequer funds; 
 
(c) ensuring payments made from bank or Government Banking accounts do not exceed 

the amount credited to the account except where arrangements have been made;  
 
(d) reporting to the Governing Body all arrangements made with the CCG's bankers for 

accounts to be overdrawn; 
 

(e) monitoring compliance with Treasury guidance on the level of cleared funds. 
 

8.3 Banking Procedures 
 
8.3.1 The Chief Financial Officer will prepare detailed instructions on the operation of bank 

accounts which must include: 
 

(a) the conditions under which each bank account is to be operated; 
 
(b) those authorised to sign cheques or other orders drawn on the CCG's accounts. 
 

8.3.2 The Chief Financial Officer must advise the CCG's bankers in writing of the conditions under 
which each account will be operated. 

 
8.4 Tendering and Review 
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8.4.1 The Chief Financial Officer will review the banking arrangements of the CCG at regular 
intervals to ensure they reflect best practice and represent best value for money by 
periodically seeking competitive tenders for the CCG's banking business. 

 
8.4.2 Competitive tenders should be sought at least every 5 years. This review is not necessary 

for Government Banking arrangements.  The results of the tendering exercise should be 
reported to the Governing Body. 
 

 
9. INCOME, FEES AND CHARGES AND SECURITY OF CASH, CHEQUES 

AND OTHER NEGOTIABLE INSTRUMENTS – (Section 12 PFP) 
 
9.1 Income Systems 
 
9.1.1 The Chief Financial Officer is responsible for designing, maintaining and ensuring 

compliance with systems for the proper recording, invoicing, and collection and coding of all 
monies due. 

 
9.1.2 The Chief Financial Officer is also responsible for the prompt banking of all monies 

received. 
 
9.2 Fees and Charges 
 
9.2.1 The CCG shall follow the NHS Commissioning Board's advice in the "Costing" Manual in 

setting prices for NHS service agreements. 
 
9.2.2 The Chief Financial Officer is responsible for approving and regularly reviewing the level of 

all fees and charges other than those determined by the NHS Commissioning Board or by 
Statute.  Independent professional advice on matters of valuation shall be taken as 
necessary. 

 
9.2.3 All employees must inform the Chief Financial Officer promptly of money due arising from 

transactions which they initiate/deal with, including all contracts, leases, tenancy 
agreements, private patient undertakings and other transactions. 

 
9.3 Debt Recovery 
 
9.3.1 The Chief Financial Officer is responsible for the appropriate recovery action on all 

outstanding debts. 
 
9.3.2 Income not received should be dealt with in accordance with losses procedures. 
 
9.3.3 Overpayments should be detected (or preferably prevented) and recovery initiated. 
 
 
9.4 Security of Cash, Cheques and other Negotiable Instruments 
 
9.4.1 The Chief Financial Officer is responsible for: 
 

(a) approving the form of all receipt books, agreement forms, or other means of officially 
acknowledging or recording monies received or receivable; 

 
(b) ordering and securely controlling any such stationery; 
 
(c) the provision of adequate facilities and systems for employees whose duties include 

collecting and holding cash, including the provision of safes or lockable cash boxes, 
the procedures for keys, and for coin operated machines;  

 
(d) prescribing systems and procedures for handling cash and negotiable securities on 

behalf of the CCG. 
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9.4.2 Official money shall not under any circumstances be used for the encashment of private 

cheques or IOUs. 
 
9.4.3 All cheques, cash etc., shall be banked intact.  Disbursements shall not be made from cash 

received, except under arrangements approved by the Chief Financial Officer. 
 
9.4.4 The holders of safe keys shall not accept unofficial funds for depositing in their safes unless 

such deposits are in special sealed envelopes or locked containers.  It shall be made clear 
to the depositors that the CCG is not to be held liable for any loss, and written indemnities 
must be obtained from the organisation or individuals absolving the CCG from responsibility 
for any loss.   

 
10. TENDERING AND CONTRACTING PROCEDURE – (SECTION 13 PFP) 
 
10.1  Duty to comply with PFPs and DFPs 
 
  The procedure for making all contracts by or on behalf of the CCG shall comply with these 

PFPs and DFPs (except where Standing Order 3.9 - Suspension of Standing Orders is 
applied). 

 
10.2  EU Directives Governing Public Procurement 
 
 (a) Directives by the Council of the European Union promulgated by the NHS 

Commissioning Board prescribing procedures for awarding all forms of contracts shall 
have effect as if incorporated in these PFPs and DFPs. 

 
(b) CCG’s should consider obtaining support from the specialist advice for procurement 

to ensure compliance when engaging in tendering procedures. 
 
10.3 Capital Investment Manual and other NHS Commissioning Board Guidance 
 
 The CCG shall comply as far as is practicable with the requirements of the NHS 

Commissioning Board "Capital Investment Manual" and “Estate code” in respect of capital 
investment and estate and property transactions.   

 
 
 
 
10.4  Formal Competitive Tendering 
 
10.4.1 General Applicability 
 
 The CCG shall ensure that competitive tenders are invited for:  
 

• the supply of goods, materials and manufactured articles; 
 
• the rendering of services including all forms of management consultancy services 

(other than specialised services sought from or provided by the NHS Commissioning 
Board); 

 
• for the design, construction and maintenance of building and engineering works 

(including construction and maintenance of grounds and gardens); for disposals. 
 

10.4.2 Health Care Services 
 

(a) The provisions of the PFPs and these DFPs shall apply as far as they are applicable in 
relation to the tendering of healthcare services.and need to be read in conjunction with 
DFP paragraphs 11 and 12.   
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(b) Procurement of healthcare services is also subject to NHS (Procurement, Patient 
Choice and  Competion) (No.2) Regulations 2013 which means that the CCG must act 
with a view to: 

i. Securing the needs of the people who use the services(s); 
ii. Improving the quality of the service(s); and  
iii. Improving efficiency in the provision of the services 

(c) The CCG will also consider whether the service(s) could be provided in an integrated way 
(including with other healthcare services, health related services or social care). 
 
  
10.4.3  Exceptions and instances where formal tendering need not be applied 
 
  Formal tendering procedures need not be applied where: 
 
  (a) the estimated expenditure or income does not, or is not reasonably expected 

to, exceed £  
  (b) where the supply is proposed under special arrangements negotiated by the 

DH in which event the said special arrangements must be complied with; 
 
  (c) regarding disposals as DFP 15.6. 
 
  Formal tendering procedures may be waived in the following circumstances: 
 
  (d) in very exceptional circumstances where the Accountable Officer decides that 

formal tendering procedures would not be practicable or the estimated 
expenditure or income would not warrant formal tendering procedures, and 
the circumstances are detailed in an appropriate CCG record; 

 
  (e) where the requirement is covered by an existing contract; 
 
  (f)  where NHS Supply Chain or Crown Commercial Service  agreements are in 

place and have been approved by    the Governing Body; 
 
  (g) where a consortium arrangement is in place and a lead organisation  

  has been appointed to carry out tendering activity on behalf of the   
 consortium members; 

 
  (h) insofar as is strictly necessary where, for reasons of extreme urgency brought 

about by events unforeseeable by the CCG, the time limits for competitive 
procedures cannot be complied with.  The circumstances invoked to justify 
extreme urgency must not in any event be attributable to the CCG.  

 
  (i)  where competition is absent for technical reasons; 
 
  (j)  to protect exlusive rights, including intellectual property rights;  
 
  but only, in the case of (i) and (j) where no reasonable alternative or substitute exists 

and the absence of competition is not the result of an artificial narrowing down 
of the parameters of the procurement; 

 
  (k) the aim of the procurement is the creation or acquisition of a unique work of art 

or artisitic performance. 
 
  (l) for the provision of legal advice and services providing that any legal firm or 

partnership commissioned by the CCG is regulated by the Law Society for 
England and Wales for the conduct of their business (or by the Bar Council for 
England and Wales in relation to the obtaining of Counsel’s opinion) and are 
generally recognised as having sufficient expertise in the area of work for which 
they are commissioned. 
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 The Chief Financial Officer will ensure that any fees paid are reasonable and 
within commonly accepted rates for the costing of such work.  

  
  (m) where allowed and provided for in the Capital Investment Manual. 
 
    The waiving of competitive tendering procedures should not be used to avoid 

competition or for administrative convenience or to award further work to a 
consultant originally appointed through a competitive procedure.  

 
    Where it is decided that competitive tendering is not applicable and should be 

waived, the fact of the waiver and the reasons should be documented and 
recorded in an appropriate CCG record and reported to the Audit Committee at 
each meeting. 

 
(n) where no tenders, no suitable tenders, no requests to participate or no suitable 

requests to participate have been submitted in response to a published 
competitive procedure, provided that the initial conditions of the contract are 
not substantially altered. 

 
10.4.4.  Fair and Adequate Competition 
  

(i) Where the exceptions set out in DFP No.10.4.3 apply, the CCG shall ensure that 
invitations to tender are sent to a sufficient number of firms/individuals to provide fair 
and adequate competition as appropriate, and in no case less than two 
firms/individuals, having regard to their capacity to supply the goods or materials or to 
undertake the services or works required. 

(ii) All contract opportunities with a total value in excess of £15,000 will be placed on 
Contracts Finder. 

 
 
 
10.4.6  Building and Engineering Construction Works 
 
 Competitive Tendering cannot be waived for building and engineering construction works 

and maintenance (other than in accordance with Concode) without NHS Commissioning 
Board approval. 

 
 
10.4.7 Items which subsequently breach thresholds after original approval 
 
 Items estimated to be below the limits set in this DFP for which formal tendering procedures 

are not used which subsequently prove to have a value above such limits shall be reported 
to the Accountable Officer, and be recorded in an appropriate CCG record. 

 
10.5    Contracting/Tendering Procedure 
 
10.5.1  Invitation to tender 
 
  (i)  All invitations to tender shall state the date and time as being the latest time for the 

receipt of tenders. 
 
 

(ii) All invitations to tender shall state that no tender will be accepted unless:  
 

• submitted via a specified secure electronic tendering portal in accordance with 
instructions set out within the published invitation to  tender  

 
  (iii) Every tender for goods, materials, services or disposals shall embody such of the 

NHS Standard Contract Conditions as are applicable. 
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  (iv) Every tender for building or engineering works (except for maintenance work, when 
Estmancode guidance shall be followed) shall embody or be in the terms of the 
current edition of one of the Joint Contracts Tribunal Standard Forms of Building 
Contract or Department of the Environment (GC/Wks) Standard forms of contract 
amended to comply with Concode; or, when the content of the work is primarily 
engineering, the General Conditions of Contract recommended by the Institution of 
Mechanical and Electrical Engineers and the Association of Consulting Engineers 
(Form A), or (in the case of civil engineering work) the General Conditions of Contract 
recommended by the Institute of Civil Engineers, the Association of Consulting 
Engineers and the Federation of Civil Engineering Contractors.  These documents 
shall be modified and/or amplified to accord with NHS Commissioning Board 
guidance and, in minor respects, to cover special features of individual projects. 
 

  (v) Every tender must have given, or give a written undertaking, not to engage in 
collusive tendering or other restrictive practice. 

 
10.5.2  Receipt and safe custody of tenders 
 
  All tenders received via the secure electronic tendering portal will remain unopened until 

after the latest time for receipt of tender.  
 
 The date and time of receipt of each tender shall will be recorded via the electronic 

tendering portal.. 
 
 
 
10.5.3  Opening tenders and Register of tenders 
 
  (i)  As soon as practicable after the date and time stated as being the latest time for the 

receipt of tenders, they shall be opened by two senior officers/managers designated 
by the Accountable Officer and not from the originating department.  

 
(iii) The ‘originating’ Department will be taken to mean the Department sponsoring or 

commissioning the tender.  
 

(iv) The involvement of Finance Directorate staff in the preparation of a tender proposal 
will not preclude the Chief Financial Officer or any approved Senior Manager from the 
Finance Directorate from serving as one of the two senior managers to open tenders. 

 
(v) All Executive Directors/members will be authorised to open tenders regardless of 

whether they are from the originating department provided that the other authorised 
person opening the tenders with them is not from the originating department. 

 
The CCG’s Company Secretary will count as a Director for the purposes of opening 
tenders.  

 
 (vi) A record of the name of the officer opening the tender and date and time of opening 

shall be retained within the secure electronic tendering portal.   
 
 . 
 
 (vii) Incomplete tenders, i.e. those from which information necessary for the adjudication 

of the tender is missing, and amended tenders i.e., those amended by the tenderer 
upon his/her own initiative either orally or in writing after the due time for receipt, but 
prior to the opening of other tenders, should be dealt with in the same way as late 
tenders. (DFP No. 17.6.5 below). 

 
10.5.4  Admissibility 
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 i)  If for any reason the designated officers are of the opinion that the tenders received 
are not strictly competitive (for example, because their numbers are insufficient or any 
are amended, incomplete or qualified) no contract shall be awarded without the 
approval of the Accountable Officer. 

 
 (ii) Where only one tender is sought and/or received, the Accountable Officer and Chief 

Financial Officer shall, as far practicable, ensure that the price to be paid is fair and 
reasonable and will ensure value for money for the CCG. 

 
 
10.5.5  Late tenders 
 
 (i)  Tenders received after the due time and date, but prior to the opening of the other 

tenders, may be considered only if the Accountable Officer or his/her nominated 
officer decides that there are exceptional circumstances that were not foreseeable or 
in the control of  the tenderer. 

 
 (ii) Only in the most exceptional circumstances will a tender be considered which is 

received after the opening of the other tenders and only then if the tenders that have 
been duly opened have not left the custody of the Accountable Officer or his/her 
nominated officer or if the process of evaluation and adjudication has not started. 

 
 (iii) While decisions as to the admissibility of late, incomplete or amended tenders are 

under consideration, the tender documents shall be kept strictly confidential, 
recorded, and held in safe custody by the Accountable Officer or his/her nominated 
officer. 
 

 (iv) Accepted late tenders will be reported to the Governing Body. 
 
10.5.6  Acceptance of formal tenders  
 
 (i)  Any discussions with a tenderer which are deemed necessary to clarify technical 

aspects of his/her tender before the award of a contract will not disqualify the tender. 
 
 (ii) The lowest tender, if payment is to be made by the CCG, or the highest, if payment is 

to be received by the CCG, shall be accepted unless there are good and sufficient 
reasons to the contrary. Such reasons shall be set out in either the contract file, or 
other appropriate record. 

 
   It is accepted that for professional services such as management consultancy, the 

lowest price does not always represent the best value for money.  Other factors 
affecting the success of a project include: 

 
(a) experience and qualifications of team members; 
 
(b) understanding of client’s needs; 
 
(c) feasibility and credibility of proposed approach; 
 
(d) ability to complete the project on time. 
 

  Where other factors are taken into account in selecting a tenderer, these must be 
clearly recorded and documented in the contract file, and the reason(s) for not 
accepting the lowest tender clearly stated. 

 
 (iii) No tender shall be accepted which will commit expenditure in excess of that which 

has been allocated by the CCG and which is not in accordance with these 
Instructions except with the authorisation of the Accountable Officer. 

 
 (iv) The use of these procedures must demonstrate that the award of the contract was: 
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(a) not in excess of the going market rate / price current at the time the contract was 

awarded; 
 
   (b) that best value for money was achieved. 
 

 (v) All Tenders should be treated as confidential and should be retained via the secure 
electronic tendering portal for inspection. 

 
10.5.7 Tender reports to the CCG Governing Body 
 
 The CCG shall document the progress of all procurement procedures and shall ensure that 

they keep sufficient documentation to justify decisions taken in all stages of the procurement 
procedure in accordance with the requirements of the Public Contracts Regulations 2015. 

 Reports to the CCG Governing Body will be made on an exceptional circumstance basis 
only. 

 
10.5.8 List of approved firms  
 
  (a) Responsibility for maintaining list 
 
 A manager nominated by the Accountable Officer shall on behalf of the CCG maintain lists 

of approved firms from who tenders and quotations may be invited. These shall be kept 
under frequent review.  The lists shall include all firms who have applied for permission to 
tender and as to whose technical and financial competence the CCG is satisfied. All 
suppliers must be made aware of the CCG’s terms and conditions of contract. 

 
  (b) Building and Engineering Construction Works 
 
  (i)  Invitations to tender shall be made only to firms included on the approved list of 

tenderers compiled in accordance with this Instruction or on the separate 
maintenance lists compiled in accordance with Estmancode guidance (Health Notice 
HN(78)147). 

 
 ii)  Firms included on the approved list of tenderers shall ensure that when engaging, 

training, promoting or dismissing employees or in any conditions of employment, shall 
not discriminate against any person because of colour, race, ethnic or national 
origins, religion or sex, and will comply with the provisions of the Equal Pay Act 1970, 
the Sex Discrimination Act 1975, the Race Relations Act 1976, and the Disabled 
Persons (Employment) Act 1944 and any amending and/or related legislation. 

 
 iii)  Firms shall conform at least with the requirements of the Health and Safety at Work 

Act and any amending and/or other related legislation concerned with the health, 
safety and welfare of workers and other persons, and to any relevant British Standard 
Code of Practice issued by the British Standard Institution.  Firms must provide to the 
appropriate manager a copy of its safety policy and evidence of the safety of plant 
and equipment, when requested. 

 
 (c) Financial Standing and Technical Competence of Contractors 
 
  The Chief Financial Officer may make or institute any enquiries he/she deems 

appropriate concerning the financial standing and financial suitability of approved 
contractors.  The Director with lead responsibility for clinical governance will similarly 
make such enquiries as is felt appropriate to be satisfied as to their technical / 
medical competence. 

 
10.5.9 Exceptions to using approved contractors 
  
 If in the opinion of the Accountable Officer and the Chief Financial Officer or the Director with 

lead responsibility for clinical governance it is impractical to use a potential contractor from the 
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list of approved firms/individuals (for example where specialist services or skills are required 
and there are insufficient suitable potential contractors on the list), or where a list for whatever 
reason has not been prepared, the Accountable Officer should ensure that appropriate checks 
are carried out as to the technical and financial capability of those firms that are invited to 
tender or quote. 

 
 An appropriate record in the contract file should be made of the reasons for inviting a tender 

or quote other than from an approved list. 
 
10.6  Quotations: Competitive and non-competitive 
 
10.6.1     General Position on quotations  
 
 Quotations are required where formal tendering procedures are not adopted and where the 

intended expenditure or income exceeds, or is reasonably expected to exceed £15,000,but 
not exceed £49,999. 

 
10.6.2  Competitive Quotations 
  
 (i)  Quotations should be obtained from at least 3 firms/individuals based on specifications 

or terms of reference prepared by, or on behalf of, the CCG or Executive Committee. 
  
 (ii)  Quotations should be in writing unless the Accountable Officer or his nominated officer 

determines that it is impractical to do so in which case quotations may be obtained by 
telephone. Confirmation of telephone quotations should be obtained as soon as 
possible and the reasons why the telephone quotation was obtained should be set out 
in a permanent record. 

  
 (iii) All quotations should be treated as confidential and should be retained for inspection. 
   

(v) The Accountable Officer or his nominated officer should evaluate the quotation and 
select the quote which gives the best value for money. If this is not the lowest 
quotation if payment is to be made by the CCG, or the highest if payment is to be 
received by the CCG, then the choice made and the reasons why should be 
recorded in a permanent record. 

(vi) The quotation process should clearly set out all criteria by which quotes will be 
evaluated, e.g. lowest price 

 
10.6.3 Non-Competitive Quotations 
 
 Non-competitive quotations in writing may be obtained in the following circumstances:  
 
 (i)  the supply of proprietary or other goods of a special character and the rendering of 

services of a special character, for which it is not, in the opinion of the Responsible 
Officer, possible or desirable to obtain competitive quotations; 

 
 (ii) the supply of goods or manufactured articles of any kind which are required quickly 

and are not obtainable under existing contracts; 

  (iii) miscellaneous services, supplies and disposals; 
 
  (iv) where the goods or services are for building and engineering maintenance the 

responsible works manager must certify that the first two conditions of this SFI (i.e.: (i) 
and (ii) of this DFP) apply. 

 
10.6.4  Quotations to be within Financial Limits 
 
  No quotation shall be accepted which will commit expenditure in excess of that which has 

been allocated by the CCG and which is not in accordance with DFPs except with the 
authorisation of either the Accountable Officer or Chief Financial Officer. 
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10.7  Authorisation of Tenders and Competitive Quotations 
 
 Providing all the conditions and circumstances set out in these DFPs have been fully 

complied with, formal authorisation and awarding of a contract will be in accordance with the 
scheme of delegation. 

 
 Formal authorisation must be put in writing.  In the case of authorisation by the CCG 

Governing Body this shall be recorded in their minutes. 
 
10.8 Instances where formal competitive tendering or competitive quotation is not 

required 
 
  Where competitive tendering or a competitive quotation is not required, the CCG should 

adopt one of the following alternatives: 
 
 (a) the CCG shall use  NHS Supply Chain  or Crown Commercial Service for 

procurement of all goods and services unless the Accountable Officer or nominated officers 
deem it inappropriate. The decision to use alternative sources must be documented.   

 
 (b) if the CCG does not use e NHS Supply Chain OR Crown Commercial Service  - 

where tenders or quotations are not required, because expenditure is below £15,000, the 
CCG shall procure goods and services in accordance with procurement procedures 
approved by the Chief Financial Officer. 

 
 
10.9   Private Finance for capital procurement  
 
 The CCG should normally market-test for PFI (Private Finance Initiative funding) when 

considering a capital procurement. When the Governing Body proposes, or is required, to 
use finance provided by the private sector the following should apply: 

 
 (a) The Accountable Officer shall demonstrate that the use of private finance 

represents value for money and genuinely transfers risk to the private sector. 
 
 (b) Where the sum exceeds delegated limits, a business case must be referred 

to the appropriate NHS Commissioning Board for approval or treated as per 
current guidelines. 

 
 (c) The proposal must be specifically agreed by the Governing Body of the CCG. 
 
 (d) The selection of a contractor/finance company must be on the basis of 

competitive tendering or quotations. 
 
10.10  Compliance requirements for all contracts 
 
  The Governing Body may only enter into contracts on behalf of the CCG within the statutory 

powers delegated to it by the Secretary of State and shall comply with: 
 

 (a) The CCG's  PFPs and DFPs; 
 

 (b) EU Directives and other statutory provisions;   
 

(c) NHS Standard Contract Conditions;  
 

(d) ‘ 
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 (f) Where appropriate contracts shall be in or embody the same terms and 
conditions of contract as was the basis on which tenders or quotations were 
invited; 

 
 (g) In all contracts made by the DFP the Governing Body shall endeavour to obtain best 

value for money by use of all systems in place.  The Accountable Officer shall 
nominate an officer who shall oversee and manage each contract on behalf of the 
CCG. 

 
10.11  Personnel and Agency or Temporary Staff Contracts 
 
  The Accountable Officer shall nominate officers with delegated authority to enter into 

contracts of employment, regarding staff, agency staff or temporary staff service contracts. 
 
10.12 Healthcare Services Agreements   
 
  Contracts and Service Agreements with  providers for the supply of healthcare services 

shall be drawn up in accordance with the Health and Social Care Act 2012 and administered 
by the CCG.  Service agreements are not contracts in law and are not enforceable by the 
courts. However, contracts are legal documents and are  enforceable in law. 

 
 The Accountable Officer shall nominate officers to commission services with providers of 

healthcare in line with a commissioning plan approved by the Governing Body.   
 
10.13  Disposals   
 

 Competitive Tendering or Quotation procedures shall not apply to the disposal of: 
 

 (a) any matter in respect of which a fair price can be obtained only by negotiation 
or sale by auction as determined (or pre-determined in a reserve) by the 
Accountable Officer or his nominated officer; 

 
 (b) obsolete or condemned articles and stores, which may be disposed of in 

accordance with the supplies policy of the CCG; 
 

 (c) items to be disposed of with an estimated sale value of less than £500, this 
figure to be reviewed on a periodic basis; 

 
 (d) items arising from works of construction, demolition or site clearance, which 

should be dealt with in accordance with the relevant contract; 
 

 (e) land or buildings concerning which DH guidance has been issued but subject 
to compliance with such guidance. 

 
10.14  In-house Services 
 
10.14.1 The Accountable Officer shall be responsible for ensuring that best value for money can be 

demonstrated for all services provided on an in-house basis. The CCG may also determine 
from time to time that in-house services should be market tested by competitive tendering. 

 
10.14.2 In all cases where the Governing Body or Executive Committee determines that in-house 

services should be subject to competitive tendering the following groups shall be set up: 
 
 (a) Specification group, comprising the Accountable Officer or nominated officer/s 

and specialist. 
 
 (b) In-house tender group, comprising a nominee of the Accountable Officer and 

technical support. 
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 (c) Evaluation team, comprising normally a specialist officer, a supplies officer and 
a Chief Financial Officer representative. For services having a likely annual 
expenditure exceeding £200,000, a non-officer member should be a member of 
the evaluation team. 

 
10.14.3 All groups should work independently of each other and individual officers may be a 

member of more than one group but no member of the in-house tender group may 
participate in the evaluation of tenders. 

 
10.14.4 The evaluation team shall make recommendations to the Governing Body or Executive 

Committee. 
 
10.14.5 The Accountable Officer shall nominate an officer to oversee and manage the contract on 

behalf of the CCG. 
 
10.15 Applicability of DFPs on Tendering and Contracting to funds held in trust  
 
 These Instructions shall not only apply to expenditure from Exchequer funds but also to 

works, services and goods purchased from the CCG's trust funds and private resources. 
 
11. NHS SERVICE AGREEMENTS FOR PROVISION OF SERVICES – 

(Section 14 PFP) 
 
11.1 NHS Standard Contract 
 
11.1.1    The Accountable Officer, as the Accountable Officer, is responsible for ensuring the CCG  

enters into suitable contracts with service commissioners for the provision of NHS services.   
 
 . 

 
 
  
 
 
  
 
  
 
11.4 Reports to Governing Body on Contracts 
 
 The Accountable Officer, as the Accountable Officer, will need to ensure that regular reports 

are provided to the Governing Body detailing actual and forecast expenditure against the 
contract. , which  will include information on costing arrangements.   

12. COMMISSIONING – (Section 14 PFP) 
 
12.1 Role of the CCG in Commissioning Secondary Services 
 
12.1.1 The CCG has responsibilities for commissioning secondary services on behalf of the 

resident population.  This will require the CCG to work in partnership with the National 
Commissioning Governing Body, local NHS Trusts, CCGs, and FTs, local authority, users, 
carers and the voluntary sector to develop a Strategic Plan. 

 
12.2 Role of the Accountable Officer 
 
12.2.1 The Accountable Officer as the Accountable Officer has responsibility for ensuring 

secondary services are commissioned in accordance with the priorities agreed in the LDP.  
This will involve ensuring SLAs are put in place with the relevant providers, based upon 
integrated care pathways. 
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12.2.2 Contracts will be the key means of delivering the objectives of the LDP and therefore they 
need to have a wider scope.   

 
12.2.3 The Accountable Officer, as the Accountable Officer, will need to ensure that regular reports 

are provided to the Governing Body detailing actual and forecast expenditure and activity for 
each SLA.  

 
12.2.4 Where the CCG makes arrangements for the provision of services by non-NHS providers it 

is the Accountable Officer, as the Accountable Officer, who is responsible for ensuring that 
the agreements put in place have due regard to the quality and cost-effectiveness of 
services provided.  Before making any agreement with non-NHS providers, the CCG should 
explore fully the scope to make maximum cost-effective use of NHS facilities. 

 
12.3 Role of Chief Financial Officer 
 
12.3.1 A system of financial monitoring must be maintained by the Chief Financial Officer to ensure 

the effective accounting of expenditure under the SLA.  This should provide a suitable audit 
trail for all payments made under the agreements, but maintains patient confidentiality. 

 
12.3.2 The Chief Financial Officer must account for Out of Area Treatments/Non Contract Activity 

financial adjustments in accordance with national guidelines. 
 
13. RISK MANAGEMENT AND INSURANCE – (Section 15 PFP) 
 
13.1 Programme of Risk Management 
 
 The Accountable Officer shall ensure that the CCG has a programme of risk management, 

in accordance with current NHS Commissioning Board assurance framework requirements, 
which must be approved and monitored by the Governing Body. 

 
 The programme of risk management shall include: 
 

a) a process for identifying and quantifying risks and potential liabilities; 
 
b) engendering among all levels of staff a positive attitude towards the control of risk; 
 
c) management processes to ensure all significant risks and potential liabilities are 

addressed including effective systems of internal control, cost effective insurance 
cover, and decisions on the acceptable level of retained risk; 

 
d) contingency plans to offset the impact of adverse events; 
 
e) audit arrangements including; internal audit, clinical audit, health and safety review; 
 
f) a clear indication of which risks shall be insured; 
 
g) arrangements to review the risk management programme. 
 

  The existence, integration and evaluation of the above elements will assist in providing a 
basis to make a statement on the effectiveness of internal control within the Annual Report 
and Accounts as required by current NHS Commissioning Board guidance. 

 
13.2 Insurance: Risk Pooling Schemes administered by NHSLA 
 
 The Governing Body shall decide if the CCG will insure through the risk pooling schemes 

administered by the NHS Litigation Authority or self insure for some or all of the risks 
covered by the risk pooling schemes. If the Governing Body decides not to use the risk 
pooling schemes for any of the risk areas (clinical, property and employers/third party 
liability) covered by the scheme this decision shall be reviewed annually.  

 



25 
 

13.3 Insurance arrangements with commercial insurers 
 
13.3.1 There is a general prohibition on entering into insurance arrangements with commercial 

insurers. There are, however, three exceptions when CCGs may enter into insurance 
arrangements with commercial insurers. The exceptions are: 

 
(1) for insuring motor vehicles owned by the CCG including insuring third party 
 liability arising from their use; 
 
(2)  where the CCG is involved with a consortium in a Private Finance Initiative 
 contract and the other consortium members require that commercial insurance 
 arrangements are entered into;   
 
(3) where income generation activities take place. Income generation activities 
 should normally be insured against all risks using commercial insurance. If the 
 income generation activity is also an activity normally carried out by the CCG for  a 
NHS purpose the activity may be covered in the risk pool. Confirmation of  coverage in 
the risk pool must be obtained from the NHS Litigation Authority. In  any case of doubt 
concerning a CCG’s powers to enter into commercial  insurance arrangements the Finance 
Director should consult the Department of  Health. 
 

13.4 Arrangements to be followed by the Governing Body in agreeing Insurance cover  
 

(1) Where the Governing Body decides to use the risk pooling schemes administered by 
the NHS Litigation Authority the Chief Financial Officer shall ensure that the 
arrangements entered into are appropriate and complementary to the risk management 
programme. The Chief Financial Officer shall ensure that documented procedures 
cover these arrangements. 

 
(2) Where the Governing Body decides not to use the risk pooling schemes administered 

by the NHS Litigation Authority for one or other of the risks covered by the schemes, 
the Chief Financial Officer shall ensure that the Governing Body is informed of the 
nature and extent of the risks that are self insured as a result of this decision. The Chief 
Financial Officer will draw up formal documented procedures for the management of 
any claims arising from third parties and payments in respect of losses which will not be 
reimbursed.   

 
 (3) All the risk pooling schemes require Scheme members to make some contribution to 

the settlement of claims (the ‘deductible’).  The Director Finance should ensure 
documented procedures also cover the management of claims and payments below the 
deductible in each case. 

 
 
14. TERMS OF SERVICE, ALLOWANCES AND PAYMENT OF MEMBERS OF 

THE CCG GOVERNING BODY AND EXECUTIVE COMMITTEE AND 
EMPLOYEES – (Section 16 PFP) 

14.1 Remuneration and Terms of Service  
 
14.1.1 In accordance with PFPs the Governing Body shall establish a Remuneration and Terms of 

Service Committee, with clearly defined terms of reference, specifying which posts fall 
within its area of responsibility, its composition, and the arrangements for reporting.  . 

 
14.1.2 The Committee will: 
 

(a) advise the Governing Body about appropriate remuneration and terms of service for 
the Accountable Officer, other officer members employed by the CCG and other 
senior employees including:  
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(i) all aspects of salary (including any performance-related elements/bonuses); 
 
(ii) provisions for other benefits, including pensions and cars; 
 
(iii) arrangements for termination of employment and other contractual terms; 

 
(b) make such recommendations to the Governing Body on the remuneration and terms 

of service of officer members of the Governing Body and Executive Committee 
members (and other senior employees) to ensure they are fairly rewarded for their 
individual contribution to the CCG - having proper regard to the CCG's circumstances 
and performance and to the provisions of any national arrangements for such 
members and staff where appropriate; 

 
(c) monitor and evaluate the performance of individual officer members of the 

Executive Committee (and other senior employees);  
 
(d) advise on and oversee appropriate contractual arrangements for such staff including 

the proper calculation and scrutiny of termination payments taking account of such 
national guidance as is appropriate. 

 
14.1.3 The Committee shall report in writing to the Governing Body the basis for its 

recommendations.  The Governing Body shall use the report as the basis for their 
decisions, but remain accountable for taking decisions on the remuneration and terms of 
service of officer Executive Committee members.  Minutes of the Governing Body's 
meetings should record such decisions. 

 
14.1.4 The Governing Body will consider and need to approve proposals presented by the 

Accountable Officer for the setting of remuneration and conditions of service for those 
employees and officers not covered by the Committee. 

 
14.1.5 The CCG will pay allowances to the Chairman and non-officer members of the Governing 

Body in accordance with instructions issued by the Secretary of State for Health. 
 
14.2 Funded Establishment 
 
14.2.1 The manpower plans incorporated within the annual budget will form the funded 

establishment. 
 
14.2.2 The funded establishment of any department may not be varied without the approval of the 

Accountable Officer. 
 
14.3 Staff Appointments 
 
14.3.1 No officer or Member of the Executive Committee, or Member of the CCG Governing Body 

or employee may engage, re-engage, or re-grade employees, either on a permanent or 
temporary nature, or hire agency staff, or agree to changes in any aspect of remuneration: 

 
(a) unless authorised to do so by the Accountable Officer; and 

 
  (b) within the limit of their approved budget and funded establishment. 
 
14.3.2 The Governing Body will approve procedures presented by the Accountable Officer for the 

determination of commencing pay rates, condition of service, etc, for employees. 
 
14.4 Processing Payroll 
 
14.4.1 The Chief Financial Officer is responsible for: 
 

(a) specifying timetables for submission of properly authorised time records and other 
notifications; 
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(b) the final determination of pay and allowances; 
 
(c) making payment on agreed dates;  
 
(d) agreeing method of payment. 

 
14.4.2 The Chief Financial Officer will issue instructions regarding: 
 

(a) verification and documentation of data; 
 
(b) the timetable for receipt and preparation of payroll data and the payment of 

employees and allowances; 
 
(c) maintenance of subsidiary records for superannuation, income tax, social security 

and other authorised deductions from pay; 
 
(d) security and confidentiality of payroll information; 
 
(e) checks to be applied to completed payroll before and after payment; 
 
(f) authority to release payroll data under the provisions of the Data Protection Act; 
 
(g) methods of payment available to various categories of employee and officers; 
 
(h) procedures for payment by cheque, bank credit, or cash to employees and officers; 
 
(I) procedures for the recall of cheques and bank credits; 
 
(j) pay advances and their recovery; 
 
(k) maintenance of regular and independent reconciliation of pay control accounts; 
 
(l) separation of duties of preparing records and handling cash;  
 
(m) a system to ensure the recovery from those leaving the employment of the CCG of 

sums of money and property due by them to the CCG. 
 
14.4.3 Appropriately nominated managers and Executive Committee members have delegated 

responsibility for: 
 

(a) submitting time records, and other notifications in accordance with agreed timetables; 
 
(b) completing time records and other notifications in accordance with the Chief Financial 

Officer's instructions and in the form prescribed by the Chief Financial Officer;  
 
(c) submitting termination forms in the prescribed form immediately upon knowing the 

effective date of an employee's or officer’s resignation, termination or retirement.  
Where an employee fails to report for duty or to fulfill Executive Committee 
obligations in circumstances that suggest they have left without notice, the Chief 
Financial Officer must be informed immediately. 

 
14.4.4 Regardless of the arrangements for providing the payroll service, the Chief Financial Officer 

shall ensure that the chosen method is supported by appropriate (contracted) terms and 
conditions, adequate internal controls and audit review procedures and that suitable 
arrangement are made for the collection of payroll deductions and payment of these to 
appropriate bodies. 

 
14.5 Contracts of Employment 
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14.5.1 The Governing Body shall delegate responsibility to an officer for: 
 
 (a) ensuring that all employees are issued with a Contract of Employment in a form 

approved by the Governing Body and which complies with employment legislation; 
and 

 
 (b) dealing with variations to, or termination of, contracts of employment. 
 
15. NON-PAY EXPENDITURE – (Section 17 PFP) 
 
15.1 Delegation of Authority 
 
15.1.1 The Governing Body will approve the level of non-pay expenditure on an annual basis and 

the Accountable Officer will determine the level of delegation to budget managers. 
 
15.1.2 The Accountable Officer will set out: 
 
 (a) the list of managers who are authorised to place requisitions for the supply of goods 

and services;  
 
 (b) the maximum level of each requisition and the system for authorisation above that 

level. 
 
15.1.3 The Accountable Officer shall set out procedures on the seeking of professional advice 

regarding the supply of goods and services. 
 
15.2 Choice, Requisitioning, Ordering, Receipt and Payment for Goods and Services  
 
15.2.1 Requisitioning 
 
 The requisitioner, in choosing the item to be supplied (or the service to be performed) shall 

always obtain the best value for money for the CCG.  In so doing, the advice of the CCG's 
adviser on supply shall be sought.  Where this advice is not acceptable to the requisitioner, 
the Chief Financial Officer (and/or the Accountable Officer) shall be consulted. 

 
15.2.2 System of Payment and Payment Verification 
  
 The Chief Financial Officer shall be responsible for the prompt payment of accounts and 

claims.  Payment of contract invoices shall be in accordance with contract terms, or 
otherwise, in accordance with national guidance. 

 
15.2.3 The Chief Financial Officer will: 
 

(a) advise the Governing Body regarding the setting of thresholds above which 
quotations (competitive or otherwise) or formal tenders must be obtained; and, once 
approved, the thresholds should be incorporated in PFPs and DFPs and regularly 
reviewed; 

 
(b) prepare procedural instructions or guidance within the Scheme of Delegation on the 

obtaining of goods, works and services incorporating the thresholds; 
 

(c) be responsible for the prompt payment of all properly authorised accounts and 
claims; 

 
(d) be responsible for designing and maintaining a system of verification, recording and 

payment of all amounts payable.  The system shall provide for: 
 

(i) A list of Governing Body and Executive Committee members/employees 
(including specimens of their signatures) authorised to certify invoices. 
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 (ii) Certification that: 
 

- goods have been duly received, examined and are in accordance with 
specification and the prices are correct; 

 
- work done or services rendered have been satisfactorily carried out in 

accordance with the order, and, where applicable, the materials used are of the 
requisite standard and the charges are correct; 

 
- in the case of contracts based on the measurement of time, materials or 

expenses, the time charged is in accordance with the time sheets, the rates of 
labour are in accordance with the appropriate rates, the materials have been 
checked as regards quantity, quality, and price and the charges for the use of 
vehicles, plant and machinery have been examined; 

 
- where appropriate, the expenditure is in accordance with regulations and all 

necessary authorisations have been obtained; 
 
- the account is arithmetically correct; 
 
- the account is in order for payment.  
 
(iii) A timetable and system for submission to the Chief Financial Officer of accounts 

for payment; provision shall be made for the early submission of accounts subject 
to cash discounts or otherwise requiring early payment. 

 
(iv) Instructions to employees regarding the handling and payment of accounts within 

the Finance Department. 
 

 (e) be responsible for ensuring that payment for goods and services is only made once 
the goods and services are received. The only exceptions are set out in SFI No. 
21.2.4 below. 

 
15.2.4 Prepayments 
 
 Prepayments are only permitted where exceptional circumstances apply.  In such instances: 
 
 (a) Prepayments are only permitted where the financial advantages outweigh the 

disadvantages (i.e. cash flows must be discounted to NPV using the National Loans 
Fund (NLF) rate plus 2%).  

 
 (b) The appropriate officer member of the Executive Committee must provide, in the form 

of a written report, a case setting out all relevant circumstances of the purchase.  The 
report must set out the effects on the CCG if the supplier is at some time during the 
course of the prepayment agreement unable to meet his commitments; 

 
 (c) The Chief Financial Officer will need to be satisfied with the proposed arrangements 

before contractual arrangements proceed (taking into account the EU public 
procurement rules where the contract is above a stipulated financial threshold);  

 
 (d) The budget holder is responsible for ensuring that all items due under a prepayment 

contract are received and they must immediately inform the appropriate Director or 
Accountable Officer if problems are encountered. 
 

15.2.5 Official orders 
 
 Official Orders must: 
 

(a) be consecutively numbered; 
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(b) be in a form approved by the Chief Financial Officer; 
 
(c) state the CCG's terms and conditions of trade; 
 
(d) only be issued to, and used by, those duly authorised by the Accountable Officer. 
 
 
 

15.2.6 Duties of Managers and Officers 
 
 Managers and officers must ensure that they comply fully with the guidance and limits 

specified by the Chief Financial Officer and that: 
 
(a) all contracts (except as otherwise provided for in the Scheme of Delegation), leases, 

tenancy agreements and other commitments which may result in a liability are notified 
to the Chief Financial Officer in advance of any commitment being made; 

 
(b) contracts above specified thresholds are advertised and awarded in accordance with 

EU rules on public procurement; 
 
(c) where consultancy advice is being obtained, the procurement of such advice must be 

in accordance with guidance issued by the NHS Commissioning Board; 
 
(d) no order shall be issued for any item or items to any firm which has made an offer of 

gifts, reward or benefit to directors or employees, other than: 
 

(i) isolated gifts of a trivial character or inexpensive seasonal gifts, such as 
calendars; 

 
(ii) conventional hospitality, such as lunches in the course of working visits; 

 
(e) no requisition/order is placed for any item or items for which there is no budget 

provision unless authorised by the Chief Financial Officer on behalf of the 
Accountable Officer; 

 
(f) all goods, services, or works are ordered on an official order except works and 

services executed in accordance with a contract and purchases from petty cash; 
 
(g) verbal orders must only be issued very exceptionally - by an employee designated by 

the Accountable Officer and only in cases of emergency or urgent necessity.  These 
must be confirmed by an official order and clearly marked "Confirmation Order"; 

 
(h) orders are not split or otherwise placed in a manner devised so as to avoid the 

financial thresholds; 
 
(i) goods are not taken on trial or loan in circumstances that could commit the CCG to a 

future uncompetitive purchase; 
 
(j) changes to the list of members/employees and officers authorised to certify invoices 

are notified to the Chief Financial Officer; 
 
(k) purchases from petty cash are restricted in value and by type of purchase in 

accordance with instructions issued by the Chief Financial Officer;  
 
(l) petty cash records are maintained in a form as determined by the Chief Financial 

Officer. 
 

15.2.7 The Accountable Officer and Chief Financial Officer shall ensure that the arrangements for 
financial control and financial audit of building and engineering contracts and property 
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transactions comply with the guidance contained within Concode and Estatecode.  The 
technical audit of these contracts shall be the responsibility of the relevant Director. 

 
15.3 Joint Finance Arrangements with Local Authorities and Voluntary Bodies  
 
15.3.1 Payments to local authorities and voluntary organisations made under the powers of section 

256 of the NHS Act  shall comply with procedures laid down by the Chief Financial Officer 
which shall be in accordance with that Acts.  

 
15.4 STORES AND RECEIPT OF GOODS - Section17 PFP 
 
15.4.1 General position 
 
 Stores, defined in terms of controlled stores and departmental stores (for immediate use) 

should be: 
 

(a) kept to a minimum; 
 
(b) subjected to annual stock take; 
 
(c) valued at the lower of cost and net realisable value. 
 

15.4.2 Control of Stores, Stocktaking, condemnations and disposal 
 
15.4.2.1 Subject to the responsibility of the Chief Financial Officer for the systems of control, overall 

responsibility for the control of stores shall be delegated to an employee by the Accountable 
Officer.  The day-to-day responsibility may be delegated by him/her to departmental 
employees and stores managers/keepers, subject to such delegation being entered in a 
record available to the Chief Financial Officer.  The control of any Pharmaceutical stocks 
shall be the responsibility of a designated Pharmaceutical Officer; the control of any fuel oil 
and coal of a designated estates manager. 

 
15.4.2.2 The responsibility for security arrangements and the custody of keys for any stores and 

locations shall be clearly defined in writing by the designated manager/Pharmaceutical 
Officer.  Wherever practicable, stocks should be marked as health service property. 

 
15.4.2.3 The Chief Financial Officer shall set out procedures and systems to regulate the stores 

including records for receipt of goods, issues, and returns to stores and losses. 
 
15.4.2.4 Stocktaking arrangements shall be agreed with the Chief Financial Officer and there shall be 

a physical check covering all items in store at least once a year. 
 
15.4.2.5 Where a complete system of stores control is not justified, alternative arrangements shall 

require the approval of the Chief Financial Officer. 
 
15.4.2.6 The designated Manager shall be responsible for a system approved by the Chief Financial 

Officer for a review of slow moving and obsolete items and for condemnation, disposal, and 
replacement of all unserviceable articles.  The designated Officer shall report to the Chief 
Financial Officer any evidence of significant overstocking and of any negligence or 
malpractice (see also overlap with DFP No. 25 Disposals and Condemnations, Losses and 
Special Payments).  Procedures for the disposal of obsolete stock shall follow the 
procedures set out for disposal of all surplus and obsolete goods. 

 
15.5  Goods supplied by NHS Supply Chains 
 
15.5.1 For goods supplied via the NHS Supply Chain central warehouses, the Accountable Officer 

shall identify those authorised to requisition and accept goods from the store.  The 
authorised person shall check receipt against the delivery note before forwarding this to the 
Chief Financial Officer who shall satisfy himself that the goods have been received before 
accepting the recharge. 



32 
 

 
15.6        DISPOSALS AND CONDEMNATIONS, LOSSES AND SPECIAL  PAYMENTS  
 
15.6.1 Disposals and Condemnations 
  
 The Chief Financial Officer must prepare detailed procedures for the disposal of assets 

including condemnations, and ensure that these are notified to managers. 
 
15.6.2 When it is decided to dispose of a CCG asset, the Head of Department or authorised deputy 

will determine and advise the Chief Financial Officer of the estimated market value of the 
item, taking account of professional advice where appropriate. 

 
15.6.3 All unserviceable articles shall be: 
 

(a) condemned or otherwise disposed of by an employee authorised for that purpose by 
the Chief Financial Officer; 

 
(b) recorded by the Condemning Officer in a form approved by the Chief Financial Officer 

which will indicate whether the articles are to be converted, destroyed or otherwise 
disposed of.  All entries shall be confirmed by the countersignature of a second 
employee authorised for the purpose by the Chief Financial Officer. 

 
15.6.4 The Condemning Officer shall satisfy himself as to whether or not there is evidence of 

negligence in use and shall report any such evidence to the Chief Financial Officer who will 
take the appropriate action.  

 
15.7 Losses and Special Payments  
 
15.7.1 Procedures 
 
 The Chief Financial Officer must prepare procedural instructions on the recording of and 

accounting for condemnations, losses, and special payments.   
 
15.7.2 Any employee or officer discovering or suspecting a loss of any kind must either 

immediately inform their Head of Department, who must immediately inform the 
Accountable Officer and the Chief Financial Officer or inform an officer charged with 
responsibility for responding to concerns involving loss.  This officer will then appropriately 
inform the Chief Financial Officer and/or Accountable Officer.  Where a criminal offence is 
suspected, the Chief Financial Officer must immediately inform the police if theft or arson is 
involved.  In cases of fraud and corruption or of anomalies which may indicate fraud or 
corruption, the Chief Financial Officer must inform the relevant LCFS and Operational Fraud 
Team (OFT) in accordance with Secretary of State for Health’s Directions. 

 
15.7.3 Suspected fraud 
 
 The Chief Financial Officer must notify the NHS CFS and the External Auditor of all frauds. 
 
15.7.4 For losses apparently caused by theft, arson, neglect of duty or gross carelessness, except 

if trivial, the Chief Financial Officer must immediately notify:  
 

(a) the Governing Body, and 
 
(b) the External Auditor. 
 

15.7.5 Within limits delegated to it by the NHS Commissioning Board, the Governing Body shall 
approve the writing-off of losses. 

 
15.7.6 The Chief Financial Officer shall be authorised to take any necessary steps to safeguard the 

CCG's interests in bankruptcies and company liquidations. 
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15.7.7 For any loss, the Chief Financial Officer should consider whether any insurance claim can 
be made. 

 
15.7.8 The Chief Financial Officer shall maintain a Losses and Special Payments Register in which 

write-off action is recorded. 
 
15.7.9 No special payments exceeding delegated limits shall be made without the prior approval of 

the NHS Commissioning Board. 
 
15.7.10 All losses and special payments must be reported to the Audit Committee at every meeting. 
 
15.8. PAYMENTS TO INDEPENDENT CONTRACTORS  
 
15.8.1 Role of the CCG 
 
 The CCG will approve additions to, and deletions from, approved lists of contractors, taking 

into account the health needs of the local population, and the access to existing services.  
All applications and resignations received shall be dealt with equitably, within any time limits 
laid down in the contractors NHS terms and conditions of service.  

 
15.8.2 Duties of the Accountable Officer 
 
 The Accountable Officer shall: 
 

(a) ensure that lists of all contractors, for which the CCG is responsible, are maintained 
in an up to date condition;  

 
(b) ensure that systems are in place to deal with applications, resignations, inspection of 

premises, etc, within the appropriate contractor's terms and conditions of service. 
 

15.8.3 Duties of the Chief Financial Officer 
 
 The Chief Financial Officer shall: 
 

(a) ensure that contractors who are included on a CCG's approved lists receives 
payments; 

 
(b) maintain a system of payments such that all valid contractors' claims are paid 

promptly and correctly, and are supported by the appropriate documentation and 
signatures; 

 
(c) ensure that regular independent verification of claims is undertaken, to confirm that: 
 

(i) rules have been correctly and consistently applied; 
 
(ii) overpayments are detected (or preferably prevented) and recovery initiated; 
 
(iii) suspicions of possible fraud are identified and subsequently dealt with in line 

with the Secretary of State for Health’s Directions on the management of 
fraud and corruption. 

 
(d) ensure that arrangements are in place to identify contractors receiving exceptionally 

high, low or no payments, and highlight these for further investigation; and 
 

(e) ensure that a prompt response is made to any query raised by either the Prescription 
Pricing Division or the Dental Practice Division of the NHS Business Services 
Authority, regarding claims from contractors submitted directly to them. 
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16. CAPITAL INVESTMENT, PRIVATE FINANCING, FIXED ASSET 
REGISTERS AND SECURITY OF ASSETS – (Section 18 PFP) 

 
16.1 Capital Investment 
 
16.1.1 The Accountable Officer: 
 

(a) shall ensure that there is an adequate appraisal and approval process in place for 
determining capital expenditure priorities and the effect of each proposal upon plans; 

 
(b) is responsible for the management of all stages of capital schemes and for ensuring 

that schemes are delivered on time and to cost;  
 
(c) shall ensure that the capital investment is not undertaken without confirmation of 

purchaser(s) support and the availability of resources to finance all revenue 
consequences, including capital charges. 

 
16.1.2 For every capital expenditure proposal the Accountable Officer shall ensure: 
 

(a) that a business case (in line with the guidance contained within the (Capital 
Investment Manual) is produced setting out: 

 
(i) an option appraisal of potential benefits compared with known costs to 

determine the option with the highest ratio of benefits to costs;  
 
(ii) appropriate project management and control arrangements;  
 

(b) that the Chief Financial Officer has certified professionally to the costs and revenue 
consequences detailed in the business case and involved appropriate CCG 
personnel and external agencies in the process. 

 
16.1.3 For capital schemes where the contracts stipulate stage payments, the Accountable Officer 

will issue procedures for their management, incorporating the recommendations of 
Estatecode. 

 
The Chief Financial Officer shall issue procedures for the regular reporting of expenditure 
and commitment against authorised expenditure. 

 
16.1.4 The approval of a capital programme shall not constitute approval for expenditure on any 

scheme. 
 

The Accountable Officer shall issue to the manager responsible for any scheme: 
 
(a) specific authority to commit expenditure; 
 
(b) authority to proceed to tender ( see overlap with DFP No. 17.5); 
 
(c) approval to accept a successful tender (see overlap with DFPI No. 17.5). 
 

 The Accountable Officer will issue a scheme of delegation for capital investment management 
in accordance with Estate code guidance and the CCG's PFPs. 

 
16.1.5 The Chief Financial Officer shall issue procedures governing the financial management, 

including variations to contract, of capital investment projects and valuation for accounting 
purposes.  
 

16.2 Private Finance (see overlap with DFP No. 17.10)    
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16.2.1 The CCG should normally test for PFI when considering capital procurement. When the 
CCG proposes to use finance which is to be provided other than through its Allocations, the 
following procedures shall apply: 

 
(a) The Chief Financial Officer shall demonstrate that the use of private finance 

represents value for money and genuinely transfers significant risk to the private 
sector. 

 
(b) Where the sum involved exceeds delegated limits, the business case must be 

referred to the NHS Commissioning Board or in line with any current guidelines. 
 
(c) The proposal must be specifically agreed by the Governing Body. 

 
16.3 Asset Registers 
 
16.3.1 The Accountable Officer is responsible for the maintenance of registers of assets, taking 

account of the advice of the Chief Financial Officer concerning the form of any register and 
the method of updating, and arranging for a physical check of assets against the asset 
register to be conducted once a year. 

 
16.3.2 Each CCG shall maintain an asset register recording fixed assets.  The minimum data set to 

be held within these registers shall be as specified in the Capital Accounting Manual as 
issued by the NHS Commissioning Board. 

 
16.3.3 Additions to the fixed asset register must be clearly identified to an appropriate budget 

holder and be validated by reference to: 
 

(a) properly authorised and approved agreements, architect's certificates, supplier's 
invoices and other documentary evidence in respect of purchases from third parties; 

 
(b) stores, requisitions and wages records for own materials and labour including 

appropriate overheads;  
 
(c) lease agreements in respect of assets held under a finance lease and capitalised. 
 

16.3.4 Where capital assets are sold, scrapped, lost or otherwise disposed of, their value must be 
removed from the accounting records and each disposal must be validated by reference to 
authorisation documents and invoices (where appropriate). 

 
16.3.5 The Chief Financial Officer shall approve procedures for reconciling balances on fixed 

assets accounts in ledgers against balances on fixed asset registers. 
 
16.3.6 The value of each asset shall be indexed to current values in accordance with methods 

specified in the Capital Accounting Manual issued by the NHS Commissioning Board. 
 
16.3.7 The value of each asset shall be depreciated using methods and rates as specified in the 

Capital Accounting Manual issued by the NHS Commissioning Board. 
 
16.3.8 The Chief Financial Officer of the CCG shall calculate and pay capital charges as specified 

in the Capital Accounting Manual issued by the NHS Commissioning Board. 
 
16.4 Security of Assets 
 
16.4.1 The overall control of fixed assets is the responsibility of the Accountable Officer. 
 
16.4.2 Asset control procedures (including fixed assets, cash, cheques and negotiable instruments, 

and also including donated assets) must be approved by the Chief Financial Officer.  This 
procedure shall make provision for: 

 
(a) recording managerial responsibility for each asset; 
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(b) identification of additions and disposals; 
 
(c) identification of all repairs and maintenance expenses; 
 
(d) physical security of assets; 
 
(e) periodic verification of the existence of, condition of, and title to, assets recorded; 
 
(f) identification and reporting of all costs associated with the retention of an asset;  
 
(g) reporting, recording and safekeeping of cash, cheques, and negotiable instruments. 
 

16.4.3 All discrepancies revealed by verification of physical assets to fixed asset register shall be 
notified to the Chief Financial Officer. 

 
16.4.4 Whilst each employee and officer has a responsibility for the security of property of the 

CCG, it is the responsibility of Governing Body and Executive Committee members and 
senior employees in all disciplines to apply such appropriate routine security practices in 
relation to NHS property as may be determined by the Governing Body.  Any breach of 
agreed security practices must be reported in accordance with agreed procedures. 

 
16.4.5 Any damage to the CCG’s premises, vehicles and equipment, or any loss of equipment, 

stores or supplies must be reported by Governing Body and Executive Committee members 
and employees in accordance with the procedure for reporting losses. 

 
16.4.6 Where practical, assets should be marked as CCG property. 

 
16.5 NHS LIFT 
 
 A Primary Care Trust planning involvement with LIFT projects should access guidance from 

the joint DH and Partnerships UK website at www.partnershipsforhealth.co.uk. 
 
17. RETENTION OF RECORDS – (Section 19 PFP) 
 
17.1 The Accountable Officer shall be responsible for maintaining archives for all records 

required to be retained in accordance with NHS Code of Practice - Records Management 
2006. 

 
17.1.1 The records held in archives shall be capable of retrieval by authorised persons. 
 
17.1.2     Records held in accordance with NHS Code of Practice - Records Management 2006, shall 

only be destroyed at the express instigation of the Accountable Officer. Detail shall be 
maintained of records so destroyed. 

 
17.2 ACCEPTANCE OF GIFTS BY STAFF AND LINK TO STANDARDS OF BUSINESS 

CONDUCT  
 
 The Chief Financial Officer shall ensure that all staff are made aware of the CCG policy on 

acceptance of gifts and other benefits in kind by staff. This policy follows the guidance 
contained in the NHS Commissioning Board circular HSG (93) 5 ‘Standards of Business 
Conduct for NHS Staff’; the Code of Conduct for NHS Managers 2002; and the ABPI Code 
of Professional Conduct relating to hospitality/gifts from pharmaceutical/external industry 
and is also deemed to be an integral part of the PFPs and DFPs  

 

http://www.partnershipsforhealth.co.uk/
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South Tyneside Clinical Commissioning Group 

System Resilience Planning and Reporting – Winter Plan 

Report for Governing Body 22nd November 2018 

 
Background 
 
Delivering resilience within the system during winter requires additional focus on areas 
susceptible to additional pressure during this time. The South Tyneside Winter plan is a 
document that is prepared on behalf of the system and submitted for assurance to NHS 
England. Using Accident and Emergency (A&E) and urgent care activity and outcomes as a 
starting point, the Local Accident and Emergency Delivery board (LADB) takes a system 
wide approach to considering and preparing plans to deal with expected and potential 
pressures over the winter period and beyond. 
 
This paper provides an update on the winter plan for 2018/19 and the rationale underpinning 
its development. 
 
Accident and Emergency Data – setting the scene 
 
Attendances 
 

 
 
Chart 1 (NECS Information Services) 
 
One of the indicators of performance relates to four hour wait breaches. Chart 1 above 
illustrates the number of breaches over the last few years. Peaks can be seen over the 
winter periods demonstrating increased pressure on the system and increased numbers of 
people waiting. 
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Performance 
 

 
 
 
Chart 2 (South Tyneside LADB October 2018/South Tyneside FT) 
 
The performance standard for four hour wait breaches is 95%. Chart 2 demonstrates that 
current performance is strong, although lower than the same time last year, with the recent 
level for October at 97% (NHSE data).  Historic data demonstrates deterioration in 
performance during the winter period with recovery early in the year. Recovery in 2018 was 
delayed partly due to severe weather. 
 
 
Delayed Transfers of care – maintaining patient flow 
 
Learning and feedback from operational teams following Winter 2017/18 clearly identified the 
need to maintain patient flow through the system in order to create capacity for admissions 
and attendances, to maintain the quality of care throughout the system and ensure people 
return to their home setting with appropriate support.  
 

 

Chart 3 (NECS Information Service) 

The South Tyneside System currently performs well in terms of Delayed Transfers of Care 
with less than 3.5% beds taken by patients awaiting transfer. Causes straddle the whole 
system and are often attributed to either health and social care or both including equipment 
delays, care packages, residential home delays and the requirement for additional NHS 
input. Focusing on approaches and interventions that will maintain low levels of this indicator 
will support the system over winter and contribute to sustainability. 
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The Winter Plan  

The South Tyneside LADB worked together to develop the Winter Plan for 2018/19, it 
identifies what will be done, how and by whom in order to maintain patient flow and deal with 
extra pressures during the winter. The LADB has representatives from across organisations 
within south Tyneside including Healthwatch and the community and voluntary sector. The 
plan relies on strong local partnership working with regional engagement via the Urgent and 
Emergency Care Network, it is reviewed by NHS England and NHS Improvement who 
provide feedback on any additional assurance required. 

 

Key elements of the plan include: 

• Maintaining patient flow 
• Integrating community and primary care services and linking with secondary care, 

ambulance services, general practice and the community and voluntary sector 
• Inclusion of local plans to deal with Flu, outbreaks of infectious diseases, and system 

surge 
• Maintaining a quality service 
• Schemes e.g. Think pharmacy first  
• Improving A&E 
• Addressing frailty 
• Ensuring adequate support for mental health services 
• Dealing with surge and escalation 

 

Winter investment and plans on a shelf 

A small amount of resilience funding was available to support initiatives over the winter 
period. Some funding had already been allocated within the hospital budget and the 
remainder was used to support successful schemes from previous years together with new 
initiatives. The LADB has also approved a number of plans for initiatives that were not 
supported by resilience funding but might be progressed if additional winter money is 
forthcoming. The Urgent Care Action Group (UCAG) which is the operational arm of the 
LADB prioritised plans submitted by local teams with a view to supporting once funds are 
available. 

 

 

 



Investment for winter 2018/19 

South Tyneside Foundation 
Trust 

Resilience funding via 
CCG 

Plans on a shelf 

Additional staffing: 
• Nursing (escalation beds) 
• Doctors in ED overnight 
• Consultant in ED at 

weekends  Consultant for 
wards at weekends 

• Porter to assist with 
transfers 7/7 

• Pharmacist 7/7 
• Therapist (escalation beds) 

 
Point of Care Testing (POCT) flu 
and Norovirus (now supported by 
regional funding) 
 
Ambulance service to support 
discharge 
 
Enhanced ambulatory care cover 
 

Support for 7 day discharge 
 
Additional hospital to home 
team 
 
Spot purchase beds option 
 
Support for assisted living 
apartment 
 
Age concern support for 
‘home from hospital’ 

Telehealth 
 
Community therapy support 
 
Virtual ward – physiotherapy 
 
Extended access to diagnostics 
 
Extended pharmacy support 

 

Feedback from NHS England and NHS Improvement  

The LADB has recently received feedback from NHS England in relation to the winter plan. 
The plan itself will remain in place but there is a request to review elements to give 
assurance on delivery, these include: 

• Identifying 3-5 important things that will make a difference this winter 
• Adding extra detail on timeframes for projects 
• Focusing on how best to achieve the 100% standard for flu vaccination of front line 

staff 
• Ensuring appropriate mental health support in the community and acute hospital 

setting. 
• Ensuring appropriate pathways are in place for paediatrics alongside adult services 

 

Conclusion 

This paper summarises the South Tyneside System Winter Plan within the context of 
accident and emergency services and based on work undertaken by the South Tyneside 
LADB. The aim is to continue to develop strong working relationships across the system to 
provide resilience over the winter period. We will continue learning so that in winter 2019 
even stronger working relationships are in place, there is more sophisticated system wide 
working that enhances care within the community setting and supports people to better use 
health and social care to improve outcomes. 
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Update on Path to Excellence Phase 2 public engagement 
 
1.0 Introduction 
The Path to Excellence (PtE) phase 2 pre-consultation engagement work is aimed at 
understanding local people’s views (including staff) in relation acute medicine and emergency 
care, emergency surgery and planned care services in South Tyneside and Sunderland. To 
date: 
 

• Over 1000 patients with experience of local hospital care shared their views via patient 
surveys in Spring 2018  

• There have been over 700 responses to an initial staff survey in December 2017  
• Over 200 staff took part in each of the staff engagement workshops in March and June 

2018 
• Ongoing open and transparent communications with all staff about where we are in 

process, with the next round of staff engagement sessions planned for early 2019. 
• Ongoing ‘Join our journey on the Path to Excellence’ roadshow and engagement events 

to explain the Phase 2 Draft Case for Change has involved over 1200 people to date. 
 

This short briefing note provides an overview of the further planned activity to share the PtE 
Phase 2 Case for Change and the plans to further enhance the Phase 2 scenario development 
process. 
 
2.0 Sharing the Case for Change 
In addition to the work completed to date senior colleagues from both the CCGs and the 
programme team are sharing the draft case for change across a wide range of local democratic 
meetings (16 in total) across South Tyneside and Sunderland such as Local Area Committees 
and Local Area Forums. These sessions are aimed at sharing and explaining the issues and 
drivers for change that are outlined in the published Case for Change. 
 
Alongside this further survey work is being undertaken to ask the public to share their views on 
what’s important to them when accessing hospital services and receiving hospital care. This 
information will be then be considered in the scenario development process together with the 
previous insight work outlined above. 
 
2.1 Public Listening Panel  
As part of the process in sharing the Phase 2 Case for Change the programme wants to hear 
from interested individuals or organisations any key evidence or ideas that the NHS should 
consider as part of finding future solutions to the challenges as outlined in the Case for Change, 
and give the opportunity to present these directly to NHS leaders. This will be done at a 
specially arranged public listening panel on the 11th December 2018. The panel will be 
independently chaired by Nicholas Duffin, Director of The Consultation Institute, with the rest of 
the panel being made up by members of the CCG Governing Bodies and Dr Shaz Wahid, as 



 
 
 

2 
 

overall clinical lead for the programme. In order to ensure as many people as possible can 
access the event, it will also be broadcast live on the internet via social media platforms and 
NHS websites. It is hoped this event will help create a wider public debate on how to create the 
best possible hospital services for the future of our local communities. 
 
How will the panel work? 

• Interested parties will need to book a 30 minute slot via Eventbrite system 
• Each group is offered a maximum of four places to attend the meeting, with one person 

nominated to act as spokesperson to present the group’s evidence to the panel.  
• Participants will be asked to submit any written materials three working days in advance, 

5pm Thursday 6th December, to allow members of the panel to prepare and to ensure all 
information is formally received. 

• The panel chair will facilitate questions from panel members relating to each 
presentation. 

 
What will happen after the panel event? 
The programme will draw upon the evidence presented to feed into the ongoing scenario 
development process. 
 
3.0 Scenario development process 
Further work is currently being undertaken by the programme to ensure the scenario 
development process for Phase 2 of the programme follows the latest best practice as set out 
by The Consultation Institute. This involves developing ‘evaluation criteria’ to be then used in 
the evaluation of the shortlist of Phase 2 scenarios in partnership with local stakeholders. This 
provides a further opportunity to involve a range of different stakeholder perspectives where the 
local NHS can ask what matters to people and use that information to inform the evaluation 
criteria. In developing a set of draft criteria to build on at these events, the programme has 
drawn upon the criteria used in Phase 1 of the programme and added criteria derived 
specifically from the Phase 2 Case for Change and Phase 2 engagement feedback to date.  
 
3.1 Stakeholder evaluation criteria setting events  
To develop the evaluation criteria mentioned above two stakeholder events will take place later 
this month to gather views from a range of different stakeholders and interested parties. These 
stakeholders will include staff, patient and public governors from each Trust, patient groups, 
community and voluntary sector organisations, elected members, as well as local campaign 
groups.   At the events, participants will review the draft set of evaluation criteria and be asked 
to debate these suggest additional criteria that could be used. The dates and times of these 
events are listed below: 
 
• Sunderland – Hope Street Xchange: 9.30am – 12.30pm, Wednesday 28th November 2018 
• South Tyneside – Hebburn Central: 1pm - 4pm, Thursday 29th November 2018. 
  
The final set of evaluation criteria will be shared with Governing Bodies early in the New Year. 
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CCG Governing Committee 
Date:  22nd November 2018 
 
 
Health and Wellbeing Board and Public Health 
Update 
 
Report of Tom Hall, Director of Public Health 
 
 
Purpose of Report 
 
1. This report is to briefly update the Governing Body in relation to the Health 

and Wellbeing Board and recent activity across public health. 

2. The South Tyneside Health and Wellbeing Board is held in public and 
therefore the papers are available in full on the South Tyneside Council 
website.1 Several key papers have been appended to this report for ease of 
access. 
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94d9-9d1a002199a9&fsn=5c78661e-9803-4dd3-a98a-9cc8c1a19f2e  
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Health & Wellbeing Board Update (Last meeting: 7th November 2018) 
 

Strategy Performance Update: Building Emotional Resilience and Wellbeing 
 

3. The board received a report on recent activities that support the Building 
Emotional Resilience and Wellbeing outcome area of the strategy. This 
included three deep dives into mental health (presented by Dr. Jim Gordon), 
personalisation (including personal budgets, personal health budgets and 
direct payments), and the government’s recently published loneliness 
strategy. 
 

4. The board welcomed all the activity across the borough and commented on 
the scale, quality and positivity of our system-wide actions. The board had a 
positive conversation about the developments around mental health and 
mental health services, noting the real shift to community and person-centred 
support. The board were pleased to hear that South Tyneside had been 
successful in the child and adolescent mental health trailblazer pilot 
application. 

 
5. The board were interested in exploring further work around inter-generational 

projects to reduce loneliness and isolation, perhaps connecting our work 
around children and young people, with the work on older adults and ageing. 
 
Health and Care 
 

6. The board discussed several items in this section of the meeting, including a 
paper suggesting the next steps following the LGA Health and Care Peer 
Review in the summer (Appendix 1), a presentation on Integrated Care 
Systems and Integrated Care Partnerships, and a paper on the HealthWatch 
work programme. 
 

7. The board agreed that more collaborative work is required to develop a 
system vision for health and care (for the whole of South Tyneside) and to 
create spaces for collaboration between health and care system partners and 
Elected Members; focused around horizon scanning and the system work 
programme. It was agreed that a small working group would be established to 
develop the system vision. 

 
8. Regarding ICS and ICPs, the board welcomed the update but noted the lack 

of certainty around the details of the ICS and ICP. The board agreed to 
receive updates as the work progresses. 

 
9. The board had a helpful conversation about the work plan of HealthWatch, 

which illustrated that there could be clearer connections between proposed 
HealthWatch activities and the activities of the Alliance Business Group. 
Broadly however, the board found the update valuable and it welcomed the 
chance to comment on the plan. 

 



 

Information and Updates  
 

10. The board received the usual detailed update from the Alliance Business 
Group (Appendix 2). The report illustrates the recent activity undertaken in 
partnership across our health and care economy. The volume and complexity 
of the work underway in the system was noted and commended, with 
particular thanks going to the Joint Commissioning Unit who drive much of 
the activity. 
 

11. Also included for information was a summary of winter preparedness that had 
been written by the Local A&E Delivery Board and the Health Protection and 
Emergency Preparedness Group. The report provides a useful summary of 
actions that have been completed, or that are underway, in readiness for this 
winter. This includes responding to “areas for improvement” identified last 
winter and the seasonal flu campaign. 

 
Public Health Update 
 
12. Following positive feedback received regarding the new public health 

newsletter (Healthier Times), issue two is now being collated for publication in 
December. Healthier Times will be issued quarterly and include news, 
intelligence, campaigns, and case studies. If there are any items that partners 
with to include in the newsletter then please contact 
tori.hunt@southtyneside.gov.uk.  
 

13. In the meantime, the Longterm Conditions Alliance (led by STCCG) has 
developed a newsletter on the LTC strategy. Issue two of the newsletter is a 
special edition developed jointly with the Public Health Team (Appendix 3) 

mailto:tori.hunt@southtyneside.gov.uk
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Report of Tom Hall, Director of Public Health 
 
 
Purpose of Report 
 
1. This briefing summarises some key findings from the Global Burden of 

Disease Study (GBD) publication and release of local authority level data. It 
highlights areas in South Tyneside where the burden of disease appears 
relatively high and variation over time and by some population groupings. 
 

2. The technical guidance has been taken from a Public Health England Local 
Knowledge and Intelligence Service briefing. 
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Key Points 
 
3. Key points to note: 

• New information from the Global Burden of Disease study was published 
on 24th October 2018 in “The Lancet”. This includes estimates of disease 
and risk factor burdens by cause for each county and unitary authority in 
England. The online tools will be updated providing access to the new 
data. 

• Data for 2017 was published November, however the local authority level 
data was not updated. The 2016 data can still be access here. 

• For all ages, in South Tyneside ischemic heart disease remains the 
leading cause for Disability Adjusted Life Years (DALYs*), however this 
has reduced by 65.7% since 1990 to 2016. Low back pain is ranked 
second, and has increased 12.64% between the two periods, lung 
cancer has dropped to third following a reduction of 28.89%. This order 
was the same as England. 

• Smoking is still the leading risk factor locally and nationally, however the 
burden is much greater in South Tyneside 2,751.67 DALYs per 100,000 
compared to 1,852.01 DALYs per 100,000 in England. 

 
Next steps 

 
4. Next step is for public health to use the results from the study to support the 

planning and development of the Joint Strategic Needs and Assets 
Assessment, and work with the Clinical Commissioning Groups to support 
the planning cycle for 2019. Following a recent presentation, findings will 
also be routinely discussed at the Alliance Business Group when 
appropriate. 

Global Burden of Disease Study 2016 
 
5. The GBD provides a consistent and comparative description of burden of 

diseases, injuries and risks, allowing us to answer these questions: 

• What are the leading causes of health loss in an area?  
• Are trends in measures of morbidity and mortality improving or 

worsening over time? 
• What are the patterns in cause-specific morbidity and mortality across 

areas? 
• How does progress in health compare between areas and for a specific 

area, where is the greatest potential to improve population health? 
 

6. For more information, visit the Institute of Health Metrics and Evaluation 
(IHME) site. 

7. The GBD has been updated on 8th November 2018 to include 2017 data, 
however this has not been applied to local authority level. The 2016 data at 

https://gbd2016.healthdata.org/gbd-compare/
http://www.healthdata.org/gbd
http://www.healthdata.org/gbd
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local authority level is still available (GBD Compare), which presents a 
visual representation of the data. 

8. Please note that GBD outputs are modelled estimates, which may not match 
local data.  Further details on technical background, including the 
differences between GBD and other data, are given in Annex A. 

Main Findings   

9. Figure 1 includes three treemaps, the main visualisation from GBD tool, 
depicting the proportion of disability adjusted-life years, total deaths and 
years lived with disability (in order) by cause in South Tyneside for all ages 
in 2016. This shows whilst ischemic heart disease is the leading cause of all 
deaths in South Tyneside it accounts for a smaller proportion of years lived 
with disability. A disability-adjusted life year (DALY) is a time-based 
measure that combines years of life lost due to premature mortality (YLLs) 
and years live with a disability (YLDs). This metric enables the assessment 
of the overall burden of disease, with one DAYL reflecting one year of 
“healthy” life lost. 

Figure 1: Treemaps visualising disability adjusted-life years, total deaths and 
years lived with disability by cause in South Tyneside for all ages, 2016. 

 

https://gbd2016.healthdata.org/gbd-compare/
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10. The findings summarised in Table 1 are the causes and risk factors at ‘Level 
4’ granularity from the GBD Compare Tool for disability-adjusted life years. 
This is sufficiently granular to distinguish (for example) ischaemic heart 
disease from the larger category of cardiovascular disease and smoking 
from tobacco exposure through second-hand smoke. 
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Table 1: Top 10 greatest disease burden of disability adjusted life years (DALYs) 
for South Tyneside and top ten risk factors for all causes, all ages in 2016 

(compared to 1990) 

11. Please note all ages have been used. Age-standardised, as well as sex and 
age specific rates, are available from the tool to support more effectively 
comparisons with other areas. 

12. The following sections examines observed all-age rates for disability 
adjusted life years per 100,000 using 2016 data for South Tyneside, unless 
otherwise specified. 

Ischemic Heart Disease 

• In 2016, ischemic heart disease accounted for 7.5% of total DALYs, with 
94.43% risk factor attribution 

• From 1990 to 2016, the burden from ischemic heart disease has reduced 
over time, from 6.477.51 to 2,221.73, in contrast the expected rate1 has 
remained increased over the same period from 2,858.07 to 3,283.61  

• There was a much greater burden has remained on men (2,907.55) 
compared to women (1,576.85) and increases with age 

• In 2013, there was a much greater burden on most deprived quintile 
(2,668.56) to least deprived (1,621.21) in the North East  

• In 2016, the greatest risk factors for ischemic heart disease were dietary, 
including low diet in nuts and seeds and whole grains, (1,620.58), 

                                            
1 Comparisons between observed and expected rates can be made by using the DALY rate that would be 
expected on average for geographic units globally that are at a similar level of development. This uses 
the socio-demographic (SDI) level as a measure of development which is based on income level, 
educational attainment and fertility level.  

Rank All ages (Previous rank) All ages (Previous rank) 

1 Ischaemic heart disease (1) Smoking (1) 

2 Low back pain (3) High systolic blood pressure (2) 

3 Lung cancer (2) High body-mass index (4) 

4 COPD (4) Alcohol (14) 

5 Alzheimer’s disease (9) High total cholesterol (3) 

6 Migraine (10) High fasting plasma glucose (5) 

7 Age-related hearing loss (15) Occupational exposure to 
asbestos (12) 

8 Lower respiratory infect (7) Diet low in fruits (8) 

9 Ischemic stroke (5) Diet low in whole grains (6) 

10 Falls (17) Ambient particulate matter 
pollution (7) 
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followed by high blood pressure (1,258.15) and high total cholesterol 
(1,200.67)  

 

Low back pain 
 

• In 2016, low back accounted for 6% of total DAYLs, only 24.83% risk 
factor attribution. 

• From 1990 to 2016, the observed burden from low back pain has 
increased over time, from 1,588.08 to 1,788.85. The expected rate has 
also increased over the same period, however estimated to account for 
fewer DALYs from 868.92 to 1,123.78. 

• In 2016, the burden of low back pain is relatively lower in men compared 
to women (1,520.16 vs. 2,041.51) and increases with age. 

• In 2013, the burden was similar in the most and least deprived quintiles 
in the North East (385.61 vs. 410.87). 

• In 2016, the greatest risk factor for low back was occupation risks 
(226.65), followed by high body-mass index (162.48) and tobacco 
(98.41). 

 
Tracheal, Bronchus and Lung Cancer 

 
• In 2016, tracheal, bronchus and lung cancer accounted for 5.86%% of 

total DAYLs, with 94.77% risk factor attribution. 
• From 1990 to 2016, the observed burden from tracheal, bronchus and 

lung cancer has reduced over time, from 2,440.08 to 1,735.19. However, 
the expected rate has increased over the same period but with a lower 
estimated burden of disease from 509.69 to 842.66. 

• The burden of the disease has come down over time for men and 
remained somewhat stable for women, with similar rates in 2016 
(1,816.71 and 1658.53 respectively); the burden increases with age but 
peaks around ages 75-79 then reduces. 
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• In 2013, the burden was much greater in the most and least deprived 
quintiles in the North East (1,700.46 vs. 735.52 respectively). 

• In 2016, the greatest risk factor for lung cancer was tobacco (1,545.53), 
followed by occupational risks (690.6) and dietary (192.71). 

 

 
 

Chronic Obstructive Pulmonary Disease 
 
• In 2016, COPD accounted for 4.29% of total DAYLs, with 88.88% risk 

factor attribution. 
• From 1990 to 2016, the observed burden from COPD has reduced 

slightly over time, from 1,310.95 to 1,271.12. The expected has also 
slightly reduced over the same period but with a lower estimated burden 
of disease from 666.07 to 588.23. 

• The burden of the disease has reduced over time for men, in contrast it 
has increased for women, with similar rates in 2016 (1,231.53 and 
1308.35 respectively); the burden increases with age but peaks around 
ages 70-84 years then reduces. 

• In 2013, the burden was much greater in the most and least deprived 
quintiles in the North East (1,384.37 vs. 448.89 respectively). 

• In 2016, the greatest risk factor for lung cancer was tobacco (1,609.05), 
followed by air pollution (195.88) and occupational risks (124.09). 
 

 
 

Alzheimer’s Disease and Other Dementias 
 

• In 2016, Alzheimer’s disease and other dementias accounted for 3.45% 
of total DALYs, with a low risk factor attribution of 23.91%. 

• From 1990 to 2016, the burden from Alzheimer’s disease and other 
dementias has increased over time, from 742.8 to 1,024.01, the 
expected has also increased over the same period but with a lower rate 
from 342.25 to 538.49. 
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• There was a much greater burden for women (1,294.64) compared to 
men (736.2) and increases with age. 

• In 2013, there was a much greater burden on most deprived quintile 
(1,017.94) to least deprived (629.79) in the North East. 

• In 2016, the greatest risk factors for Alzheimer’s disease and other 
dementias were high body-mass index (166.6), high fasting plasma 
glucose (59.73) and tobacco (34.51). 
 

 
 

Migraine 
 

• In 2016, migraines accounted for 2.55% of total DALYs, with no risk 
factor attribution. 

• From 1990 to 2016, the observed and expected burden from migraine 
are similar and have remained steady over time, in 2016 the observed 
rate was 745.02. 

• There was a much greater burden for women (969.85) compared to men 
(505.91) and peaks at ages 35-39 years. 

• In 2013, there was a similar burden in the most deprived (487.34) and 
least deprived (482.47) quintiles in the North East. 
 

Age-Related and Other Hearing Loss 
 

• In 2016, age-related and other hearing loss accounted for 2.42% of total 
DALYs, with a low risk factor attribution of 8.69%. 

• From 1990 to 2016, the burden from age-related and other hearing loss 
has increased over time, from 569.64 to 722.93, the expected remained 
steady over the same period but with a lower rate from 434.84 to 476.56. 

• There was somewhat similar for men and women and increases with 
age. 

• In 2013, there was a much the burden was similar between the most and 
least deprived quintiles in the North East. (Note migraine was in the top 
ten causes for the North East of England in 2013). 

• In 2016, the only attributable risk factors were occupational (62.77). 
 

Lower Respiratory Infections 
 

• In 2016, lower respiratory infections accounted for 2.39% of total DALYs, 
with a low risk factor attribution of 39.85%. 

• From 1990 to 2016, the burden from lower respiratory infections have 
reduced over time, from 892.23 to 706.94, the expected has also 
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reduced over the same period but with a lower rate from 696.59 to 
423.86. 

• The burden was similar for men and women but affect under 5 and 
increase with age, particularly in those age 80 years and over. 

• In 2013, there was a much greater burden on most deprived quintile 
(683.03) to least deprived (477.77) in the North East. 

• In 2016, the greatest risk factors for lower respiratory infections were 
tobacco (160.68), air pollution (83.13) and alcohol & drug use (63.93). 
 

 
 
Ischemic Stroke 

 
• In 2016, ischemic stroke accounted for 2.19% of total DALYs, with 

94.77% risk factor attribution. 
• From 1990 to 2016, the burden from ischemic stroke has reduced over 

time, from 892.23 to 706.94, the expected rate has also reduced over the 
same period from 696.59 to 423.86. 

• There was a similar burden by sex but increases with age. 
• In 2013, there was a much greater burden on most deprived quintile 

(724.96) to least deprived (503.34) in the North East. 
• In 2016, the greatest risk factors for ischemic heart disease were high 

blood pressure (318.68), dietary (215.49) and high total cholesterol 
(164.04). 
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Falls 

 
• In 2016, falls accounted for 2.16% of total DALYs, with a low risk factor 

attribution of 27.14%. 
• From 1990 to 2016, the burden from ischemic stroke has reduced over 

time, from 892.23 to 706.94, the expected rate has also reduced over the 
same period from 696.59 to 423.86. 

• There was a similar burden by sex but increases with age. 
• In 2013, there was a much greater burden on most deprived quintile 

(724.96) to least deprived (503.34) in the North East. 
• In 2016, the greatest risk factors for ischemic heart disease were high 

blood pressure (318.68), dietary (215.49) and high total cholesterol  



Annex 1 
Technical Background 

 
Understanding GBD Estimates 
 
The Global Burden of Disease (GBD) project aims to produce the best possible 
comparable and comprehensive estimates of ill health and injury around the world1. 
 

• All GBD2016 data are considered 'estimates', as they are statistically 
modelled using multiple data sources, including local data within England 

• Many causes in GBD2016 will have different definitions to causes used in UK 
and English statistics. GBD2016 supplies case definitions within the 
appendices of their 2017 capstone papers and ICD-10 code classifications 
are available from the GHDx website (http://ghdx.healthdata.org/gbd-2016) 

• Mortality cause estimates in GBD2016 use reported ONS mortality vital 
statistics as a local data source 

• Non-fatal estimates (Years Lived with Disability [YLDs], incidence and 
prevalence) may not always represent complete within-country variation, due 
to limited local data sources available to GBD researchers 

• Prevalence and incidence estimates should be compared to local data if 
available 

• GBD estimates may not always reflect recorded data, even where local data 
has been used by GBD and definitions are the same, due to modelling 
principles that GBD applies 

 
What are some of the differences in the GBD estimates compared to national 
data? 
 
Mortality Estimates 
 

Overall, the GBD estimates the burden of mortality in England is approximately 3% 
higher than reported data from ONS vital statistics. This small difference is created 
from the modelling estimation process when all-cause mortality is calculated. 
 
Global Burden of Disease mortality cause estimation redistributes certain recorded 
cause codes to others. These 'garbage' codes are codes to which deaths were 
assigned that cannot or should not be considered as the underlying cause of death, 
for example: heart failure, ill‐defined cancer site, senility, ill‐defined external causes 
of injuries, and septicaemia2. In GBD2016, England had approximately 8% of 
mortality causes redistributed due to incorrect underlying causes coded or use of an 
intermediate cause of death rather than underlying cause. 
 
Ischaemic heart disease (coronary heart disease) is the largest cause of death in 
GBD2016, over a third higher than numbers reported by ONS vital statistics, where 
                                                           
1 Murray CJL, Lopez AD. Measuring global health: motivation and evolution of the Global Burden of Disease 
Study. Lancet 2017; 390: 1460–64 
2 Naghavi M, Makela S, Foreman K, O'Brien J, Pourmalek F, Lozano R.  Algorithms for enhancing public health 
utility of national causes-of-death data. Naghavi et al. Population Health Metrics 2010, 8:9 

http://ghdx.healthdata.org/gbd-2016


Alzheimer's disease and dementia is the reported as the largest cause. This is due to 
redistribution of reported underlying mortality causes to ischaemic heart disease. 
Cardiovascular disease mortality is larger than mortality from cancers in contrast to 
ONS vital statistics. 
 
 Mortality from breast, colorectal and lung cancer are also higher than recorded 
figures and these are mostly due to wider definitions and cause redistribution. 
Chronic obstructive pulmonary disease and lower respiratory tract infection 
(pneumonia and influenza) deaths are also up to 20% higher than recorded figures 
due to wider definitions and cause redistribution. In contrast, Alzheimer's disease 
and dementia death estimates in GBD are lower than recorded figures due to GBD 
modelling assumptions and they also assume that there has not been rise in age-
adjusted mortality from this cause over time. 
 
Non-Fatal Estimates 
 

Diabetes, asthma, and chronic obstructive pulmonary disease are examples of 
conditions where GBD and alternative UK and England estimates differ in 2016.  For 
example, electronic health record data from the Quality and Outcomes Framework 
(QOF) suggests diabetes is increasing, but GBD2016 shows a flat trend in the 
disease; whilst overall prevalence is lower than reported in QOF. We suggest that 
diabetes estimates from GBD are used in conjunction with local data where possible. 
Asthma and COPD also have higher estimates of prevalence compared to QOF, 
though these represent undiagnosed cases and slightly different definitions, so are 
not directly comparable to local estimates from QOF. 
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NHS South Tyneside CCG 
 

Meeting of the Governing Body – 22 November 2018 
 

New Model Constitution for CCGs 
 

1. Background 
 

1.1 In September 2018 a new model constitution was published by NHS England. 
The original model constitution was prepared at the time that CCGs were 
being established. Since then a number of changes to the health and social 
care landscape have taken place, including: 
 
• a Legislative Reform Order introducing amendments to the 2006 NHS Act 

permitting CCGs to work on a joint basis, including through forming joint 
committees with each other; 

• the development of STPs supporting collaboration and commissioning 
across larger footprints and new models of care, particularly integrated 
care systems. 
 

1.2 The new model constitution takes account of all of the changes that have 
taken place over the last few years. It looks to the future and facilitates a 
greater flexibility for CCGs at the same time as maintaining high levels of 
transparency and accountability. The opportunity has been taken to slim 
down the constitution, and make it easier to navigate and simpler to update. 
For example, the opportunity has been taken to remove the requirement to 
include a number of sections that had previously been incorporated in the 
model, particularly where the information is duplicated elsewhere. These have 
been removed only where there is no legal requirement for their inclusion, 
although there is no requirement for CCGs to remove these sections where 
they wish to retain them. Where items are removed from the constitution it is 
recommended that these may be incorporated into a Governance Handbook. 
 

1.3 NHS England is not expecting CCGs to submit any applications to amend 
their constitutions solely as a result of the new model constitution. NHS 
England is not mandating the uptake of the new constitution. 

 
1.4 However, because the new model constitution provides a greater degree of 

clarity for a number of issues, it is recommended that CCGs review their 
constitutions against the new model to confirm that they remain legally 
compliant with all relevant legislation and guidance. It makes it clear that 
CCGs may retain the wording informed by the original model constitution 
provided they are consistent with the updated guidance. 

 
2. Our Approach and Next Steps 

 
2.1 Consequently, the opportunity is being taken to review our current constitution 

against the new model constitution. As a principle, whilst many of the 
changes included in the new model constitution are optional we are taking the 
opportunity to make amendments to our constitution which provide greater 



clarity still and where greater flexibility is provided, including: 
 
• improved wording relating to collaborative and joint 

working/commissioning; 
• the new flexibility for non material amendments to be approved by the 

Governing Body on recommendation of the Accountable Officer. 
 

2.2 The outcome of the review and any consequent amendments to our 
constitution will be presented to the January 2019 meeting of the Governing 
Body for review and approval. 
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been updated in accordance with the 
content of this report: 
 
Updated  
Not Update  

  SPONSORING LEAD DIRECTOR APPROVAL: 
Has the Lead Director approved the paper (proof of 
approval must be retained for audit purposes) 

YES  
 

NO  
 

Papers without Lead Director approval will be 
withdrawn from the agenda 
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1. INTRODUCTION  
 
1.1  Information is a vital asset within the CCG, in terms of the effective 

commissioning and management of services and resources. It plays a key 
part in clinical governance, service planning and performance management. It 
is important that information is processed within a framework that ensures it is 
appropriately managed and that policies, procedures, management 
accountability and structures are in place. 

 
1.2  This strategy sets out the approach to be taken within the CCG to provide a 

robust Information Governance (IG) framework and to fulfil its overall 
objectives and legislative requirements. Good IG ensures that best practice is 
implemented and on-going awareness is evident across the CCG. The CCG 
is committed to ensuring that all records and information are dealt with legally, 
securely, efficiently and effectively. 

 
1.3 IG is a framework for handling information in a confidential and secure 

manner to appropriate ethical, quality and legislative standards. This IG 
strategy brings together within a cohesive framework, the interdependent 
requirements and standards of practice. It is defined by the requirements 
within the Data Security and Protection Toolkit (DSP) against which the CCG 
is required to publish an annual self-assessment of compliance. This strategy 
will be supported by a DSP Toolkit Action Plan.   

 
1.4   The IG agenda encompasses the following areas: 

• Caldicott 
• NHS Confidentiality Code of Practice 
• Data Protection Act 2018 
• Freedom of Information Act 2000 
• Health and Social Care Act 2012 
• Human Rights Act 1998 
• Care Act 2014 
• General Data Protection Regulations 
• Records Management (Health, Business and Corporate) 
• Information Security 
• Information Quality 
• Confidentiality 
• Openness 
• Legal Compliance 
• Information Risk 
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1.5  Within this agenda the CCG will handle and protect many classes of 
information: 

 
• Some information is confidential because it contains personal details.  

The CCG must comply with regulations governing the processing and/or 
sharing of confidential personal information. Changes to the way in which 
patient confidential data can be processed came about as a result of the 
Health and Social Care Act 2012. It is important that relevant, timely and 
accurate information is available to those who are involved in the care of 
service users, but it is also important that personal information is not 
shared more widely than is necessary. 

• Some information is non-confidential and is for the benefit of the CCG 
and the general public.  The CCG and its employees share responsibility 
for ensuring that this type of information is accurate, up to date and 
easily accessible to the public. 

• The majority of information about the CCG and its business should be 
open to public scrutiny although some, which is commercially sensitive, 
may need to be safeguarded. 

 
1.6 Information can be in many forms, including (but not limited to): 
 

• Structured record systems – paper and electronic 
• Transmission of information – fax, e-mail, post and telephone; and 
• All information systems purchased, developed and managed by/or on 

behalf of the organisation 

2. PURPOSE 
 
2.1  The IG arrangements will underpin the CCG’s strategic goals and ensure that 

the information needed to support and deliver their implementation is readily 
available, accurate and understandable. IG has five fundamental aims: 

 
• To support the provision of high quality care by promoting the effective and 

appropriate use of information 
• To encourage all staff to work closely together, preventing duplication of 

effort and enabling efficient use of resources 
• To provide staff with appropriate tools and support to enable them to carry 

out their responsibilities to consistently high standards 
• To enable the CCG to understand its own performance and manage 

improvement in a systematic and effective manner 
• To ensure full compliance with legislation relevant to IG and to enforce the 

rights of data subjects under the Data Protection Act 2018. 
  



Official 

IGS01: IG Strategy (6)  Page 4 of 18 

3. STRATEGIC AIMS 
 
3.1 The strategic aims will be achieved by ensuring the effective management of 

IG by: 
 

• Ensuring that the CCG meets its obligations under the Data Protection Act 
2018 (including the General Data Protection Regulations), the Human 
Rights Act 1998, the Freedom of Information Act 2000 and the Health and 
Social Care Act 2012. 

• Ensuring that effective action planning (with the support of the NECS IG 
service) is in place during 2018/19 – 2019/20 so that the CCG is GDPR 
compliant in 2018 and beyond. 

• Establishing, implementing and maintaining policies for the effective 
management of information. 

• Ensuring that IG is a cohesive element of the internal control systems 
within the CCG. 

• Recognising the need for an appropriate balance between openness and 
confidentiality in the management of information. 

• Ensuring that IG is an integral part of the CCG culture and its operating 
systems. 

• Ensuring full compliance with the mandatory elements of the DPS Toolkit. 
• Reducing duplication and looking at new ways of working effectively and 

efficiently. 
• Minimising the risk of breaches of personal data. 
• Minimising inappropriate uses of personal data. 
• Ensuring that Service Level Agreements and Data Sharing Agreements 

between the CCG and other organisations are managed and developed in 
accordance with IG principles. 

• Ensuring that contracted bodies are monitored against IG standards and 
that existing contracts are GDPR compliant. 

• Protecting the services, staff, reputation and finances of the CCG through    
the process of early identification of information risks and where these 
risks are identified ensuring sufficient risk assessment, risk control and 
elimination are undertaken.  

• Ensuring there is provision of sufficient training, instruction, supervision 
and information  to enable all employees to operate effectively within IG 
requirements. 

4.  ROLES AND RESPONSIBILITIES  
 
4.1 The CCG has developed clear lines of accountability with defined 

responsibilities and objectives. The Executive Committee is chaired by the 
Chief Officer and has responsibility for overseeing the implementation of this 
strategy. 
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4.2 The Executive Committee is accountable to the Governing Body and has 
responsibility for overseeing and reporting to the Governing Body and for 
providing assurance on governance and risk management, IG, research 
governance and equality and diversity issues.   

 
4.3 The Chief Officer has overall accountability and responsibility for IG across 

the CCG and is required to provide assurance, through the Annual 
Governance Statement, that all risks to the CCG are mitigated.  

 
4.4 The Senior Information Risk Owner (SIRO) holds responsibility for ensuring 

that information is processed and held securely throughout the CCG. The role 
covers all the aspects of information risk, the confidentiality of patient and 
service user information and information sharing. The DPS Toolkit sets out 
clear responsibilities of the SIRO in relation to risks surrounding information 
and information systems, which also extend to business continuity and the 
role of Information Asset Owners.  

 
4.5 The Caldicott Guardian has an advisory role and is responsible for ensuring 

that the principles of confidentiality and data protection set out in the Caldicott 
Guidelines and the Data Protection Act are implemented.  

 
4.6 IG expertise will be provided by the Senior Governance Manager (IG) and the 

Senior Governance Officer (IG), NECS, who will liaise directly with the 
responsible person within the CCG.  
 

4.7 The Data Protection Officer (DPO) is a role required within GDPR under the 
Data Protection Act 2018. The CCG’s DPO is the Senior Governance 
Manager (IG), NECS who will assist the CCG to monitor internal compliance, 
inform and advise on data protection obligations, provide advice regarding 
Data Protection Impact Assessments (DPIAs) and act as a contact point for 
data subjects and the supervisory authority. 

 
5. RISK REGISTER 
 
5.1  All IG risks are captured in the Safeguard Incident and Risk Management 

System (SIRMS). 
 
5.2  All risks registered include actions and timescales identified to minimise the 

risks.   
 
5.3 All risks (including IG risks) are reviewed by the Audit and Risk Committee as 

a standing agenda item. 
 
 
6. INCIDENT REPORTING 
 
6.1  Staff will need to comply with the CCGs Incident Reporting and Management 

Policy which provides detailed advice on the reporting and handling of 
incidents.  This policy requires that all incidents are reported and that lessons 
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learned will be shared across the organisation via a quarterly IG incident 
update.  

 
6.2  Specifically, the CCG wishes to foster a culture of openness and learning, and 

staff are encouraged to be open about raising problems.  
 
6.3  Incidents will be recorded and analysed using SIRMS and the impact of an 

incident will be graded according to the matrix together with the likelihood of 
occurrence or recurrence.  

  
6.4  A Serious Incident (SI) differs from a “normal” incident in that it is, as it 

implies, not only more serious for those directly involved in the incident but 
also the effects are likely to be longer-term in nature and will probably involve 
other agencies. A Serious Incident (SI) is defined as; 
 ‘An event that causes or has the potential to cause serious injury, mental 
trauma, unexpected death or where there could be police involvement, major 
litigation and/or media interest.’ 
 

6.5 IG serious incidents are termed nationally by NHS Digital as SIRIs (Serious 
Incidents Requiring Investigation) and are dealt with in accordance with the 
NHS Digital Checklist Guidance for Reporting, Managing and Investigating IG 
and Cyber Security Serious Incidents Requiring Investigation. 

 
6.6  In most cases a Serious Incident (SI) is investigated by the organisation 

where it occurred, however the responsibility for the incident will rest with the 
data controller.  Where appropriate, regulatory bodies will be informed, for 
example the Information Commissioner’s Office in connection with Level 2+ IG 
Serious Incidents (SIRIs). 

  
6.7  Serious Incidents will also be recorded and analysed using SIRMS and the 

impact of an incident will be graded according to the matrix. In addition, 
incidents defined as Serious Incidents Requiring Investigation (SIRIs) are 
required to be reported via the online tool within the IG Toolkit by the data 
controller. 
 

6.8 Any breach of personal data must be considered as to consider whether this 
poses a risk to people including the likelihood and severity of any risk to their  
rights and freedoms, following the breach. When this assessment has been 
made, if it’s likely there will be a risk then the ICO must be notified with 72 
hours – this can be done via the CCG’s DPS Toolkit. 

 
6.8 Incidents are reviewed by the Executive Committee via quarterly governance 

a reports which are a standing agenda item. 
 
6.9 SIRIs are reviewed by the Executive Committee and the Audit and Risk 

Committee. 

7. TRAINING AND AWARENESS 
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7.1 Training and education are key to the successful implementation of this 
Strategy and embedding a culture of IG management in the organisation. 
Staff will have the opportunity to develop more detailed knowledge and 
appreciation of the role of IG through: 

• Policy/strategy  
• Induction 
• Line manager 
• Specific training courses 

 
7.2 Mandatory training sessions will be delivered online via the NHS Digital 

(formerly the Health and Social Care Information Centre) Data Security Level 
1 e-learning package. These sessions are mandatory and must be completed 
every year.   Data Security Standard 3 within the Caldicott 3 review requires 
that all staff undertake appropriate annual data security training and pass a 
mandatory test.  Therefore, non-permanent staff must also complete annual 
training. 

 
7.3 Awareness will be monitored via regular checks and gaps in knowledge will 

be addressed via further bespoke training materials and/or targeted training 
sessions provided by the NECS IG service. 

 
8. DISSEMINATION AND IMPLEMENTATION 
 
8.1 The Strategy will be circulated to all individuals identified with specific 

responsibilities and will be communicated to all staff and stakeholders by the 
most appropriate means.  The Strategy will be published on the CCGs intranet 
site accessible by all CCG staff.  All line managers are required to share the 
contents of this Strategy with their staff.   

 
8.2 The implementation of this Strategy is reflected through the completion of the 

DPS Toolkit and the confirmation of all mandatory assertions therin. It is also 
supported by a detailed reporting structure through the CCG’s committees 
which are described in the Strategy.  Directors and senior leads will be 
responsible for ensuring the Strategy is implemented in their areas of 
responsibility.  

9.  MONITORING  
 
9.1 Data Security and Protection Toolkit  
 
9.1.1 The annual release of a new version of the Toolkit generally takes place in 

June / July. An updated action plan for improving and implementing the 
requirements of the toolkit will be submitted to the Executive Committee each 
year following release and consideration of the new version. 

 
9.1.2 Monitoring reports will be routinely submitted to the Executive Committee. The 

CCG’s progress will be reported to the Governing Body at regular intervals by 
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the SIRO. The action plan and monitoring will be maintained by the Senior 
Governance Officer (IG), NECS. 

 
9.1.3 The CCG will comply with the NHS Digital deadlines for submission of 

updates and the final assessment.  
 
9.1.4 Annual IG performance will be summarised in the IG Annual Report to be 

presented to Executive Committee. 
 
9.1.5 An internal audit of the DPS Toolkit will take place in quarter 4 as part of the 

CCG’s internal audit plan.   
9.1.6 The CCG’s IG Lead will meet on a quarterly basis (or more regularly if 

required) with allocated IG contacts at NECS to review milestones and to 
check progress against agreed internal deadlines for DSP Toolkit completion 
and to provide evidence for upload. 

 
9.1.7   A GAP report will be provided by the NECS IG Team in December of each 

year to highlight any areas within the Toolkit which need the CCG’s attention 
in order to meet the Toolkit deadline of 31st March. 

 
9.1.8 Internal deadlines for submission of evidence have been set at December 

each year allowing the final three months to be used to review, finalise and 
improve the information in the toolkit between January - April. 

10.  PERFORMANCE INDICATORS  
 
10.1  The DPS Toolkit submission is a mandatory annual return; the criteria for 

compliance are set out within the Toolkit. The successful implementation of IG 
across the organisation will be reflected in a compliant Toolkit submission.  

  



Official 

IGS01: IG Strategy (6)  Page 9 of 18 

11.  ASSOCIATED DOCUMENTS  
 
11.1  The documents listed below have all been approved by the CCG:- 
 

• Information Governance and Information Risk Policy  
• Confidentiality and Data Protection Policy 
• Information Security Policy  
• Information Access Policy 
• Data Quality Policy 
• Records Management Policy and Strategy 
• Social Media policy  
• Internet and Email Acceptable Use policy 
• Business Continuity Plan  
• Incident Reporting and Management Policy  
• Information Governance Management Framework 
• Information Goverenance Staff Handbook 
• Data Protection Impact Assessment Guidance 

12.  REVIEW 
 

12.1 This strategy will be updated at least annually and in accordance with the 
following as and when required: 

• legislative changes, 
• good practice guidance, 
• case law, 
• significant incidents reported, 
• new vulnerabilities, and 
• changes to organisational infrastructure. 

 

12.2 This Strategy will be received by the Executive Committee for agreement prior 
to being received by the Governing Body for formal approval. 
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13.  EQUALITY AND DIVERSITY STATEMENT  
 
13.1 The CCG is committed to promoting human rights and providing equality of 

opportunity; not only in employment practices, but also in the way services are 
commissioned. The CCG also values and respects the diversity of its 
employees and the communities it serves.  In applying this policy, the 
organisation will have due regard for the need to:  

 
• Promote human rights  
• Eliminate unlawful discrimination  
• Promote equality of opportunity  
• Provide for good relations between people of diverse groups  

 
13.2 This Strategy aims to be accessible to everyone regardless of age, disability 

(physical, mental or learning), gender (including transgender), race, sexual 
orientation, religion/belief or any other factor which may result in unfair 
treatment or inequalities in health or employment. 

 
13.3 Throughout the development of this Strategy the CCG has sought to promote 

equality, human rights and tackling health inequalities by considering the 
impacts and implications when writing and reviewing the strategy. The impact 
of this strategy is subject to an on-going process of review which is closed by 
the formal Equality Impact Assessment when the strategy is due to be 
reviewed. 

 
13.4 Equality impact assessment  
   
13.4.1 In accordance with equality duties an Equality Impact Assessment has been 

carried out on this strategy. There is no evidence to suggest that the strategy 
would have an adverse impact in relation to race, disability, gender, age, 
sexual orientation, religion and belief or infringe individuals’ human rights. 
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Appendix A 
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Introduction - Equality Impact Assessment 
 
An Equality Impact Assessment (EIA) is a process of analysing a new or existing service, 
policy or process. The aim is to identify what is the (likely) effect of implementation for 
different groups within the community (including patients, public and staff).  
 
We need to: 
 
 Eliminate unlawful discrimination, harassment and victimisation and other conduct 

prohibited by the Equality Act 2010 
 Advance equality of opportunity between people who share a protected characteristic 

and those who do not 
 Foster good relations between people who share a protected characteristic and those 

who do not 
 
This is the law. In simple terms it means thinking about how some people might be excluded 
from what we are offering. 
 
The way in which we organise things, or the assumptions we make, may mean that they 
cannot join in or if they do, it will not really work for them. 
 
It’s good practice to think of all reasons why people may be excluded, not just the ones 
covered by the law. Think about people who may be suffering from socio-economic 
deprivation or the challenges facing carers for example.  
 
This will not only ensure legal compliance, but also help to ensure that services best support 
the healthcare needs of the local population.  
 
Think of it as simply providing great customer service to everyone. 
 
As a manager or someone who is involved in a service, policy, or process development, you 
are required to complete an Equality Impact Assessment using this toolkit. 
 
Policy  A written statement of intent describing the broad approach or course of 

action the Trust is taking with a particular service or issue. 
Service  A system or organisation that provides for a public need. 
Process Any of a group of related actions contributing to a larger action. 
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  STEP 1 -  EVIDENCE GATHERING 
 
 
Name of person completing EIA: Alan Clement  

Title of service/policy/process:  Information Governance 
Strategy 2018/19 – 2019/20 

Existing:           New/proposed:         Changed: √  
What are the intended outcomes of this policy/service/process? Include outline of 
objectives and aims 

This Strategy sets out:  

• the approach and arrangements for the management of information 
governance within the CCG 

• the approach to information governance in our role as a Clinical 
Commissioning Group  

Who will be affected by this policy/service /process? (please tick) 

 Co n s u lta n ts            Nu rs e s         Do c to rs 

√ Staff m em bers      Patients      Pub lic  

√ Other 

If other please state: 

 

What is your source of feedback/existing evidence? (please tick) 

 Na tio n a l Re p o rts    In te rn a l Au d its    

 P a tie n t S u rve ys   S ta ff S u rve ys    Co m p la in ts /In c id e n ts   

 Fo c u s  Gro u p s   S take h o ld e r g ro u p s   P revio u s  EIAs   

√  Other 

If other please state: 

The IG Strategy is guided by legislation and national requirements. 
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Evidence What does it tell me? (about the existing 
service/policy/process? Is there anything suggest 
there may be challenges when designing something 
new?) 

National Reports  

 

 

Patient Surveys  

 

 

Staff Surveys  

 

 

Complaints and Incidents  

 

 

Results of consultations 
with different stakeholder 
groups – staff/local 
community groups 

 

 

 

Focus Groups  

 

 

Other evidence (please 
describe) 

The IG Strategy is driven by legislation, national 
strategy and guidance such as the DSP Toolkit and 
ICO best practice recommendations. 
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  STEP 2 -  IMPACT ASSESSMENT 
 

What impact will the new policy/system/process have on the following: (Please refer 
to the ‘EIA Impact Questions to Ask’ document for reference) 

Age A person belonging to a particular age 

None identified 
Disability A person who has a physical or mental impairment, which has a substantial and 
long-term adverse effect on that person's ability to carry out normal day-to-day activities 
None identified 

Gender reassignment (including transgender) Medical term for what transgender people 
often call gender-confirmation surgery; surgery to bring the primary and secondary sex 
characteristics of a transgender person’s body into alignment with his or her internal self-
perception. 
None identified 

Marriage and civil partnership Marriage is defined as a union of a man and a woman (or, in 
some jurisdictions, two people of the same sex) as partners in a relationship. Same-sex 
couples can also have their relationships legally recognised as 'civil partnerships'. Civil 
partners must be treated the same as married couples on a wide range of legal matters 
None identified 

Pregnancy and maternity Pregnancy is the condition of being pregnant or expecting a baby. 
Maternity refers to the period after the birth, and is linked to maternity leave in the 
employment context.  
None identified 

Race It refers to a group of people defined by their race, colour, and nationality, ethnic or 
national origins, including travelling communities. 
None identified 

Religion or belief  Religion is defined as a particular system of faith and worship but belief 
includes religious and philosophical beliefs including lack of belief (e.g. Atheism). Generally, 
a belief should affect your life choices or the way you live for it to be included in the 
definition. 
None identified 

Sex/Gender  A man or a woman. 

None identified 

Sexual orientation Whether a person's sexual attraction is towards their own sex, the 
opposite sex or to both sexes 
None identified 

Carers A family member or paid helper who regularly looks after a child or a sick, elderly, or 

http://www.oxforddictionaries.com/definition/english/%20http:/www.oxforddictionaries.com/definition/english/helper#helper__2
http://www.oxforddictionaries.com/definition/english/%20http:/www.oxforddictionaries.com/definition/english/sick#sick__2
http://www.oxforddictionaries.com/definition/english/%20http:/www.oxforddictionaries.com/definition/english/elderly#elderly__2
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disabled person 

None identified 

Other identified groups such as  deprived socio-economic groups, substance/alcohol 
abuse and sex workers 

None identified 

 

   STEP 3 -  ENGAGEMENT AND INVOLVEMENT 

How have you engaged stakeholders in testing the policy or process proposals 
including the impact on protected characteristics? 

Not applicable 

Please list the stakeholders engaged: 

Not applicable 

 

  STEP 4 - METHODS OF COMMUNICATION 

What methods of communication do you plan to use to inform service users of the 
policy? 

 Ve rb a l – stakeholder groups/meetings       Ve rb a l - Telephone   

 Writte n  – Letter           Writte n  – Leaflets/guidance booklets  

 Em a il   In te rn e t       √ Oth e r 

If other please state: 

Not applicable to this type of internal strategy document. 

 

  

http://www.oxforddictionaries.com/definition/english/%20http:/www.oxforddictionaries.com/definition/english/disabled#disabled__2
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ACCESSIBLE INFORMATION STANDARD 

The Accessible Information Standard directs and defines a specific, consistent approach to 
identifying, recording, flagging, sharing and meeting the information and communication 
support needs of service users. 

Tick to confirm you have you considered an agreed process for: 

 

 S e n d in g  o u t c o rre s po n d e n c e  in  a lte rn a tive  fo rm a ts .  

 S e n d in g  o u t c o rre s po n d e n c e  in  a lte rn a tive  la n g u a g e s .  

 P ro d u c in g  / o b ta in ing  in fo rm a tio n  in  a lte rn a tive  fo rm a ts .  

 Arra n g in g  / b o o kin g  p ro fe s s io n a l c om m u n ic a tio n  s u p p o rt.  

 Bo o kin g  / a rra n g in g  lo n g e r a p p o in tm e n ts  fo r p a tie n ts  / s e rvic e  u s e rs  w ith  

communication needs. 

 

If any of the above have not been considered, please state the reason: 

Not applicable to this type of internal strategy document. 

 

 

  STEP 5 - SUMMARY OF POTENTIAL CHALLENGES 
 
Having considered the potential impact on the people accessing the service, policy or 
process please summarise the areas have been identified as needing action to avoid 
discrimination. 
 
Potential Challenge What problems/issues may this cause? 
None identified 
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 STEP 6- ACTION PLAN 
 
 

 Ref no. Potential 
Challenge/ 
Negative 
Impact 

Protected 
Group 
Impacted 
(Age, Race 
etc.) 

Action(s) required Expected Outcome 
 

Owner Timescale/ 
Completion 
date 
 

 
 
 
 

N/A      

 
 

Ref no. Who have you consulted with for a 
solution? (users, other services, 
etc) 

Person/ 
People to inform 

How will you monitor and review 
whether the action is effective? 

 N/A   

 

  SIGN OFF 
 
Completed by: Alan Clement 
Date: 23rd July 2018 
Presented to: (appropriate committee) Governing Body 
Publication date: November 2018 
 

 

 



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

 Official 
 Sensitive: Commercial 
 Official Sensitive: Personal 

MEETING TITLE: 
GOVERNING BODY MEETING (PUBLIC) 

DATE: 22 November 2018 

REPORT TITLE: 

CCG IMPROVEMENT AND ASSESSMENT FRAMEWORK 
AGENDA ITEM:  2018/98 

ENCLOSURE: 14 

LEAD DIRECTOR / REPORT SPONSOR: 
Matt Brown, Director of Operations, South Tyneside CCG 
matt.brown2@nhs.net 

REPORT AUTHOR: 
Gillian Johnson, Head of commissioning, Delivery, Planning and Performance 
Gillian.johnson13@nhs.net 

REPORT SUMMARY / RECOMMENDATIONS: 

This agenda item refers to the CCG Improvement and Assessment Framework as the framework for 
2018/19 has just been published. 
The framework outlines the metrics that will inform NHS England’s assessment of CCGs in 2018/19 and  
is complemented by NHS Improvement’s Single Oversight Framework which captures and assesses 
trusts’ organisational performance.  
It is designed to assess both individual CCGs’ fitness to operate successfully in this environment, and the 
indicators within it include data that is outwith a CCG’s control. 
The framework is intended as a focal point for joint work, support and dialogue between NHS England, 
NHS Improvement, CCGs, providers and STPs/ICSs.  
This is to update the Governing Body in preparation for future reports. 

FINANCIAL IMPLICATIONS / RISKS 
<Insert details of any identified financial implications and/or other risks> 

EQUALITY IMPACT ASSESSMENT (EIA) 
COMPLETED 
Following the launch of the revised EIA documents on 1 March 

2016 EIAs must be completed as follows:  An EIA should be 

undertaken at the start of the development for a new proposed 

service, policy or process to assess likely impacts and provide 

further insight as to what will be required to implement it effectively.  

The EIA form and associated documents can be found on the 

CCG’s intranet or through NECS Equality and Diversity Team  Has 

an Equality Impact Assessment been completed using the equality 

impact documents ensuring that no persons are adversely affected 

as required by the Equality Act 2010.  If you are unsure if the 

report requires an EIA or for any further guidance please 

contact: NECSU.Equality@nhs.net 

NO YES 
  

If no please specify the reason why: 

This does not outline the development of a proposed 
new service 

This is not a new service, policy or procedure 

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

your report 

QUALITY IMPACT ASSESSMENT 
COMPLETED 
Following the implementation of the STCCG Quality Strategy 

(September 2015) it has been agreed that a QIA should be 

undertaken for a new proposed service, policy or process or any 

changes to current services which may have an impact on quality or 

experience. Has a Quality Impact Assessment been completed 

using the quality impact assessment tool ensuring that they have 

demonstrated the potential quality and safety impact? 

NO YES 
  

If no please specify the reason why: 

This does not outline the proposal for a new service. 

This is not a new service, policy or procedure 

If yes please complete the below Quality 
Impact Assessment and submit with your 

report 

STCCG Quality 
Impact  Assessment 2  

 

PURPOSE OF REPORT: 
For Information For Approval To Note For Decision 

   

RISK REGISTER 
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1 Introduction 
 

1. The Five Year Forward View, Refreshing NHS Plans for 2018/19, Sustainability 
and Transformation Partnerships (STPs) and their more advanced form, Integrated 
Care Systems (ICSs), are all driven by the pursuit of improving the health and 
wellbeing of the whole population; reducing health inequalities; delivering better 
quality for all patients; and, securing better value for taxpayers in a financially 
sustainable system. 

 
2. NHS England’s CCG Improvement and Assessment Framework was introduced in 

March 2016. It aligned key objectives and priorities, and informed the way NHS 
England managed its relationships with CCGs.  It was designed to supply 
indicators for adoption in healthcare systems as markers of success. 

 
3. The ambition described in Next Steps on the Five Year Forward View can only be 

delivered through place-based partnerships spanning commissioners, local 
government, providers, patients, communities, and the voluntary and independent 
sectors. Whilst legislation requires an annual assessment of each CCG, 
commissioning and other arrangements, including assurance, increasingly take 
place at a multi-organisational level. 

 
4. Next Steps committed NHS England and NHS Improvement to develop an 

integrated oversight framework to assess how well a healthcare system is 
performing. As STPs/ICSs develop, careful attention is being given to the 
alignment of metrics and the oversight arrangements for CCGs and those 
arrangements for STPs/ICSs that NHS England and NHS Improvement are jointly 
developing. 

 
5. NHS England and NHS Improvement are working together to develop an 

integrated oversight framework that will provide a consistent means of assessing 
system-level performance, i.e. looking at quality, access to care and health 
outcomes from the point of view of patients and local communities. 

 
2 Context 

 
6. This document outlines the metrics that will inform NHS England’s assessment of 

CCGs in 2018/19. This is complemented by NHS Improvement’s Single Oversight 
Framework which captures and assesses trusts’ organisational performance. 

 
7. The Improvement and Assessment Framework is designed to assess both 

individual CCGs’ fitness to operate successfully in this environment, and the 
indicators within it do not only report on data that is solely within a CCG’s control. 
To ask CCGs to focus solely on what resides exclusively within their own 
organisational locus would miss out what many are doing, and artificially limit their 
influence and relevance as local system leaders. 

 
8. The framework is intended as a focal point for joint work, support and dialogue 

between NHS England, NHS Improvement, CCGs, providers and STPs/ICSs. Data 
is updated regularly, with the most recent data for each metric published each 
quarter, enabling everyone to see, in-year, what is working well and what is off- 
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track. NHS England’s national and regional teams are working together to ensure 
that the breadth of the framework is discussed with the leaders of CCGs during the 
year, through a targeted programme of local conversations, drawing on expertise 
and insight from the national programme teams. 

 
9. Whilst striving to maintain a high degree of continuity from previous years, we must 

acknowledge the rapidly changing environment in terms of the new care models 
and partnerships that are emerging to transform health and care services. The 
framework also needs to be flexible to maintain its relevance and alignment to the 
highest local priorities for CCGs and their partners in STPs/ICSs. 

 
10. For 2018/19, a small number of indicators have been added and a number of 

updates have been made to existing indicators. 
 

11. A complete list of indicators can be found within the annex. 
 

3 CCG accountability and assessment 
 

12. NHS England has a statutory duty to conduct an annual performance assessment 
of every CCG. The annual assessment will be a judgement, reached by taking into 
account the CCG’s performance in each of the indicator areas over the full year 
and balanced against the financial management and qualitative assessment of the 
leadership of the CCG. From year to year, different elements may be assigned 
higher priority than others and given more weighting in the annual performance 
assessment. 

 
13. Using the Improvement and Assessment Framework, NHS England will continue to 

assess how effectively CCGs work with others (including their local Health and 
Wellbeing Boards) to improve quality and outcomes for patients. 

 
14. CCGs are expected to focus on the strength and effectiveness of their system 

relationships, and using all the levers and incentives available to them, to make 
progress. The annual assessment will take in to account how well CCGs, as 
individual organisations, have contributed to the performance of their local systems 
and to measurable improvement. 

 
15. To aid transparency for the public, and CCG benchmarking against peers, NHS 

England presents both the overall ratings and the performance against individual 
indicators through a range of channels, including publication on ‘MyNHS’, part of 
the NHS website. 

 

4 Improvement in challenged CCGs 
 

16. The intention of the framework is to empower CCGs to work with their partners to 
deliver the transformation set out in the Five Year Forward View. The focus is 
therefore on practical support, rather than assurance and monitoring. 
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17. However, some CCGs operate in very challenging environments and may need to 
address internal weaknesses. In some circumstances, as laid out in s.14Z21 of the 
NHS Act 2006 (as amended), NHS England has the ability to exercise statutory 
powers of direction where it is satisfied that (a) a CCG is failing or (b) is at risk of 
failing to discharge its functions. The decision to apply statutory powers of direction 
to a CCG requires the approval of the relevant Regional Director, and designated 
executive and non-executive NHS England Board members. 

 
18. Since January 2018, NHS England has been running a commissioning capability 

programme. The initial focus of this has been to address areas for development 
identified via the Improvement and Assessment Framework, in particular 
leadership, financial planning and governance, by providing tailored, place-based 
support to those CCGs placed in special measures or rated ‘requires 
improvement’. 

 
19. NHS England will also continue to work closely with NHS Improvement and other 

Arm’s Length Bodies, as appropriate, to drive improvement across local health 
systems. 

 

5 Future development 
 

20. NHS England and NHS Improvement are developing with STPs/ICSs a set of 
principles that will underpin oversight: 

 
• NHS England and NHS Improvement speaking with one voice, setting 

consistent expectations for local health systems; 
• greater focus on the performance of the local healthcare system as a whole, 

alongside the performance of individual providers and commissioners; and, 
• working with and through the STP/ICS leadership, wherever possible, to tackle 

problems in individual organisations or localities, rather than making 
uncoordinated national interventions. This will thereby stimulate the further 
growth of self-governing systems. 

 
21. This will be informed by a new integrated oversight framework that will form a key 

part of the regular performance discussions between NHS England, NHS 
Improvement and STPs/ICSs. Alongside this, NHS England, NHS Improvement 
and STPs/ICSs will continue to review trust-level data – and CCG-level data – to 
help agree when individual organisations need support or intervention and who 
should provide that support or intervention. 

 
22. We envisage that this new framework will evolve to reflect a population-based 

approach to improving health outcomes and reducing health inequalities. 
Development of this framework will be informed by the long-term plan for the NHS, 
due to be issued in the autumn, to ensure that the ambition described for the NHS 
is captured in the metrics that we use to assess and oversee CCGs and healthcare 
systems in the future. 

http://www.legislation.gov.uk/ukpga/2012/7/section/26/enacted
http://www.legislation.gov.uk/ukpga/2012/7/section/26/enacted
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Annex – CCG Improvement and Assessment Framework indicators for 
2018/19 
Key: 

 
• New indicators in the CCG Improvement and Assessment Framework 2018/19 are 

highlighted in italics. 
 

Better Health 

1 Child obesity Percentage of children aged 10-11 classified as overweight or 
obese 

2 Diabetes Diabetes patients that have achieved all the NICE recommended 
treatment targets: three (HbA1c, cholesterol and blood pressure) 
for adults and one (HbA1c) for children 

3 People with diabetes diagnosed less than a year who attend a 
structured education course 

4 Falls Injuries from falls in people aged 65 and over 

5 Personalisation 
and choice 

Personal health budgets 

6 Health 
inequalities 

Inequality in unplanned hospitalisation for chronic ambulatory 
care sensitive and urgent care sensitive conditions 

7 Antimicrobial 
resistance 

Antimicrobial resistance: appropriate prescribing of antibiotics in 
primary care 

8 Antimicrobial resistance: appropriate prescribing of broad 
spectrum antibiotics in primary care 

9 Carers The proportion of carers with a long term condition who feel 
supported to manage their condition 

Better Care 

10 Provision of 
high quality 
care 

Provision of high quality care: hospitals 

11 Provision of high quality care: primary medical services 

12 Provision of high quality care: adult social care 

13 Cancer Cancers diagnosed at an early stage 

14 People with urgent GP referral having first definitive treatment for 
cancer within 62 days of referral 
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15  One-year survival from all cancers 

16 Cancer patient experience 

17 Mental health Improving Access to Psychological Therapies – recovery 

18 Improving Access to Psychological Therapies – access 

19 People with first episode of psychosis starting treatment with a 
NICE-recommended package of care treated within two weeks of 
referral 

20 Children and young people’s mental health services transformation 

21 Mental health out of area placements 

22 Mental health crisis team provision 

23 Proportion of people on GP severe mental illness register receiving 
physical health checks in primary care 

24 Cardio-metabolic assessment in mental health environments 

25 Delivery of the mental health investment standard 

26 Quality of mental health data submitted to NHS Digital (DQMI) 

27 Learning 
disability 

Reliance on specialist inpatient care for people with a learning 
disability and/or autism 

28 Proportion of people with a learning disability on the GP register 
receiving an annual health check 

29 Completeness of the GP learning disability register 

30 Maternity Maternal smoking at delivery 

31 Neonatal mortality and stillbirths 

32 Women’s experience of maternity services 

33 Choices in maternity services 

34 Dementia Estimated diagnosis rate for people with dementia 

35 Dementia care planning and post-diagnostic support 
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36 Urgent and 
emergency 
care 

Emergency admissions for urgent care sensitive conditions 

37 Percentage of patients admitted, transferred or discharged from 
A&E within four hours 

38 Delayed transfers of care per 100,000 population 

39 Population use of hospital beds following emergency admission 

40 End of life 
care 

Percentage of deaths with three or more emergency admissions in 
last three months of life 

41 Primary care Patient experience of GP services 

42 Primary care access – proportion of population benefitting from 
extended access services 

43 Primary care workforce 

44 Count of the total investment in primary care transformation made 
by CCGs compared with the £3 head commitment made in the 
General Practice Forward View 

45 Elective 
access 

Patients waiting 18 weeks or less from referral to hospital treatment 

46 7 day services Achievement of clinical standards in the delivery of 7 day services 

47 NHS 
Continuing 
Healthcare 

Percentage of NHS Continuing Healthcare full assessments taking 
place in an acute hospital setting 

48 Patient safety Evidence that sepsis awareness raising amongst healthcare 
professionals has been prioritised by CCGs 

49 Diagnostics Patients waiting six weeks or more for a diagnostic test 

Sustainability 

50 Financial 
sustainability 

CCG in-year financial performance 

51 Paper-free at 
the point of 
care 

Utilisation of the NHS e-referral service to enable choice at first 
routine elective referral 

52 Demand 
management 

Expenditure in areas with identified scope for improvement 
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Leadership across the ICS 

53 Probity and 
corporate 
governance 

Probity and corporate governance 

54 Workforce 
engagement 

Staff engagement index 

55 Progress against the Workforce Race Equality Standard 

56 Local 
relationships 

Effectiveness of working relationships in the local system 

57 Patient and 
community 
engagement 

Compliance with statutory guidance on patient and public 
participation in commissioning health and care 

58 Quality of 
leadership 

Quality of CCG leadership 
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Organisational Development Update 

 Cultural Assessment and Organisational Values 

 

As part of the continuing development of the organisation and to be able to ensure we 
deliver on our strategic goals and are a strong and supportive partner in the local health and 
care system, we set out to undertake an assessment of the culture of South Tyneside CCG.  
In doing so, we hoped that, we would be better able to understand ourselves and continue 
to improve the work we do. 

The tool used to undertake this assessment was the Cultural Web, which is a well-tested, 
structured mechanism for systematically considering organisational culture. 

This paper is intended to summarise the approach taken in assessing culture and the key 
themes from the assessment.  Furthermore, from undertaking this assessment, the CCG 
identified that the organisational values required an update.  Therefore, based on the 
outputs of the cultural assessment, this paper also sets out the proposed, refreshed 
organisational values. 

 

Approach to Undertaking the Culture Assessment 

To gain as full an understanding of the organisational culture as possible in terms of 
perception and real experience, we sought to gather both internal and external views on 
our organisation, consulting with key stakeholders across the system and our own staff.  
This was approached through the use of surveys and workshop-based discussion. 

Survey: A survey was carried out with senior managers and key stakeholders from our providers 
(such as South Tyneside Foundation Trust and Northumberland Tyne and Wear Foundation Trust), 
neighbouring CCGs, South Tyneside Council and the Third Sector. This group of stakeholders were 
asked to provide feedback on the six elements of the Culture Web and a substantial number of 
responses were received.  

Workshop:  All members of the CCG team were invited to attend a workshop to review the six 
elements of the Cultural Web and provide an assessment against the framework.  The vast majority 
of the CCG team were able to attend, including directly employed CCG staff, embedded colleagues 
from NECS and the members of our Joint Commissioning Unit.  The workshop initially focussed on 
the stories element of the Cultural Web, followed by the remaining elements. Feedback from the 
external survey was shared at the workshop and a systematic comparison was carried out to 
consider any key themes and similarities or differences.  
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Key Themes  

 

A detailed assessment and narrative will be shared with all staff, but this paper is intended 
to summarise the key themes that were identified through the Cultural Web. 

Stories 
• The stories reflected a collaborative and welcoming culture, in which the CCG aspires 

to work in partnership with all its stakeholders and were inclusive in their approach 
to delivering better care for the population of South Tyneside.  CCG staff identified 
that they felt trusted and empowered to think creatively and innovatively, with 
appropriate, proportionate governance. 

• The story of the “Ugly Duckling” was shared by a member of the team highlighting 
the journey that the CCG has been on.  Stories shared by staff have been written up 
on story cards and posted on a wall at the CCG.  

• External stakeholders reflected back on strong system and partnership working, very 
much focussed on priorities and doing the right thing for local people.  Stakeholders 
described a positive reputation and strong sense of identity for the people of South 
Tyneside, where staff set out to work in partnership, with an open and collaborative 
approach.  It was felt that the CCG was prepared to take difficult decisions to do the 
right thing for the population served.  It was recognised that the CCG is relatively 
small, which allows it to focus on delivery across the wider system, with partners, for 
patients. 

 
Rituals and Routines 

• The rituals and routines showed the CCG was a welcoming place, where staff set out 
to value others and to show by example that the intention is to work clearly in 
partnership.  External stakeholders in particular talked about the CCG leading 
through seeking solutions with partners. 

• Work life balance is important and colleagues, in the broadest sense, support each 
other. People felt valued and enjoy coming to work. 

 
Symbols 

• Clear, shared language used by CCG staff was identified, such as the South Tyneside 
Pound, which embodies the idea that all organisations are working together to use 
the money allocated to the people of South Tyneside wisely, rather than focussing 
on organisational self-interest. 

• Organisational symbols tended to reflect the flat structure, such as limited individual 
offices, regular all-staff discussions and the focus on making the right decisions for 
patients. 
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Organisation Structure 

• The organisational structure was felt to be flat, informal and not hierarchical where 
people are empowered to make decisions.  Although the focus and overriding 
culture is of minimising bureaucracy, both staff and stakeholders are also clear about 
the formal governance structures, lines of authority and accountable organisational 
leads. 

• External stakeholders identified that they felt squarely part of the CCG team, with 
their opinions valued and a drive for honest, open dialogue.  They also identified a 
no-blame culture with a focus on recognising problems and making difficult decisions 
to solve them. 

Power Structure 

• Information is communicated in an open manner and shared with staff 
appropriately. Staff identified the power structure as being a distributed leadership 
model, where power is distributed across all staff groups, enabling staff to make 
decisions and also at the same time gain the support for decisions from appropriate 
senior managers as needed.  

• External stakeholders in particular noted the strong clinical leadership model, focus 
on putting the interests of the patient first, with an inclusive approach, seeking to 
work with and empower partners.  

Control Systems 

• Both internal and external stakeholders reported that the control mechanisms 
within the CCG are clear and strong, particularly around finance and quality, but also 
that they are proportionate and appropriate.  The organisational controls were 
perceived to be effective, but not unnecessarily restrictive. 

• It was felt that the organisational control systems have been designed to ensure that 
the right decisions are made in a quick, efficient manner, with strong mechanisms to 
support and facilitate this. 

• External stakeholders in particular noted the well-balanced control systems, with 
strong governance and a forensic Board. 

Paradigm 

• The assessment identified a culture that is about working in partnership, putting the 
interests of patients first, focussing on the system and stakeholders as opposed to 
the organisation, empowering staff and partners, inclusion, driving forward with 
long-term strategic change and taking difficult decisions for the right reasons, whilst 
also having strong organisational control systems and governance. 
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• The feedback on culture from external stakeholders and internal staff was highly 
consistent. 

 

Values 

Having reviewed the organisational values, which were set at the establishment of the 
organisation six years ago, the CCG staff determined that these should be refreshed with the 
output of the cultural assessment.  It was felt that this would be important to ensure we 
continue to deliver for the people of South Tyneside but also so that we can continue to 
play a strong part in the wider health and care system. 

External stakeholders and the broad CCG team were asked to summarise their views on the 
organisational values, having undertaken the cultural assessment.  The consistency on the 
feedback was striking. 

Broadly speaking, the themes that came out were in terms of empowering staff and other 
partners to make decisions and drive change, about being firmly patient-centred and doing 
the right thing for our patients, being inclusive, collaborative and driving achievement 
together in partnership, being respectful and valuing others and their views, being open, honest 
and transparent in sharing the work that we do and decisions we make,  being prepared to be 
different, bold and innovative and, in particular, making sure that we get the right things done and 
delivered for the health and healthcare of the people of South Tyneside. 

In summarising this, there were different views about how to articulate these values.  In particular, 
there were different perspectives on whether to use wording that might be considered more 
corporate or language that might be more accessible for the general public.  It was felt that, in 
reflecting our drive to be patient-centred, we should word these values in the way that might be 
easiest to understand for patients.  Otherwise, we would not be acting congruently with our values.  

Hence, the proposed, refreshed values of South Tyneside CCG are:  

1. Doing the right thing for our patients 
2. Empowering 
3. Valuing others 
4. Achieving together 
5. Getting things done 
6. Not afraid to be different  
7. Open and honest 

 
 
Vision and Strategic Goals 
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For context and completeness, Governing Body members are reminded that the Vision of 
South Tyneside Clinical Commissioning Group (CCG) has been defined, with staff and 
partners, as “Working collaboratively across South Tyneside to improve health and 
commission excellent health care”. 
 
In taking this Vision forward, the Strategic Goals of South Tyneside CCG were recently 
refreshed as follows: 
 

1. We want people to be able to take greater responsibility for their own health 
2. We want people to be able to stay well in their own homes and communities 
3. We want people to receive timely and appropriate complex care 

 

Recommendations 

Governing Body members are asked to: 

1. Note the contents of this report and the summarised Cultural Web 
2. Consider and approve the refreshed organisational values. 

 

 

 

 

 

 

  



 
  Page 6 of 7 
 
 

Appendix 1. Cultural Web 

 

 

In summary, the elements of the cultural web are as follows: 

1. Paradigm 
a. The set of assumptions held in common and taken for granted in an organisation, 

that people often find difficult to identify and explain. 
b. May be more easily defined by assessing the other elements of the web, or by 

seeking views from outside the organisation. 
2. Symbols 

a. Objects, events, acts, or people that convey maintain or create meaning over and 
above their function purpose, such as offices and office layout, cars, job titles, or 
specific language.  Often most noticeable to external stakeholders. 

b. Routines, control and reward systems and structures are not only functional but also 
symbolic. 

3. Power Structures 
a. The ability of individual groups to persuade, induce or coerce others into following 

courses of action. 
b. Power structures and distributions of power are important, such as, who has formal 

and informal power, where key decisions are influenced and made. 
4. Organisational structures 

a. Roles, responsibilities and reporting relationships in organisations, which are likely 
to reflect power structures. 

b. Structures may for example be formal or informal, flat or hierarchical, mechanistic, 
informal, distributed, participative or collaborative. 

5. Control Systems 
a. The formal and informal ways of monitoring and supporting people within and 

around an organisation. 
b. These tend to emphasise what is seen as important within an organisation e.g. 

whether there are tighter controls on finance or quality. 
6. Routines & Rituals 
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a. Routines are ‘the way we do things around here’ on a day-to-day basis, often taken 
for granted, that guide the work people do and are difficult to change 

b. Rituals are activities or special events that emphasise, highlight or reinforce what is 
important in the culture e.g. induction, training programmes, interview panels, 
social times, formal events. 

7. Stories 
a. The stories told by members of an organisation to each other, to external parties, to 

new recruits etc. embed important aspects of organisational history, flag up key 
events and personalities. 

b. A critical way of letting people know what is important in an organisation. Often 
focus around successes, disasters, heroes, villains and mavericks 
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EXECUTIVE COMMITTEE 

Minutes of the meeting held on Wednesday 26 September 2018 
8.30am – 12 noon, Monkton Hall 

 
Present: David Hambleton (DH) Chief Executive  STCCG 
 Matt Brown (MB) Director of Operations (Chairing 

meeting) 
STCCG 

 Dr Jon Tose (JT) Clinical Director STCCG 
 Dr Matthew Walmsley (MW) GP Chair STCCG 
 Jeanette Scott (JS) Director of Nursing, Quality & 

Safety 
STCCG 

 Ros Whitehead (RW) Practice Manager Lead STCCG 
    
Apologies: Dr James Gordon (JG) Clinical Director STCCG 
 Dave Julien (DJ) 

Tom Hall (TH) 
Clinical Director 
Director of Public Health 

STCCG 
STLA 

 Kate Hudson (KH) Chief Finance Officer STCCG 
    
In attendance: Andy Todd (ATd) Commissioning Manager NECS 
 Caroline Bannon (CB) Finance Manager STCCG 
 Paula Phillips (PP) Public Health Strategic Manager STLA 
 Jo Farey (JF) Head of Commissioning STCCG 
 Sarah Dean (SD) Strategic Commissioning Lead, 

Health and Social Care 
Integration 

STLA 

 Jenna Easton (JE) Minutes PA/ Senior Admin Officer 
(Minutes) 

STCCG 

  
Notes 

 
Actions 

   
1. Welcome 

Members were welcomed to the meeting and informed Matt Brown, the STCCG 
(South Tyneside Clinical Commissioning Group) Director of Operations is to Chair 
today’s meeting. 

 

   
2. Apologies for Absence 

Noted as above. 
 

   
3. Declarations of interest 

Colleagues noted the statement outlining the term ‘conflict of interest’ which is in 
line with the CCG’s governance process. 
 
Declarations of interest were expressed by Mrs Ros Whitehead, Dr Matthew 
Walmsley and Dr Jon Tose regarding item 14. Extended Access – 2019/2020 
Commissioning Intentions.  The Chair agreed conflicting members are to vacate 
the room throughout this item only due to the material conflict.  Dr Jon Tose will 
be disconnected from the telephone and re-connected following this item to 
resume with business. 

 

   

Enclosure 16 
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4. Minutes of the meeting held on 23 August 2018 
The minutes of the previous meeting were agreed as a true and accurate record. 
 

 

5. Matters arising 

I. The Executive Committee action log remains ongoing; members are being 
pursued to provide updated positions where necessary. 

II. Issues with CFS (Chronic Fatigue Syndrome) patient referrals were 
escalated and a potential solution has been identified however an update 
given to the Healthpathways Coordinator remains outstanding.  NECS 
(North East Commissioning Services) Commissioning Manager agreed to 
lead on this action. 

III. The Director of Operations confirmed contact has been made with the 
Trust re: Ambulatory care non-elective one day stay activity to which they 
were in favour of the concept and agreed to attempt to source a 
solution.  An alternative coding method has been suggested however 
further planning and debate is required.  This action remains as 
outstanding. 

IV. The status of the available funding future investment remains as pending. 
V. The Chief Executive confirmed the CCG formalised a letter and sent it to 

the treasury as agreed re: Alcohol Duty Cuts. 
VI. Community District Nursing issues are ongoing; Director of Operations 

agreed to attempt to resolve and to report back with an overview to a future 
Executive Committee. 

VII. The CCG financial recovery plan features as a standing item on the 
Executive Committee cycle of business. 

VIII. Practice Manager Lead is to identify individual practices that have formally 
signed up to the care home plus scheme.  A further update is to be given at 
next Executive Committee scheduled for October. 

IX. There are a number of outstanding issues remaining with infection control 
support in care homes; Director of Operations agreed to link with senior 
colleagues at the Trust. 

 
 
 
 
 
 
 
 

A Todd 
 
 
 
 

A Todd 
 
 
 
 
 

M Brown 
 
 
 

R 
Whitehead 

 
 

M Brown 

   
6. Chairs Update 

The recent triumph of Avastin is now within the public domain.  Extensive press 
coverage has taken place region wide which emphasises the CCGs outstanding 
success and has put South Tyneside on the radar.  A number of Trusts are in 
favour of implementation and the initial perception has now transformed to a more 
accepting and positive outlook. 
The Chair expressed enormous gratitude to Dr David Hambleton, Chief Executive 
for his outstanding contributions, determination and leadership of this exceptional 
achievement. 
 
Executive members were asked to note the temporary closure of St Claire’s 
Hospice due to the number of concerns raised following a recent CQC (Care 
Quality Commission) visit.  In terms of patients, alternative care arrangements 
have been made for all bar one patient at this point. 
Media coverage has been heightened and a number of urgent meetings are 
underway with the CQC, CCG and provider in order to deliver support during the 
interim period. 
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7. Integrated Quality Performance and Finance report 

Provider 
Forecasting positions this month reflects on target with all providers however 
some elective services are showing slight gains. 
 
Committee members were briefed with a contract activity breakdown for the CCG: 

I. Elective remains static however this has decreased in activity compared to 
previous years. 

II. A&E (Accident and Emergency) continues as a high risk area due to the 
higher than predicted figures echoed for all providers. 

III. Ambulatory care reflects a higher than planned position which seems to be 
creating a knock on effect from to other areas of the activity reporting and 
the associated requirements for Quality Premium reporting for ST 
CCG.  Regional comparisons indicate STFT forecasting is not as excessive 
as initially predicted. 

IV. Activity flows throughout the system has presented some confusion in the 
past therefore the Chief Finance Officer asked NECS colleagues to 
incorporate the data stream for information purposes.  Committee 
members observed the data activity flow and expressed delight at the 
extremely helpful slide which is to be utilised as a reference point for any 
future reports that are generated and understanding the activity flows. 

V. Open discussions between the Director of Operations and Commissioning 
Manager are required to identify how the data can be linked directly into 
the Financial Recovery Plan. 

 
Quality 

I. An increased number of ‘never events’ have been reported by CHS (City 
Hospitals Sunderland). 

II. The target for CDIFF has breached this month due to the number of 
published cases reaching the total of four. 

III. CHS are concerned about the level of scrutiny that is being applied to the 
number of reported Ecoli cases, the Cumbria and North East Gram-
negative Bloodstream Infection (GNBSI) Improvement Collaborative 
Programme Board in place and monitoring remains ongoing. 

IV. An HCAI conference for Care Homes is being held in October, which has 
been organised in collaboration between STCCG, SCCG, CHS, STFT and 
Tyne and Wear Care Alliance. 

V. Alternative methods of gathering information within Trusts settings are 
being sought in terms of Friends and Family testing due to persistent low 
uptake of F&FT. 

VI. The Executive committee was briefed regarding the current situation at St 
Claire’s Hospice, which has voluntarily suspended services following a 
recent CQC inspection. 

VII. A serious complaint has been made concerning Rose Lodge (NTW 
assessment and treatment unit) whereby a resident has made an 
allegation against a member of staff of assault.  Following this, a number of 
internal issues have also been brought to the forefront.  The CCG, LA 
(Local Authority) and Safeguarding providers are taking a combined 
approach to investigate this serious allegation and to rectify the issues in-

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

M Brown/ G 
Johnson 
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house.  NTW has also amplified its scrutiny and involvement with the unit. 
 
Performance 
The quality premium indicators for 2018/19 were initially set in line with a realistic 
expectation of achievement, however this month indicates an over performance 
position on non-elective patients with a zero-day length of stay.  This is due to 
ambulatory care activity and recording, for which a coding solution is being 
considered with STFT. 
 
There are pressures against a number of the cancer indicators both regionally and 
locally, however projected year-end performance remains strong. 
 

8. Finance Update 
Committee members were asked to note the content of the report with particular 
attention given to changes developed since last month’s financial update. 

I. Acute contracts have been altered due to the increase of bariatric charges 
with City Hospitals Sunderland that sit outside of the block contract 
arrangement.  The CCG has increased the outturn position to reflect the 
additional risk. 

II. The Continuing Healthcare forecast remains the same as reported last 
month.  Work is ongoing to better understand the position submitted by the 
Local Authority. 

III. Prescribing costs are forecasting a significant reduction based on the BSA 
model.  Colleagues are therefore running two forecast models in order to 
determine the actual state.  

 

 

9. Learning Disabilities Transformation and Commissioning 
The Chair noted; based on the assumption of members reading the report in 
advance of today, discussions and observations are to take place in relation to the 
content of the report with only key points being raised. 
 
The Learning Disabilities agenda is on track, as predicated, to achieve its local 
and national markers.  Children and young people LD remains at the forefront of 
priorities however scrutiny has been intensified lately across the system as a 
whole. 
 
Members noted the progress made in order to deliver the Learning Disabilities/ 
Autism Transformation programme and agreed the CCG will provide support in 
relation to development of real culture changes with how agencies work with 
provider, families and people with learning disabilities. 
 

 

10. Special Educational Needs and Disability Update 
Today’s update provides a briefing to Committee members covering the current 
position with Special Educational Needs and Disability (SEND) reforms and 
CCG’s statutory responsibilities, expectations and potential risks in advance of the 
impending inspection. 
 
Committee members were asked to pay particular attention to the weaknesses 
specifically outlined within the report however, in contradiction, to also note the 
positive progress that has been made to date to ensure the CCG is compliant with 
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SEND legislation. 
 
Outcomes following a previous SEND Audit in 2016 is to be shared via the 
Strategic Commissioning Lead, Health and Social Care Integration with 
committee members for information purposes. 
 

 
 
 

S Dean 

11. Deprivation of Liberty – Mental Capacity 
Outcomes from a recent Deprivation of Liberty (DOLS) audit emphasised the lack 
of evidence the CCG are sited on and an understanding to the level of individuals 
who are/ or are at risk of being submit to a community DoLs.  Therefore today’s 
update will ensure the CCG is fully aware of the DOLS position and will provide 
aid for future reference. 
 
This has been amalgamated into the CCGs risk register and is to be frequently 
updated to reflect an accurate stance as and when required.  Regular discussions 
between the CCG and Local Authority colleagues will provide a platform enabler 
for future management and the governance arrangements of DoLs. 
 
Members were in agreed that the financial element requires further attention in 
terms of recognising if this can be combined within the CHC (Continuing Health 
Care) process, as well as the inclusion of section 75s. 
 

 
 
 
 
 
 
 
 
 
 
 
 
 

12. Chronic Oedema Service update 
Clinical Director for palliative care reminded the committee of the issues of South 
Tyneside's lymphoedema service and future arrangements. Lymphodema 'key 
worker' services were provided by St Claire’s Hospice and the CCG 
commissioned more specialist services from St Oswald’s hospice.  The specialist 
service was to work out of Cleadon Park and to provide the training and 
mentorship to allow St Clare's to provide the whole service with support from the 
STFT community nurses in the future. St Clare's gave notice that they no longer 
wished to provide lymphoedema services in order to focus on their core services 
of specialist palliative care. St Oswald's have agreed to provide the 'key worker' 
services and receive a handover of patients currently under the care of St Clare's. 
 
A number of concerns were brought to light due to the lack of information and 
care plans transferred between St Claire’s and St Oswald’s during the handover 
period.  In order to rectify the problem, St Oswald’s have agreed to re-assess all 
of its patients in order to gain an accurate stance to date. 
 
The financial element of the service presents little risk in the current financial year 
but recognised uncertainty as to how this will play out over the coming months 
with potential to escalate into 2019/2020. After an in depth discussion, members 
were in agreement that due to the noticeable increased activity with St Oswald’s 
the figure of £20k is to be transferred over to the St Oswald’s contract from April 
2019 and is to be further re-assessed at a later date.  NECS colleagues have 
provided formal notice to St Claire’s affirming the CCG’s expectations and 
adjustments as of 2019. 
 
Committee members were in support of the direction of travel and progress to 
date outlined within the report. 
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Re-procurement of the Chronic Oedema Service is due 2019 therefore the 
Committee must revisit in six months; Chronic Oedema Services is to be 
scheduled within the Executive Committee cycle of business for February 2019. 
 

 
 
 

J Easton 
 

13. Frailty update 
Members were given a brief verbal update and asked to note further 
developments are underway with frailty.  A working group is now in the early 
phases of establishment and are producing a locality based plan along with ways 
to prevent the burden frailty places on individuals and the system. The plan 
incorporates numerous elements of the regional framework ICARE and covers 
national guidelines. Committee members agreed with the proposed frailty 
priorities but felt they needed to be more ambitious if a significant impact is to be 
realised. 
 

 

14. South Tyneside Extended Hours Service – 19/20 Commissioning Intentions 
Declarations of interest were declared by Dr Jon Tose via telephone, Dr Mathew 
Walmsley and Ros Whitehead.  The Chair requested due to the material conflict, 
colleagues must vacate the room at this point prior to discussions and that as Dr 
Jon Tose was participating via telephone; it was agreed that the call would be 
ended and re-dialled following discussions and possibly endorsement. 
 
The CCG Head of Commissioning provided the Committee with information 
constructed on progress made to date with the extended access service and to 
seek endorsement of an extension to the service for a further 12 month. 
 
A lengthy debate transpired whereby a number of valid points and comments 
were raised mainly referencing the positive feedback received by patients and GP 
practices across South Tyneside.  Particular attention was given to the associated 
cost of £883,773.45 for a 12 month extension in which the funding is streamed via 
the CCG from the NHSE central allocation of £6.00 per head for delivery of 
Extended Access in Primary Care. 
 
The remaining Committee member’s cast votes with all being in favour of 
extending the contract but also that a number of relatively minor amendments 
should be made to the specification. 
 
At this point in the meeting, Dr Mathew Walmsley and Ros Whitehead re-entered 
the room and Dr Jon Tose was reconnected via telephone.  The Chair announced 
to all of the decision made to extend the South Tyneside Extended Hours for an 
additional 12 month with a contract end date of 31st March 2020. 
 

 

15. GP2 Pharmacy Scheme – additional drugs budget 
Members were asked to note; as this scheme already exists, there are no 
conflicts of interest that apply to this item.  Discussions today will focus on the 
additional element of the scheme to which Committee members are being asked 
to consider. 
 
Committee members were asked to note piloting of this scheme will result in an 
additional element of prescribing costs relating to the prescribing minor ailment 
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budget.  A suggestion outlined within the report elucidates the most appropriate 
domain for additional costs are to sit alongside the think pharmacy first scheme 
budget. 
 
In terms of risk, very few have been identified due to the lack of historical 
evidence available, however the pivotal are the financial implications should the 
pilot continue past the initial date of agreement and overheads of the consultation 
role. 
 
In depth discussion took place around the risk of double funding community 
pharmacy through GP2Pharmacy and Think Pharmacy First whereby members 
noted strategies have been put in place to prevent this occurring and close 
scrutiny will continue to be applied from a CCG perspective. 
 
Overall, committee members were happy with the approach outlined within the 
report and agreed with endorsement of the recommendations. 
 

16. Elective Care Expectations 
There is intense scrutiny from regulators on both commissioners and providers on 
this area. 
 
Committee members were asked to note that performance against the 18 week 
Referral to Treatment remained extremely strong. 
 

 

17. Healthier Times 
The Public Health Healthier time’s article was shared with the Committee in order 
to showcase specific areas of achievement made to date and ongoing projects 
within South Tyneside. 
 
Members were asked to cascade the article internally to CCG staff and partnering 
organisations for information purposes. 
 

 
 
 
 
 

All 

18. Any Other Business 
NECS Commissioning Manager noted from a provider point of view, the block 
contract for St Claire’s Hospice values at 750k however the CCG could face a 
potential deficit of 250k while the service remains in its current state during the 
interim period. 
 
Members were in agreement to closely monitor the current state for a number of 
weeks to see how things plan out before action is taken.  It was agreed the Chief 
Finance Officer is to seek assurance with auditors and to gain guidance on how 
best to approach the situation. 
 
A private item is required at October Executive Committee based on options and 
next steps in regards to St Claire’s Hospice. 

 

   
19. For information 

A Better You update and the CCG’s complaints report were shared for information 
and assurance purposes. 
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20. Date and Time of next meeting: 
Thursday 25 October 2018, 8.30 – 12.00noon at Monkton Hall, Meeting Room 1 
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Quality and Patient Safety Committee: FORMAL 
Wednesday 05 September 2018 

10:00 – 12 noon 
Meeting Room 1, Monkton Hall 

 
 
Present: 
Stephen Clark  Lay Member (STCCG)     SC 
Paul Cuskin   Lay Member (STCCG)     PC 
Dr David Hambleton Chief Officer (STCCG)     DH 
Kirstie Hesketh  Head of Quality & Patient Safety Manager (STCCG) KH 
Dr Vis-Nathan  GP Governing Body Member (STCCG)   VN 
Dr Matthew Walmsley CCG Chair (STCCG)               MWa 
Mark Wells   Senior Officer (NECS)               MWe 
 
In Attendance: 
Dave Jopling   Quality and Regulated Services, STC   DJ 
Andy Sutton   Governance Officer (STCCG)    AS 
 
Apologies: 
Dr Tarquin Cross  Secondary CARE Consultant (STCCG)   TC 
Carol Drummond  Head of Safeguarding (STCCG)    CD 
Jeanette Scott  Director of Nursing, Quality and Safety (STCCG) JS 
 
 
2018/49 Welcome and Introductions 

Members were welcomed to the meeting and introductions were made. 
 
2018/50 Apologies for Absence 

No declarations were made. 
 

2018/51 Declarations of interest 
 No declarations were made.  

 
2018/52 Minutes of the formal meetings of 04 July 2018 (Enclosure 1) 

Resolved:   
That the minutes of the formal meeting of 04.07.2018 be approved. 

 
2018/53 Matters Arising/Action Log (Enclosure 2) 

There were no matters arising other than that were the subject of substantive 
report elsewhere on the agenda. 

 
2018/54 St Clares (Verbal) 

QPSC received a verbal update on the situation at St Clares Hospice, which had 
been the subject of a 3-week closure as a consequence of staffing, training, 
leadership, clinical governance, medicines management and patient safety 

Agenda item 2018/101 
Enclosure 17 
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issues.  In the closure period the hospice had, with advice and assistance from 
the CCG, addressed a range of areas that the CQC had identified in an earlier 
inspection.  This had led to the development by the hospice of an action plan, 
which if adhered would support CQC’s required improvements at re-inspection. 
 
The CCG had received local intelligence that key aspects of the action plan, 
most notably medicines management and stock control had not yet been fully 
resolved.  A further supportive visit was to be made by the CCG quality team in 
advance of CQC to discuss progress with the CQC information return.   
 
In stressing the overriding importance for patient safety to be maintained 
throughout, members commented that the hospice had suggested that no patient 
had suffered as a consequence of the closure.  This however was not the case; 
one patient had been redirected to another establishment due to the closure.          
ACTION  
KHe is to make a further supportive visit to St Clares Hospice to aid in its 
information preparations for the impending CQC re-inspection.  
 
Resolved:  
That the update on St Clares Hospice be noted. 

 
2018/55 Quality Assurance Exception Report (Enclosure 3) 

QPSC received a summary report that provided assurance for the quality of 
services commissioned by the CCG (or which it had a legal duty to support with 
regard to quality improvement). The report included up-to-date external 
assurances provided since the previous bi-monthly report (considered by QPSC 
at its meeting of 04.07.2018) and local developments initiated or completed that 
improved and/or sustained the safe delivery of care and therein enhance the 
patient experience of the residents of South Tyneside.  

 
Attention was drawn, by exception, to a number of issues: 
 
STFT 
Safety Thermometer: In July 2018 overall harm-free care had slightly decreased 
from 91.34% to 90.24%.  
 
CHS 
Never Events: In June 2018 CHS had reported a wrong site surgery Never 
Event.  A root cause analysis was to be undertaken and its findings submitted to 
the Joint STCCG and Sunderland CCG Serious Incident (SI) panel. 
 
NEAS 
An increased number of incidents of violence/assault/aggression against NEAS 
staff had been reported.  To reduce such incidents a bodycam pilot project was 
planned.     
 
More generally, concern was expressed that safer staffing information had not 
been provided by NHS Digital, therein not permitting this issue to be reported to 
the meeting.  It was anticipated that a full report would be made to the next 
meeting.    
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Resolved:    
That the Quality Assurance Exception Report be noted. 

 
At this stage of the proceedings Dave Jopling joined the meeting. 
 
2018/56 Quality in Care Assurance (Enclosure 4) 
 Committee considered a report that summarised progress in addressing quality 

assurance recommendations in care homes and other related facilities.  A 
number of areas were highlighted:   

  
Market Analysis  
Although two providers had relinquished their contracts, there remained a current 
21% vacancy rate in nursing home and 17% vacancy in residential beds.  A plan 
was in place for the future management of bed availability with a reduced 
number of providers; this would be based on a four-zone geographical split 
across the borough. 
 
Nursing and Residential Homes 
An analysis of nursing and residential home provision revealed there to be 23 
establishments within the borough which provided a combined total of 
approximately 1,000 bed-spaces.  2018/19 Quality assurance visits to all homes 
had been complete.  No providers were subject to ‘’provider concerns’ and all 
homes had ‘single action plans’ that identified required improvement.   Most 
recently, all homes had been requested to undertake audits of: the use of syringe 
drivers; pressure ulcer protocols; and to offer flu vaccinations to staff 
 
Domiciliary Care, Extra Care and Independent Supported Living 
No quality/safeguarding issues notified to commissioners in this period. 
 
Quality Trends  
Moving and handling had remained a significant area of interest in care homes 
and falls prevention was to be highlighted at the next Care Home Forum and be 
a priority area for training in the next quarter. Haven Court had reported 17 ‘falls’. 
 
Domiciliary Care 
Missed calls were the main reported issue; Comfort Call had the highest rate of 
missed calls. An associated analysis was to be carried out to establish the 
cause.  
 
In discussion a number of points were made: 
i)  There was general unease at the content of the report, which it was felt did 

not provide the committee with the desired level of assurance that quality in 
care homes is of a satisfactory standard. The joint commissioning team has 
been requested to include more robust assurance in future committee 
reports. A number of ‘legacy actions’ from previous meetings remained on 
the QPSC Action Log.  A response to each would be made to the next 
meeting. 

 
Resolved:    
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That the quality in care assurance be noted.  
 
At this stage of the proceedings Dave Jopling left the meeting. 
 
2018/57 Quality in Primary Care (Verbal) 

QPSC received a verbal report on the quality of medical services that was based 
on Q4 medical assurance data [(i) NHSE data and ii) CCG Primary Care Quality 
dashboard)].  Attention was drawn to a range of issues:    
 
NHSE Data: 7 GP practices had been identified as outliers. On applying the  
CCG Risk Stratification tool this then only highlighted 2 GP practices as outliers.   
 
The practices have received supportive visits from the Clinical Director and Head 
of Quality.  
 
4 GP practices had been identified as having received a high number of 
complaints, the CCG had requested further information from NHSE as at this 
time only a numerical value is received and the CCG are unable to determine if 
there were any related quality concerns.  
  
A number of GP practices had been identified as having a low estimated 
diagnosis rate for both dementia and asthma.  This would be addressed by the 
CCG at the next quarterly visits to each practice.     
 
SIRMS: 168 incidents had been reported via SIRMS, a 14.7% decrease on Q3, 
yet 16.6% above Q3, 2017/18.  2 GP practices had not reported any incidents 
and the NECS Quality team have been asked to approach these practices to 
explore their reasons for not using SIRMS. More generally, STCCG GP practices 
had reported the second highest number of incidents in the North East.  The 
most frequently reported incident types related to clinical documentation, 
medication and communications. 
 
Resilience: New housing developments within the borough were reported to be 
placing increased strain on GP practice list sizes.  The CCG was to work with the 
local planning authority to ensure that primary health care service provision was 
taken into account in impact assessments.  
 
Friends and Family Test: Only 6 of 22 GP practices had submitted a full FFT 
data set; 7 had submitted none. This is similar picture to the rest of the region.   
 
GP Survey: the results of the 2018 survey, which had considered a wide range of 
related service areas, including experience of the GP practice, telephone access 
and online services, were to be circulated to practices. 
 
In discussion it was suggested that added value may be gained from a 
triangulation of the outcomes of three key information and data sources; 
•   SIRMS 
•   Patient Survey 
•   Complaints. 
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While these sources of information were of value, they were neither definitive 
(e.g. not all incidents were reported via SIRMS), or representative (e.g. the 
number of complaints made was relatively small). 
 
Resolved:    
That the verbal report on the quality of medical services be noted. 

 
2018/58 Quality and Safety Risk Management Report (Enclosure 6) 

QPSC received a risk management update specifically relating to matters of a 
quality nature.   
 
At the end of the period 19.06.2018 – 30.08.2018 there had been no movement 
of risk since the risk management report that had been submitted to the 
04.07.2018 meeting of QPSC.  There were two risks on the current risk register, 
one each of a moderate (yellow) and a high (amber) rating.     
In discussion it was noted: 
i)   That risk 1991 (ensure the safety of patients by commissioning safe, effective 

and high quality services; ensure key strategy requirements are met both as a 
commissioner and a provider) was not a new risk and was incorporated within 
the report as new risk for formatting reasons only. 

ii) It was suggested that the current troubles at St Clares Hospice had the 
potential to deteriorate further and as a consequence consideration should be 
given to categorising it as a formal risk. 
ACTION 
KHe and JS are to monitor developments in the operation of services at 
St Clares Hospice; KHe to discuss with MB (CCG Director of 
Operations) as to whether this has been captured on the risk register.   

 
Resolved:    
That the risk management report be noted. 

 
2018/59 Safeguarding Highlights Report (Enclosure 7) 

QPSC received a report that summarised both safeguarding adults and 
safeguarding children activities that had taken place since the previous QPSC 
meeting of 04.07.2018.  Attention was drawn to a number of issues. 
 
Safeguarding Adults  
One new notification for LeDeR review had been received since the last report; 
with this the total number had increased to 13. 
 
The first Adult Safeguarding Roles and Competencies for Health Care Staff 
intercollegiate document had been published on 20.08.2018. All providers 
would be required to complete a benchmarking exercise against the guidance 
for all staff they employed.  Going forward, the safeguarding assurance 
dashboard would reflect the guidance. 
 
The amended CCG Modern Day Slavery statement had been drafted and 
awaited governing body approval. 
 
Safeguarding Children  
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The Named GP for safeguarding children was on sick leave. The Named GP for 
adults has offered to provide support in the interim. 
 
In July 2018 Working Together 2018 guidance had been published.  This would 
have implications for the CCG in terms of the tripartite equal Board partnership. 
 
The Royal College of Paediatrics and Child Health (RCPCH) report that 
considered safeguarding at STFT had been published. 
 
The interim pathway for South Tyneside child protection to undergo medicals at 
CHS remained in place.  
 
Resolved:   
That the safeguarding update report be noted. 

 
2018/60 Complaints Report (Enclosure 8) 

QPSC received the complaints report for Q1, 2018/19.  Members noted the 
following:  
 
• 6 complaints/concerns had been received, 2 of which had been addressed 

via the formal complaints procedure and 4 via informal processes. In 
addition, 1 had been received relating to a GP practice 

• 3 related directly to STCCG, one each relating to: a Continuing Healthcare 
(CHC) funding decision; patient transport eligibility; and changes to A&E 
services.  All others related to other organisations and had been forwarded 
to the relevant organisations for onward investigation and response.  

• Performance against KPIs was good, with all new cases having been 
acknowledged within the 3-working day target period. 

• 1 case that had been closed in a previous period was reopened following 
contact from the sector Ombudsmen, who had requested further information 
about the case.   

 
In discussion members suggested that the CCG could potentially gain added 
value from the complaints process, specifically from the wider lessons-learned 
through NECS management of complaints across the region.  There was an 
opportunity for further assurance to be obtained through an insight into NECS 
experience of the management of complaints directed to other organisations. 
ACTION    
MWe is to liaise with the NECS complaints management team to ascertain 
how it generated added value from handling complaints across a wide 
range of regional organisations. 
 
Resolved:   
That the complaints report be noted. 

 
2018/61 Audit of the Quality of Commissioning Services (Enclosure 9) 

QPSC received, for information, the final report of the risk-based audit of the 
quality of commissioned services, field work for which was carried out by the 
CCG’s internal audit provider, AuditOne earlier in the year.  The report had 
concluded an assurance level of substantial assurance. 
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Resolved:   
That the final report of Audit-One’s risk-based audit of the quality of 
commissioned services be noted. 

 
2018/62 Commissioner Assurance Visits (CAV) (Verbal) 
 Committee received a verbal update on the development of arrangements for 

commissioner assurance visits in 2018/19.  Members were reminded that at the 
previous meeting it was reported that there had been a disagreement between 
STCCG and Sunderland CCG concerning the conduct of commissioning 
assurance visits.  Subsequently, Sunderland had acquiesced and visit teams 
would continue to incorporate four members.  The 2018/19 CAV programme was 
in place and the first visit, to hospital theatres had taken place on 26.09.2018.  

 
Looking to the future, consideration was to be given to the further development of 
visit protocols, to build on the current successful arrangement that had been in 
place since 2013.  This would include the use of complementary techniques, e.g. 
1:1 interactions between visit team members and host personnel that would 
provide further insight into the day-to-day operation of the subject of the visit, 
enhance levels of related assurance and add value to the process. 
ACTION 
KHe and JS are to draft proposals for the further development of the 
conduct of the CAV programme, to be presented to the 7 November 2018 
meeting of QPSC. 
 
Resolved:  
That the report on Commissioner Assurance Visits be noted. 

 
2018/63 CNE NHSE QSG (Verbal)  

The next meeting on the CNE NHSE QSG was to be held on 06.09.2018; a 
report would be made to the next meeting of QPSC. 

 
Minutes of Sub-groups/Items for information 

 
2018/64 Medicines Management Committee: 10.07.2018 (Enclosure 10) 
 
2018/65 Cancer Locality Group: 03.05.2017 (Enclosure 11) 
 

Resolved:  
That the terms of reference of QPSC be amended as follows: 

 
2018/66 Cycle of Business (Enclosure 12) 

The informal meeting of QPSC that was scheduled for 03.10.2018 was to be held 
in the diary as a potential date to consider any issues concerning the St Clares 
Hospice.  Should no urgent issue arise that would warrant such a meeting, the 
meeting would be stood down two weeks in advance. 
 

2018/67 Any Other Business 
-    Residential and Nursing Home vacancies 

Clarification was given that an information network was in place through 
which professionals, including social workers were aware of vacancies in 
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residential and nursing homes.  At present no such facility was available to 
members of the general public who would only be able to obtain such detailed 
information via direct contact with specific residences or through consultation 
with a professional such as a social worker. 
__________________________________________________ 

 
AES  
Governance Officer 
06 September 2018 
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Primary Care Commissioning Committee (PUBLIC) 
26 July 2018 

12:30pm – 13:30pm 
Hebburn Central 

 
Present: 
Stephen Clark   Lay Member (Deputy Chair), STCCG (Chair) SC 
Matt Brown    Director of Operations    MB 
Dr Tarquin Cross   Secondary Care Consultant, STCCG   TC 
Paul Cuskin   Lay Member (Public and Patient   JG 

Involvement), STCCG      
Bill Hall   Experienced GP     BH 
Dr David Hambleton  Chief Executive, STCCG     DH 
Kate Hudson   Chief Finance Officer, STCCG    KHu 
Jeanette Scott   Director of Nursing, Quality & Safety, STCCG  JS 
Dr Matthew Walmsley  Chair, STCCG      MW 
 
In Attendance: 
Jo Farey   Head of Commissioning, STCCG   JF 
Gayle Guthrie  Commissioning Officer, STCCG   GG 
Keith Haynes   Governance Lead, STCCG   KHa 
Jenny Long   Assistant Contract Manager, NHSE  JL 
Andy Sutton    Governance Officer, STCCG    AS 
 
Apologies: 
John Pearce     Corporate Director Children, Adults and  JP 
Dr Vis-Nathan   GP Governing Body Member, STCCG   VN 
 
 
 
2018/07 Welcome and Introductions 
            Members were welcomed to the meeting and introductions made.              
 
2018/08 Apologies for Absence 
  Apologies as noted above. 
 
2018/09 Declarations of Interest 
 No declarations were made. 
 
2018/10 Draft Minutes from the 24 May 2018 meeting (Enclosure 1) 

Resolved:  that the minutes of the 24 May 2018 meeting be 
approved. 

 
2018/11 Matters Arising 

• Minute 2018/05: PCCC Cycle of Business 
The primary care strategy group had been invited to provide a 
scheme of primary care-related issues that would form the basis of 
a programme of work for PCCC in the remainder of 2018/19 and 
into 2019/20.  Once the primary care strategy had been refreshed it 
was felt that a cycle of business could be planned out. 

 

Agenda item 2018/102 
Enclosure 18 
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2018/12 End of Year Review of the CCG’s Primary Care Incentive Scheme 
(BOS 4) (Enclosure 1) 
PCCC received a presentation on the operation at the end of the first 
year of the BOS 4 scheme (i.e. the 2017/18 scheme). 
 
It was evident from practice feedback that revised scheme guidance for 
the fourth iteration of BOS had allowed participants to identify more 
with the purpose of the scheme.  Plans had been devised and 
implemented with more invention, insight and within a less rigorous 
administrative framework.    
 
A survey of participating practices revealed that in 89.5% of all cases 
there was greater trust in the role of the CCG and in its relationship 
with GP practices.   
 
BOS 4 had generated 142 improvement plans, of which 22% were 
associated with prescribing, 22% COPD, 19% Cancer, 17% CVD, 8% 
Elective Referrals and 5% Emergency Admissions/Frailty. 
 
Many advances had been made in the general health of the residents 
of South Tyneside in the period covered by BOS 4 and its three 
predecessors.  These included: a 6.5% increase in the detection of 
cancers at stage 1 and 2; a reduction in referrals to endoscopy from 
18.72 in 2016/17 per 1,000 to 16.23 in 2017/18; and a reduction in the 
prescription of all antibiotics.  While the precise contribution of BOS 
and other initiatives to these and other achievements could not be 
determined, it is clear that their impact has been positive.   
 
It was explained that BOS4 would continue into a second year of 
operation across the 18/19 financial year. 
 
Resolved:  that the 17/18 report on the operation of the BOS 4 

incentive scheme be noted.  
 
2018/13 Transformation Fund: 6-Month Update (Enclosure 2) 

PCCC considered an overview on the development of five 
transformation projects that were being pursued as part of the agreed 
Transformation Fund spend (£3/head of population).   
 
Of the total £440k budget, current expenditure was £48,128. 
 
Project 1: To explore and extend the use of different roles (e.g. Allied 
Health Professionals/Physician Associates)  
The project was being re-scoped with a revised start date of October 
2018. 

 
Project 2:  Compassion in Dying 
The project had commenced in April 2018.  Against a £64k budget, 
 £12,428 had been spent. 
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Project 3: Supporting pharmacy interventions in primary care  
The project was being re-scoped with a revised start date of 
 September 2018.  Against a £145k budget, £2,850 had been spent. 
 
Project 4: Improvement to seeing and treating children under 5  
The project had commenced in April 2018.  Against a £20k budget, 
£6,920 had been spent. 

 
Project 5: Improving access for patients unable to attend practice  
The project was being re-scoped with a revised start date of 
 September 2018.  Against a £56k budget, £200 had been spent.   
 
In discussion it was noted that when the report had been considered by 
PCQR&B an increase in planned expenditure from £20k to £33,500 for 
Project 3: Supporting pharmacy interventions in primary care had been 
approved. 

 
A number of points were made: 
- 3 of 5 projects were being re-scoped, all of which had revised start 

date.  
- Expenditure projection was low in relation to the overall £440k 

budget, largely attributable to project rescoping.  This had been 
noted by the South Tyneside Health Collaboration and it was 
envisaged that expenditure would pick up significantly in the coming 
months 

 
Resolved:  that the report on the development of five 

transformation projects being pursued via the 
Transformation Fund be noted. 

 
2018/14 Any Other Business 

No other business was conducted. 
 

_________________________________________________________________ 
 
CLOSE 
 
 
 
Andy Sutton 
Governance Officer 
South Tyneside CCG 
27.07.2018  



 
 

 

 
 

 
 
 

Council of Practices – EXTRAORDINARY MEETING 
21 September 2017 

15.00 - 16.00 
Hebburn Central, Glen Street, Hebburn 

 
In Attendance: 
Dr Matthew Walmsley Chair, STCCG      MW 
Lead GPs   As per attendance sheet (attached) 
Practice Managers   As per attendance sheet (attached) 
 
Members attendance ‘Word’ document icon to be inserted here. 
 
Apologies for absence: 
## 
 
Present: 
Matt Brown Director of Operations, STCCG   MB 
Dr David Hambleton Chief Executive Officer, STCCG   DH 
Andy Sutton Governance Officer, STCCG    AS 
 
     
2017/14 Welcome and introductions 

Members were welcomed and introductions made. 
   
2017/15 Apologies for absence  

Apologies were noted as above. 
 
2017/16 Declarations of Interest 

All lead GPs and Practice Managers declared a financial interest on 
behalf of their respective practices in relation to Enclosure 2, the GP 
Transformation Fund.  All members remained at the meeting to enable 
their participation in discussion. No one member would have sole 
responsibility for any decision taken. 

 
2017/17 Minutes of the meeting of 27 July 2017 (Enclosure 1)  
  Resolved:  

That the minutes of the 27.07.2017 meeting be approved.  
 
2017/18 Confirmed Minutes of the meeting of 15 June 2017 (Enclosure 2)  
  Resolved:  

That the confirmed minutes of the 15.06.2017 meeting be noted.  
 
2017/19 Council of Practices: feedback from GP development sessions 

(Verbal) 
Arising from discussion at a development session of the CCGs 
governing body, consideration was given to how the time currently 
devoted to quarterly meetings of the CoP could be more optimally 

Agenda Item 19 
2018/103 
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utilised. [At the close of the formal meeting this was discussed in depth 
at an informal meeting of the CoP] 
 
It was suggested that the number of formal meetings of CoP be 
reduced from 4 to 1, the time made available from the cancelled 
meetings being used for additional developmental events. 
 
In response to questions from members it was noted that: 
i) It was hoped that these new arrangements would lead to a 

consolidation and improvement in the working relationship between 
GP members and the CCG more widely through: 
- the provision of more time for GP members to share their views 

on the operation of the health system in South Tyneside; 
- a reduction in bureaucracy; 
- a greater understanding of the decision-making process.  

ii) Extraordinary meetings of the CoP would be held as and when 
required; 

iii) The decision of when to hold extraordinary meetings would be in 
accordance with the terms of reference. 

 
Resolved 
That the frequency of meetings of the CoP be reduced from a 
quarterly to an annual basis; 

 
2017/20 Suggested Amendments to the Council of Practices Terms of 

Reference (Enclosure 3) 
The change from quarterly to annual meetings would require formal 
amendment of the terms of reference of the Council of Practices.   
 
Section 5: Frequency of meetings would have 2 
two new opening paragraphs: 
 

• An Annual General Meeting will be held once a year before the 
end of September before the year end. 

 
• Extraordinary meetings can be held during any one year if 

required. 
 

The current first paragraph would be amended to refer to an 
extraordinary, rather than a general meeting as follows: 
 

• The Governing Body or at least 30% of the members may call 
an extraordinary meeting of the Council of Practices by giving 
members at least one day’s notice. 

 
Resolved 
That in accordance with the terms of reference, a vote of all 
members of the Council of Practices would be undertaken, by e-
mail, to confirm the move from quarterly to annual meetings of the 
Council of Practices.  
 

2017/21 Any Other Business  
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__________________________________________________________________ 
 
CLOSE: 15.30 
__________________________________________________________________ 
 
Informal meeting of the Council of Practices 
 
• Education Forum 
 

General debate was entered into on how best the current developmental time 
afforded to the Education Forum and the additional time to be made available 
that would arise from the reduction in the frequency of meetings of the CoP.  It 
was agreed that 
 
- From December 2017 and thereafter the Forum would run from 2.00pm – 

5.00pm. 
- Each forum meeting would be based on a specific theme and have seminar 

type approach (including educational, quality improvement, service co-design, 
feedback on proposals and information about CCG directives from NHSE). 

- In April and September of each year, Safeguarding would be the theme.   
 
• Care Home Scheme 
 

MB gave a verbal update on the proposed Care Home Scheme, which was to be 
the subject of further consultation between the CCG and GP practices. 

 
__________________________________________________________________ 
 
CLOSE: 16.00 
__________________________________________________________________ 
 
 
Andy Sutton 
Governance Officer 
South Tyneside CCG 
22 September 2017 



 
Governing Body Committee  

Cycle of Business 2018 – 2019 
 

Governing Body Committee Meeting - 2018/2019 Cycle of Business – Version 1 

Standing items 
 

 

19 
April 
2018 

 

24 
May 
2018 

 

26 
Jul 

2018 

 

27 
Sept 
2018 

 

22 
Nov 
2018 

 

24 
Jan 
2019 

 28 
Mar 
2019 

Quality (Jeanette Scott-Thomas)        
• Safeguarding Annual report        
• QPSC annual review of effectiveness and terms of reference        
• Key Assurance and Risk Report from QPSC         
• CCG’s 2017/18 Annual Complaints Report        
• Elective Care Experience        
Performance (Matt Brown)        
• Performance Report        
Finance (Kate Hudson)        
• Finance Monitoring Report        
• Review of Audit Committee Work Plan        
• Annual Review of Financial Scheme of delegation         
• Draft Annual Budget         
• Finance Policy update         
Commissioning Business (Matt Brown)        
• System Resilience Planning & Reporting        
• Planning and Commissioning Intentions 2019/2020        
• EPRR Standard Improvement Plan        
• Delegated Primary Care Commissioning         
• Acute Hub update        
• End of Life Care Strategy update (Jon Tose)        
• Learning Disabilities Transformation Plan 

 

 
 

 

 

  

 

 

 

  
Partnership         
• Public Health & Health and Wellbeing Board update         
• Children, Adults and Health (John Pearce)        
• Section 75 Agreement for Better Care Fund         
Governance        
• Risk Register Review (Matt Brown)         
• OD Plan review (Matt Brown)        

Enclosure 20 



Governing Body Committee 
Cycle of Business 2018 - 2019 
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Governing Body Committee Meeting - 2018/2019 Cycle of Business – Version 1 

Standing items 
  

19 
April 
2018 

 

24 
May 
2018 

 

26 
Jul 

2018 

 

27 
Sept 
2018 

 

22 
Nov 
2018 

 

24 
Jan 
2019 

 28 
Mar 
2019 

• Annual review of constitution 
-   Standards of Business Conduct & Declarations of Interest 

(Annual Review) 
-   Register of Interest review  
-   Sealing of documents 

      

 

• Governing Body Assurance Framework (Keith Haynes)        
• CCG Annual General meeting         
• Improvement and Assessment Framework        
• Patient and Public Involvement and Practice Engagement 

Report (for information)        

• Communications and Engagement Strategy           

 

   
• STCCG Annual Report             
• Constitutional Amendment              
Sub-committee minutes 

 

 

 

 

 

 

 

 

 

 

 

   
• Audit and Risk Committee         
• Executive Committee         
• Quality and Patient Safety Committee          
• Remuneration Committee meeting         
Other Minutes             
• Council of Practice               
• PCCC Minutes               
Additional Items 
• NHSE Elective Care Expectations               
• STFT/CHS Merger*               
• Reappointment of GP Members               
• Modern Slavery Act Statement               
• Scheme of Delegation Review               
• Information Governance Strategy               
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