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Governing Body 

Thursday 28 January 2021 
10.00 am – 11.15 am (Public) 

Video conferencing meeting held under COVID-19 restrictions 

ITEM TIME TITLE LEAD 

2020/96  
 
 
 
 
10:00 

Welcome and introductions 

Matthew 
Walmsley 

Verbal 

2020/97 Apologies for absence Verbal 

2020/98 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.’ 

Verbal 

2020/99 Draft Minutes: Meeting of 26 November 2020 Enclosure 1 

2020/100 Matters Arising Verbal 

 Question Time   

2020/101 10:05 Accountable Officer’s Information  Neil O’Brien Enclosure 2 

 Coronavirus Covid-19, Infection and 
Partnership 

  

2020/102 10:10 
COVID-19 Pandemic and Vaccine 
Management: Update 

Matt Brown/ 
Tom Hall 

Presentation 

 Quality   

2020/103 10:30 
Key Assurance and Risk Report: Quality and 
Safeguarding Update 

Jeanette Scott Enclosure 3 

 Performance   

2020/104 10:40 Performance Report Matt Brown Enclosure 4 

 Finance  

2020/105 10:50 Financial Monitoring Report Kate Hudson Enclosure 5 

 Sub-committee Minutes   

2020/106 11:00 
Executive Committee Meeting in Common 

i) 3 November 2020 
ii) 1 December 2020 

Neil O’Brien  
Enclosure 6(i) 
Enclosure 6(ii) 

2020/107 11:00 
Primary Care Commissioning Committee 
meeting of 24 September 2020 

Pat Harle Enclosure 7 

2020/108 11:00 
Quality and Patient Safety Committee 
meeting of 4 November 2020 

Pat Harle Enclosure 8 

2020/109 11:00 
Audit and Risk Committee of 15 September 
2020 

John 
Whitehouse 

Enclosure 9 

 Minutes For Information   

2020/110 11:00 
Northern CCGs Joint Committee of 12 

November 2020 
Neil O’Brien Enclosure 10 

 OTHER BUSINESS   

2020/111 11:00 Cycle of Business 2020/21 
Matthew 
Walmsley 

Enclosure 11 
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Date and time of next meeting 
Thursday 25th March 2021, 10.00 am – 12.00 pm 
 
Jane Leighton 
Corporate Governance Manager 
South Tyneside CCG 

2020/112 11:00 Any Other Business All Verbal 

2020/113 11:05 Question Time: Members of the public 
Matthew 
Walmsley 

Verbal 

Close  
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Governing Body (PUBLIC) 
Thursday 26 November 2020 

09:00 am – 11.00 am 
Conference call meeting held via Microsoft Teams and live-streamed via You Tube  

 
Present: 
Dr Matthew Walmsley  Chair, STCCG       MW 
Dr Neil O’Brien   Accountable Officer, STCCG    NO’B 
Matt Brown    Director of Operations, STCCG    MB 
Tom Hall    Director of Public Health, STC    TH 
Pat Harle    Lay Member, STCCG     PH 
Kate Hudson   Chief Finance Officer, STCCG     KHu 
Louise Lydon   Primary Care Health Professional, STCCG  LL 
Jeanette Scott   Director of Nursing, Quality & Safety, STCCG   JS 
John Whitehouse   Lay Member, STCCG     JW 
 
Apologies: 
Dr Tarquin Cross   Secondary Care Consultant, STCCG    TC 
Vicky Pattinson  Head of Adults and Integrated Care,    VP 

South Tyneside Council      
 
In Attendance: 
Keith Haynes   Governance Lead, STCCG 
Deb Cornell   Head of Corporate Affairs, STCCG   DC 
Jane Leighton  Corporate Governance Manager, STCCG   JL 
Sharon Thompson  Designated Nurse Safeguarding Adults (item 2020/82) ST 
Vicky Cotter   Designated Nurse Safeguarding Children (item 2020/82) VC 
 
2020/74 Welcome and Introductions 

Members were welcomed and introductions made.   
 
2020/75 Apologies for Absence 
 Apologies were noted as above. 
 
2020/76 Declarations of Interest 

No declarations were made in terms of items on the agenda.  The standing 
declarations were noted as follows:- 
 

 Dr Matthew Walmsley, GP in South Tyneside 

 Louise Lydon, Pharmacy Contractor in South Tyneside and Secretary of the 
Gateshead and South Tyneside Local Pharmaceutical Committee (LPC) 

 Dr Neil O’Brien, GP in County Durham and Accountable Officer for Sunderland 
CCG and Durham CCG 

 Pat Harle, Governing Body member, Sunderland CCG 

 John Whitehouse Governing Body member, Durham CCG and North Cumbria 
CCG 

Agenda item 2020/99 
Enclosure 1 
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 Debbie Cornell, Head of Corporate Affairs, working across both South Tyneside 

and Sunderland CCGs. 

2020/77 Draft Minutes: Meeting of 24 September 2020 (Enclosure 1i) and Meeting in 
Common of 29 September 2020 (Enclosure 1ii) 
RESOLVED: 
That the minutes of the meeting of 24 September 2020 be approved, subject to the 
amendment of: 
 
Minute 2020/56 - Key Assurance and Risk Report from Quality and Patient Safety 
Committee, page 4, paragraph 1, bullet point 4 amended to read …There have 
been a number of vacancies within the quality and safeguarding team which have 
now been successfully filled. 
 
That the minutes of the Meeting in Common of 29 September 2020 be approved. 
 

2020/78 Matters Arising 
2020/63 End of Life and Palliative Care Model Update 
It was reported that the model approved at the Governing Body meeting held on 24 
September has been progressing well with positive clinical discussions.  Pending 
Covid-19 issues it is anticipated that the service will mobilise in April 2021. 
 

2020/79 Questions raised by members of the public 
Received from Healthwatch ST: 
Q - With the increasing power being given to the integrated care system in the 
region what effect will this have on local commissioning and the locality aspects of 
the CCG? 
 
A – There are still currently many unknown aspects of the delegated statutory 
authorities that ICS’ may have and are yet to be determined.  An NHS Bill is 
expected in the first quarter of 2021 which will clarify.  However the importance of 
maintaining placed based decision making within local communities is apparent.  
For South Tyneside, close working with the local authority will continue, looking at 
how services are commissioned for the health and wellbeing of the local population.  
It is anticipated that the ICS will deliver the larger necessary statutory functions and 
possibly looking at how hospital services are provided across the region in the 
future. 
 

2020/80 Accountable Officer’s Information (Enclosure 2) 
The CCG’s Accountable Officer (AO) provided an update on national and local 
matters, and regional meetings attended on behalf of the CCG, attention being 
drawn to the following:- 
 
Integrated Care System (ICS) Management Group meeting held on 25 September 
2020 
The recruitment process for an ICS Chair has commenced, representatives from 
across the ICS and ICPs have been asked to join a task and finish group to help 
establish the process for this important appointment which is currently ongoing. 
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Covid Vaccination 
The region continues to plan for the administration of the Covid vaccine when it 
becomes available hopefully later this year or early next year; general practice will 
be involved in the delivery of the vaccine.  It has been agreed within the ICS that 
the flu governance structure will be utilised to oversee rollout of the vaccine, 
working closely with Newcastle Hospitals who are the lead provider for the area.  
Although approval is still awaited for the vaccine it is anticipated that arrangements 
will be in place to vaccinate from 1st December 2020. 
 
Flu Campaign 
Following an audit across the ICS, there is confidence in the system that there is 
sufficient vaccine being made available to immunise over 75% of at risk group 
across the ICS, however additional supplies of the vaccine have been requested 
early in the campaign to try and mitigate the effects of rising cases of Covid.  
Promotion of the vaccination campaign via local and social media will take place 
shortly; however it was acknowledged that to date the achievement within South 
Tyneside has been significant. 
 
Phase Three Planning 
In relation to maintaining elective activity, 95% is now being delivered across the 
ICP despite the rising numbers of Covid 19. 
 
The Governing Body’s attention was also drawn to the local updates outlined in the 
report for information. 
 
RESOLVED: 
That the Accountable Officers Report be received and noted. 
 
QUALITY 
 

2020/81 Key Assurance and Risk Report: Quality and Safeguarding Update 
The Director of Nursing, Quality & Safety presented a highlight report outlining 
quality and safeguarding activity across South Tyneside CCG commissioned 
services and has been the subject of consideration by the CCGs Quality & Patient 
Safety Committee.  Governing Body members were asked to note the following:- 
 
i)  Mortality 

The second learning from deaths collaborative meeting took place on the 10th 
November and work is ongoing to implement the action plan.  Learning will be 
fed into the out of hospital forums and the Trust is engaged in collaborative 
mortality analysis within the North East and North Cumbria through the 
Trusted Research Environment.  CCG and primary care representatives are 
members of the learning from deaths collaborative group.  It was noted that 
the Mental Health Trust, North East Ambulance FT and South Tyneside & 
Sunderland FT all show an increase in incident reporting to the national 
reporting system in the latest data released. 
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ii) Learning from Covid19 
An informal Quality & Patient Safety Committee (QPSC) meeting was held on 
the 7th October to explore the experience and learning and ensure that the 
QPSC had the right focus on assurance, particularly during wave 1, and 
whether there was a requirement to review and adapt the already established 
assurance mechanisms moving forward, particularly as a second wave of 
Covid 19 is being experienced.  It was noted that the event was well attended 
by key colleagues with each service area presenting their findings and 
experiences.  The main focus of the session was around assurance and there 
was some particular key learning identified to be taken forward, however it 
was acknowledged that there are appropriate and robust systems and 
processes currently in place.  Key actions of learning will be managed through 
the various action groups in place. 

 
iii) Quality and Patient Safety Committee - held on the 4th November received 

key updates and assurance as follows:- 

 To better support the CCGs approach to primary medical assurance 
colleagues are in the process of completing a re-design of the quality 
dashboard using the indicators from the better outcome scheme (BOS) and 
the GP outcome scheme framework. 

 A report was provided on the current Covid 19 position within care homes 
and ongoing actions to support providers. 

 The committee received an informative update on the PROACT study, 
which was launched to increase the awareness of health and social care 
professionals, patients and carers regarding the cardinal signs and 
symptoms of pressure ulcers in health and social care settings. 

 
iv) Patient Safety Partners – a consultation process around how the NHS can 

involve patients and their carers as well as organisations in their own safety, 
of which the final Framework expected early 2021. 

 
v) The nominated CCG patient safety specialist has now been submitted to 

NHSE – namely the CCGs Head of Quality & Patient Safety. 
 
vi) Safeguarding Team – three new appointments are all now in post. 
 
vii) Infection, Prevention and Control (IPC) - NEASFT are still awaiting the 

national ambulance service guidance regarding the transportation of patients, 
therefore as a result they are unable to reduce the 2 metre requirement to 1 
metre, which in turn has an impact on the flow of patients in and out of 
hospital. 

 
viii) CQC recently published an IPC statement outlining its plans for inspection and 

publication of results during winter which is key for care homes. 
 

The Governing Body received assurance from the Chair of the Quality & Patient 
Safety Committee (QPSC) that QPSC is continuing to review assurance 
mechanisms, systems and processes and wished to thank all involved in the 7th 
October learning and development session. 
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Further reference was made by the CCGs Lay Member (PPI) in relation to the 
CQCs plans for IPC inspections in care homes regarding adequate PPE availability 
for staff and suggested that it would be of interest to the Governing Body to receive 
feedback on the outcome of these inspections.  It was AGREED that informal 
feedback session will be arranged. 
 
In relation to the potential issue around continuing healthcare temporary care 
packages, put in place during wave 1 of the pandemic, and those individuals now 
not being eligible, the CCGs Chair raised whether there is any action to be taken at 
an operational level to support the process.  In response the Executive Director of 
Nursing, Quality & Safety confirmed that there is a robust process in place which 
ensures the involvement of the individual and family to help them understand the 
process, the decision making process and the potential outcome which will help 
mitigate any complaints received. 

 
RESOLVED: 
That the report on quality assurance and risk be noted.  The Executive 
Director of Nursing, Quality & Safety to ensure a Governing Body feedback 
session in relation to CQC inspections in care homes (regarding adequate 
PPE) is arranged when appropriate. 
 

2020/82 Annual Safeguarding Report 2019/20 (Enclosure 4) 
The Governing Body noted that the report had been previously received and 
considered in detail by the Quality & Patient Safety Committee and agreed for 
submission to the Governing Body. 
 
The report gives assurance to the Governing Body that the CCG is compliant with 
its statutory obligations for the safeguarding agenda and demonstrates the key 
achievements for 2019/20 as well as the key priorities for 2020/2021 across 
safeguarding child, safeguarding adults, children looked after and the child death 
overview process. 
 
It was acknowledged that there has been a significant contribution to the work of 
the safeguarding partnership and board from the Executive Director of Nursing, 
Quality and Safety, Head of Safeguarding, the Designated Nurse Safeguarding 
Adults and Designated Nurse Children Looked After, supported by the Named GPs 
and the Designated Doctor for Safeguarding. 
 
Particular attention was drawn to:- 
 
An update regarding the transition of the local Children’s Safeguarding Board 
arrangements to the Safeguarding Children’s Partnership Board arrangements 
which have now been fully established. 
 
During the pandemic safeguarding meetings continued to take place (in a virtual 
format) and there was a particular awareness of the increase in domestic violence 
and hidden harm that may have been occurring during lockdown. 
 
Learning from child death reviews 2019/20 – the number of deaths were low 
however themes related to maternal health, the factors identified were namely high 
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BMI in pregnancy, maternal smoking, alcohol and substance misuse and co-
sleeping. 
 
Colleagues have been working closely with the safeguarding integrated partnership 
team; an evaluation of this new way of working is expected. 
 
In relation to adult safeguarding priorities for next year, there are changes to 
legislation regarding to the Mental Capacity Act and Deprivation of Liberty 
Safeguards which will impact on those vulnerable people who receive 
commissioned care as well as learning disability and continuing healthcare work 
streams. 
 
The Governing Body acknowledged the focussed work of the safeguarding team in 
the CCG and the local authority during challenging times and extended their thanks. 
 
RESOLVED: 
The Governing Body received and noted the report and acknowledged the 
assurance provided. 
  
CORONAVIRUS COVID-19, INFECTION and PARTNERSHIP 
 
 

2020/83 COVID-19 Pandemic and Outbreak Management: Update (Verbal) 
An updated was provided on the latest position within South Tyneside. 
 
It was acknowledged that the collaborative work of the LA 7 and health partners 
within the borough has been very robust and positive during the second wave. 
 
The Director of Public Health explained that regional priorities have reflected local 
priorities as a system particularly in protecting the most vulnerable from harm 
associated with Covid 10, prioritising the education of children and young people as 
well as supporting local businesses and the economic impact within the region. 
 
Since September there has been a rise of cases in the borough following which 
North East restrictions were put in place to help control infection rates which did 
demonstrate an impact and a decrease in cases.  October did see another increase 
however to date case numbers are decreasing quite consistently. 
 
There is recognition that the population is finding the level of restrictions a 
challenge however there has been good compliance prior to the national lockdown 
which is hoped will continue and see numbers continue to decline.  It was noted 
that there has not been significant outbreaks in the borough that has been seen in 
other parts of the region, occasion clusters associated with work places have been 
reported as well as activity in care home in relation to staff and schools which is 
predominately teachers rather than pupils which has been managed well. 
 
It was explained that the lowest infection rates per age group have been in 0-14 
population and in over the 65 population, the community transmission has 
predominately been in the 15 – 50 year old population. 
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The testing rate in the borough has compared well to the rest of the North East 
region during the pandemic, in recent week’s mobile testing units and testing 
centres have been mobilised which has seen a high level of testing carried out. 
The Director of Public Health drew the Governing Body’s attention to the levels of 
mortality seen in South Tyneside which have been reported at an increased level 
than seen in previous years largely associated with Covid-19.  It was noted that 
during Wave 2 there has not been the same rise in excess deaths as reported 
during Wave 1. 
 
In relation to strength in partnership working, the LA7 have identified five key 
priorities for joint working and feel it important to understand how communities are 
feeling and adapt communications and approaches accordingly.  A local campaign 
for various communication methods and community messages has been developed 
which will be rolled out at the beginning of December.   
 
A proposal has been put forward regionalise the test and trace arrangement and 
bring it under the control of the NE Covid Hub lead by Newcastle Hospitals.  A 
response is currently awaited.  Frequent Rapid Lateral Flow Testing is also being 
considered in terms of and how this might be used in a more targeted way to help 
protect those individuals more ‘at risk’ to Covid-19. 
 
Community support has been strengthened in the borough which is in place to 
assist with shopping, medicines and general wellbeing and is operating out of The 
Word in South Shields. 
 
The Director of Public Health reiterated that the vaccine programme is being 
coordinated at a regional level but there is a strong emphasis locally; the CCG has 
been working closely with Primary Care Networks to establish the vaccination 
centres and ensure that the most vulnerable population are vaccinated first. 
 
The Governing Body was informed that although Covid-19 numbers have 
decreased they still remain at a high rate with a significant number of Covid-19 
positive patients in South Tyneside and Sunderland Hospitals. 
 
RESOLVED: 
The Governing Body noted the verbal report and acknowledged the 
assurance provided. 
 
PERFORMANCE 
 

2020/84 Performance Report (Enclosure 5) 
Members received a report on the performance of the CCG since the meeting of 24 
September 2020, attention being drawn to: 

 
A&E – reported that during the Covid 19 period there have been fewer A&E 
attendances and therefore performance is reported at a stable level, however the 
number of Covid 19 in-patients and increasing winter demands are starting to 
create challenging difficulties for the system and therefore is unlikely that the 
current levels of performance will be maintained. 
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Elective referral to treatment (RTT) – during the early period of the pandemic a 
significant amount of activity was stood down and as a consequence patients have 
been waiting longer.  Good recovery is now being seen with encouraging activity 
levels.  However the challenge will be trying to maintain this level through the winter 
period. 
Diagnostics – aim is for no more than 1% of patients should wait longer than 6 
weeks for a diagnostic test; it was noted that in previous years the indicator has 
been achieved locally and activity has been sustained however as a result of Covid-
19 restrictions patients have been waiting longer and although performance is 
starting to improve there are still some challenges. 
 
Cancer - % of patients seen within 2 weeks of an urgent GP referral for suspected 
cancer - during the Covid 19 period performance dropped to 60/70 %.  There are 
signs of recovery in relation to this performance indicator but there are key 
pressures areas, namely breast services and skin service.  The implication of a new 
Teledermatology Pathway will help with recovery for this service. 
 
In relation to breast services, the Accountable Officer provided assurance to the 
Governing Body that the challenges have been escalated at ICS level and that a 
collaboration of all the Foundation Trusts has been established across the ICS and 
remains a priority on the work plan. 
 
RESOLVED: 
That the performance report be noted. 
 
System Resilience and Winter Planning (Presentation) 
The Governing Body received a presentation and noted the following:- 
 
i)  Building and delivering winter resilience in our local health and social care 

system during winter requires additional focus on areas susceptible to 
pressure; 

 
ii) South Tyneside Winter plans have, historically, been developed 

collaboratively to deal with expected pressures and bring together partners in 
health, social care and the community and voluntary sector; 

 
iii) The Covid-19 pandemic is expected to have an unprecedented impact on the 

usual challenges of winter with significant impact across the health and social 
care setting;  

 
iv) The need to reflect on what has been undertaken in the past and embrace 

new and different ways of working to be able to deal effectively with the 
challenges ahead. 

 
The Director of Operations outlined some the schemes put in place in 2019/20 to 
help manage winter challenges and reported on areas that had worked well and 
those areas which require further consideration for the future. 
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The Governing Body were further informed of the plans being put in place for winter 
2020/21 and key focus being:- 
 

 Maintaining patient flow across the whole system 

 Achieving bed occupancy levels  

 Keeping potential COVID outbreak in sights 

 Maintain quality and ensure delivery of safe effective services 
 

The Director of Operations reemphasised that flu is a particular priority and greater 
levels of flu vaccination is being achieved. 
 
Members received assurance that the emergency medicines scheme, previous 
established to assist with palliative care medication, has been extended for all 
emergency medicines and provides pharmaceutical cover 24/7. 
 
RESOLVED: 
The Governing Body noted the presentation and acknowledged the 
assurance provided. 

 
FINANCE 
 

2020/85 Financial Monitoring Report (Enclosure 6) 
Members received a report for Month 7. 
 
It was reported that the ICP and ICP organisations submitted financial plans to the 
local NHSE/I offices on the 15th October for collation and onward submission of an 
overall ICS financial plan.   
 
The submitted ICP financial plan includes a request for £9m of additional funding 
from NHSE/I in order to allow the ICP to deliver break-even against the overall 
funding allocation.  There will remain a balance on the ICP risk reserve of £2.4m 
which has not been allocated as yet.  It was noted that a monthly ICP review of 
each organisations financial position takes place to understand any pressures and 
flexibilities in the system. 
 
Some additional funding has been announced in the last week specifically £150m 
allocation to primary care which is to be received at ICS level and equates to £9m 
for CCGs and is linked to a number of ‘must do’s’ such as the recovery of activity 
levels in primary care and the delivery of virtual ward arrangements. 
 
There has also been a £50m allocation for mental health discharge which equates 
to £3m to be received at ICS level. 
 
The financial position at month 07 is forecasting a deficit of £750k at the end of year 
which is in relation to the M7 Hospital Discharge Scheme, which is reimbursed 
retrospectively. 
 
The M6 retrospective claim of £1.6m for Covid-19 costs will be reimbursed by NHS 
England. 
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RESOLVED: 
That the CCG’s current financial position be noted.  
 

2020/86 20/21 Budget Proposal (Enclosure 7) 
The Chief Finance Officer presented a report to update the Governing Body on the 
2020/21 CCG budgets following the temporary financial regime and the revised 
planning process. 
It was reported that in September 2020 NHSE/I announced a revised financial 
regime to support the Phase 3 recovery planning letter and released allocations for 
the October 2020 to March 2021. 
 
A paper was taken to a meeting in common of the Governing Bodies of NHS 
County Durham CCG, NHS South Tyneside CCG and NHS Sunderland CCG on 
29th September to approve the distribution of funding and the revised forecasts for 
planning purposes. 
 
RESOLVED: 
The Governing Body approved the commissioning and running costs 
budgets for 2020/21. 
 
GOVERNANCE 
 

2020/87 Governing Body Assurance Framework 
The Governing Body was reminded that members last reviewed and approved the 
Assurance Framework at its meeting in July 2020.  Since then the Governing Body 
Assurance Framework has been reviewed and further updated for the current 
financial year 2020/21. 
 
Members were advised that scores had been amended in line with Covid-19 related 
items these were noted as follows:- 
 

  Risk 2348 - (recovery of services after Covid-19) – Score reduced from 20 to 
12. The CCG has a COVID recovery plan aligned to the NHS England July 
Phase 3 recovery letter, and is progressing to plan.  Further uncertainty 
remains over the potential impacts of the COVID second wave. 

  Risk 1909 (financial risks) – score reduced from 20 to 12.  There has been 
further funding clarity for the remainder of 2020/21 and the CCG currently 
projects a surplus. 

 
The Accountable Officer informed members that the assurance rating for 2019/20 
have been published and confirmed that South Tyneside has been rated ‘good’ with 
a green star for engagement activities. 
 
The Governing Body acknowledged the work undertaken by the CCGs Operations 
Manager and Lay Member for Public and Patient Involvement. 
 
RESOLVED: 
The Governing Body received and approved the updated Assurance 
Framework 2020/21. 
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2020/88 South Tyneside CCG and Sunderland CCGs Working Arrangements 
The Governing Body noted that in recent months South Tyneside and Sunderland 
CCGS have been working more closely bringing together the governance and 
involvements teams across the two organisations as of 1st November 2020. 
 
Work around the joint governance structure is progressing in terms of the 
establishment of a Joint Quality Safety Committee and a Primary Care 
Commissioning Committee in Common. 
 
RESOLVED: 
The Governing Body noted the progress of establishing joint working across 
the two organisations. 
 

2020/89 Joint Acute Commissioning Committee Terms of Reference (Enclosure 9) 
The CCGs Accountable Officer reported that County Durham, South Tyneside and 
Sunderland CCGs are part of the Central Integrated Care Partnership (CICP) and 
are proposing to work together to jointly commission acute services. 
 
With this in mind it was agreed to explore the establishment of a joint acute 
commissioning committee, which will be a formal sub-committee of the three 
Governing Bodies of the CICP, to support the development of system-wide 
solutions to help address the challenges the NHS is facing. 
 
Members attention was drawn to the delegated limits noted in the terms of 
reference, it was explained that following a joint discussion with members of each 
governing body and executive team on 18th November 2020, a combined limit of 
amounts up to £10,000,000 has been proposed for the Committee.   
 
In relation to membership, it was noted that there is wide representation in terms of 
both clinical and managerial involvement across the three CCGs.  A review of the 
committee will take place after six months. 
 
RESOLVED: 
The Governing Body approved the terms of reference; agreed to the 
establishment of the Central Joint Acute Commissioning Committee with 
effect from 1 January 2021; approved the Committee’s proposed delegated 
limit of £10,000,000 and agreed the CCG’s scheme of reservation and 
delegation be updated to include the Committee’s agreed level of delegation. 
 
SUB COMMITTEE MINUTES 
 

2020/90 Executive Committee Meeting in Common; 10th September and 6th October 
2020 (Enclosures 10i and 10ii) 

2020/91 PCCC; 23rd July 2020 (Enclosure 11) 
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 MINUTES FOR INFORMATION 
 
2020/92 Northern CCGs Joint Committee of 10 September 2020 (Enclosure 12) 
 

RESOLVED: 
Members received the minutes for information. 
 

2020/93 Cycle of Business 2020/21 (Enclosure 13) 
Members were advised that there were some discussion items deferred due to 
current circumstances and the different way of working due to Covid-19.  It was 
confirmed that the Cycle of Business will be reviewed. 

 
RESOLVED: 
That the Governing Body Cycle of Business be noted. 

 
2020/94 Any Other Business 

No other business was raised at the meeting.  
 
2020/95 Question Time from Members of the Public 

There were no further questions received. 
 
The Governing Body acknowledged that this would be the last meeting attended by 
Keith Haynes, Governance Lead and wished to thank him for his contributions to 
the CCG over the years and wished him well for the future. 
 
Date and time of next meeting 
28 January 2021 10.00 am – 12.00 pm 
 

Jane Leighton 
Corporate Governance Manager 
South Tyneside CCG 
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If yes please complete the below Quality Impact 
Assessment and submit with your report 

 

STCCG Quality 
Impact  Assessment 2015 V2.docx

 

PURPOSE OF REPORT: 
For Information For Approval To Note For Decision 
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Governing Body Meeting 
Thursday 28th January 2021 
Accountable Officers Report 

 
REGIONAL AND NATIONAL UPDATE 
 
1. Covid Vaccination 

 
1.1 With the Pfizer vaccine approved for use on 3 December 2020 the first 

centres to receive the vaccine were Carlisle, South Tees and Newcastle 
hospitals.  The focus is on the over 80s, secondary care staff and care home 
staff, which commenced in December.  A local update is reported further in 
this paper. 

 
2. Future of Integrated Care Systems (ICS) 
 

2.1 A paper on the future development of Integrated Care Systems was published 
at a recent NHSE board meeting and is currently out for engagement (please 
refer to Appendix 1).  
 

2.2 This paper has significant implications for CCGs, the two options in the paper 
to be implemented by April 2022 are:  
 

i) retain CCGs, however, they must be coterminous with the ICS and for 
a joint committee with the ICS and providers, 

ii) abolish CCGs and make the ICS a statutory NHS body. 
 

2.3 The future for Integrated Care Partnerships (ICPs) is uncertain as they are not 
described in the document and appear to be particular to our ICS due to the 
size and geographical area of our ICS.  
 

2.4 Establishing place based leadership and governance with autonomy over 
place based decision-making and allocation of resources is a very prominent 
feature of the paper and the future.  This is in line with our integration work in 
South Tyneside. 
 

2.5 Providers are required to enter into provider collaboratives and take the lead 
on service transformation.  

 
2.6 The engagement ended on 8 January 2021 following which a formal decision 

will then be made, there is a lot of detail not yet decided and I will lead 
discussions with Governing Body when further details become available.  
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LOCAL UPDATE 
 

3. Learning Disabilities Mortality Review (LeDeR) 
 

3.1 South Tyneside CCG met the national deadline of concluding all LEDER 
reviews occurring pre April 2020 before the 31st December ‘20.  Cumbria, 
North East achieved 100% compliance and regional achievement was 98%.  
Current challenges due to pressures within teams mean we have been unable 
to allocate new cases.  We are currently awaiting information of potential for a 
second pause. 
 

4. Infection, Prevention and Control (IPC) 
 

4.1 Band 7 and 6 IPC nurses now successfully recruited.  Temporary limited 
resource remains in place until the candidates are in post although this is 
unlikely to be before March 2021.  Concerns regarding gaps in the current 
workforce are being escalated to South Tyneside and Sunderland NHS 
Foundation Trust (STSFT). 

 
4.2 The quality team continues to monitor and support outbreaks in care homes 

across the borough and ensure appropriate IPC interventions as necessary 
and remain in regular contact with STSFT IPC team regarding outbreaks in 
the acute and community settings. 
 

5. Ockenden Report on Maternity Services 
 

5.1 The Ockenden report was published on the 10th December and is the first of 
two reports.  The first report follows the review of 250 cases where the review 
team identified a number of actions of concern that required urgent 
implementation to improve the safety of maternity services at The Shrewsbury 
and Telford Hospital NHS Trust, as well as learning that needed to be acted 
upon by maternity services across England to ensure safe services.  In 
response each Trust providing maternity services were required to provide a 
return to their Regional Chief Midwife on the 18th December on their position 
and action plan to deliver 12 urgent clinical priority actions that would enhance 
the safety of maternity services.  STSFT met this deadline and reported full 
compliance against the actions.  Trusts are also required to complete an 
assurance tool by the 15th February 2021. 
 

6. Safeguarding 
 

6.1 ‘Babies cry, you can cope’ is a new initiative being introduced in South 
Tyneside and across the wider Integrated Care Partnership (ICP).  This is 
also being discussed with the Safeguarding Children and Adults Partnership 
(STSCAP) to potentially be rolled out with other partners such as social 
workers. 

 
6.2 STSCAP has appointed an independent scrutineer and progress with the 

themed practice priority of the impact of alcohol on domestic abuse. 
Partnership Safeguarding activity surrounding Safeguarding Adult Reviews 
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(SAR) remains increased and the Child Safeguarding Practice Review 
(CSPR) has been signed off and is due for publication.  Domestic Homicide 
Review (DHR) activity remains increased with two active primary care 
Individual Management Reviews (IMR) in progress and another placed on 
hold by the Community Safety Partnership (CSP). 

 
6.3 South Tyneside and Sunderland NHS Foundation Trust have handed over 

primary care Multi Agency Risk Assessment Conference (MARAC) activity, to 
the CCG.  The CCG has drafted a service specification and updated job 
descriptions to ensure resilience across the designated doctor functions for 
consideration by STSFT. 
 

7. Cancer 
 

7.1 Throughout December we have continued to work at an ICP level on COVID 
recovery and response, Northern Cancer Alliance funding allocations and 
performance monitoring. In particular we have progressed with work to 
support community groups within the borough to start a programme of 
engagement work around cancer – this includes a Community Cancer 
Champions training programme, a micro-grants process supported by Inspire 
South Tyneside. 

 
8. End of Life (EoL) 
 
8.1 The Strategic and South Tyneside leaders Group has undertaken a refresh of 

the Strategic Palliative and EoL Alliance.  This has included drafting of a 
South Tyneside system Palliative and EoL Care Strategy and subsequent 
action and communications plan, reporting arrangements for the task and 
finish groups working to deliver the Community Model, Education and Training 
offers. 

 
9. Frailty 
 
9.1 Working with colleagues South Tyneside has contributed to the Healthy 

Ageing Central ICP working Group in which we are an active participant, 
bringing together work from the Enhanced Health in Care Homes (EHCH), 
Discharge to Assess, Frailty Matrix (Rockwood Scale).  Through support of 
this group we are progressing work regarding the reporting against the ICARE 
Metrics to the South Tyneside Frailty Alliance, to digitalise the Comprehensive 
Geriatric Assessment and working with colleagues in Community Services 
regarding Community matron role and remit.  

 
10. COVID Vaccination 
 
10.1 The COVID Vaccination programme has been established for South Tyneside 

using the three Primary Care Networks and began vaccination of the over 80’s 
in two sites before Christmas.   The third PCN site went live on January 18th. 
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In addition, the CCG is delivering the COVID Vaccination Programme to the 
34 CQC registered care homes within South Tyneside which has included 
rollout to 

 Residents 

 Care Home staff @ care homes 

 Linking into the Mass Vaccination site for care staff 

 Organisation of EHCH team 
 
 

The CCG is also working closely with community pharmacists on the delivery 
of the COVID Vaccination Programme to patients registered as Housbound 
which includes: 

 Linking with Community Pharmacists 

 Practice Links – collating of patient lists 

 Development of Standard Operating Procedures 
 

At the time of writing, the CCG and the north east is performing extremely well 
in numbers of vaccinations given.   
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Introduction 

This document builds on previous publications that set out proposals for legislative 
reform and is primarily focused on the operational direction of travel. It opens up a 
discussion with the NHS and its partners about how ICSs could be embedded in 
legislation or guidance. Decisions on legislation will of course then be for 
Government and Parliament to make.  
 
This builds on the route map set out in the NHS Long Term Plan, for health and 
care joined up locally around people’s needs. It signals a renewed ambition for how 
we can support greater collaboration between partners in health and care 
systems to help accelerate progress in meeting our most critical health and care 
challenges.  
 
It details how systems and their constituent organisations will accelerate 
collaborative ways of working in future, considering the key components of an 
effective integrated care system (ICS) and reflecting what a range of local leaders 
have told us about their experiences during the past two years, including the 
immediate and long-term challenges presented by the COVID-19 pandemic. 

These are significant new steps towards the ambition set out in the NHS Long Term 
Plan, building on the experience of the earliest ICSs and other areas. Our challenge 
now is to spread their experience to every part of England. From April 2021 this will 
require all parts of our health and care system to work together as Integrated Care 
Systems, involving: 

• Stronger partnerships in local places between the NHS, local 
government and others with a more central role for primary care in 
providing joined-up care;  

• Provider organisations being asked to step forward in formal 
collaborative arrangements that allow them to operate at scale; and  

• Developing strategic commissioning through systems with a focus 
on population health outcomes; 

• The use of digital and data to drive system working, connect health 
and care providers, improve outcomes and put the citizen at the heart 
of their own care.  

 

This document also describes options for giving ICSs a firmer footing in legislation 
likely to take affect from April 2022 (subject to Parliamentary decision). These 
proposals sit alongside other recommendations aimed at removing legislative 
barriers to integration across health bodies and with social care, to help deliver 
better care and outcomes for patients through collaboration, and to join up national 
leadership more formally. NHS England and NHS Improvement are inviting views 
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on these proposed options from all interested individuals and organisations by 
Friday 8 January. 

It builds on, and should be read alongside, the commitments and ambitions set out 
in the NHS Long Term Plan (2019), Breaking Down Barriers to Better Health and 
Care (2019) and Designing ICSs in England (2019), and our recommendations to 
Government and Parliament for legislative change (2019). 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

https://www.england.nhs.uk/publication/breaking-down-barriers-to-better-health-and-care/
https://www.england.nhs.uk/publication/breaking-down-barriers-to-better-health-and-care/
https://www.england.nhs.uk/wp-content/uploads/2019/09/BM1917-NHS-recommendations-Government-Parliament-for-an-NHS-Bill.pdf
https://www.england.nhs.uk/wp-content/uploads/2019/09/BM1917-NHS-recommendations-Government-Parliament-for-an-NHS-Bill.pdf
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1. Purpose 
 

1.1. The NHS belongs to us all1 and any changes to it must bring clear 
improvements for our health and care. Since 2018, integrated care systems 
(ICSs) have begun doing just this, enabling NHS organisations, local 
councils, frontline professionals and others to join forces to plan and provide 
around residents’ needs as locally as possible.  
 

1.2. By doing this, they have driven a ‘bottom-up’ response to the big health and 
care challenges that we and other countries across the world face and have 
made a real difference to people’s lives. They have improved health, 
developed better and more seamless services and ensured public resources 
are used where they can have the greatest impact. 
 

1.3. These achievements have happened despite persistent complexity and 
fragmentation. This document describes how we will simplify support to local 
leaders in systems, making it easier for them to achieve their ambitions. Our 
proposals are designed to serve four fundamental purposes: 

• improving population health and healthcare;  

• tackling unequal outcomes and access; 

• enhancing productivity and value for money; and 

• helping the NHS to support broader social and economic 
development. 

 

1.4. The NHS Long Term Plan set out a widely supported route map to tackle our 

greatest health challenges, from improving cancer care to transforming 

mental health, from giving young people a healthy start in life to closing the 

gaps in health inequalities in communities, and enabling people to look after 

their own health and wellbeing.  

 
1.5. The COVID-19 pandemic has given the NHS and its partners their biggest 

challenge of the past 70 years, shining a light on the most successful 

approaches to protecting health and treating disease. Vulnerable people 

need support that is joined up across councils, NHS, care and voluntary 

organisations; all based on a common understanding of the risks different 

people face. Similarly, no hospital could rise to the challenge alone, and new 

pathways have rapidly developed across multiple providers that enable and 

protect capacity for urgent non-COVID care.  

 

1.6. This has all been backed up by mutual aid agreements, including with local 

councils, and shared learning to better understand effective response. It has 

 
1 https://www.gov.uk/government/publications/the-nhs-constitution-for-england 

https://www.gov.uk/government/publications/the-nhs-constitution-for-england
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required openness in data sharing, commitment to collaboration in the 

interests of patients and communities, and agile collective decision-making. 

 

1.7. The significant challenges that face health and care as we recover from the 

pandemic make it even more important to have strong and thriving systems 

for the medium term. Important changes were driven by emergency 

response but must be hard-wired into our future working so that the gains of 

2020 can endure. DHSC’s ‘Busting Bureaucracy: Empowering frontline staff 

by reducing excess bureaucracy in the health and care system in England’ 

report, published on the 24th November 2020, describes in detail some of 

these important areas of change. The report found that there are many 

sources of excess bureaucracy and that these are often exacerbated by 

duplicative or disproportionate assurance systems and poorly integrated 

systems at a national, regional and local level. The report also acknowledges 

that the more levels of hierarchy in a system, the more likely it is that 

bureaucracy will exist and grow. ICS’ therefore have the potential to reduce 

bureaucracy through increased collaboration, leaner oversight through 

streamlined assurance structures and smarter data-sharing agreements.  

 
1.8. To deliver the core aims and purposes set out above, we will need to devolve 

more functions and resources from national and regional levels to local 

systems, to develop effective models for joined-up working at “place”, ensure 

we are taking advantage of the transformative potential of digital and data, 

and to embed a central role for providers collaborating across bigger 

footprints for better and more efficient outcomes. The aim is a progressively 

deepening relationship between the NHS and local authorities, including on 

health improvement and wellbeing.  

 

1.9. This reflects three important observations, building on the NHS Long Term 
Plan’s vision of health and care joined up locally around people’s needs: 

• decisions taken closer to the communities they affect are likely to 
lead to better outcomes; 

• collaboration between partners in a place across health, care 
services, public health, and voluntary sector can overcome competing 
objectives and separate funding flows to help address health 
inequalities, improve outcomes, and deliver joined-up, efficient 
services for people; and 

• collaboration between providers (ambulance, hospital and mental 
health) across larger geographic footprints is likely to be more 
effective than competition in sustaining high quality care, tackling 
unequal access to services, and enhancing productivity. 

 
1.10. This takes forward what leaders from a range of systems have told us about 

their experiences during the past two years. 
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Devolution of functions and resources 

 
1.11. Joining up delivery is not enough on its own. In many areas, 

we can shift national or regional resources and decision-

making so that these are closer to the people they serve. For example, it will 

make sense to plan, commission and organise certain specialised services at 

ICS level, and to devolve a greater share of primary care funding and 

improvement resource to this more local level. 

 

1.12. ICSs also need to be able to ensure collectively that they are addressing the 

right priorities for their residents and using their collective resources wisely. 

They will need to work together across partners to determine:  

• distribution of financial resources to places and sectors that is 
targeted at areas of greatest need and tackling inequalities;  

• improvement and transformation resource that can be used 
flexibly to address system priorities;  

• operational delivery arrangements that are based on collective 
accountability between partners;  

• workforce planning, commissioning and development to ensure 
that our people and teams are supported and able to lead fulfilling and 
balanced lives;  

• emergency planning and response to join up action at times of 
greatest need; and 

• the use of digital and data to drive system working and improved 
outcomes. 
 
 

“Place”: an important building block for health and care 
integration 
 
 
1.13. For most people their day-to-day care and support needs will be 

expressed and met locally in the place where they live. An important building 

block for the future health and care system is therefore at ‘place.’ 

 

1.14. For most areas, this will mean long-established local authority boundaries (at 

which joint strategic needs assessments and health and wellbeing strategies 

are made). But the right size may vary for different areas, for example 

reflecting where meaningful local communities exist and what makes sense 

to all partners. Within each place, services are joined up through primary 

care networks (PCNs) integrating care in neighbourhoods. 

 

1.15. Our ambition is to create an offer to the local population of each place, to 
ensure that in that place everyone is able to: 
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• access clear advice on staying well; 

• access a range of preventative services; 

• access simple, joined-up care and treatment when they need it; 

• access digital services (with non-digital alternatives) that put the 
citizen at the heart of their own care; 

• access proactive support to keep as well as possible, where they are 
vulnerable or at high risk; and to 

• expect the NHS, through its employment, training, procurement and 
volunteering activities, and as a major estate owner to play a full part 
in social and economic development and environmental 
sustainability. 

 
1.16. This offer will be met through providers of primary care, community health 

and mental health services, social care and support, community diagnostics 

and urgent and emergency care working together with meaningful delegated 

budgets to join up services. It will also allow important links to be made to 

other public or voluntary services that have a big impact on residents’ day-to-

day health, such as by improving local skills and employment or by ensuring 

high-quality housing. 

 

1.17. Delivery will be through NHS providers, local government, primary care and 
the voluntary sector working together in each place in ICSs, built around 
primary care networks (PCNs) in neighbourhoods. 

 

Developing provider collaboration at scale 
 
1.18. At some times, many people will have more complex or acute 

needs, requiring specialist expertise which can only be planned and 

organised effectively over a larger area than ‘place’. This may be because 

concentrating skills and resources in bigger sites improves quality or reduces 

waiting times; because it is harder to predict what smaller populations will 

need; or because  scale working can make better use of public resources.  

 

1.19. Because of this, some services such as hospital, specialist mental health and 

ambulance needs to be organised through provider collaboration that 

operates at a whole-ICS footprint – or more widely where required. 

 
1.20. We want to create an offer that all people served by an ICS are able to: 

• access a full range of high-quality acute hospital, mental health and 
ambulance services; and 

• experience fair access to these services, based on need and not 
factors such as geography, race or socio-economic background. 
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1.21. We also need to harness the involvement, ownership and innovation of 

clinicians, working together to design more integrated patient pathways 

horizontally across providers and vertically within local place-based 

partnerships. 
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2. Putting this into practice 
 
 
2.1. There are many good examples of recent system working that have 

improved outcomes and productivity, and helped to address inequalities. But 

COVID has made the case for a step up in scope and ambition. NHS and 

local government are increasingly pressing for a more driven and 

comprehensive roll out of system working.  

 

2.2. So, in this section we set out a series of practical changes which will need to 

be in place by April 2022 at the latest, to make a consistent transition to 

system working focused on further devolution to systems, greater partnership 

working at place and closer collaboration between providers on a larger 

footprint. The main themes are: 

 

1. Provider collaboratives 

2. Place-based partnerships  

3. Clinical and professional leadership  

4. Governance and accountability  

5. Financial framework  

6. Data and digital  

7. Regulation and oversight 

8. How commissioning will change 

 
2.3. We will support preparatory work during 2021/22 with further guidance for 

systems and in the NHS Operational Planning Guidance for 2021/22. 
 

Provider collaboratives 
 
2.4. Provider organisations will play an active and strong leadership role in 

systems. Through their mandated representation in ICS leadership and 

decision-making, they will help to set system priorities and allocate 

resources. 

 

2.5. Providers will join up services across systems. Many of the challenges 

that systems face cannot be solved by any one organisation, or by any one 

provider. Joining up the provision of services will happen in two main ways: 

 

• within places (for example, between primary, community, local acute, 
and social care, or within and between primary care networks) 
through place-based partnerships as described above (‘vertical 
integration’); and  
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• between places at scale where similar types of provider organisation 
share common goals such as reducing unwarranted variation, 
transforming services, providing mutual aid through a formal provider 
collaborative arrangement (‘horizontal integration’ – for example, 
through an alliance or a mental health provider collaborative). 

 

2.6. All NHS provider trusts will be expected to be part of a provider 

collaborative. These will vary in scale and scope, but all providers must be 

able to take on responsibility for acting in the interests of the population 

served by their respective system(s) by entering into one or more formal 

collaboratives to work with their partners on specific functions. 

 

2.7. This greater co-ordination between providers at scale can support: 

• higher quality and more sustainable services;  

• reduction of unwarranted variation in clinical practice and outcomes; 

• reduction of health inequalities, with fair and equal access across 
sites;  

• better workforce planning; and 

• more effective use of resources, including clinical support and 
corporate services.  
 

2.8. For provider organisations operating across a large footprint or for those 

working with smaller systems, they are likely to create provider 

collaboratives that span multiple systems to provide an effective scale to 

carry out their role.  

 

2.9. For ambulance trusts specifically we would expect collaboration and 

integration at the right scale to take place. This should operate at scale to 

plan resources and join up with specialist providers, and at a more local level 

in places where focused on the delivery and redesign with other partners of 

urgent and emergency care pathways. 

 

2.10. We want to spread and build on good work of this type already under way. 

The partnerships that support this collaboration (such as provider alliances) 

often take place on a different footprint to ICS boundaries. This should 

continue where clinically appropriate, with NHS England and NHS 

Improvement helping to ensure consistent and coherent approaches across 

systems, especially for smaller partnerships. 

 

2.11. Local flexibility will be important but providers in every system, through 

partnership or any new collaborative arrangements, must be able to: 

• deliver relevant programmes on behalf of all partners in the system; 

• agree proposals developed by clinical and operational networks, and 
implement resulting changes (such as implementing standard 
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operating procedures to support agreed practice; designating services 
to ensure their sustainability; or wider service reconfiguration); 

• challenge and hold each other to account through agreed systems, 
processes and ways of working, e.g. an open-book approach to 
finances/planning; 

• enact mutual aid arrangements to enhance resilience, for example by 
collectively managing waiting lists across the system. 

 

2.12. In some systems, larger providers may also choose to use their scale to host 

functions on behalf of other system partners. 

 

2.13. NHS England and NHS Improvement will set out further guidance in early 

2021, describing a number of potential models for provider collaboratives, 

based on those that have been established in some parts of the country, 

including looser federations and more consolidated forms.  

 

2.14. We know that providers are already making progress towards effective, 

collaborative working arrangements despite the constraints of relevant 

legislation and frameworks. Indeed, many crucial features of strong system 

working – such as trust between partners, good leadership and effective 

ways of working – cannot be legislated for.  

 

But we recognise that these could be supported by changes to legislation, 

including the introduction of a ‘triple aim’ duty for all NHS providers to help 

align priorities, and the establishment of ICSs as statutory bodies with the 

capacity to support population-based decision-making and to direct 

resources to improve service provision. Our recommendations for this are 

set out in part 3. 

 

2.15. Systems will continue to play an increasingly important role in developing 

multidisciplinary leadership and talent, coordinating approaches to recruiting, 

retaining and looking after staff, developing an agile workforce and making 

best use of individual staff skills, experience and contribution. 

 

2.16. From April 2022, this will include: 

 

• developing and supporting a ‘one workforce’ strategy in line with the 
NHS People Plan and the People Promise, to improve the experience 
of working in the NHS for everyone;  

• contributing to a vibrant local labour market, with support from partner 
organisations and other major local employers, including the care 
home sector and education and skills providers.  

• enabling employees to have rewarding career pathways that span the 
entire system, by creating employment models, workforce sharing 
arrangements and passporting or accreditation systems that enable 
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their workforce to be deployed at different sites and organisations 
across (and beyond) the system, and sharing practical tools to 
support agile and flexible working; 

• valuing diversity and developing a workforce and leadership which is 
representative of the population it serves; and 

• supporting organisational and leadership development at all levels, 
including talent management. This should encompass investment in, 
and the development of improvement expertise. 

 

Place-based partnerships 
 

2.17. In many places, there are already strong and effective place-based 
partnerships between sectors. Every area is different, but common 
characteristics of the most successful are the full involvement of all partners 
who contribute to the place’s health and care; an important role for local 
councils (often through joint appointments or shared budgets); a leading role 
for clinical primary care leaders through primary care networks; and a clear, 
strategic relationship with health and wellbeing boards. 

 
2.18. The place leader on behalf of the NHS, as set out above, will work with 

partners such as the local authority and voluntary sector in an inclusive, 

transparent and collaborative way. They will have four main roles: 

• to support and develop primary care networks (PCNs) which join up 
primary and community services across local neighbourhoods;  

• to simplify, modernise and join up health and care (including 
through technology and by joining up primary and secondary care 
where appropriate); 

• to understand and identify – using population health management 
techniques and other intelligence – people and families at risk of 
being left behind and to organise proactive support for them; and  

• to coordinate the local contribution to health, social and economic 
development to prevent future risks to ill-health within different 
population groups. 

 
2.19. Systems should ensure that each place has appropriate resources, 

autonomy and decision-making capabilities to discharge these roles 

effectively, within a clear but flexible accountability framework that enables 

collaboration around funding and financial accountability, commissioning and 

risk management. This could include places taking on delegated budgets.  

 

2.20. Partnerships within local places are important. Primary care networks in 

neighbourhoods and thriving community networks are also provider 

collaboratives, and for integration to be successful we will need primary care 
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working with community, mental health, the voluntary sector and social care 

as close to where people live as possible. 

 

2.21. The exact division of responsibilities between system and place should be 

based on the principle of subsidiarity – with the system taking responsibility 

only for things where there is a clear need to work on a larger footprint, as 

agreed with local places. 

The NHS’s offer to local government 
 

2.22. We will work much more closely with local government and the voluntary 

sector at place, to ensure local priorities for improved health and care 

outcomes are met by the NHS becoming a more effective partner in the 

planning, design and delivery of care. This will ensure residents feel well 

supported, with their needs clearly understood; and with services designed 

and delivered in the most effective and efficient way for each place.  

 

2.23. As ICSs are established and evolve, this will create opportunities to further 

strengthen partnership working between local government, the NHS, public 

health and social care. Where partnership working is truly embedded and 

matured, the ability to accelerate place-based arrangements for local 

decision-making and use of available resources, such as delegated functions 

and funding, maximises the collective impact that can be achieved for the 

benefit of residents and communities. 

 

Clinical and professional leadership  
 
2.24. Clinical and other frontline staff have led the way in working across 

professional and institutional boundaries, and they need to be supported to 

continue to play a significant leadership role through systems. ICSs should 

embed system-wide clinical and professional leadership through their 

partnership board and other governance arrangements, including primary 

care network representation.  

 

2.25. Primary care clinical leadership takes place through critical leadership 

roles including: 

• Clinical directors, general practitioners and other clinicians and 
professionals in primary care networks (PCNs), who build 
partnerships in neighbourhoods spanning general practice, 
community and mental health care, social care, pharmacy, dentistry, 
optometry and the voluntary sector. 

• Clinical leaders representing primary care in place-based 
partnerships that bring together the primary care provider leadership 
role in federations and group models 

 



 

14  |  Putting this into practice 
 

• A primary care perspective at system level.  
 
2.26. Specialist clinical leadership across secondary and tertiary services must 

also be embedded in systems. Existing clinical networks at system, 

regional and national level have important roles advising on the most 

appropriate models and standards of care, in particular making decisions 

about clinical pathways and clinically-led service change. System-wide 

clinical leadership at an ICS and provider collaborative footprint through 

clinical networks should: 

• be able to carry out clinical service strategy reviews on behalf of the 
ICS;  

• develop proposals and recommendations that can be discussed and 
agreed at wider decision-making forums; and 

• include colleagues from different professional backgrounds and from 
different settings across primary care, acute, community and mental 
health care. 
 

2.27. Wider clinical and professional leadership should also ensure a strong 
voice for the wide range of skills and experience across systems. From 
nursing to social care, from allied health professionals to high street dentists, 
optometrists and pharmacists, and the full range of specialisms and care 
settings, people should receive services designed and organised to reflect 
the expertise of those who provide their care. 

 

Governance and public accountability  
 
2.28. Systems have told us from recent experience that good partnership working 

must be underpinned by mutually-agreed governance arrangements, clear 
collective decision-making processes and transparent information-sharing. 
 

2.29. In the NHS Long Term Plan and NHS planning and contracting guidance for 
2020/21, we described a set of consistent operating arrangements that all 
systems should put in place by 2021/22. These included: 

• system-wide governance arrangements (including a system 
partnership board with NHS, local councils and other partners 
represented) to enable a collective model of responsibility and 
decision-making;  

• quality governance arrangements, notably a quality lead and quality 
group in systems, focused on assurance, planning and improvement; 

• a leadership model for the system, including an ICS leader with 
sufficient capacity and a chair appointed in line with NHSEI guidance; 
and 

• agreed ways of working with respect to financial governance and 
collaboration.  

 

https://www.england.nhs.uk/publication/nhs-operational-planning-and-contracting-guidance-2020-21/
https://www.england.nhs.uk/publication/nhs-operational-planning-and-contracting-guidance-2020-21/
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2.30. ICSs now need to put in place firmer governance and decision-making 
arrangements for 2021/22, to reflect their growing roles and responsibilities. 
With the below consistent framework, these should be flexible to match local 
needs.  
 

2.31. As part of this, each system should define: 

• ‘place’ leadership arrangements. These should consistently involve: 

i. every locally determined ‘place’ in the system operating a 
partnership with joined-up decision-making arrangements for 
defined functions; 

ii. the partnership involving, at a minimum, primary care provider 
leadership, local authorities, including Director of Public Health 
and providers of community and mental health services and 
Healthwatch; 

iii. agreed joint decision-making arrangements with local 
government; and 

iv. representation on the ICS board. 

They may flexibly define:  

i. the configuration, size and boundaries of places which should 
reflect meaningful communities and scale for the 
responsibilities of the place partnership;  

ii. additional membership of each place partnership that is likely 
to include acute providers, ambulance trusts, the voluntary 
sector and other partners; 

iii. the precise governance and decision-making arrangements 
that exist within each place; and  

iv. their voting arrangements on the ICS board. 
 

• provider collaborative leadership arrangements for providers of 
more specialist services in acute and mental health care. These 
should consistently involve:  

i. every such provider in a system operating as part of one or 
more agreed provider collaboratives with joined up decision-
making arrangements for defined functions;  

ii. provider collaboratives represented on the appropriate ICS 
board(s). 

They may flexibly define:  

i. the scale and scope of provider collaboratives. For smaller 
systems, provider collaboratives are likely to span multiple 
systems and to be represented on the board of each. These 
arrangements should reflect a meaningful scale for their 
responsibilities;  
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ii. the precise membership of each collaborative (acute providers, 
specialist providers, ambulance trusts at an appropriate 
footprint, mental health providers); 

iii. the precise governance and decision-making arrangements 
that exist within each collaborative; and  

iv. their voting arrangements on the ICS board. 
 

• individual organisation accountability within the system governance 
framework. This will consistently involve:  

i. the responsibility and accountability of the individual provider 
organisations for their current range of formal and statutory 
responsibilities (which are unchanged); and 

ii. the accountability relationship between the provider 
organisation and all place-based partnerships and provider 
collaboratives of which it is a member.  

It may flexibly define:  

iii. Any lead provider responsibility that the organisation holds on 
behalf of a place partnership or a provider collaborative.  

 

2.32. Integrated care systems draw their strength from the effectiveness of their 
constituent parts. Their governance should seek to minimise levels of 
decision-making and should set out defined responsibilities of organisations, 
partnerships at place, provider collaboratives and the core ICS role. Each 
ICS should seek to ensure that all the relevant bodies feel ownership and 
involvement in the ICS. 
 

2.33. The local test for these governance arrangements is whether they enable 
joined-up work around a shared purpose. Provider collaboratives and place-
based partnerships should enable peer support and constructive challenge 
between partners delivering services and accelerate partners’ collective 
ability to improve services in line with agreed priorities. 
 

2.34. The greater development of working at place will in many areas provide an 
opportunity to align decision-making with local government, including 
integrated commissioning arrangements for health and social care, and local 
responsiveness through health and wellbeing boards. There is no one way to 
do this, but all systems should consider how the devolution of functions and 
capabilities to systems and places can be supported by robust governance 
arrangements. 
 

2.35. ICS governance is currently based on voluntary arrangements and is 
therefore dependent on goodwill and mutual co-operation. There are also 
legal constraints on the ability of organisations in an ICS to make decisions 
jointly. We have previously made a number of recommendations for 
legislative change to Government and Parliament to increase flexibility in 
decision making by enabling decision making joint committees of both 
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commissioners and providers and also committees of Providers. Section 3 of 
this document captures these options and also describes our thinking on 
clarifying arrangements for an ICS. 
 

2.36. Many systems have shown great ways to involve and take account of the 
views and priorities of local residents and those who use services, as a 
‘golden thread’ running through everything they do. During 21/22, every ICS 
should work to develop systematic arrangements to involve lay and resident 
voices and the voluntary sector in its governance structures, building on the 
collective expertise of partners and making use of pre-existing assets and 
forums such as Healthwatch and citizen’s panels. 
 

2.37. In particular, governance in ICSs should involve all system partners in the 
development of service change proposals, and in consulting and engaging 
with local people and relevant parts of local government (such as with 
overview and scrutiny committees and wider elected members) on these. It 
should appropriately involve elected councillors, and other local politicians 
such as metro mayors where relevant, and reflect transparency in wider 
decision-making. 

 
2.38. Each system should also be able to show how it uses public involvement and 

insight to inform decision-making, using tools such as citizens’ panels, local 
health champions, and co-production with people with lived experience. 
Systems should make particular efforts to understand and talk to people who 
have historically been excluded. 

 

Financial framework  
  

2.39. In order that the collective leadership of each ICS has the best possible 

opportunity to invest in and deliver joined-up, more preventative care, 

tailored to local people’s needs, we will increasingly organise the finances 

of the NHS at ICS level and put allocative decisions in the hands of local 

leaders. We are clear that we want ICSs to be key bodies for financial 

accountability and financial governance arrangements will need to reflect 

that. NHSEI will update guidance to reflect these changes. 

 

2.40. That means that we will create a ‘single pot,’ which brings together current 

CCG commissioning budgets, primary care budgets, the majority of 

specialised commissioning spend, the budgets for certain other directly 

commissioned services, central support or sustainability funding and 

nationally-held transformation funding that is allocated to systems. 

 

2.41. ICS leaders, working with provider collaboratives, must have the freedom – 

and indeed the duty – to distribute those resources in line with national rules 

such as the mental health, and the primary and community services 

investment guarantees and locally-agreed strategies for health and care, for 

example targeting investment in line with locally-agreed health inequalities 
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priorities, or responding flexibly as new, more preventative services are 

developed and patient journeys change.   

 

2.42. ICS leaders will also have a duty to ensure that they deploy the resources 

available to them in order to protect the future sustainability of local services, 

and to ensure that their health and care system consumes their fair share of 

resources allocated to it.  

 

2.43. It also means that ICS leaders will be expected to use new freedoms to 

delegate significant budgets to ‘place’ level, which might include resources 

for general practice, other primary care, community services, and continuing 

healthcare. Similarly, through active involvement at place level, providers will 

have a greater say in how transformation funding is deployed. Decisions 

about the use of all of these budgets will usually be made at the lowest 

possible level, closest to those communities they serve and in partnership 

with their local authority. New powers will make it easier to form joint budgets 

with the local authority, including for public health functions. 

 

2.44. Providers will through their role in ICS leadership have the opportunity to 

shape the strategic health and care priorities for the populations they serve, 

and new opportunities – whether through lead provider models at place level 

or through fully-fledged integrated care provider contractual models – to 

determine how services are funded and delivered, and how different bodies 

involved in providing joined-up care work together. 

 

2.45. We will deliver on the commitment set out in the Long Term Plan to mostly 

move away from episodic or activity-based payment, rolling out the blended 

payment model for secondary care services. This will ensure that provider 

collaboratives have greater certainty about the resources available to them to 

run certain groups of services and meet the needs of particular patient 

groups. Any variable payments will be funded within the ICS financial 

envelope, targeted to support the delivery of locally-identified priorities and 

increasingly linked to quality and outcomes metrics. Each ICS will be 

expected to agree and codify how financial risk will be managed across 

places and between provider collaboratives. 

 

2.46. These changes will reduce the administrative, transactional costs of the 

current approach to commissioning and paying for care, and release 

resources for the front line - including preventative measures - that can be 

invested in services that are planned, designed and delivered in a more 

strategic way at ICS level. This is just one way in which we will ensure that 

each ICS has to capacity and capability to take advantage of the 

opportunities that these new approaches offer. 
 

2.47. Finally, we will further embed reforms to the capital regime introduced in 

2019/20 and 2020/21, bringing together at ICS level responsibility for 

allocating capital envelopes with responsibility for allocating the revenue 
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budgets which fund day-to-day services. This will ensure that capital 

investment strategies: 

• are not only coordinated between different NHS providers, but also 
aligned with local authorities’ management of their estates and wider 
assets; 

• reflect local judgments about the balance between competing 
priorities for capital expenditure; and 

• give priority to those investments which support the future 
sustainability of local services for future generations. 

 

2.48. We will set out in the 2021/22 planning guidance how we will support ICSs to 

begin operating more collective financial governance in 2021/22 and to 

prepare for the powers and duties set out above. 

 

Data and Digital  
 

2.49. Data and digital technology have played a vital role helping the NHS and 

care respond to the pandemic. They will be at the heart of creating effective 

local systems, helping local partners in health and social care work together.  

They can help improve productivity and patient outcomes, reduce 

bureaucracy, drive service transformation and stimulate improvement and 

research.  

 

2.50. But digital maturity and data quality is variable across the health and care.  

Data has too often been held in siloes, meaning that clinicians and care 

professionals do not have easy access to all of the information that could be 

useful in caring for their patients and service users.   

 

2.51. To fulfil the potential of digital and data to improve patient outcomes and 

drive collaborative working, systems will need to: 

 

(1) build smart digital and data foundations 

(2) connect health and care services 

(3) use digital and data to transform care  

(4) put the citizen at the centre of their care 

 

Build smart digital and data foundations  

● Have clear board accountability for data and digital, including a member 

of the ICS Partnership Board being a named SRO.  

● Have a system-wide digital transformation plan. This should outline the 

three year journey to digitally-driven, citizen-centred care, and the benefits 

that digital and data will realise for the system and its citizens.   
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● Build the digital and data literacy of the whole workforce as well as 

specific digital skills such as user research and service design. 

 

● Invest in the infrastructure needed to deliver on the transformation plan. 

This will include shared contracts and platforms to increase resiliency, 

digitise operational services and create efficiencies, from shared data 

centres to common EPRs. 

 

Connect health and care services 

• Develop or join a shared care record joining data safely across all health 

and social care settings, both to improve direct care for individual patients 

and service users, and to underpin population health and effective system 

management.  

● Build the tools to allow collaborative working and frictionless movement of 

staff across organisational boundaries, including shared booking and 

referral management, task sharing, radiology reporting and pathology 

networks.  

● Follow nationally defined standards for digital and data to enable 

integration and interoperability, including in the data architecture and 

design. 

 

Use digital and data to transform care  

• Use digital technology to reimagine care pathways, joining up care across 

boundaries and improving outcomes. 

 

• Develop shared cross-system intelligence and analytical functions that 

use information to improve decision-making at every level, including:  

 

• actionable insight for frontline teams;  

• near-real time actionable intelligence and robust data (financial, 
performance, quality, outcomes); 

• system-wide workforce, finance, quality and performance planning; 

• the capacity and skills needed for population health management.  

• Ensure transparency of information about interventions and the outcomes 

they produce, to drive more responsive coordination of services, better 

decision-making and improved research.  
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Put the citizen at the centre of their care 

 

● Develop a road map for citizen-centred digital channels and services, 

including access to personalised advice on staying well, access to their own 

data, and triage to appropriate health and care services.  

 

● Roll out remote monitoring to allow citizens to stay safe at home for 

longer, using digital tools to help them manage long-term conditions. 
 

● We want to build on the experience of data sharing during COVID so that 

data is shared, wherever it can and should be. This will inform the upcoming 

Department of Health and Social Care Data Strategy. While this will be 

mainly about embedding a culture of sharing data with appropriate 

safeguards, we would support legislative change that clarifies that sharing 

data for the benefit of the whole health and care system is a key duty and 

responsibility of all health and adult social care organisations. This will 

require a more flexible legislative framework than currently exists to support 

further evolution and empower local systems to lead and drive that agenda. 

 

Regulation and oversight  
 
2.52. We have consistently heard that regulation needs to adapt, with more 

support from national regulators for systems as well as the individual 

organisations within them, and a shift in emphasis to reflect the importance 

of partnership working to improve population health.  

 

2.53. Regulation best supports our ambitions where it enables systems and the 

organisations within them to make change happen. This means a focus on 

how effective local arrangements are at implementing better pathways, 

maximising use of collective capacity and resources, and acting in 

partnership to achieve joint financial and performance standards. 

 

2.54. We have already taken steps to bring together NHS England and NHS 

Improvement to provide a single, clear voice to the system and our legislative 

proposals haven’t changed – this merger should be formalised in future 

legislation. 

 

2.55. As a formally merged body, NHS England will of course remain answerable 

to Parliament and to the Secretary of State for Health and Social Care for 

NHS performance, finance and healthcare transformation.  There will need to 

be appropriate mechanisms in law to ensure that the newly merged body is 

responsive and accountable. We envisage Parliament using the legislation to 

specify the Secretary of State’s legal powers of direction in respect of NHS 

England in a transparent way that nevertheless protects clinical and 

operational independence.  
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2.56. There are a further practical steps that we can take to support systems: 

• working with the CQC to seek to embed a requirement for strong 
participation in ICS and provider collaborative arrangements in the 
“Well Led” assessment;  

• issuing guidance under the NHS provider licence that good 
governance for NHS providers includes a duty to collaborate; and 

• ensuring foundation trust directors’ and governors’ duties to the public 
support system working. 

 
2.57. We expect to see greater adoption of system- and place- level 

measurements, which might include reporting some performance data such 
as patient treatment lists at system level. Next year, we will introduce new 
measures and metrics to support this, including an ‘integration index’ for use 
by all systems. 
 

2.58. The future System Oversight Framework will set consistent expectations of 

systems and their constituent organisations and match accountability for 

results with improvement support, as appropriate. 

 

2.59. This approach will recognise the enhanced role of systems. It will identify 

where ICSs and organisations may benefit from, or require, support to help 

them meet standards in a sustainable way and will provide an objective basis 

for decisions about when and how NHSEI will intervene in cases where there 

are serious problems or risks. 

 
The proposed future Intensive Recovery Support Programme will give 

support to the most challenged systems (in terms of quality and/or finance) to 

tackle their key challenges. This will enable intervention in response to CQC 

findings or where other regulatory action is required. This approach enables 

improvement action and targeted support either at organisation/provider level 

(with system support) or across a whole system where required and may 

extend across health and social care, accessing shared learning and good 

practice between systems to drive improvement. 
 

2.60. Greater collaboration will help us to be more effective at designing and 

distributing services across a local system, in line with agreed health and 

care priorities and within the resources available. However there remains an 

important role for patient choice, including choice between qualified 

providers, providers outside the geographic bounds of the system and choice 

of the way in which services need to be joined up around the individual 

person as a resident or patient including through personal health budgets.  

 

2.61. Our previous recommendations to government for legislation include 

rebalancing the focus on competition between NHS organisations by 

reducing the Competition and Market Authority’s role in the NHS and 
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abolishing Monitor’s role and functions in relation to enforcing competition. 

We also recommended regulations made under section 75 of the Health and 

Social Care Act 2012 should be revoked and that the powers in primary 

legislation under which they are made should be repealed, and that NHS 

services be removed from the scope of the Public Contracts Regulations 

2015. We have committed to engage openly on how the future procurement 

regime will operate subject to legislation being brought before Parliament. 

 

How commissioning will change 
 
2.62. Local leaders have repeatedly told us that the commissioning functions 

currently carried out by CCGs need to become more strategic, with a clearer 

focus on population-level health outcomes and a marked reduction in 

transactional and contractual exchanges within a system. This significant 

change of emphasis for commissioning functions means that the 

organisational form of CCGs will need to evolve. 

 

2.63. The activities, capacity and resources for commissioning will change in three 

significant ways in the future, building on the experience of the most mature 

systems: 

• Ensuring a single, system-wide approach to undertake strategic 

commissioning. This will discharge core ICS functions, which 

include: 

 

o assessing population health needs and planning and modelling 
demographic, service use and workforce changes over time; 

o planning and prioritising how to address those needs, 
improving all residents’ health and tackling inequalities; and 

o ensuring that these priorities are funded to provide good value 
and health outcomes. 

 

• Service transformation and pathway redesign need to be done 
differently. Provider organisations and others, through partnerships at 
place and in provider collaboratives, become a principal engine of 
transformation and should agree the future service model and 
structure of provision jointly through ICS governance (involving 
transparency and public accountability). Clinical leadership will remain 
a crucial part of this at all footprints. 

• The greater focus on population health and outcomes in contracts and 

the collective system ownership of the financial envelope is a chance 

to apply capacity and skills in transactional commissioning and 

contracting with a new focus. Analytical skills within systems should 

be applied to better understanding how best to use resources to 
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improving outcomes, rather than managing contract performance 

between organisations. 

 

2.64. Many commissioning functions are now coterminous with ICS boundaries, 

and this will need to be consistent across the country before April 2022. 

Under the legislative provisions recommended in section 3 current CCG 

functions would subsequently be absorbed to become core ICS business.  

 

2.65. However, with the spread of place-based partnerships backed by devolved 
funding, simplified accountability, and an approach to governance 
appropriate to local circumstances along with further devolution of 
specialised commissioning activity, there will be flexibility for local areas to 
make full use of the local relationships and expertise currently residing in 
CCGs.  
 

2.66. Systems should also agree whether individual functions are best delivered at 
system or at place, balancing subsidiarity with the benefits of scale 
working. Commissioners may, for example, work at place to complete 
service and outcomes reviews, allocate resources and undertake needs 
assessments alongside local authorities. But larger ICSs may prefer to carry 
out a wider range of functions in their larger places, and smaller ones to do 
more across the whole system.  
 

2.67. Commissioning support units (CSUs) operate within the NHS family across 
England, providing services that have been independently evaluated for 
quality and value for money. We expect that CSUs will continue to develop 
as trusted delivery partners to ICSs, providing economies of scale which may 
include joining up with provider back office functions where appropriate and 
helping to shape services through a customer board arrangement. 

 

Specialised commissioning  
 
 
2.68. Specialised services are particularly important for the public and patients, 

with the NHS often working at the limits of science to bring the highest levels 
of human knowledge and skill to save lives and improve health. 
 

2.69. The national commissioning arrangements that have been in place for these 
services since 2013 have played a vital role in supporting consistent, 
equitable, and fast access for patients to an ever-expanding catalogue of 
cutting edge technologies - genomic testing, CAR-T therapy, mechanical 
thrombectomy, Proton Beam Therapy and CFTR modulator therapies for 
patients with cystic fibrosis to name just a few.  
 

2.70. But these national commissioning arrangements can sometime mean 
fragmented care pathways, misaligned incentives and missed opportunities 
for upstream investment and preventative intervention. For example, the 
split in commissioning responsibilities for mental health services has 
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potentially slowed the ambition to reduce the number of children admitted for 
inpatient treatment and, where they are admitted, making sure they are as 
close to home as possible. Bringing together the commissioning of mental 
health services has aligned incentives and enabled resources to be moved 
into upstream services, reducing over-reliance on geographically distant 
inpatient care. 
 

2.71. Integrated care systems provide an opportunity to further align the design, 
development and provision of specialised services with linked care 
pathways, where it supports patient care, while maintaining consistent 
national standards and access policies across the board.  
 

2.72. The following principles will underpin the detailed development of the 
proposed arrangements: 
 

- Principle One: All specialised services, as prescribed in regulations, 

will continue to be subject to consistent national service 

specifications and evidence-based policies determining treatment 

eligibility. NHS England will continue to have responsibility for 

developing and setting these standards nationally and whoever is 

designated as the strategic commissioner will be expected to follow them. 

Over time, service specifications will need to become more outcomes 

focused to ensure that innovative and flexible solutions to unique system 

circumstances and/or opportunities can be easily adopted. But policies 

determining eligibility criteria for specific treatments across all specialised 

services will remain precise and consistently applied across the country.    

- Principle Two: Strategic commissioning, decision making and 

accountability for specialised services will be led and integrated at 

the appropriate population level: ICS, multi-ICS or national. For 

certain specialised services, it will make sense to plan, organise and 

commission these at ICS level. For others, ICSs will need to come 

together across a larger geographic footprint to jointly plan and take joint 

commissioning decisions. And many services, such as those in the highly 

specialised services portfolio, will continue to be planned and 

commissioned on a national footprint.  Importantly, whichever level 

strategic commissioning occurs the national standards will apply.  

- Principle Three: Clinical networks and provider collaborations will 

drive quality improvement, service change and transformation 

across specialised services and non-specialised services. Clinical 

networks have long been a feature of the NHS. But, during the COVID 

pandemic they have become critical in supporting innovation and system 

wide collaboration. Looking ahead they will be supported to drive 

clinically-led change and service improvement with even greater 
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accountability for tackling inequalities and for improving population 

health. 

- Principle Four: Funding of specialised services will shift from 

provider-based allocations to population-based budgets, supporting 

the connection of services back to ‘place’. We are considering from 

April 2021 allocating budgets on a population basis at regional level and 

are considering the best basis for allocating funding and will provide 

further information in due course. In this first year, adjustments will then 

be made to neutralise any changes in financial flows and ensure stability. 

We intend to publish a needs-based allocation formula, before using it to 

inform allocations against an agreed pace of change in future years. A 

needs-based allocations formula will further strengthen the focus on 

tackling inequalities and unwarranted variation. 
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3. Legislative proposals 
 
 
3.1. The detailed policy work described above will be necessary to deliver our 

vision but will not by itself be sufficient. While legislation is only part of the 

answer, the existing legislation (the National Health Service Act 2006 and the 

Health and Social Care Act 2012 does not present a sufficiently firm 

foundation for system working. 

 

3.2. In September 2019, NHSEI made a number of recommendations for an NHS 

Bill2. These aimed to remove current legislative barriers to integration across 

health and social care bodies, foster collaboration, and more formally join up 

national leadership in support of the ambitions outlined above. 

 
3.3. Recommendations included:  

• rebalancing the focus on competition between NHS organisations by 

reducing the Competition and Markets Authority’s role in the NHS and 

abolishing Monitor’s role and functions in relation to enforcing 

competition;  

• simplifying procurement rules by scrapping section 75 of the 2012 

Act and remove the commissioning of NHS healthcare services from 

the jurisdiction of the Public Contracts Regulations 2015;  

• providing increased flexibilities on tariff;  

• reintroducing the ability to establish new NHS trusts to support the 

creation of integrated care providers; 

• ensuring a more coordinated approach to planning capital 

investment, through the possibility of introducing FT capital spend 

limits;  

• the ability to establish decision-making joint committees of 

commissioners and NHS providers and between NHS providers; 

• enabling collaborative commissioning between NHS bodies – it is 

currently easier in legislative terms for NHS bodies and local 

authorities to work together than NHS bodies; 

• a new “triple aim” duty for all NHS organisations of ‘better health for 

the whole population, better quality care for all patients and financially 

sustainable services for the taxpayer; and 

 
2 
https://assets.publishing.service.gov.uk/government/uploads/system/uploads/attachment_data/file/8
75711/The_government_s_2020-2021_mandate_to_NHS_England_and_NHS_Improvement.pdf  

https://assets.publishing.service.gov.uk/government/uploads/system/uploads/attachment_data/file/875711/The_government_s_2020-2021_mandate_to_NHS_England_and_NHS_Improvement.pdf
https://assets.publishing.service.gov.uk/government/uploads/system/uploads/attachment_data/file/875711/The_government_s_2020-2021_mandate_to_NHS_England_and_NHS_Improvement.pdf
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• merging NHS England and NHS Improvement – formalising the 

work already done to bring the organisations together. 

 
3.4. These recommendations were strongly supported and backed across the 

health and social care sector3. We believe these proposals still stand. 
 

3.5. One of the key considerations in our recommendations was how, and to what 
extent, ICSs should be put on a statutory footing. Responses to our 
engagement were ultimately mixed – balancing the relatively early stage of 
development of some ICSs against a desire to enable further progress and to 
put ICSs on a firmer footing.  
 

3.6. At the time, we proposed a new statutory underpinning to establish ICS 
boards through voluntary joint committees, an entity through which members 
could delegate their organisational functions to its members to take a 
collective decision. This approach ensured support to those systems working 
collectively already and a future approach to those systems at an earlier 
stage of development. 

 
3.7. Many respondents to our engagement and specifically Parliament’s Health 

and Social Care Select Committee raised a number of questions as to 
whether a voluntary approach would be effective in driving system working. 
There was particular focus on those areas at an earlier stage of their 
development and whether a voluntary model offered sufficient clarity of 
accountability for health outcomes and financial balance both to parliament 
and more directly to the public. 

 
3.8. The response of the NHS and its partners to COVID-19 and a further year of 

ICS development has increased the appetite for statutory “clarity” for ICSs 
and the organisations within them. With an NHS Bill included in the last 
Queen’s Speech, we believe the opportunity is now to achieve clarity and 
establish a “future-proofed” legislative basis for ICSs that accelerates their 
ability to deliver our vision for integrated care.   
 

3.9. We believe there are two possible options for enshrining ICSs in legislation, 

without triggering a distracting top-down re-organisation: 

 
Option 1: a statutory committee model with an Accountable Officer that 

binds together current statutory organisations. 

 

Option 2: a statutory corporate NHS body model that additionally brings 

CCG statutory functions into the ICS. 

 

 
3 https://www.aomrc.org.uk/wp-content/uploads/2019/09/190926_Support_letter_NHS_legislation_-
proposals.pdf  

https://www.aomrc.org.uk/wp-content/uploads/2019/09/190926_Support_letter_NHS_legislation_-proposals.pdf
https://www.aomrc.org.uk/wp-content/uploads/2019/09/190926_Support_letter_NHS_legislation_-proposals.pdf
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3.10. Both models share a number of features – broad membership and joint 

decision-making (including, as a minimum, representatives from 

commissioners; acute, community and primary care providers; and local 

authorities); responsibility for owning and driving forward the system plan; 

operating within and in accordance with the triple aim duty; and a lead role in 

relating to the centre.   

 

Option 1 – a statutory ICS Board/ Joint Committee with an 
Accountable Officer  
 
3.11. This option is closer to our original proposal. It would establish a mandatory, 

rather than voluntary, statutory ICS Board through the mechanism of a joint 

committee and enable NHS commissioners, providers and local authorities to 

take decisions collectively. 

 
3.12. Unlike previously proposed versions of this model it would have a system 

Accountable Officer, chosen from the CEOs/AOs of the Board’s mandatory 

members. This Accountable Officer would not replace individual organisation 

AOs/CEOs but would be recognised in legislation and would have duties in 

relation to delivery of the Board’s functions. There would be a duty for the 

Board to agree and deliver a system plan and all members would have an 

explicit duty to comply with it. 

 
3.13. In accordance with our stated ambition, there would be one aligned CCG 

only per ICS footprint under this model, and new powers would allow that 

CCGs are able to delegate many of its population health functions to 

providers. 

 
3.14. This option retains individual organisational duties and autonomy and relies 

upon collective responsibility. Intervention against individual NHS 

organisations (not working in the best interests of the system) would continue 

to be enhanced through the new triple aim duty and a new duty to comply 

with the ICS plan.  

 
3.15. The new Accountable Officer role would have duties to seek to agree the 

system plan and seek to ensure it is delivered and to some extent offer 

clarity of leadership. However, current accountability structures for CCG and 

providers would remain. 

 
3.16. There remain potential downsides to this model. In effect, many of the 

questions raised through our engagement in 2019 about accountability and 

clarity of leadership would remain. While the addition of an Accountable 

Officer strengthens this model, there remains less obvious responsibility for 

patient outcomes or financial matters. Having an ICS Accountable Officer 

alongside a CCG Accountable Officer may in some cases confuse rather 

than clarify accountability. The CCG governing body and GP membership is 
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also retained, and it is questionable whether these are sufficiently diverse 

arrangements to fulfil the different role required of CCGs in ICSs. 

 
3.17. Furthermore, many may not consider this model to be the “end state” for 

ICSs and opportunities for primary legislative change are relatively rare. 

There are therefore strong arguments to go further when considering how 

the health and care system might evolve over the next ten years and more. 

 

Option 2 – a statutory ICS body  
 
3.18. In this option, ICSs would be established as NHS bodies partly by “re-

purposing” CCGs and would – among other duties – take on the 

commissioning functions of CCGs. Additional functions would be conferred 

and existing functions modified to produce a new framework of duties and 

powers.  

 
3.19. The CCG governing body and GP membership model would be replaced by 

a board consisting of representatives from the system partners. As a 

minimum it would include representatives of NHS providers, primary care 

and local government alongside a Chair, a Chief Executive and a Chief 

Financial Officer. The ICS body should be able to appoint such other 

members as it deems appropriate allowing for maximum flexibility for 

systems to shape their membership to suit the needs of their populations. 

The power of individual organisational veto would be removed. The ICS 

Chief Executive would be a full-time Accounting Officer role, which would 

help strengthen lines of accountability and be a key leadership role in 

ensuring the system delivers. 

 
3.20. The ICS’s primary duty would be to secure the effective provision of health 

services to meet the needs of the system population, working in collaboration 

with partner organisations. It would have the flexibility to make arrangements 

with providers through contracts or by delegating responsibility for arranging 

specified services to one or more providers.  
 

3.21. This model would deliver a clearer structure for an ICS and avoids the risk of 

complicated workarounds to deliver our vision for ICSs. Although there would 

be a representative for primary care on the Board, there would no longer be 

a conflict of interests with the current GP-led CCG model (created by the 

2012 Act) and it could be possible to allocate combined population-level 

primary care, community health services and specialised services population 

budgets to ICS. 

 
3.22. Many commissioning functions for which NHSE is currently responsible 

could, for the most part, be transferred or delegated to the ICS body, but with 

the ability to form joint committees as proposed through our original 

recommendations, with NHSE, if and where appropriate. 
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3.23. Through greater provider involvement, it could also reduce some of the 

transactional burdens of the current contracting processes. There would be 

powers for the ICS to delegate responsibility for arranging some services to 

providers, to create much greater scope for provider collaboration to use 

whole-population budgets to drive care pathway transformation.   
 

 

Our approach 
 

3.24. Either model would be sufficiently permissive in legislation to allow different 

systems to shape how they operate and how best and most appropriately 

deliver patient care and outcomes support at place.  

 
3.25. Under either model we would want local government to be an integral, key 

player in the ICS. Both models offer a basis for planning and shaping 

services across healthcare, social care, prevention and the wider 

determinants of health. Both would allow for the delegation of functions and 

money to place-based statutory committees involving NHS bodies and local 

government. Both would enable NHS and local government to exploit 

existing flexibilities to pool functions and funds. 

 
3.26. While both models would drive increased system collaboration and achieve 

our vision and our aims for ICSs in the immediate term, we believe Option 2 

is a model that offers greater long term clarity in terms of system leadership 

and accountability. It also provides a clearer statutory vehicle for deepening 

integration across health and local government over time. It also provides 

enhanced flexibility for systems to decide who and how best to deliver 

services by both taking on additional commissioning functions from NHS 

England but also deciding with system colleagues (providers and local 

councils) where and how best service provision should take place. 

 

3.27. Should these proposals be developed further and proposed by Government 

as future legislation, we would expect a full assessment of the impact of 

these proposals on equalities and public and parliamentary engagement and 

scrutiny as is appropriate. 
 

 

Questions 

 
Q. Do you agree that giving ICSs a statutory footing from 2022, alongside other 
legislative proposals, provides the right foundation for the NHS over the next 
decade? 
 
Q. Do you agree that option 2 offers a model that provides greater incentive for 
collaboration alongside clarity of accountability across systems, to Parliament and 
most importantly, to patients? 
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Q. Do you agree that, other than mandatory participation of NHS bodies and Local 
Authorities, membership should be sufficiently permissive to allow systems to 
shape their own governance arrangements to best suit their populations needs? 
 
Q. Do you agree, subject to appropriate safeguards and where appropriate, that 
services currently commissioned by NHSE should be either transferred or 
delegated to ICS bodies? 
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4. Implications and next 
steps  

 
4.1. The ambitious changes set out here are founded on the conviction that 

collaboration will be a more effective mechanism for transformation against 

long term population health priorities and also for driving sustainable 

operational performance against the immediate challenges on quality, 

access, finance and delivery of outcomes that make difference to people’s 

experience of services today.  

 

4.2. International evidence points to this being the case as across the world 

health systems change to pursue integration as the means of meeting health 

needs and improving health outcomes. We have seen this reinforced through 

our experiences in tackling COVID-19.  

 

4.3. The rapid changes in digital technology adoption, mutual cooperation and 

capacity management, provision of joined up support to the most vulnerable 

that have been essential in the immediate response to the pandemic have 

only been possible through partners working together to implement rapid 

change as they focus on a shared purpose.  

 

4.4. As we embed the ways of working set out above, partners in every system 

will be able to take more effective, immediate operational action on:  

 

• managing acute healthcare performance challenges and marshalling 

collective resource around clear priorities, through provider 

collaboratives;  

• tackling unwarranted variation in service quality, access and 

performance through transparent data with peer review and support 

arrangements organised by provider collaboratives; 

• using data to understand capacity utilisation across provider 

collaboratives, equalising access (tackling inequality across the 

system footprint) and equalising pressures on individual 

organisations. 

 

The NHS England and NHS Improvement’s operating model 
  
4.5. NHSEI will support systems to adopt improvement and learning 

methodologies and approaches which will enable them to improve services 

for patients, tackle unwarranted variation and develop cultures of continuous 

improvement. 
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4.6. This will be underpinned by a comprehensive support offer which includes: 
 

• access to our national transformation programmes for outpatients and 
diagnostics; 

• support to tackle unwarranted variation and increase productivity (in 
partnership with the Getting it Right First Time programme); 

• the data they need to drive improvement, accessed through the 
‘model health system’; 

• the resources and guidance that they need to build improvement 
capability; and 

• assistance from our emergency and electivity intensive support teams 
(dependent on need). 

 

4.7. Much of this support offer will be made available to systems through regional 

improvement hubs, which will ensure that improvement resource supports 

local capacity- and capability-building. Systems will then able to flexibly and 

rapidly deploy the support into place partnerships and provider 

collaboratives. 

 

4.8. NHSEI developed a joint operating model during 2019, with input from senior 
NHS leaders including those in systems and regions, as well as frontline staff 
and other stakeholders. This resulted in a description of the different ways 
NHSEI will operate in future, underpinned by a set of principles including 
subsidiarity, and a set of ‘levers of value’ that NHSEI can use at national and 
regional level to support systems. 

 
4.9. NHSEI will continue to develop this operating model to support the vision set 

out above, and any legislative changes. This will include further evolving how 
we interact with systems nationally and regionally; and ensuring that its 
functions are arranged in a way that support and embed system working to 
deliver our priorities. 
 

4.10. The new operating environment will mean:  

 

• increased freedoms and responsibilities for ICSs, including greater 
responsibility for system development and performance, as well as 
greater autonomy regarding assurance.  

• the primary interaction between NHSEI and systems will be between 
regions and the collective ICS leadership, with limited cause for 
national functions to directly intervene with individual providers within 
systems. 

• as systems take on whole population budgets they will increasingly 
determine how resource is to be used to ‘move the dial’ on outcomes, 
inequalities, productivity and wider social and economic development 
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against their specific health challenges and population health 
priorities.  

• NHSEI regional teams will become ‘thinner’ as we move direct 
commissioning responsibility out to systems (individually and 
collectively). They will increasingly continue to enable systems to take 
on greater autonomy, working with them to identify their individual 
development priorities and support needs. 

 

Transition 
 
4.11. The experience of the earliest ICSs shows that great leadership is critical to 

success and can come from any part of the health and care system. But, to 

be effective, it must be felt right across, and draw on the talents of leaders 

from every part of, a system. 

 

4.12. These systems have developed a new style of behaviour, which makes the 

most of the leadership teams of all constituent organisations and empowers 

frontline leaders. System leaders have impact through a collaborative and 

distributive leadership style that operates across boundaries, leading for 

communities. 

 

4.13. This shared approach to leadership is based on qualities such as openness 

and transparency, honesty and integrity, a genuine belief in common goals 

and an ability to build consensus. 

 
4.14. ICSs need to be of sufficient size to carry out their ‘at scale’ activities 

effectively, while having sufficiently strong links into local communities at a 
much more local level in places and neighbourhoods.  
 

4.15. Pragmatically we are supporting ICSs through to April 2022 at their current 
size and scale, but we recognise that smaller systems will need to join up 
functions, particularly for provider collaboration. We will support the ability for 
ICSs to more formally combine as they take on new roles where this is 
supported locally.  
 

4.16. We will work with systems to ensure that they have arrangements in place to 
take on enhanced roles from April 2022. We will set out a roadmap for this 
transition that gives assurance over system readiness for new functions as 
these become statutory.  

 

4.17. We know that under either legislative proposal we need to ensure that we 
support our staff during organisational change by minimising uncertainty and 
limiting employment changes. We are therefore seeking to provide stability of 
employment while enabling a rapid development of role functions and 
purpose for all our teams, particularly in CCGs directly impacted by 
legislative Option 2.  
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4.18. We want to take a different approach to this transition; one that is 

characterised by care for our people and no distraction from the ‘day job’: the 

critical challenges of recovery and tackling population health.  

 

4.19. Stable employment: As CCG functions move into new bodies we will make 

a ‘continued employment promise’ for staff carrying out commissioning 

functions. We will preserve terms and conditions to the new organisations 

(even if not required by law) to help provide stability and to remove 

uncertainty.   

 

4.20. New roles and functions: For many commissioning functions the work will 

move to a new organisation and will then evolve over time to focus on 

system priorities and ways of working. The priority will be the continuation of 

the good work being carried out by the current group of staff and we will 

promote best practice in engaging, consulting and supporting the workforce 

during a carefully planned transition, minimising disruption to staff. 

 

4.21. Other functions will be more directly impacted, principally the most senior 

leaders in CCGs (chief officers and other governing body / board members). 

ICSs need to have the right talent in roles leading in systems.  
  

4.22. Our commitment is:  

 

• not to make significant changes to roles below the most senior 

leadership roles; 

• to minimise impact of organisational change on current staff 

during both phases (in paragraphs 4.19 and 4.20 above) by 

focusing on continuation of existing good work through the 

transition and not amending terms and conditions; and   

• offer opportunities for continued employment up to March 2022 

for all those who wish to play a part in the future. 

 

Next steps 
 

4.23. We expect that every system will be ready to operate as an ICS from April 

2021, in line with the timetable set out in the NHS Long Term Plan. To 

prepare for this, we expect that each system will, by this time, agree with its 

region the functions or activities it must prioritise (such as in service 

transformation or population health management) to effectively discharge its 

core roles in 2021/22 as set out in this paper. 

 

4.24. All ICSs should also agree a sustainable model for resourcing these 

collective functions or activities in the long term across their constituent 

organisations. 
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4.25. To support all of the above, all systems should agree development plans with 

their NHSEI regional director that clearly set out: 

• By April 2021: how they continue to meet the current consistent 

operating arrangements for ICSs and further planning 

requirements for the next phase of the COVID-19 response 

• By September 2021: implementation plans for their future roles 
as outlined above, that will need to adapt to take into account 
legislative developments. 

 
4.26. Throughout the rest of 2020, the Department of Health and Social Care and 

NHSEI will continue to lead conversations with different types of health and 

care organisations, local councils, people who use and work in services, and 

those who represent them, to understand their priorities for further policy and 

legislative change. 

 

4.27. The legislative proposals set out in this document takes us beyond our 
original legislative recommendations to the government. We are therefore 
keen to seek views on these proposed options from all interested 
individuals and organisations. These views will help inform our future 
system design work and that of government should they take forward our 
recommendations in a future Bill. 
 

4.28. Please submit your response to this address:  
www.engage.england.nhs.uk/survey/building-a-strong-integrated-care-
system 
 

4.29. Alternatively you can also contact england.legislation@nhs.net or write with 
any feedback to NHS England, PO Box 16738, Redditch, B97 9PT by Friday 
8 January. 
 

4.30. For more information about how health and care is changing, please visit: 

www.england.nhs.uk/integratedcare and sign up to our regular e-bulletin at: 

www.england.nhs.uk/email-bulletins/integrated-care-bulletin 

 

http://www.engage.england.nhs.uk/survey/building-a-strong-integrated-care-system
http://www.engage.england.nhs.uk/survey/building-a-strong-integrated-care-system
mailto:england.legislation@nhs.net
http://www.england.nhs.uk/integratedcare
http://www.england.nhs.uk/email-bulletins/integrated-care-bulletin
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Quality Assurance  

 Mortality - The most up to date Summary Hospital-level Mortality Indicator (SHMI) data for South Tyneside and Sunderland NHS 
  Foundation Trust (STSFT) which is for the period June 2019 to May 2020 shows that the rate has increased from 106.1 to  
 106.5, but remains within expected limits. The CCG GP Chair is a member of the Trust mortality committee and receives regular  
  updates, as does the quality review group. The January learning from deaths collaborative meeting was stood down due to  
  increased pressures with Covid-19. 

 In conjunction with Oxford University, Cumbria, Northumberland, Tyne and Wear NHS Foundation Trust (CNTWFT) is developing 
a new, narrative-based risk assessment tool which is expected to be completed within 6 months. This is welcomed by 
commissioners as there are two in operation to assess and manage the specific risk of harm to one’s self or harm to others, both 
with their limitations and often feature as themes in serious incidents. The Galatean Risk and Safety tool (GRiST) is used in North 
Cumbria and the Functional Analysis of Car Environments (FACE) in the North East.     

 116 incidents were reported on SIRMS by South Tyneside practices in quarter 2, reporting rates are slightly lower than previous 
quarters, but this may be linked to lesser reporting on SIRMS due to the impact of COVID-19. South Tyneside CCG practices 
were the highest reporters per list size in comparison to other CCG areas in the North East. 

 

  

 116 incidents were reported on SIRMS by South Tyneside practices (Q1 n=116). Common cause variation has been 

demonstrated. Q1 and Q2 2020/21 reporting rates are slightly lower than previous quarters; this could be linked to lesser 

reporting on SIRMS due to the impact of COVID-19.  
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In conjunction with Oxford University, 
CNTWFT is developing a new, narrative-
based assessment tool which is expected 
to be completed within 6 months (from 
December 2020). In the meantime, FACE is 
being used across the whole Trust.  
 

    
 
         

    
 

 

Highlights  

 The CCG met the national 
deadline in concluding all 
LEDER reviews from the 
pre April 2020 caseload 
before the 31st 
December 2020.  

 NHSE&I have published 
a draft refresh of the 
‘Shared commitment to 
quality’ strategy. 

 A webinar has been held 
to discuss the launch of a 
national patient safety 
syllabus. Patient Safety 
Specialists will be 
expected to complete the 
syllabus when released.      

Quality and Patient Safety Committee: The last formal meeting was held on the 13th January. Aside from information cited in 
this update other areas of discussion to note is as follows:        

 Care Homes - a report was received on the current Covid position and the ongoing actions to support providers. Updates included 
details of provider concerns, pressures in domiciliary care and the mitigation being taken to address and support hospital 
discharges into community settings. Since the report was received the Department of Health and Social Care have issued 
guidance on discharge into care homes for people who have tested positive for Covid-19 which should reduce delayed transfers 
of care to these settings.   

 The Research and Evidence Annual Report for 2019/20 was received by the committee, providing assurances on how the CCG is 
supporting, promoting and commissioning research and the plans and priorities for 20/21.  

 The Committee received and approved the draft terms of reference to support the merger of the South Tyneside and Sunderland 
Quality committees. These will now be shared with the CCGs Governing Body members for final approval. A separate meeting 
has taken place to merge the 2 cycles of business in readiness for an inaugural meeting in April.        

  
 

  
     
 
 
      

Ockendon Report 

 In the summer of 2017, bereaved families raised concerns 
regarding babies and mothers potentially having suffered 
significant harm or death whilst receiving maternity care at The 
Shrewsbury and Telford Hospital NHS Trust (SATHFT). The 
former Secretary of State for Health and Social Care, Jeremy 
Hunt, instructed NHS Improvement to commission an independent 
review assessing the quality of investigations relating to new-born, 
infant and maternal harm at SaTHFT. 

 On the 10th December the first of 2 reports was published.  This 
first report, known as the Ockendon report, follows the review of 
250 cases. A number of areas of concern were identified that were 
deemed to require urgent implementation to improve the safety of 
maternity services not only at The Shrewsbury and Telford 
Hospital NHS Trust but across maternity services in England to 
ensure the delivery of safe and effective maternity care.    

 In response, every Trust providing maternity services had to 
assess compliance against 12 urgent clinical priority actions and 
return their position to NHSE/I by the 18th December 2020.  

 These actions centred around enhanced safety, listening to 
women and their families, training, complex pregnancies, risk 
assessment, fetal wellbeing and informed consent.         

 STSFT completed the return and reported compliance against all 
12 priority actions, further discussion will take place at the quality 
review group in April.  

 In association Trust Boards are required to confirm they have a 
plan in place that meets the Birthrate Plus (BR+) standard by 31 
January 2021, and confirm timescales for implementation. 

 Trusts are also required to complete an assurance assessment 
tool and share this with the maternity system and Region by 15 
February 2021.  
 

 

   Learning Disability Mortality Review (LeDeR)  

  On 12 November 2020 the University of Bristol published 
 a report into the deaths of 206 people with a learning 
 disability from the start of the COVID-19 pandemic.  

  Although the report highlights some good practice in the  
 care of people with a learning disability it also highlighted  
 concerns about the care that some people received.  

  In response to the report, the national LeDeR programme   
 released the publication ‘Action from learning: deaths of 
 people with a learning disability from COVID-19 , which  
 provides an outline of the actions being taken across the  
 system to ensure people with a learning disability who 
 get Covid 19 receive better treatment and care.  

  These actions include areas such as implementing the 
 ‘Enhanced Health in Care Homes’ service requirements,  
 roll out of COVID-19 virtual wards, appropriate use of  
 DNACPR guidelines and implementation of grab and go  
 hospital passports.  

  The CCG is committed to working collaboratively across 
 the health  system to improve the quality of care for those 
 with a learning disability and/or autism and ensure the  
 actions outlined in the report are being delivered  
 effectively.   

  Alongside the CCGs Clinical Director for Mental Health  
 and Learning Disability, identified colleagues in the joint  
commissioning team are working to ensure implementation 
 of the actions  in collaboration with social care colleagues  
and key  stakeholders. 

  The Learning Disabilities Strategic Alliance maintains  
 oversight of the LeDeR agenda.   
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Safeguarding 

 The Safeguarding Children 
and Adults Partnership 
(STSCAP) have appointed 
an independent scrutineer 
and progress with the 
themed practice priority of 
the impact of alcohol on 
domestic abuse.  

 Partnership safeguarding 
activity surrounding 
Safeguarding Adult Reviews 
(SAR) remains increased 
and the Child Safeguarding 
Practice Review (CSPR) 
has been signed off and is 
due for publication.  

 Domestic Homicide Review 
(DHR) activity remains 
increased with two active 
primary care Individual 
Management Reviews 
(IMR) in progress and 
another placed on hold by 
the Community Safety 
Partnership (CSP).  

 South Tyneside and 
Sunderland Foundation 
Trust have handed over 
primary care Multi Agency 
Risk Assessment 
Conference (MARAC) 
activity to the CCG.  

 Babies cry, you can cope 
(ICON) is a new initiative 
being introduced in South 
Tyneside and across the 
wider Integrated Care 
Partnership (ICP). This is 
also being discussed with 
the STSCAP to potentially 
be rolled out with other 
partners such as social 
workers.  

 The STSCAP have 
considered a small number 
of cases for further CSPR’s. 
The decision has been 
made to commence a local 
learning review on a case 
involving physical injury to 
an infant under one year 
old.  

 
 
 

 Infection, Prevention and Control (IPC) 

 NEASFT, on advice of their infection control leads have opted to maintain a 2 metre requirement for transportation of patients.   

 STSFT have successfully recruited to the CCG commissioned Band 7 and Band 6 IPC roles, each candidate is required to work 2 
months’ notice and are expected to commence in post in March 2021.  

 In total between April and December the existing IPC nurse resource have undertaken over 125 face to face visits across the care 
homes sector in South Tyneside, delivering education and training and offering outbreak support. Key themes have related to 
inappropriate use of personal protective equipment (PPE), cleaning of high touch points, hand hygiene, complex patients and 
donning and doffing of PPE.           

 A number of outbreaks have been reported across commissioned services in South Tyneside. All probable and definite hospital 
acquired Covid-19 cases are reported as incidents and a Root Cause Analysis completed. Where there is an outbreak the STSFT 
conducts an outbreak meeting, chaired by the Director for Infection, Prevention and Control (DIPC) or lead Microbiologist. All 
deaths from Covid-19 have a stage 1 and stage 2 mortality review undertaken by a clinician independent from the care provided.        

 NHSEs Regional Head of Infection Prevention and Control is also providing support and advice to Providers and recently attended 
STSFT to offer advice regarding the increase in outbreaks at the South Tyneside General Hospital site, and importantly to share 
learning from other provider Trust’s. Examples of strong ward leadership were seen and good compliance with staff use of face 
mask and eye protection.  Improvements were recommended around screening and ventilation in clinical areas and the Trust are 
looking to identify further clinical space.   

 In response to non-concordance from visitors the Trust reduced non-essential traffic on site and the number of entrances, 
temperature checks were offered and clear communications were issued highlighting the importance of compliance with social 
distancing, PPE and a reminder that the Trust offered a zero tolerance policy towards abuse of its staff.       

  



Performance Report 

Matt Brown 

Executive Director of Operations 

28th January 2021 
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Finance Report Month 09 (December) 2020/21 
 

 
1. Reason for the Report 

The purpose of this document is to;  
 

 Report on the revised financial framework for October 2020 through to March 2021 
and, local distribution of funding and planning submission. 
 

 Report on the year to date financial position and highlight emerging risks. 
  
2. Revised Financial Framework M7-M12 
 

The financial framework for M7-12 differs from that being followed in M1-6, in that the 
CCG has received allocations for the rest of the year and a set COVID-19 allocation 
rather than having to claim for Covid-19 costs retrospectively. 
 

3. Covid-19 Vaccinations 
 
NHSE have issued a claim form for PCN’s to complete in order to reclaim costs 
incurred.  This is to be completed by the PCN and reviewed and signed off by the 
CCG for submission to NHSE.  NHSE will be making the final decision re 
reimbursement and will make the payments direct to the PCN.  

 
4. Performance 

 
Below is a summary of the overall position as reported nationally. 
 
This report provides a more detailed breakdown by service area, including running 
costs.  
 
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 – Details of current COVID-19 costs and commitments 
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Annual 

budget 

£'000

 Forecast 

Outturn 

£'000

Forecast 

Variance 

(Under)/ 

Overspend 

£'000 RAG 

rated

Final 

outturn 

position 

Month 7 

20/21 £'000 Movement £'000

TOTAL ACUTE 148,590 148,496 (94) (48) (46)

TOTAL MENTAL HEALTH 35,870 35,824 (46) (23) (23)

TOTAL COMMUNITY 20,927 20,858 (69) (47) (22)

TOTAL BETTER CARE FUND 4,603 4,603 0 0 0

TOTAL CONTINUING CARE 26,016 27,647 1,630 2,354 (723)

TOTAL PRIMARY CARE 34,702 34,264 (438) (14) (424)

TOTAL DELEGATED COMMISSIONING 23,245 23,245 0 108 (108)

TOTAL OTHER CORPORATE 5,824 7,459 1,635 1,592 43

TOTAL RESERVES 5,124 3,876 (1,247) (1,325) 78

TOTAL RUNNING COST 2,923 2,923 0 0 0
TOTAL (SURPLUS) / DEFICIT IN-YEAR 307,824 309,195 1,371 2,596 (1,225)

CUMULATIVE SURPLUS 1,846 0 (1,846) (1,846) 0
TOTAL (SURPLUS) / DEFICIT HISTORIC 309,670 309,195 (475) 750 (1,225)

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

FORECAST POSITION AS AT 30th NOVEMBER 2020

 
 

 In order for the ICP to achieve a balanced position at the end of the year the CCG 
needs to achieve a surplus of £2m.  The CCG is on track to achieve this. 

 The financial position reported at month 09 is forecasting a deficit of £2,002k. 

 However once the retrospective top up for the hospital discharge scheme have been 
received the CCG will achieve the £2m surplus. 

 The CCG has been reimbursed for all Covid related costs incurred for the first six 
months of the year.  The only reimbursement outstanding is £2,093k in relation to 
month 7, 8 and 9 hospital discharge costs.  The forecast position this month also 
includes £2,052k in relation to the hospital discharge costs for Jan 21 to Mar 21. 

 As per the guidance the main acute and mental health contracts are being paid as a 
block contract and this has been extended until March 2021.  Whereas in the first 6 
months the CCG was unable to flex these blocks, we are now able to make any 
amendments that are required. 

 Prescribing numbers continue to fluctuate and over the past few months we have seen 
reductions in spend.  It is not clear if this trend will continue over the last part of the 
year or not.   

 CHC assessments were restarted in September, with the hospital discharge scheme 
funding up to 6 weeks of care for patients since 1st September whilst the assessment 
and packages are being sorted.  It is not clear if CHC assessments will be stopped 
again during the current lockdown/Covid vaccination process.  This may result in 
further underspends against CHC.   

 During this period the CCG has not been able to undertake QIPP work.  
 

 
5. COVID-19 Costs 
 

The CCG has been reporting to NHSE the costs incurred each month since March 20. 
 
For 19/20 all costs incurred where reimbursed via a non recurrent allocation, with a nil 
impact on the CCGs bottom line. 
 
For 20/21 the CCG is reporting the costs to NHSE for cost reporting and not 
reimbursement, as part of its monthly reporting.  Under the financial regime in place 
for M1-6 actual costs have been monitored by NHSE and retrospective allocation 
adjustments have been made each month. 
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As at the end of month 8 retrospective allocation adjustments of £4,945k have been 
received to cover costs incurred. 
 
The CCG is waiting for reimbursement of costs incurred in month 7, 8 and 9 for the 
hospital discharge programme.  NHSE have indicated these will be received in month 
10. 
 
As part of the month 7-12 planning process the CCG received £573k to cover COVID 
related costs incurred in the period. 
 
The only costs which the CCG can claim for retrospectively at present this includes 
the following schemes: 

 

 Hospital Discharge Programme 

 Nightingale Incremental  

 Flu Vaccine (additional venues & cold chain only) 

 Asylum seekers contingency service. 
 
6. Financial Risks 

 
The key financial risks that have not been included in the forecasts are: 
 

 Wave 2 Covid impact – there is a risk that the increasing prevalence of Covid 
and associated costs are more extensive than has been allowed for in the ICP 
forecasts or when funding allocations were set centrally.  NHSE/I have 
indicated a break-glass clause that would be triggered if a wave 2 impact is 
greater than expected but no further detail on this clause has been shared with 
CCGs at this time.  

 Elective Incentive Scheme – the detail of the national incentive (and penalty) 
scheme to encourage provider trusts to deliver additional activity has not been 
published and NHSE/I has advised that estimates are not to be included within 
financial plans at this time.   

 Hospital Discharge Scheme - costs may exceed indicative allocations. The 
hospital discharge schemes are the only material element of the regime that will 
continue with retrospective claims however there is a risk that local solutions 
and costs required may go beyond what can be claimed per published 
indicative CCG allocations. 

 Non NHS Income – NHSE/I may not be able to release additional funding to 
address this issue; if so the ICP will need to consider how to close the 
remaining gap.  Work on this is underway and if necessary a proposal to 
address this will be developed at an ICP level and brought to Governing Bodies 
for approval. 

 
The ICP member organisations are meeting monthly to monitor the financial position of 
the ICP. 
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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 and Sunderland NHS Foundation Trust 115,441 115,441 (0)

New castle Upon Tyne Hospitals NHS Foundation Trust 14,951 14,951 (0)

Gateshead Health NHS Foundation Trust 10,133 10,133 (0)

County Durham & Darlington NHS Foundation Trust 1,283 1,283 0

Northumbria Healthcare NHS Foundation Trust 567 551 (16)

North East Ambulance Service NHS Foundation Trust 4,923 4,923 0

South Tees NHS Foundation Trust 0 0 0

Spire Healthcare 408 0 (408)

Tyneside Surgical Services 189 103 (87)

Other Acute Providers 340 379 39

Readmissions 0 0 0

Clinical Assessment and Treatment Centres 42 41 (2)

Winter Pressures 295 375 81

Non Contract Activity 18 (41) (59)

TOTAL ACUTE 148,590 148,138 (453)

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 24,377 24,343 (34)

South Tyneside and Sunderland NHS Foundation Trust - Mental Health4,327 4,327 0

S117 5,455 5,345 (109)

Other Providers / NCAs 1,814 1,878 64

TOTAL MENTAL HEALTH 35,973 35,894 (79)

COMMUNITY SERVICES

Annual 

budget 

£'000

 Forecast 

Outturn 

£'000

Forecast 

Variance 

(Under)/ 

Overspend 

£'000 RAG 

rated

Forecast 

Trend Links to risk register

South Tyneside and Sunderland NHS Foundation Trust - Community16,047 16,082 34

Equipment Store 751 773 22

New castle Upon Tyne Hospitals NHS Foundation Trust - Community 0 0 0

AQP - South Tyneside and Sunderland NHS Foundation Trust 0 0 0

AQP - Other 636 596 (40)

MSK - Connect Physical Health 1,215 1,298 84

Miscellaneous Commissioning 2,278 2,222 (56)

TOTAL COMMUNITY 20,927 20,970 43

INCOME & EXPENDITURE REPORT FOR COMMISSIONED SERVICES  - SOUTH 

TYNESIDE CCG  - FORECAST POSITION AS AT 31st DECEMBER 2020

      1325 Over performance 

on acute contracts – 

monitored monthly at 

Executive Committee and 

bi-monthly at Governing 

Body.  As per NHSE 

guidnace all contracts are 

on block.

• 1595 LD pooled budget, 

risk/gain share agreement 

with South Tyneside 

Council around LD 

expenditure for 20/21, 

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 and Sunderland NHS Foundation Trust - BCF 0 0 0

South Tyneside Council 4,603 4,603 0

Reserve 0 0 0

TOTAL BETTER CARE FUND 4,603 4,603 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 180 225 46

Children 2,712 2,724 12

Continuing Healthcare Assessment and Support 985 1,041 56

Funded Nursing Care 730 666 (64)

Personal Health Budgets 0 0 0

Adult Fully Funded - Mainstream Packages 20,371 24,233 3,861

Adult Fully Funded - Fast Track and Direct Payments 1,039 1,379 341

TOTAL CONTINUING CARE 26,016 30,269 4,252

PRIMARY CARE  

Annual 

budget 

£'000

 Forecast 

Outturn 

£'000

Forecast 

Variance 

(Under)/ 

Overspend 

£'000 RAG 

rated

Forecast 

Trend Links to risk register

Out of Hours 547 523 (24)

Local Enhanced Services 479 342 (137)

Medicines Managements - Clinical 361 359 (2)

Oxygen 553 528 (25)

Commissioning Schemes 1,363 1,169 (194)

Primary Care IT 433 444 10

GP Forw ard View 1,308 1,308 0   

Primary Care Investments 121 238 117

Cost of Drugs - Prescribing 450 568 118

Prescribing 29,098 28,789 (309)

1327 Prescribing budget 

insufficient - monitored 

monthly at Executive 

Committee, Medicines 

Group and bi-monthly at 

Governing Body.

TOTAL PRIMARY CARE 34,714 34,269 (445)

 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 • 2274 

impact of covid 19 

discharge guidance

1326 Risk of overspend on 

BCF or failure to deliver 

NEL activity reductions – 

majority of BCF schemes 

are funded on block and 

clear risk share in place 

within S75 agreement with 

Council regarding operation 

of the pooled budget.  BCF 

activity performance 

monitored at COG, and 

Integration Board
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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 13,810 13,810 (0)

General Practice - PMS 1,744 1,744 (0)

General Practice - APMS 705 705 0

QOF 2,559 2,443 (116)

Enhanced Services 497 461 (36)

Premises Cost Reimbursement 1,572 1,703 131

Other Premises Cost 0 0 0

Dispensing/Prescribing Drs 126 90 (36)

Other GP Services 444 257 (186)

Primary Care Netw orks 1,587 1,587 (0)

Indemnity 102 104 2

CQC fees 0 0 0

Reserves 99 340 241

0.5% Headroom 0 0 0

PRIMARY CARE  DELEGATED CO-

COMMISSIONING 23,245 23,245 0

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 - NHS 111 0 0 0

Exceptions and Prior Approvals 470 477 8

Interpreting Services 162 48 (114)

NHS Property Services 1,026 2,550 1,524

Safeguarding 427 356 (71)

Quality Premium 0 0 0

Programme Projects - Staff Costs 225 282 57

Other Miscellaneous 3,516 3,743 227

TOTAL OTHER CORPORATE 5,824 7,455 1,631

RESERVES

Annual 

budget 

£'000

 Forecast 

Outturn 

£'000

Forecast 

Variance 

(Under)/ 

Overspend 

£'000 RAG 

rated

Forecast 

Trend Links to risk register

Commissioning Reserve 5,099 3,970 (1,129)

Non Recurrent Reserve 0 0 0

Non Recurrent Programmes 159 187 27

TOTAL RESERVES 5,259 4,157 (1,102)

TOTAL (SURPLUS) / DEFICIT IN-YEAR 305,151 308,998 3,848

CUMULATIVE SURPLUS 1,846 0 (1,846)

TOTAL (SURPLUS) / DEFICIT HISTORIC 306,997 308,998 2,002

· 1873 QIPP initiatives fail 

to achieve the necessary 

savings creating financial 

pressure.  
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RUNNING COSTS 
 

WTE Budget WTE Actual 

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 0.00 0.00 47 44 (3) 62 63 1

Administration & Business Support 4.07 4.07 858 844 (14) 1,144 1,126 (17)

CEO / Board Office 2.93 2.93 317 337 19 422 447 25

Chair & Non Execs 5.00 5.00 88 89 1 118 118 1

Clinical Support 1.79 1.87 223 226 4 295 305 10

Commissioning 6.47 5.88 316 313 (3) 421 413 (8)

Education and Training 0.00 0.00 0 0 0 0 0 0

Estates and Facilities 0.00 0.00 133 133 0 177 177 0

Finance 1.80 1.80 122 124 2 162 166 4

General Reserve - Admin 0.00 0.00 36 49 13 48 59 12

IM&T 0.00 0.00 0 0 0 0 0 0

Procurement 0.00 0.00 0 0 0 0 0 0

Quality Assurance 0.80 0.50 56 37 (19) 75 48 (26)

TOTAL (SURPLUS) / DEFICIT 22.86 22.05 2,195 2,195 0 2,923 2,923 0

INCOME & EXPENDITURE REPORT FOR RUNNING COSTS  - SOUTH TYNESIDE CCG  - YTD & FORECAST POSITION AS AT 31st DECEMBER 2020

 
 
 

7. Recommendation 
 

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

Kate Hudson 
Chief Finance Officer  
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APPENDIX 1 
 
 

Dec-20 Nov-20 Movement

£000's £000's £000's

Non Current Assets Property, plant and equipment 0 0 0

Intangible Assets 0 0 0

Other Financial Assets 0 0 0

Total Non Current Assets 0 0 0

Current Assets Trade and other Receivables 332 114 219

Prepayments & Accrued Income 17,619 17,431 188

Cash and cash equivalents 27 764 (737)

Total Current Assets 17,979 18,308 (330)

Total Assets 17,979 18,308 (330)

Current Liabilities Trade and other payables (3,126) (4,036) 910

Accruals (26,810) (25,737) (1,074)

Other liabilities 0 0 0

Provisions 0 0 0

Borrowings 0 0 0

Total Current Liabilities (29,936) (29,773) (164)

Non-Current Assets plus/less Net Current Assets/Liabilities (11,957) (11,464) (493)

Non-Current liabilities Other liabilities 0 0 0

Provisions 0 0 0

Borrowings 0 0 0

Total Non-Current Liabilities 0 0 0

TOTAL ASSETS EMPLOYED (11,957) (11,464) (493)

Financed by Taxpayers Equity 0

0

Capital & Reserves General Fund (11,957) (11,464) (493)

Revaluation Reserve 0 0 0

Other reserves 0 0 0

TOTAL TAXPAYERS EQUITY (11,957) (11,464) (493)

STATEMENT OF FINANCIAL POSITION - SOUTH TYNESIDE CCG
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APPENDIX 2 

CCG Allocation Recurrent Non Recurrent Total

£000's £000's £000's

Confirmed Allocations: 

Published Allocations -Final allocation after place-based pace of change 273,196 273,196

Published Allocations - Other funding after pace of change 984 984

Published Delegated Allocations - Final allocation after place-based pace of change 24,049 24,049

Reduction for central indemnity scheme (691) (691)

IR PELs transfer 425 425

NHS Property Services Voids & Subs 698 698

CCG core services additional funding from 2020/21 to 2023/24 197 197

Transfer 8 months Programme Allocation to central reserve (183,667) (183,667)

Prospective 4 months Programme Non-Recurent Adjustment 126 126

Transfer 8 months delegated allocation to central reserve (15,572) (15,572)

Prospective 4 months delegated Non-Recurent Adjustment (281) (281)

Month 3 retrospective funding adjustment 790 790

Month 4 retrospective top up funding adjustment COVID 932 932

Month 4 retrospective top up funding adjustment NON COVID 859 859

Transfer 2 months Programme allocation from central reserve 45,917 45,917

Prospective 2 months Programme Non-recurrent Adjustment 63 63

Transfer 2 months delegated allocation from central reserve 3,893 3,893

Prospective 2 months delegated Non-recurrent Adjustment (141) (141)

Month 4 Retro Top-up Allocation signed off COVID 875 875

Month 4 Retro Top-up Allocation signed off Non COVID (704) (704)

Month 5 Retro Top-up Allocation signed off Non-COVID (35) (35)

Month 5 Retro Top-up Allocation signed off COVID 729 729

CCG NR Adjustments to Model Breakeven 726 726

CYPMH Green Paper 724 724

Transfer 6 months delegated allocation from central reserve 11,679 11,679

Transfer 6 months Programme allocation from central reserve 137,746 137,746

STP Plan Transfer - System Covid distribution  to other CCGs 573 573

 Learning Disabilities Mortality Review Programme (LeDeR)  -In Addition to STP 

Confirmed Envelopes (Conditional SDF) 7 7

Digital Primary Care (DPCT1-20/21-15-NENC-7) 108 108

Adjustment to Month 7-12 Baseline for error in Envelope calucations - queries to 

neillester@nhs.net 3 3

Flash Glucose Offer to Patients with Learning Disability 5 5

Enhanced Occupational Health & Wellbeing Pilots 575 575

Impact and Investment Fund 68 68

Care Homes Premium 58 58

Increase in practice funding 28 28

RETRO Non-COVID for month 06 268 268

RETRO COVID for month 06 1,619 1,619

Supporting General Practice - Additional £150m 415 415

GPFV Allocations for 2021 net of allocation defunds 90 90

ICS Diabetes 2021. Reduced by 1920 SDF defund 42 42

Mental Health SDF - CYP Funding 2020/21 10 10

LD Transformation Funding 2020/21 85 85

Leder Funding 2020/21 8 8

Ageing Well - EHCH training and development funding 5 5

Clinical Leads  Oximetry @Home 10 10

Total NHS England Confirmed Programme Allocation 2020-21 298,858 8,636 307,494

0

Published Allocations - Running Costs 2,912 2,912

Transfer 8 months Running Costs allocation to central reserve (1,941) (1,941)

Prospective 4 months running costs Non-Recurent Adjustment (47) (47)

Transfer 2 months Running Costs allocation from central reserve 485 485

Prospective 2 months running costs Non-recurrent Adjustment (24) (24)

Transfer 6 months Running Costs allocation from central reserve 1,456 1,456

Total NHS England Running Costs Allocation 2020-21 4,368 (1,527) 2,841

Total Allocations 2020-21 303,226 7,109 310,335

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 2,253 53,227

Total Non-NHS Trade Invoices Paid Within 30 Day Target 2,244 53,209

Percentage of Non-NHS Trade Invoices Paid Within 30 Day Target 99.60% 99.97%

NHS 

Total NHS Trade Invoices Paid in the Year 496 166,256

Total NHS Trade Invoices Paid Within 30 Day Target 492 166,194

Percentage of NHS Trade Invoices Paid Within 30 Day Target 99.19% 99.96%

BETTER PAYMENT PRACTICE CODE - SOUTH TYNESIDE CCG 

FOR THE NINE MONTHS TO 31 DECEMBER 2020

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 



Page | 12 

 

 
 
 
 
 

APPENDIX 4 
 
 
 
 
 
 

Description of Spend

19/20 

COVID-19 

£'000

20/21 

COVID-19 

M1-M6  

£'000

20/21 

COVID-19 

M7-M12  

£'000

20/21 

COVID-19 

FOT £'000

0.50p per patient to each GP Practice to use as an incidental fund 79 79 0 79

Electronic system to enable sharing of staff between practices 12 0 0 0

Hospital Discharge Programme 128 4,106 4,145 8,251

Increase in Clinical Editors sessions of 3 sessions per week 0 26 0 26

Red Hub Costs 0 103 41 144

Green Hub Costs 0 15 6 21

Home from Hospital 0 11 0 11

Haven Court - Additonal Beds 0 282 0 282

Additional Staffing hours 0 10 0 10

Overtime re Incident Room 0 2 0 2

Cancer Referrals/Screening Campagin 0 2 0 2

GP Easter Weekend Opening 0 125 0 125

GP May Bank Holiday Opening 0 47 0 47

Support into Care Homes 0 98 0 98

Home Oxygen - BOC 0 10 0 10

Webcams + Headsets 0 4 0 4

Virtual Ward 0 2 0 2

COVID Laptops - Support and Maintenance 0 3 3 7

Overnight On Call Pharmacist 0 20 0 20

Infection Control 0 0 21 21

SATS Squad 0 1 25 26

Balance of M7-M12 Covid Allocation 0 0 476 476

TOTAL 219 4,945 4,718 9,663

NHSE Allocation (219) (4,945) (573) (5,518)

TOTAL 0 0 4,145 4,145

COVID-19 costs and commitments
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South Tyneside CCG & Sunderland CCG Executive Committees in Common 

Minutes of the meeting held at 09:00 a.m., Tuesday 3 November 2020 
 
Present:  Neil O’Brien, Chair  

Ann Fox, Executive Director of Nursing, Quality and Safety, SCCG  
David Chandler, Deputy CO/CFO, SCCG  
David Julien, Clinical Director, STCCG  
Ian Pattison, Clinical Chair, SCCG  
Jeanette Scott, Exec Director of Nursing, Quality & Safety, STCCG  
Jennifer Hunter, Clinical Director, STCCG  
Jim Gordon, Clinical Director, STCCG  
Joanne Hilton, Strategic Practice Nurse, SCCG  
Karthik Gellia, Executive GP, SCCG  
Kate Hudson, Chief Finance Officer/Chief Officer, STCCG  
Matt Brown, Executive Director of Operations, STCCG 
Matthew Walmsley, Chair STCCG  
Nousha Ali, Clinical Director, STCCG  
Raj Bethapudi, Executive GP, SCCG  
Saira Malik, Executive GP, SCCG  

    Tracey Lucas, Executive GP, SCCG  
 

In attendance: Clare Nesbit, Director of People & Primary Care, SCCG 
Deb Cornell, Head of Corporate Affairs, SCCG  
Joe Jasperse, PH Specialty Registrar, ST Council 
Kath Bailey, Public Health, Sunderland City Council  
Scott Watson, Director of Contracting & Informatics, SCCG  
Sue Ross, Interim Corporate Director Children Adults and Health  
Tom Hall, Director of Public Health, ST Council  

    Joanne Leadbitter (minutes) 
   
2020/55 Welcome and Introduction 
  
 Neil O’Brien welcomed colleagues to the meeting. 
 
 
2020/56 Apologies for Absence 
  

There were no apologies for absence received.  
 
 

2020/57 Declarations of Interest 
   
 There were no declarations of interest. 
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2020/58 Notification of items of any other business 
 
One item of any other business was noted:  Mental Health Conveyancing 
Market Engagement Report. 

 
 
2020/59 Minutes of the previous meeting held on 6 October 2020 

 
The minutes of the meeting held on 6 October 2020 were agreed as an 
accurate record. 

  
 
2020/60 Action Log 
  

2020/37 LTC Strategy Year of Care, this item was complete therefore 
removed from the action log. 
 
2020/38 CCG assurance rating position, this item was complete and 
therefore removed from the action log. 
 
Item 2020/44 QPS/IPC/Safeguarding MOU, this item was complete and 
therefore removed from the action log.  The final document would be shared 
with colleagues for information. 
 
Item 2020/53 cervical screening reporting this action was complete and 
therefore removed from the action log. 
 
 

2020/61 STCCG Finance Report 
 
Kate Hudson provided the STCCG finance report and highlighted the key 
points. 
 
The temporary financial arrangements remained in place and the CCG had 
received allocations for months 1-6.  NHSE would be making retrospective 
allocations each month, with the intention that the CCG would then be in an 
overall breakeven position after the adjustments. 
 
The ICP and ICP organisations submitted financial plans to the local NHSE/ 
on 15 October for collation and onward submission of an overall ICS financial 
Plan.  The submitted ICP financial plan included a request for £9m of 
additional funding from NHSE/I in order to allow the ICP to deliver break-
even against the overall funding allocation.   
 
It was noted that in order to support the Central ICP, South Tyneside CCG 
will deliver £2m surplus for 2020. 
 
The financial position at month 06 is forecasting a deficit of £1,887k at the 
end of September 2020.  The deficit relates to forecast spend on Covid-19 
£1,619k, prescribing £286k, primary care delegated £20k and the allocation 
defund £12k for running costs.  There is underspend of £52k against CHC. 
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The Executive Committees in Common RECEIVED the report and NOTED 
the forecast financial position and associated risks. 
 
 

2020/62 STCCG Discharge to Recover Pathway Operating Guidance 
 
Matt Brown provided an overview of the new South Tyneside Discharge to 
Recovery Pathway Operating Guidance. 
 
The guidance sets out local operational arrangements in South Tyneside and 
was developed collaboratively with Alliance partners and operational teams 
in alignment to national requirements. 
 
Implementation of the new guidance will help mitigate against shortage of 
acute beds, delayed discharges and further deterioration of inpatients and 
reduced personal potential for reablement. 
 
The question was raised as to whether the same was being undertaken in 
Sunderland and it was confirmed that ATB were pulling information together 
information.  This guidance had been shared as a good example shared as a 
good example to use. 
 
It was highlighted that there was a raft of work taking place and a 
standardised discharge to assess process had been established during the 
first wave of Covid-19 in Sunderland which was multidisciplinary and had a 
positive impact.  The work had been well established through the Operational 
Recovery Group within Sunderland, led by ATB Programme 4 and would be 
undergoing further reform.  
 
It was noted that the processes are very similar in the two organisations but 
presented in different ways and it was suggested that joining up of processes 
would be a positive approach going forward. 
 
The Executive Committees in Common RECEIVED the report and NOTED 
the progress made to embed the new requirements in South Tyneside. 
 
 

2020/63 Sunderland Finance Report 
 
David Chandler presented the SCCG Finance Report and highlighted the key 
points. 
 
In total for months 1 to 6 the CCG had already received top up allocations of 
£7,992k in relation to COVID expenditure, and £5,120k in relation to non 
COVID expenditure (in total £13,112k).  In line with the revised financial 
regime guidance the expectation was that the CCG would receive additional 
allocations of £1,518k to enable a breakeven position to be achieved for 
months 1-6. 
 
Sunderland CCG reported a £2m financial gap against the breakeven target 
for months 7-12. 
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Prescribing remains one of the most volatile areas of spend within the CCG, 
even more so during the Covid-19 pandemic and is forecasting overspend of 
£1,563k.  Within the ATB, the Prescribing Budget Oversight Group is 
undertaking urgent work to better understand the factors driving overspend, 
and to identify mitigation actions to reduce the levels of overspend. This is an 
area of high concern and focus for the ATB and it has recently been decided 
to expand the existing group to add additional skills and experience. 
 
Within 2020/21 the CCG is exposed to a number of financial risks which will 
need to be mitigated.  These are currently being considered as part of work 
to determine the underlying financial position of the CCG as part of the 
recovery planning work. 
 
A question was raised around the break glass clause and whether there was 
any further information available on this.  It was noted that this is likely to be 
looked at nationally rather than locally and there was no further information at 
the moment. 
 
The Executive Committees in Common NOTED the update in relation to the 
CCG financial regime for the 2020/21 financial year, NOTED the financial 
position of the CCG as at 30 September 2020; NOTED the financial forecast 
position for the period 1 October 2020 to 31 March 2021; NOTED the 
financial risks in relation to the financial regime; NOTED the update with 
regard to the delivery of the CCGs productivity plan for 2020/21.  
 
 

2020/64 Clinical Support Pathways 
 
Claire Bradford presented the Clinical Support Information Pathways Report 
which detailed 20 pathways, previously reviewed by the Sunderland GP 
Alliance Clinical Reference Group, which required final ratification by the 
Executive Committees in Common. 
 
The comment was made that perhaps the Executive Committees in Common 
may not be the appropriate place for ratification and was felt to be an 
unnecessary step. 
 
Action:  DCo to review the governance arrangements and streamline 
accordingly 
 

 The Executive Committees in Common RATIFIED the pathways; AGREED 
that responsibility should be devolved to other groups who have more time 
and greater knowledge. 

 
 
2020/65 SCCG Complaints Report 
  
 Deb Cornell provided a summary of SCCG’s complaints activity during the 

period 1 July to 30 September 2020. 
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 It was highlighted that the process in relation to the vexatious complainant in 
Sunderland was ongoing and there was a plan in place to bring this to a 
close by the end of the week. 

 
 The Executive Committees in Common RECEIVED the report for assurance 

purposes. 
 
 
2020/66 Joint Performance Report 
  
 Scott Watson provided a presentation on performance and a summary of the 

key points is detailed below:- 
 

• Performance risks remain in a number of NHS Constitution areas as a result 
of the COVID-19 pandemic although some areas are beginning to improve 

• Planned care activity is increasing each month which is impacting positively 
on performance in RTT and diagnostics 

• Capacity within all settings remains restricted with acute capacity highly 
impacted by infection prevention and control measures  

• Increased C19 activity poses significant risk to Phase 3 recovery planning 
assumptions and plans 

• Deterioration in A&E four hour wait performance 

• Pressure areas across the ICP include breast services, dermatology, 
radiology, endoscopy, orthopaedics and head and neck specialties 

• National I.S. contract will end 31 December 2020 and will be replaced by a 
Local Waiting List Reduction Framework for CCGs/Systems to commission 
with I.S. providers 

• Current utilisation lower than anticipated so additional work being carried out 
to increase utilisation 

• Mental health referrals back to pre-C19 levels in most areas, particularly in 
CAMHS and CYPS 

• Cancer performance consistent with previous month, particular pressures in 
breast services 

 
It was highlighted that there had been a noticeable decrease in attendances 
over the last week at both sites and for both types. 
 
Feedback was provided following a call with Richard Barker.  There is an 
acknowledgement that there will be elective cancellations.  The ask is that 
this is done in a planned and co-ordinated way, that mutual aid is fully used, 
and initially within ICPs FTs should be looking to their nearest neighbour and 
escalating up to the ICS for mutual aid in order to protect the elective 
programmes. 

  
 Discussion took place on the breast services performance and what action 

was being taken to improve in this area.  It was noted that a paper had been 
received by the ICS Management Group recently where it had been accepted 
that the hub and spoke model should be accelerated to ensure consistency 
of performance across the patch.  
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 The Executive Committees in Common NOTED the position and progress 
against each indicator in the NHS Single Oversight Framework; NOTED the 
impact on the NHS Constitution and national requirements as a result of the 
C19 pandemic. 

 
 
2020/67 Joint Phase 2 Recovery Assurance Report 
 
 Matt Brown presented the Joint Phase Three Recovery Assurance report 

which provided an overview of the status of the national priority actions 
described in the phase three planning letter. 

 
 The report included a presentation which provided an overview of progress 

against delivery of the requirements identified within the guidance. 
 
 It was noted that South Tyneside and Sunderland CCGs continue to forecast 

compliance against the Mental Health Investment Standard. 
 
 A new waiting list reduction framework would be implemented in January 

2021, which would allow CCGs to commission capacity.  A working group 
had been established in the Central ICP to work collaboratively to 
commission the capacity required. 

 
 The Executive Committees in Common NOTED the assurance regarding 

recovery and delivery of the phase three national requirements; NOTED the 
full review of the national requirements provided within appendix 1 of the 
report. 

 
 
2020/68 Talk Before You Walk Update 
  
 Scott Watson advised that TBYW went live on 19 October 2020.  It was 

noted that demand for 111 had increased significantly over the last week and 
the cause of this increase was being investigated. 

 
 The Executive Committee in Common NOTED the update.   
 
 
2020/69 Joint Governance Assurance Report 
  
 Deb Cornell provided an overview of governance activity across both South 

Tyneside and Sunderland during the period 1 July to 30 September 2020.  
This was the first joint report for the two CCG and included an overview of 
performance across County Durham, Newcastle Gateshead, 
Northumberland, Sunderland, South Tyneside and Tees Valley CCGs for 
benchmarking as well as a detailed focus on NHS Sunderland CCG and NHS 
South Tyneside CCG. 

 
 The Executive Committees in Common RECEIVED the report for assurance 

purposes. 
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2020/70 Joint Cancer Performance Report 
  
 Claire Bradford presented the Joint Cancer Performance Report which 

provided an overview of the cancer waiting times performance of both South 
Tyneside CCG and Sunderland CCG for August 2020.  The report also 
highlighted the areas of underperformance and provided details of the 
mitigating actions. 

 
 There had been a significant amount of development work undertaken across 

the ICP on the streamlining of cancer pathways.  It was acknowledged that 
there would be some significant challenges ahead but progress was being 
made. 

  
 A question was posed as to whether the committee was assured that there 

was a safe and efficient service for patients with suspected cancers and 
whether they were being seen and treated in a timely way. 

 
 It was acknowledged that in Sunderland there were in the past  high rates of 

people presenting and receiving diagnosis as an emergency rather than 
through 2ww referral.  It was felt the service is working as well as it can do, 
but conscious that there were high rates of diagnosis in A&E and that need to 
see how this changes in current pandemic. 

 
 Dr Bethapudi reported that the National Cancer Diagnosis Audit Report had 

recently been received which indicated that, for Sunderland, the average 
number of GP consultations prior to diagnosis a patient goes through is less 
than national figure.  In relation to the emergency presentations, these had 
been reviewed to ascertain whether any had presented to primary care and if 
there had been missed opportunities but this had not been the case. 

 
 The suggestion was made to include both the range and the median times for 

breaches of the CWT. These will be included in the performance report 
where possible.  

 The Executive Committees in Common NOTED the content of the paper, the 
impact of the pandemic and the system wide mitigations in place. It was 
AGREED that the cancer report would in future be quarterly and the cancer 
performance would be included in the monthly performance EIC paper. 

 
 
2020/71 LADB Update 
  
 Matt Brown provided an update on LADB.  There were approximately 130 

Covid in-patients in STSFT as at 2 November 2020.  South Tyneside is 
seeing a plateau in the earlier spread of community infections and early 
hospital admissions. 

 
 In terms of the general pressure across the region it was highlighted that all 

systems were reporting similar pressures, with the QE being in a really 
challenging position. 
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In relation to the designated settings issues, in South Tyneside the two areas 
that were set for discharge of Covid positive patients from hospital had both 
been turned down by the CQC. 

 
 It was noted that LADB was working well across South Tyneside and 

Sunderland and would be aiming to get broader understanding of the issues. 
 
 The up to date position was requested in relation to the primary care 

response and it was confirmed that South Tyneside was reviewing the red 
hub with PCN CDs on a weekly basis; pressure in the system was felt to be 
manageable.  In Sunderland, the hot site in Houghton had been re-opened 
and the Pallion site remained open with 10 appointments daily.  This was 
being monitored on a weekly basis through the clinical leaders group, will be 
kept under review. 

 
 The Executive Committees in Common NOTED the update. 
 
 
2020/72 Governance Emerging Risks 
 
 Matt Brown advised the purpose of this item was to reflect on anything that 

had been identified within the meeting that was not already on the risk 
register, it was agreed that the risk on Covid related cancer should be 
reviewed to ensure it is articulated correctly and the risks/issues in relation to 
designated settings would also be considered.  

 
 There would be a need to keep governance structures under review during 

the second wave. 
 
 
2020/73 SCCG Information Governance Strategy 
  
 Deb Cornell presented the SCCG Information Governance Strategy 2020-23 

which set out the approach to be taken within the CCG to provide a robust 
Information Governance Framework to fulfil its overall objectives. 

 
 The strategy had been updated to reflect current legislative requirements. 
 
 The Executive Committees in Common APPROVED the Information 

Governance Strategy 2020-23 for Sunderland CCG. 
 
 
2020/74 STCCG ABG JCU Update 
  
 Matt Brown provided an update on the transformation programmes supported 

by the South Tyneside Joint Commissioning Unit. 
 
 The Executive Committees in Common RECEIVED the report and NOTED 

progress made since the last report in August 2020. 
 
 
2020/75 Changes to Governance/Involvement Team 
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 Deb Cornell confirmed that the AO and both CO’s had approved the change 

to the governance/involvement teams.  A joint team was now in place for 
both governance and involvement functions across South Tyneside and 
Sunderland CCGs and work would be undertaken to streamline governance 
processes. 

 
 The Executive Committees in Common NOTED the update. 
 
 
2020/76 Any Other Business 
 
  Mental Health Conveyancing Report 
 
  Matt Brown provided an update on the outcomes of the market engagement 

exercise that was completed by North of England Commissioning Support in 
respect of a Mental Health Conveyancing Service.  The outcomes within the 
report would feed into, help shape and inform the Procurement and 
Evaluation Strategy for the commissioning of the service. 

 
A procurement risk register had been established and would continue to be 
maintained for this project.  Covid 19 had delayed this procurement from 
progressing but was now on track.  

 
The Executive Committees in Common NOTED the contents of the report; 
NOTED the perceived risks and barriers; NOTED the concerns raised 
regarding KPI’s; ACKNOWLEDGED the support that may be required by 
potential providers; ACKNOWLEDGED the preferred timescales identified 
for mobilisation, the suggested contract terms and financial information; 
CONSIDERED whether further market engagement would be beneficial to 
address any queries / concerns arising through the RFI responses. 

 
 
2020/77 Public Health Update 
 

Tom Hall provided an update on the Covid pandemic. 
 
The North East remained under a significant amount of pressure in relation to 
Tier 3 however it was recognised that the rates were starting to flatten as a 
region. 
 
As there was a further period of lock down coming into effect there would be 
a whole new raft of measures to be considered.  One of the issues already 
being seen across the North East was around the public starting to 
disengage with the restrictions. 

 
The DPH’s had turned their attention to what would be likely to happen at the 
end of the 4 week lock down and had defined the public health packages to 
be considered and recommended for the route out of the national restrictions. 
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  Kath Bailey updated on the position in Sunderland; the up to date figures 
indicated a slight decrease in the number of cases and the number of 
hospital admissions for Covid were reducing. 

 
 An initial bit of insights work had been completed and the findings had been 

shared with partners on the Health Protection Board; key themes coming out 
of the work were around confusion, messages were constantly changing and 
the public were feeling tired of being told what they can and cannot do. 

 
The same offer of community support was in place as had been in the first 
wave and there would be more comms in regard to this. 
 
The question was raised around testing in care homes and how well this was 
progressing.  It was confirmed that testing in general was going well in 
Sunderland. 
 
The up to date position was requested on blood testing in primary care and 
SW agreed to review and provide an update. 
 
 The Executive Committees in Common NOTED the update. 

 
 
2020/78 Date and Time of Next Meeting 
 
 Tuesday 1 December 2020, 9.00 a.m. to 11.00 a.m. via MS Teams. 
 
 
 
 
Signed:  
 
 
 
Date: 01 December 2020 
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South Tyneside CCG & Sunderland CCG Executive Committees in Common 

Minutes of the meeting held at 09:00 a.m., Tuesday 1 December 2020 
 
Present:  Neil O’Brien, Chair  
   Ann Fox, Executive Director of Nursing, Quality and Safety, SCCG  
   Claire Bradford, Medical Director, SCCG 
   David Chandler, Deputy CO/CFO, SCCG  
   David Julien, Clinical Director, STCCG  
   Eric Harrison, Executive Practice Manager, SCCG 
   Fadi Khalil, Executive GP, SCCG  
   Ian Pattison, Clinical Chair, SCCG  
   Jeanette Scott, Exec Director of Nursing, Quality & Safety, STCCG  
   Joanne Hilton, Strategic Practice Nurse, SCCG  
   Karthik Gellia, Executive GP, SCCG  
   Matt Brown, Executive Director of Operations, STCCG 
   Matthew Walmsley, Chair STCCG  
   Nousha Ali, Clinical Director, STCCG  
   Raj Bethapudi, Executive GP, SCCG  
   Saira Malik, Executive GP, SCCG  
   Tracey Lucas, Executive GP, SCCG  
 
In attendance: Clare Nesbit, Director of People & Primary Care, SCCG 
   Deb Cornell, Head of Corporate Affairs, SCCG  
   Joe Jasperse, PH Specialty Registrar, ST Council 
   Scott Watson, Director of Contracting & Informatics, SCCG  
   Sue Ross, Interim Corporate Director Children Adults and Health  

Kimm Lawson, Head of Integration for Children’s Commissioning, 
SCCG (for item 2.7) 
Ewan Maule, Head of Medicines Optimisation, SCCG (for items 2.5 
and 2.6) 

   Susan Smith, STCCG 
   Joanne Leadbitter (minutes) 
 
   
2020/79 Welcome and Introduction 
  
 Neil O’Brien welcomed colleagues to the meeting. 
 
 
2020/80 Apologies for Absence 
  

Apologies for absence were received from Jennifer Hunter, Kate Hudson, Jim 
Gordon and Vicki Pattinson. 
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2020/81 Declarations of Interest 
 
 There were no declarations of interest received. 
 
 
2020/82 Notification of items of any other business 
 
 There were no items of any other business noted. 
 
 
2020/83 Minutes of the previous meeting held on 3 November 2020 
 

Subject to a minor amendment in relation to attendance, the minutes of the 
meeting from 3 November 2020 were agreed as an accurate record. 

 
 
2020/84 Action Log 

 
Action 2020/37 would be progressed as soon as possible. 
 

 
2020/85 STCCG Finance Report 

 
Susan Smith presented the STCCG finance report and highlighted the key 
points. 
 
The financial framework plans for months 7-12 were submitted in October 
and feedback was awaited from NHSE, still working to ICP level plans for 
STCCG delivering a £2m surplus. 
 
The financial position at month 07 was forecasting a deficit of £750k at the 
end of year.  This was in relation to the M7 Hospital Discharge Scheme, 
which would be reimbursed retrospectively. 
 
The forecast assumed that the M6 deficit of £1,887k would be reimbursed by 
NHSE in M8.  NHSE would be undertaking additional assurance checks 
before reimbursing the M6 costs and STCCG had made a provision in case 
all these costs were not reimbursed. 
 
The ICP member organisations had agreed to collectively manage financial 
risk in order to work together to ensure the delivery of the ICP financial target 
of break-even against the system funding allocation. 
 
South Tyneside CCG Executive Committee RECEIVED the STCCG finance 
report and NOTED the forecast financial position and associated risks. 
 
 

2020/86 STCCG Procurement and Evaluation Strategy MH Conveyancing  
   

Matt Brown provided an update on the proposed procurement and evaluation 
strategy to be used in the procurement of the Mental Health Conveyancing 
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Service, which included analysis from the market engagement exercise 
carried out to help inform the procurement strategy. 

 
South Tyneside CCG Executive Committee APPROVED the procurement 
and evaluation strategy, procurement timetables, financial thresholds, 
contract term and advert for Mental Health Conveyancing Service, 
APPROVED the opening of the tenders by the authorised representative of 
NECS, NOTED the date for the recommended bidder report, NOTED the 
request for minute references for the approvals requested. 
 

 
2020/87 STCCG Public Health Update 

 
This item did not take place as TH was required to attend an urgent meeting. 
 
 

2020/88 SCCG Finance Report 
 
David Chandler presented the SCCG Finance report and highlighted the key 
points. 
 
For months 1 to 6 reporting period operated under a financial regime of 
retrospective allocation top ups for pressures and COVID-19 expenditure 
against revised CCG allocations. 
 
The CCG reported an overspend of £1,518k as at month 6 which consisted 
of a £772k underspend in relation to non COVID expenditure offset by an 
overspend of £2,290k in relation to COVID expenditure.  In line with the 
financial framework it is assumed retrospective allocation adjustments will be 
applied to enable the CCG to report a breakeven position up to month 6.  The 
retrospective allocation adjustments for month 6 have been delayed until the 
month 8 reporting period. 
 
For months 1 to 6 the CCG had received top up allocations of £7,992k in 
relation to COVID expenditure, and £5,120k in relation to non COVID 
expenditure.  In line with the revised financial regime guidance the 
expectation is that the CCG will receive additional allocations of £1,518k to 
enable a breakeven position to be achieved for months 1-6. 
 
The month 7 to 12 NHSEI expenditure plan is based on the revised guidance 
and allocation information received.  The CCG was forecasting a £2,292k 
overspend against allocation, for all areas excluding hospital discharge, after 
the allocation of Central ICP growth funding of £2,100k. This was in line with 
Central ICP plan (and the Sunderland element of) submitted to NHSE/I. 
 
Work was underway to work through the Additional Roles Reimbursement 
Scheme (ARRS) in 2020/21.  Based on current workforce plans from PCNs it 
was expected the current forecast for the CCG in relation to ARRS would be 
fully utilised.  If slippage were to occur the CCG was mandated to reinvest 
any slippage from this scheme into PCNs.   
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Prescribing remains an area of volatility, which may be affected by the 
second UK lockdown in response to the COVID pandemic, and also the 
ending of the UK transition from the EU.  ATB is undertaking extensive work 
in this area to manage this budget as effectively as possible.  It was 
anticipated prescribing expenditure would increase in 2020/21 above the 1% 
expectation included in NHSE/I’s assumptions. 
 
A question was raised as to whether there was a benchmark against 
previous years’ GP expenditure, it was noted that a paper had been 
submitted to a recent PCCC which demonstrated there wasn’t much 
difference year on year.  
 
With regard to drawdowns and surplus, DC confirmed he would be speaking 
with Audrey Pickstock in relation to drawdown for next year.  TL would be 
leading the governing body sub group to ensure there were ideas for 
utilisation of the funding. 
 
Sunderland CCG Executive Committee NOTED the update in relation to the 
CCG financial regime for the 2020/21 financial year; NOTED the financial 
position of the CCG as at 31st October 2020; NOTED the financial risks 
outlined within the report in relation to the financial regime; NOTED the 
update with regard the delivery of the CCGs productivity plan for 2020/21. 
 

 
2020/89 SCCG Over the Counter Position Statement  
  
 Ewan Maule provided an update on the position statement of prescribing 

preparations available to purchase over the counter. 
 
 Following a comprehensive consultation process, NHS England (NHSE) and 

NHS Clinical Commissioners issued guidance on conditions for which over 
the counter (OTC) items should not routinely be prescribed in primary care. 

 
 By reducing spend on treating conditions that are self-limiting or which lend 

themselves to self-care, or on items for which there is little evidence of 
clinical effectiveness, the CCG can invest in other higher priority areas that 
have a greater impact for patients, support improvements in services and/or 
deliver transformation that will ensure the long-term sustainability of the NHS. 

  
 Prescriptions for OTC medicines included in the NHSE guidance for CCGs 

should not be routinely offered in primary care.  These recommendations 
were made because there is limited evidence of clinical effectiveness; the 
condition is self-limiting; or the condition is appropriate for self-care. 

  
 It was advised that Sunderland wish to support implementation of the full 

NHSE guidance for CCGs, with five areas of significantly high OTC 
prescribing to be focused on as a priority. 

 
 The suggestion was made to cross check with Durham CCG on their 

approach for consistency. 
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 A further suggestion was made in relation to the potential of allowing the APC 
to work within a framework of autonomy in relation to decision making up to 
an agreed financial limit, noting that where there are areas of significant 
financial implications this should be escalated to the Executive Committee. 

 
 Sunderland CCG Executive Committee APPROVED the OTC position 

statement. 
 
 
2020/90 SCCG APC Recommendation Summary  
  
 Ewan Maule presented the South Tyneside and Sunderland Area Prescribing 

Committee (APC) recommendation summary from meeting held on 7 
October 2020 and highlighted the key points. 

 
 Slenyto (melatonin 1mg and 5mg prolonged release tablets) was 

recommended for approval, for the licensed indications only.  It was 
estimated that the prescribing of Slenyto for the licensed indications could 
result in an additional financial pressure across Sunderland CCG of 
approximately £250,000 annually.   

 
 The adoption of the NTAG position on the use of oral semaglutide for the 

treatment of type 2 diabetes was recommended.  The NTAG appraisal stated 
that the introduction of oral semaglutide was expected to be cost neutral if 
there was no change in prescribing patterns for the glucagon-like peptide 1 
receptor agonists (GLP1RAs).  However, NTAG noted there may be a cost 
impact for this class of medications if they were used earlier in the treatment 
pathway than was currently recommended by NICE.  Requests had been 
submitted to the RDTC and NICE for a cost-benefit analysis; NICE was 
expected to make a decision on whether to progress this by the end of 
November 2020. 

 
 The committee recommended the approval of new COPD guidelines; these 

had been updated in line with new guidance from NICE.  Introduction of the 
updated guideline was expected to be cost neutral. 

 
 The new Northern England Evaluation and Lipid Intensification guideline 

(NEELI) was recommended for approval.  This guideline would replace the 
current SLiMs guideline in Sunderland.  Introduction of the updated guideline 
was expected to be cost neutral. 

 
Sunderland CCG Executive Committee RECEIVED and NOTED the contents 
of the report; APPROVED the recommendations from the South Tyneside 
and Sunderland APC meeting held on 7 October 2020. 
 
 

2020/91 SCCG Children & Young People’s MH Service Redesign Project  
  
 Ann Fox and Kimm Lawson provided an update on the children and young 

people’s mental health service model redesign project. 
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 Kimm Lawson, Head of Children’s Integrated Commissioning has oversight 
of this project and the project reports to the Sunderland Children’s Integrated 
Commissioning Group. 

 
 A Commissioning Specialist had been appointed by Together for Children to 

the integrated commissioning function, and this post would support the 
service redesign project 3 days per week. 

 
 A more detailed project action plan was being produced to support the 

delivery of the project at pace, it was anticipated the action plan would be 
completed by the end of November. 

 
 The collation phase of the project plan was underway, bringing together 

existing local information (funding, workforce etc.), national information (e.g. 
NICE Guidance, models and best practice) and international information 
(models and best practice). 

 
 It was noted that Richard Henderson had shared with CFOs how the ICS 

mental health transformation monies was being shared across the North 
East.  Sunderland would be receiving approximately £100k of the £10m 
available and it should be highlighted that there are issues within the city in 
relation to children’s mental health services and may require some financial 
support.  A conversation would take place of line to discuss how to influence 
this. 

 
 Action:  KL to amend the paper to include a qualifying statement and 

change the word oversight to providing leadership with accountability. 
  
 Sunderland CCG Executive Committee RECEIVED the update; AGREED to 

receive the detailed project action plan and a further update at the January 
meeting. 

 
 
2020/92 SCCG Clarity TeamNet – Sunderland CSI Pathways   
  
 Claire Bradford presented the Sunderland CSI Pathways Report which 

detailed 9 pathways that had been reviewed by the local Sunderland GP 
Alliance clinical reference group for sign off by the Executive Committee. 

 
 It was noted that following discussion at the previous Executive Committees 

in Common the governance had been reviewed and it had been agreed that 
these reports would continue to be submitted to the Executive Committee for 
sign-off. 

  
 Sunderland CCG Executive Committee AGREED the pathways to enable 

them to be uploaded to the CSI portal and shared with general practice in 
Sunderland. 
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2020/93 SCCG Covid 19 Workforce Health and Safety, Risk Assessment and 
Assurance Report  

  
 Clare Nesbit provided an update on the work and efforts undertaken during 

the pandemic to ensure SCCG employment standards met health and safety 
requirements for the CCG workforce during Covid-19. 

 
 It was highlighted that Foundation Trusts and NHS Trusts are required to 

report progress to NHSE/I on the numbers of staff who have undertaken an 
individual risk assessment in relation to Covid 19.  CCGs are not required to 
report progress in this way, but instead, are recommended to ensure 
progress is reported at board level within their organisation. 

 
 Since staff commenced home working on 24 March 2020 the majority had 

worked remotely apart from a small number where a need had been 
identified that home working was not feasible.  All staff had been asked to 
complete an agile work place assessment and an individual risk assessment. 

  
 The report provided information on a number of measures put in place to 

support staff working from home and examples of the regular communication 
which takes place. 

 
 Between July and October a number of pulse surveys had been undertaken 

to gauge the wellbeing of staff whilst working from home and the results 
received were positive. 

 
 All information captured during the pandemic would help inform post Covid 

planning and ways of working for staff to develop a more flexible approach to 
agile working. 

 
 A question was raised as to whether the agreed BAME Collective Promise 

was being taken forward and it was confirmed that work was being 
undertaken in this area. 

 
 Sunderland CCG Executive Committee NOTED the contents of the report 

and the activity undertaken in relation to ensuring the  health and safety of 
the workforce during this time, were ASSURED that work undertaken has 
met employer health and safety standards and responsibilities, were 
ASSURED the identification and mitigation of ongoing risk will continue to be 
identified during this pandemic and will inform post covid ways of working. 

 
 
2020/94 Joint Performance Report  
  
 Scott Watson provided a presentation on performance and a summary of the 

key points is detailed below:- 
 

 Performance risks remain in a number of NHS Constitution areas as a result 
of the COVID-19 pandemic 

 Planned care activity increasing each month which is impacting positively on 
performance in RTT and diagnostics but number of providers are now 
cancelling elective surgery due to pressures 
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 Deterioration in A&E four hour wait performance linked to workforce 
pressures and managing flow of C19 and Non-C19 activity 

 Pressure areas across the ICP include breast services, dermatology, 
radiology, endoscopy, orthopaedics and head and neck specialties 

 National independent sector contract will end on 31 December 2020 and will 
be replaced by a Local Waiting List Reduction Framework for CCGs/Systems 
to commission with independent sector providers 

 New framework launching 20 November 2020 but guidance still not available 

 Children’s mental health referrals significantly higher in September 2020 due 
to schools opening 

 Cancer performance improved slightly but pressures remain in breast and 
specific pressures in dermatology in STCCG 

 
Discussion took place on cancer services and concern was expressed in 
relation to delays in referrals and the need to provide realistic expectations to 
patients on how long they may be likely to wait.  Discussion also took place 
in relation to breast services and the issues with specialist workforce 
capacity. 

 
 The Executive Committees in Common NOTED the position and progress 

against each indicator in the NHS Single Oversight Framework, NOTED the 
impact on the NHS Constitution and national requirements as a result of the 
C19 pandemic. 

 
 
2020/95 Joint Phase 3 Recovery Assurance Report  
  
 Matt Brown presented the joint phase 3 recovery assurance report which 

provided an overview of the status of the national priority actions described in 
the phase three planning letter received on 31 July 2020. 

 
 It was highlighted the main change within the document was in relation to 

SCCG IAPT services turning from red to green as the services had fully 
resumed.  This had been previously reported as red due to a delay in the 
business case. 

  
 The Executive Committees in Common NOTED the assurance provided by 

the report regarding recovery and delivery of the phase three national 
requirements, NOTED the national requirements. 

 
 
2020/96 Joint Research and Evidence Q2 Report  
 
 Ann Fox provided an update on quarter 2 research activity in Sunderland and 

South Tyneside CCGs.  
 
 The Executive Committees In Common RECEIVED the report, NOTED the 

activities, subsequent progress being made and assurance provided. 
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2020/97 Governance Emerging Risks  
  
 There was nothing to report in relation to this item. 
 
 
2020/98 STCCG IG Policies  
  
 South Tyneside CCG Executive Committee APPROVED the following 

Information Governance policies:- 

 IG01 - Confidentiality and Data Protection Policy 

 IG02 - Data Quality Policy 

 IG03 - Information Governance and Information Risk Policy 

 IG04 - Information Access Policy 

 IG05 - Information Security Policy 

 IG06 - Records Management Policy 

 IGS01 - Information Governance Strategy 2020/23 

 CO22 - Internet and Email Acceptable Use Policy 

 CO23 - Social Media and Instant Messaging policy 
 
 
2020/99 SCCG Sustainability Delivery Group Terms of Reference 
 
 David Chandler advised that the SCCG SDG terms of reference had been 

amended to reflect revised membership of the group in light of the change to 
the CCGs scheme of delegation. 

 
 It was highlighted that Kirstie Hesketh’s job title should be amended to Head 

of Quality and Safety. 
 
 Sunderland CCG Executive Committee APPROVED the revised terms of 

reference for the Sustainability Delivery Group following the amendment 
referred to. 

 
 
2020/100 STCCG HR & OD Performance Report 
 
 Matt Brown presented the report and highlighted sickness absence remained 

low, although there was now one member of staff on long term sick leave 
which would have an impact. 

 
 Reference was made to the low completion rates of statutory/mandatory 

training which was, in part, attributed to unforeseen issues in the process of 
transferring to the new ESR system. 

 
 South Tyneside CCG Executive Committee RECEIVED the report for 

information and assurance. 
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2020/101 STCCG Complaints Report 
 
 Jeanette Scott presented the STCCG Complaints Report which provided an 

update on complaints received, closed and reopened from the 1 October to 
31 October 2020. 

 
 South Tyneside CCG Executive Committee NOTED the content of the report 

for information purposes. 
 
 
2020/102 SCCG HR & OD Performance Report  
  
 Clare Nesbit presented the SCCG HR & OD Performance Report and 

highlighted the rolling absence figure for Q2 had decreased against the last 
quarter from 3.03% to 2.83%.  This equated to 10.21 average days lost per 
FTE to the CCG over the 12 month period. 

 
 Sunderland CCG Executive Committee RECEIVED the report for information 

and assurance. 
 
 
2020/103 Any Other Business 
 
 There were no items of any other business. 
  
 
2020/104 Date and Time of Next Meeting 
 
 Tuesday 5 January 2021, 9.00 a.m. to 11.00 a.m. via MS Teams. 
 
 
 
 
Signed:  
 
 
Date: 19.01.2021 
 

 



 
 
 

 
Primary Care Commissioning Committee (PUBLIC) 

24 September 2020 
12:00 noon – 12:10 pm 

Conference Call Meeting held via Microsoft Teams 
 

 
 
Present: 
Pat Harle    Lay Member, STCCG (Chair)   PH 
Dr Tarquin Cross   Secondary Care Consultant, STCCG   TC 
Kate Hudson   Chief Finance Officer, STCCG    KHu 
Louise Lydon   Primary Care Health Professional, STCCG LL 
Jeanette Scott   Director of Nursing, Quality & Safety, STCCG  JS 
Dr Matthew Walmsley  Chair, STCCG      MW 
 

In Attendance: 
Deb Cornell   Head of Corporate Affairs    DC 
Leanne Douglas  Primary Care Business Manager, NHSE  LD 
Jo Farey   Head of Commissioning, STCCG   JF 
Keith Haynes   Governance Lead, STCCG   KHa 
Paul Irving   Primary Care Commissioning Manager, STCCG PI 
Dr Jen Hunter  Clinical Director, STCCG    JH 
Andy Sutton    Governance Officer, STCCG    AS 
 
Apologies: 
Matt Brown   Director of Operations    MB 
Paul Cuskin   Lay Member (Public and Patient Involvement) PC 

STCCG      
Dr Neil O’Brien  Accountable Officer, STCCG   NO’B 
 
 
2020/09 Welcome and Introductions 
            Members were welcomed to the meeting and introductions made.              
 

2020/10 Apologies for Absence 
  Apologies as noted above.      
 

2020/11 Declarations of Interest 
i) Pat Harle reminded the governing body of her additional position as 

a lay member of the governing body of Sunderland CCG and as the 
CCG governor on the STSFT Council of Governors.  

ii) Dr Matthew Walmsley declared an interest in his capacity as a 
partner in Marsden Road Health Centre. 

 

2020/12 Draft Minutes from the 23 July 2020 meeting (Enclosure 1) 
Resolved:   
That the minutes of the meeting of 23 July 2020 be approved.  

 

Agenda item: 2020/107 

Enclosure: 7 

 



2020/13 Matters Arising 

 Minute 2020/07: Primary Care Networks (PCNs) Workforce and 
Transformation Approach 
PCN workforce plans, which had been considered in draft by 
PCQRB, would be submitted to PCCC when finalised alongside a 
greater explanation of the role and strategic fit/wider impact of the 
roles  

 
2020/14 Any Other Business 

No other business was conducted.  
 
Andy Sutton 
Governance Officer, South Tyneside CCG 
25.09.2020  
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Quality and Patient Safety Committee: FORMAL 
Wednesday 04 November 2020 

13:30 – 16:00 
Conference-Call Meeting Held under COVID-19 Restrictions 

 
 
Present: 
Pat Harle Lay Member (Chair) PH 
Dr Tarquin Cross Secondary Care Consultant (STCCG)  TC 
Paul Cuskin Lay Member (STCCG) – part meeting PC 
Jeanette Scott Director of Nursing, Quality and Safety (STCCG) JS 
Dr Matthew Walmsley CCG Chair (STCCG) MW 
 
In Attendance: 
Rebecca Eadie Joint Contracts and Quality Lead (JCU)  RE 
Kirstie Hesketh Head of Quality & Patient Safety (STCCG) KH 
Helen Osborne Senior CQ Officer (NECS) HO 
Sharon Thompson Designated Nurse Safeguarding Adults (STCCG) ST 
Vicky Cotter Designated Nurse Safeguarding Children (STCCG) VC 
Deb Cornell Head of Corporate Affairs (ST&SCCGs) DC 
Jane Leighton Executive Assistant (STCCG) JL 
 
Apologies: 
Louise Lydon Primary Care Professional Governing Body Member LL 
Dr Neil O’Brien Accountable Officer (STCCG)  N O’Br 
 
2020/56 Welcome and Introductions 

Members were welcomed to the meeting and introductions made. 
 

2020/57 Apologies for Absence 
As noted above. 
 

2020/58 Declarations of interest 
- Pat Harle declared her status as a lay member of Sunderland CCG.  
- Kirstie Hesketh declared her status as working across both South 

Tyneside and Sunderland CCGs. 
- Helen Osborne declared that her role works across both South 

Tyneside and Sunderland CCGs; some reports submitted also 
reference NECS. 

- Deb Cornell declared her status as working across both South 
Tyneside and Sunderland CCGs. 

- Matthew Walmsley, GP in South Tyneside. 
- Tarquin Cross, Consultant at Northumbria Foundation Trust. 

 
 
 
 

Agenda Item: 2020/108 
Enclosure: 8 
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2020/59 Minutes of Meetings of 02.09.2020 and 07.10.202020 (Enclosure 1) 
Resolved: 
That the minutes of the meetings of 02.09.2020 and 07.10.2020 be 
approved. 

 
2020/60 Matters Arising and Action Log (Enclosure 2) 
 The action log was updated. 
  

i)  Minute 2020/38 (iv) 
The first meeting of the COVID-19 learning from deaths 
collaborative group took place on 15th September 2020, reported 
that there were no specific matters raised at the meeting. 
 

ii) Minute 2020/38 (v) 
MRSA – concern raised that the data, procedure and outcomes are 
not being reported within appropriate timescales.  It was confirmed 
that IPC data received from NECS has been reviewed and assured 
that data streams are up to date. 
 

iii) Minute 2020/38 (viii) 
CNTWFT 2019 staff survey – reported reviewed a number of other 
mental health trusts in the ICP in terms of response rates.  Noted 
that Tees, Esk and Wear Valleys Foundation FT response rate was 
45%; Cumbia Partnership 40.2%; nationally the median for other 
mental health trusts was reported at 54%.  CNTWFT reported a 
response rate of 56%. 
 

iv) Minute 2020/38 (x) 
Medical Examiner health and social care worker Covid-19 deaths.– 
correspondence was circulated in July to Medical Directors and HR 
Directors of Trusts and CCGs.  Reported that STSFT business 
case for a Medical Examiner was approved and expressions of 
interest have been requested internally; update expected at 
Novembers QRG.  It was clarified that Trusts are looking to appoint 
a Medical Examiner to manage concerns around deaths within the 
hospital setting.  There are currently no plans to put in place a 
Medical Examiner for deaths in the community.  Discussion is due 
to take place at the Learning from Deaths Forum – feedback will be 
received at the next QPSC. 
ACTION: M Walmsley / K Hesketh to provide feedback. 
ACTION: HO to disseminate correspondence to the Committee 
members for information.   
 

v) Minute 2020/40 
Primary Care Medical Assurance - Q2 data has been delayed until 
January.  Any data that requires review before January 2021 will be 
escalated through the normal processes. 
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vi) Minute 2020/59 
Proposal to establish a Joint Quality & Safety Committee, South 
Tyneside and Sunderland CCGs – draft Terms of Reference are 
being produced.  Discussion is required in terms of the CCGs 
complaints report and whether this report should be submitted to 
the Quality & Safety Committee or the Executive Committee 
ensuring that there is a mechanism of learning and triangulation of 
any issues of concern. 

 
It was AGREED that complaints relevant to quality and safety 
outcomes and assurance are incorporated into the Quality 
Exception Assurance Report.  Due to corporate responsibility, the 
CCGs Executive Committee will be sighted on the main report. 
ACTION: HO to action as appropriate. 
 

Patient Safety and Clinical Effectiveness 
 
2020/61 Quality Assurance Exception Report (including COVID-19) 

(Enclosure 3) 
QPSC received a report that provided information and assurance on 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 01.07.2020) 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.  Also outlined were risks to quality, plus 
actions and related assurances for each provider. 
 
The Committees attention was drawn to the Never Event in relation to a 
patient at STSFT – this event is the first reported by the Trust for 
2020/21. 
 
In relation to primary care there have been a number of incidents 
reported by Gateshead Health NHSFT that have impacted on primary 
care in South Tyneside, namely:- 
 
i)  Faecal Immunochemical Test (FIT) testing incident - an incident 

was reported in October regarding a number of FIT test results 
whereby there had been a problem with the data flow from the 
analyser to the Laboratory information Management system, when 
rectified all the negative (<7) results were issued as >400 
incorrectly. 

 
ii) Colposcopy correspondence incident – the CCG was notified in 

October of an administrative incident within their colposcopy 
service which affected the cervical screening pathway 
correspondence between July 2019 and December 2019.  
Approximately 10 % of patients affected are registered with South 
Tyneside GP practices. 
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iii) Discharge letters incident – GHFT identified an issue where 1,241 

discharge summaries and 163 notification of deaths had not been 
sent; this is approximately 10% of electronic letters in the period 
affected.  Investigation is currently underway.  To date it is not 
known which CCG areas may have been affected. 

 
The matter of mortality numbers was raised, which are site specific data 
reported and are received via national reporting routes rather than local.  
These figures are now minus St Benedict’s Hospice data which in turn 
will see a decrease in numbers for South Tyneside. 
 
The meeting Chair made reference to health care assistant vacancy rate 
for August being 8.2% and 5.9 % for allied health professionals and 
acknowledged that there has been a reconfiguration of staff deployment 
to ensure front line care is maintained, however concern was raised in 
terms of resilience and sort assurance that the Trust is continuing to 
address these levels of vacancies.  In response, assurance was 
provided that the Trust does review workforce on a 6 monthly basis, 
which includes these particular staff groups, following which a business 
case is submitted to address any gaps.  Workforce matters are also 
included in the reporting to the Quality Review Group. 
 
As previously reported STSFT had reported an outbreak on the neonatal 
unit at Sunderland Royal Hospital with six cases identified between 
November 2019 and July 2020 and a further case has been reported in 
September 2020 bringing the total number of cases to seven.  It was 
confirmed that the Trust has undertaken a number of actions including 
staff testing and environmental cleaning and to date no further reports 
have been received. 
 
RESOLVED: 
That the update on quality assurance be received. 

 
2020/62 Quality in Primary Care (Enclosures 4) 

Members received an update on quality issues, attention being drawn to 
key issues:  
 
Primary Care Medical Assurance 
The CCG’s quality dashboard had been re-designed to use indicators 
from both the Better Outcome Scheme (BOS) and the GP outcome 
scheme framework.  As a result of COVID-19 a Q1 data review meeting 
had not been held due to delays in the publication of key data streams.  
Commissioning Officers had continued to engage with GP Practices 
during Q1, with discussion taking place on performance and quality 
issues. 
 
Faecal Immunochemical Test (FIT) testing incident  
As reported in the Quality Assurance Exception Report (above) GHFT 
reported an incident in October with a number of FIT test results.  There 
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had been a problem with the data flow from the analyser to the 
Laboratory information Management system.  For some reason, when 
this issue was rectified, all negative (<7) results were issued as >400 
incorrectly.  
 
Local labs were alerted to the error however the results to GP practices 
had already been issued - 81 practices were affected across 5 CCGs 
impacting 149 patient results. 
 
The trust is investigating the incident and actions have been taken to 
address the IT set up to avoid reoccurrence.  

 
The incident affected 19 patients in South Tyneside and the Primary 
Care Commissioning team have liaised with each practice concerned to 
ensure appropriate actions have been taken.  The CCG has also been 
working closely with STSFT on this matter.   
 
The Head of Quality and Patient Safety has escalated a number of 
concerns regarding the system response and also whether the full 
consequence of this incident was really understood as a number of 
patients still entered a 2 week pathway unnecessarily with an added risk 
that patients may have inadvertently received harm.  Communication 
lines were not clear however there has been some learning in terms of 
ensuring that all parties are engaged and will be documented in the root 
cause analysis.   
 
Personal Protective Equipment (PPE) 
The Integrated Care Partnership (ICP) PPE hub based at Pemberton 
remains in operation providing emergency mutual aid supplies to GPs, 
Pharmacists, Dentists and local Trusts and hospices across Central ICP. 
Demand has reduced significantly, particularly as GP practices are 
encouraged to use the national PPE portal.  
 
At the last review 100% of practices in ST are registered to use the 
portal.  Information has been provided to NHSE/I to hopefully enable the 
ST Collaborative and the red hub to also obtain access. 
 
RESOLVED:  
That the report on quality in primary care be received for 
information. 

 
2020/63 Quality and Safety Risk Management Report (Enclosures 5) 

QPSC received an update on risk management which indicated that in 
the period 22.06.2020 - 24.08.2020, no changes had been made to the 
scoring of any risks on the risk register.  There were seven risks on the 
register, one of which was rated extreme (red), three as high (amber), 
and three as moderate (yellow).  
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In relation to changes since the previous reporting period, one risk was 
closed relating to emergency department discharge letters not being sent 
– following the review no significant harm had been identified. 
A further amendment relates to the reduction in score regarding the 
safeguarding designated doctor role for children, having now resumed 
their role. 
 
Reference was made to the gap in delivery of infection prevention and 
control expertise and education across primary care and social care; 
the Head of Quality & Patient Safety reported that the review date had 
changed and confirmed that there are two IPC Nurses currently 
operating however some delays are currently being experienced 
concerning the service specification with the Trust, which in turn has 
resulted in the recruitment process running behind.  Discussions are 
ongoing. 
 
RESOLVED:  
That the risk management report be received for information and 
assurance, noting mitigating actions. 

 
2020/64 Safeguarding Highlights (Enclosure 6) 

QPSC received the safeguarding highlights report, which included key 
information in a number of areas as follows: 
 
Safeguarding Team 
The Designated Nurses safeguarding Children, Children Looked After 
and the Primary Care Nurse for safeguarding are now in post. 
 
Children 
The Child Safeguarding Practice Review is in its final draft report stage 
and will be presented shortly. 
 
The first combined meeting of the Safeguarding Children and Adults 
Partnership (STSCAP) has taken place.  Reported positive discussion 
with the added value of issues that cut across that affect both children 
and adults. 
 
Interviews have taken place for the Independent Scrutiny role however 
no decision has been made as yet. 
 
Adults 
A number of cases are still increased through the adult safeguarding 
process in relation to individuals that have died in care homes.  A 
further three cases are progressing that have had involvement from the 
Coroner as well as the agreed Learning Review case. 

 
Domestic Homicide Reviews are continuing to progress, one of which 
has a mental health homicide review process alongside - colleagues 
are linking with NHSE/I.  The CCG has been informed of a further 
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Domestic Homicide Review led by the Sandwell area of Birmingham is 
also underway which involves a South Tyneside resident. 
 
It was acknowledged that the Designated Doctor has returned to work 
covering all three designated roles and that a service specification has 
been drafted to ensure resilience across the designated functions 
which will be considered by STSFT.  The Executive Director of Nursing 
Quality, and Safety explained that initial discussions have taken place 
with the Trust following which job descriptions will be updated and 
embedded in the service specification which clarifies and provides 
assurance regarding the expectation that the CCGs statutory 
responsibility continues to be met in relation to prolonged absence.  It is 
hoped that this will be endorsed in April 21. 
 
RESOLVED:  
That the safeguarding report be received for assurance. 

 
2020/65 Safeguarding Annual Report (Enclosure 7) 

The Committee was asked to receive the report which gives assurance 
that the CCG is compliant with its statutory obligations for the 
safeguarding agenda under the Care Act, the Children’s Act and in part 
the Mental Capacity Act.  
 
The report identifies key achievements of the CCG, alongside partners 
for 2019/20, namely the child death review process, the continued 
progress of the local Children’s Board to the partnership, and continued 
responsibilities with regards to Deprivation of Liberty Mental Capacity 
Act as well as recognising the work in relation to other legislation that 
impacts on safeguarding in relation to the Modern Slavery and 
Trafficking Act and PREVENT; the report also sets out the key priorities 
for 2020/2021. 
 
Further information included in the annual report sets out some of the 
key statistics from the partnership regarding safeguarding children 
activity, including early help, and Children Looked After and outlines the 
points where activity has increased and decreased and also identifies 
priorities for next year.  It was confirmed that a part time permanent 
Children’s Looked After Nurse is now in post to carry forward these 
actions. 
 
It was noted that in relation to progress of the funded posts into the 
safeguarding partnership team – details will be included in next year’s 
report. 
 
The Executive Director of Nursing, Quality & Safety made reference to 
the Safeguarding in Partnership Team (SIPT) one year CCG funded 
post which ended in the autumn and highlighted that an evaluation into 
this post was expected however this may have paused due to Covid.  
The Committee was informed that the local authority lead for the SIPT 
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is undertaking an evaluation on the outcomes of the service and has 
asked the CCG for views.  Final evaluation is awaited. 
 
 
RESOLVED:  
Colleagues acknowledged and thanked the team for the work 
undertaken and the accomplishments over the year.  The 
safeguarding report was received for assurance. 

 
2020/66 Patient Safety Specialist (Enclosure 8) 

The QPSC was informed that the Patient Safety Specialist function is a 
role that will support the roll out of the Patient Safety Strategy released 
in 2019 and will lead, and may directly support patient safety 
improvement activity and ensure that system thinking, human factors 
understanding and culture principles are embedded in all patient safety 
processes.  They will promote patient safety thinking beyond why 
things go wrong in healthcare and the development of a patient safety 
culture and safety systems and will work in networks to share good 
practice and learning. 
 
Each NHS Trust, Foundation Trust and CCG will identify one or more 
individual as their Patient Safety Specialist(s) and are required to notify 
the national patient safety team who these individuals are by the end of 
November 2020.  Nominations are currently under consideration and it 
is the intention that representation will work across both South 
Tyneside and Sunderland CCGs, however it was suggested that the 
preferred option would be one representative across the two areas with 
sufficient support in place. 
 
RESOLVED: 
The QPSC received the report and supported the nominations put 
forward, noting the concerns raised in terms of the potential 
impact that may be experienced in the day to day role of these 
individuals (for example, duplication of meeting attendance). 

 
2020/67 Patient Safety, ICP and Safeguarding MOU (Enclosure 9) 

It was reported that in order to support new ways of working across the 
Central ICP, a memorandum of understanding (MoU) has been 
developed to ensure delivery of our quality, patient safety, infection 
prevention and control and safeguarding statutory functions during 
periods of surge or long term absence of personnel.  
 
The MoU developed by the CCG Executive Directors of Nursing, Quality 
and Safety sets out the agreed working arrangements and 
responsibilities for the delivery of functions across County Durham, 
South Tyneside and Sunderland for the period 1st October 2020 to 31st 
March 2021. 
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The MoU outlines how the 3 CCGs will collaborate to ensure resilience 
of their quality, IPC and safeguarding statutory functions; specifically the 
roles of: 

 Quality assurance of commissioned services  

 Quality improvement 

 Implementation of the Quality Strategy  

 Primary Care Medical assurance   

 Supporting Primary Care Networks with development and 
implementation of a quality framework  

 Infection, prevention and control  

 Safeguarding Adults & Children 
 

The MoU was endorsed by the CCGs Executive Committee in Common 
on the 6th October. 
 
RESOLVED: 
That the QPSC receive the report for information and support the 
implementation. 

 
2020/68 Complaints Report (Enclosure 10) 

QPSC received the complaints report for Q2, 1st July to 30th September 
2020 attention being drawn to:  
 

  122 complaints/concerns were received in Q2 by the NECS 
Complaints Team.  Of these, seven were from South Tyneside CCG 
residents.  Only one related directly to the CCG. 

  The one CCG-led formal complaint relating to physiotherapy 
commissioning was closed during Q2; following investigation this 
was not upheld. 

 
Key Performance Indicators 

  3 working day acknowledgement target – this was met for all new 
cases received during Q2. 

  Time taken to respond to formal complaints – the standard for 
responding to formal complaints is 6 weeks from receipt/consent (or 
from agreement of complaint plan, where applicable).  This target 
was met. 

  The Local Government Ombudsman (LGO) shared a copy of their 
final report, which confirmed following their review of the complaint 
from a patient about a care package which is jointly managed by the 
CCG and the Local Authority; this was not upheld by the LGO.  No 
other contact was received from the ombudsman in relation to any 
other cases during Q2. 

 
RESOLVED:  
That the complaints report was noted and received. 

 
2020/69 Research Update (Enclosure 11) 
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QPSC received a report detailing the PROACT study carried out from 
May 2017 – March 2020, with the training delivered between January 
2018 – September 2019, which aimed to increase the awareness of 
health and social care professionals, patients and carers regarding the 
cardinal signs and symptoms of pressure ulcers in health and social 
care settings across Sunderland and South Tyneside, through delivery 
of training aligned to the national React to Red and SSKIN campaigns. 
 
A series of stakeholder engagement meetings were held across 
Sunderland and South Tyneside to raise awareness of the prevention 
of pressure ulcers in out of hospital settings with the public and people 
providing care in informal settings.  Separate engagement sessions 
were held with staff working in care homes and other care settings e.g. 
domiciliary care.  It was noted that there were 571 participants who 
took part in the PROACT project.  Of these, 493 were health and social 
care staff, and 78 public and informal carers (such as 
relatives/neighbours). 
 
To maximise the number of staff engaged and ensure continuous 
training, the role of designated ‘Champions’ was developed within the 
establishments across Sunderland and South Tyneside. 
 
The Committee noted that this was a multi-agency piece of work which 
will continue to be reviewed, ensuring investment in the workforce and 
that professional development is sustained.  
 
The QPSC was further advised of a forthcoming research project 
regarding the assessment of mental wellbeing of the care home 
workforce, working collaboratively with CNTW.  It was noted that it is 
hoped that approximately 1,500 individuals will participate.  Data 
collection will conclude at the end of November. 
 
RESOLVED: 
The QPSC received and noted the report. 
 
ACTION: 
It was agreed that wider discussion will take place internally 
around future research projects and brought back to the QPSC 
when required; suggested that a Research Strategy could be 
implemented. 

 
Quality Surveillance Group – Feedback 

 
2020/70 CNE NHSE QSG (Verbal) 

The Executive Director of Nursing, Quality & Safety reported the key 
points to note:-  
 

  North Cumbria FT continues to experience significant pressure in 
terms of demand due to the geographical footprint that the 
organisation covers.  An action plan is in place. 
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  PTS requirements – new guidance has been implied but it is 
understood that the North East Ambulance Service is yet to receive 
written guidance; plans will be put in place to modify the 
transportation of patients. 

  Mortality discussed. 

  Screening programmes – acknowledged that there have been some 
challenges remobilising services, noted specifically breast and bowel 
services. 

  Learning Disability Long Term Plan – area of focus around the 
annual health checks. 

  Presentation received by NHSE/I re Quality Operating Model and 
System by Default – review has been undertaken by NHSE/I 
nationally and regionally but has been paused due to Covid. 

  The newly appointed Regional Chief Midwife gave a presentation 
regarding the maternity transformation programme. 

  North East analysis of Never Events is being carried out due to an 
increase in numbers. 

  Reviewing shared learning at ICS and ICP level. 
 

Minutes of Sub-groups/Items for Information received by the 
Committee 

 
2020/71 HCIA Improvement Group (11.12.2019) (Enclosure 12) 
 
2020/72 Joint South Tyneside and Sunderland Quality Review Group 

(13.02.2020) (Enclosure 13) 
 
2020/73 Joint South Tyneside and Sunderland Cancer Locality Group 

(06.08.2020; 03.09.2020) (Enclosure 14) 
 
2020/74 Audit and Risk Committee (15.05.2020; 14.07.2020) (Enclosure 15) 
 

Other Business 
 
2020/75 Cycle of Business 2020/21 (Enclosure 16) 

AGREED with no amendments.  It was noted that due to the joining up 
of the Sunderland and South Tyneside CCGs Quality Committee, the 
Cycle of Business will be reviewed accordingly. 

 
2020/76 Any Other Business  

No further business was reported.   
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Audit and Risk Committee 
15 September 2020 

09:00 – 10:30 
Virtual Meeting held via Microsoft Teams 

 
 
Present: 
John Whitehouse Lay Member, STCCG (Chair)    JW 
Paul Cuskin Lay Member, STCCG     PC 
Pat Harle Lay Member, STCCG     PH 
 
In Attendance: 
Matt Brown Director of Operations, STCCG   MB  
Carl Best Director of Internal Audit, AuditOne    CB 
Simon Clarkson Counter-Fraud Specialist, AuditOne   SC  
Kate Hudson  Chief Finance Officer, STCCG    KHu 
Andy Sutton Governance Officer, STCCG    AS 
Cameron Waddell  Partner and Engagement Lead, Mazars  CW 
Alyson Williams Group Audit Manager, Audit One   AW 
 
Apologies: 
Mark Outterside External Audit, Mazars     MO  
Martyn Tait Counter-Fraud Specialist    MT 
 
 
2020/24 Welcome and Introductions 

Members were welcomed to the meeting and introductions made. 
 

2020/25 Apologies for Absence 
Apologies were noted as above. 

 
2020/26 Declarations of Interest 

Pat Harle advised the committee of her role as a lay member of the 
governing body of Sunderland CCG and declared an interest in relation to 
Minute 2020/30: Review of Losses/Compensation/Bad Debts, which 
referenced a debt owed by Sunderland CCG.  The Chair ruled that this 
was not a direct personal issue and that she remain for consideration of 
this item.   

 
2020/27 Minutes of the meetings of 14.07.2020 and 15.05.2020 (Enclosures 1) 

Resolved  
i) That the minutes of the meeting of 14.07.2020 be approved; 
ii) That the amended minutes of the meeting of 15.05.2020 (amended 

at Minute 2020/05 to more fully reflect discussion on the Audit 
Completion Report) be received for information. 

 

Agenda Item: 2020/109 
Enclosure: 9 
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2020/28 Matters Arising and Action Log (Enclosure 2) 

 Minute 2020/  : Governance Body Assurance Framework  
ACTION 
A development session for the Chair, Governance Consultant and 
Governance Officer is to be held to gain further insight into the 
compilation and content of the Governance Assurance 
Framework, with a further report to the next meeting.  

 
GOVERNANCE 

 
2020/29 Risk Management Report (Enclosure 3) 

Committee received an update on risk management developments that 
had taken place since the meeting of 14.07.2020, with consideration 
being given to ‘Extreme’, ‘High’ and ‘Moderate’ risks, with appropriate 
assurances and related mitigating actions provided.  

 
In the period 07.07.2020 – 01.09.2020 a range of changes and 
movements had been made to the CCG’s corporate risk register: 
i) There are 2 extreme risk: 

- Risk 2319: ‘There is a risk that costs in relation to COVID-19 
expenditure are not reimbursed’. 

- Risk 2381: ‘The designated doctor for children’s safeguarding has 
been unavailable since March 2020, therefore there is a risk 
safeguarding reports may not be subject to appropriate advice and 
scrutiny.’  

ii) Of the 23 risks on the register, 8 were classified as strategic; 
iii) There had been no changes in risk scores for any risk on the register; 
iv) 2 new risks had been added: 

- Risk 2381 [Reference section i)] 
- Risk 2360: ‘Emergency discharge letters haven’t been issued 

correctly, therefore there is a risk patients may not have received 

ongoing or follow-up care’. 

v) No risks had been closed and removed from the register. 
 
In discussion a number of points were made: 
- The register was not fully populated, with gaps in assurance for some 

risks (e.g. Risk 2381). 
ACTION  
MB is to ensure that all gaps in assurance in the register are filled, 
with a fully populated register to be presented to the next meeting 
(08.12.2020). 

- Additional assurance was sought in relation to Risk 2274: ‘COVID-19 
discharge guidance; impact of COVID-19 discharge guidance’. It was 
reported that recent changes to the national framework for hospital 
discharges was being managed by the Joint Commissioning Unit (JCU) to 
ensure that appropriate levels of CHC are awarded, with all patient 
entitlements assessed on a weekly basis. AuditOne confirmed that it will 
take a firm stance in the upcoming audit of CHC and Funded Nursing 
Care, which will focus on risks associated with the Hospital Discharge 
Scheme. 
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- In relation to Risk 2100: ‘Supply of medication into UK from international 
pharmaceutical organisations based in the EU could be disrupted 
following EU exit; Medication not being availability’, Members noted there 
was a high degree of confidence that there will be minimal disruption 
within the system in terms of the BREXIT-driven national supply chain.  

- In relation to Risk 1780: ‘Potential risk of loss of service due to cyber- 
attack; Risk associated with loss of service due to cyber-attack’, 
arrangements (including those related to home-working) were to be made 
for a an IT specialist to attend a future meeting of the committee, to 
provide an insight into current cyber-attack policy and practice, 
ACTION 
JW/AS are to make arrangements for an IT specialist to attend a 
future meeting to provide an insight into current cyber-attack policy 
and practice.  
 
Resolved  
That the risk management report be noted. 

 
2020/30 Review of Losses/Compensation/Bad Debts (Enclosure 4) 

Members received a summary of CCG aged debtor and creditor positions 
(and special payments made) at 31.08.2020. 

 

 Aged Debtors Profile 

Current   £34,061.17 

Overdue less than 3 months £77,943.05 

Overdue 3 - 6 months £0.00 

Overdue more than 6 months £11,521.75 

Total £123,525.97 

 
Attention was drawn to debts overdue for in excess of 6 months, in 
particular an outstanding £11,432.33 debt with Sunderland CCG, 
equating to its contribution to legal costs for the Avastin hearing.  This 
remains a matter of discussion between the two organisations. 
 
Note was made of outstanding debts from Sanofi, which had been paid in 
excess of the sum owed.  Further information had been requested to 
enable the sum received to be appropriately allocated.  

 

 Aged Creditors Profile 

AP overdue 61-90 £2,432.11 

AP overdue 90+  £2,578,902.60 

Total £2,581,334.71 

 
The major creditor was NHS Property Services for £2.1m. The CCG was 
working closely with Property Services to reconcile outstanding invoices 
and validate the amount owed.  In the interim the CCG had continued to 
make payments for valid charges, with £500k paid in August 2020. 
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Committee acknowledged the improved working relationship between the 
CCG and NHS Property Services, previous difficulties being largely 
attributed to the complexity of systems operated by Property Services. 
 
It was reported that no special payments had been made in the period. 
 
Resolved 
That the updated position on debtors, creditors and special be 
noted.  

 
2020/31 Governance Assurance Report (Enclosure 5) 

Consideration was given to the Governance Assurance Report for Q1, 
2020/21, which incorporated comparative information against regional 
CCGs and trend data relating to Governance Performance, Claims, Legal 
Advice, Policy Management, Incident Reporting, Risk Reporting, Business 
Continuity, Health and Safety, Equality and Diversity and Data Security 
and Protection.   

 
South Tyneside’s performance was reported by exception: 
i) Claims: While there were no open claims with the CCG, it was involved 

with an on-going judicial review process. 
ii) Risk Management: 1 risk was overdue for review. 
iii) Health and Safety: At 65%, staff training compliance was below target.  

All staff were to be reminded of their training obligations.  
iv) Data Security and Protection:  

- There had been no breaches in the requirement for Freedom of 
Information (FOI) request to be responded to within the statutory 20-
day time frame.  

- The scheduled confidential audit of information governance, on-hold 
during the pandemic, would be carried out by the end of the year. 

iv) Policy Management 
In light of the pandemic a full policy review had been carried out.  
Update deadlines for policies not having a direct impact on external 
environmental factors or requiring legislation updates were to be 
extended.  Two CCG policies were past their expiry date and under 
current review by subject experts: 
-  Intellectual Property Management; 
-  PGD - Policy for the development and authorisation of patient group 

directions. 
 
In discussion, clarification was sought concerning the status of the Equality 
Strategy (and Action Plan), and specifically whether this had been 
considered by the CCG Executive Committee. 
ACTION 
MB is to provide feedback to the next meeting on the status of the 
Equality Strategy and Action Plan. 
 
Resolved  
That the governance assurance report be noted. 
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INTERNAL AUDIT 
 
2020/32 Internal Audit Progress Report (Enclosure 6) 

AuditOne reported made since the meeting of 07.07.2020 progress 
against both the 2019/20 and 2020/21 Internal Audit Plans  
 
Internal Audit Plan 2019/20 
Two final reports had been issued:  
i) Key Financial Controls (including QIPP Monitoring and Reporting);  
ii) Continuing Healthcare. 
Work on the Internal Audit Plan for 2019/20 was now complete.  
 
Internal Audit Plan 2020/21 
i) 0 final reports had been issued (Financial and Strategic Planning); 
ii) 0 had been issued in draft; 
iii) 4 were in progress; 
iv) 5 had not yet commenced; 
v) 0 had been merged with another within the plan; 
vi) 0 had been deferred from 2018-19 and been issued in draft. 

 
In the course of fieldwork undertaken to date, no issues had been 
identified that would impact on the Head of Internal Audit Opinion.   
 
In light of the pandemic a number of changes to the 2020/21 plan had 
been agreed: 
- The audit of Financial and Strategic Planning had been split into a) an 

audit covering COVID-19 Costing and Commissioning; b) an audit of 
updated planning guidance to be carried out later in the year and 
possibly cover the ICP.  

- Continuing Healthcare processes had been suspended until 
01.09.2020, with agreement that the planned related audit would focus 
on risks presented by the Hospital Discharge Scheme. 

- As NHS Digital is reviewing the conduct of audits of the DSP Toolkits 
(with potential for a new internal audit framework) there may be a need 
to allocate additional audit days.    

- More generally AuditOne was prepared for further changes to the plan 
that may emerge should any new risks arise post-pandemic.  

 
In discussion a number of points were made: 

 Some AuditOne staff members had been redeployed into non-audit 
roles in Q1, which may cause audit delivery to be impacted. This 
notwithstanding, the internal auditors planned to deliver all core audit 
work in time to support year end reporting. 

 Clarification was sought on the steps that would have been required to 
improve the outcome of the audit of CHC from a good to a substantial 
assurance rating.  AuditOne indicated that a substantial rating was not 
awarded as a number of key documents had not been formally signed- 
off e.g. section 75 agreement; packages of care.  It was suggested that 
these omissions had occurred as a result of staff shortages at the 
height of the COVID-19 outbreak.  
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Resolved  
That the internal audit update be noted. 

 
2020/33 Counter-Fraud Update (Enclosure 7) 

Members received a summary of work undertaken in the period March-
August 2020 in accordance with the 2020/21 Counter-Fraud Plan. 
 
The report covered all aspects of counter-fraud provision and drew 
attention to a range of key issues: 
• The 2019/20 Counter-Fraud Annual Report has been approved. 
• The work plan for counter-fraud work in 2020/21 has been approved by 

the CCG (amended to account for areas that may arise as a result of 
the pandemic).  

• The self-review tool had been submitted following CCG approval. 
• Counter-fraud work had moved from NHSCFA standards to 

Government Functional Standards. 
• 2 editions of the Fraud Insight newsletter had been published. 
• 6 fraud alerts had been issued. 
• 2 proactive reviews had been proposed: i) Pre-Contract Procurement; 

ii) Section 117 Mental Health Act arrangements). 
• The proactive review into S 117 Mental Health Arrangements, which 

had been paused during the pandemic, had been re-started.  
• 1 investigation had been opened and closed, with no evidence of fraud 

having been found. 
 
In discussion clarification was sought on the award of an amber rating to 
the review of the Self Review Tool (SRT), which allowed the CCG and 
other organisations to produce a summary of counter fraud work.  
Committee was advised that this rating had been applied for matters of 
process and not of substance. 
 
Resolved  
That the update on counter-fraud activity in the period March-August 
2020 be noted. 

 
EXTERNAL AUDIT 

 
2020/34 External Audit Progress Report (Enclosure 8) 

Mazars presented a report that summarised progress in their work as the 
CCG’s external audit service provider.   
 
At this early stage in the year there was little of significant to report, with a 
planned walkthrough and interim testing scheduled for early 2021 and the 
submission of the 2020/21 Audit Strategy Memorandum planned  for the 
meeting on 08.12.2021. 
 
Mazars were considering the implications of the new Code of Audit 
Practice for its 2020/21 work programme, including work on ‘value for 
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money’, with any related issues, including external audit fees, to be 
considered at the next meeting. 
In addition, Mazars was undertaking non-audit work on Mental Health 
Investment Standard and associated compliance statement.  This is to be 
discussed with the CCG and a further report to the next meeting. 
 
Resolved  
That the update report from the external auditor’s be noted.  

 
OTHER BUSINESS 
 

2020/35 Cycle of Business 2020/21 (Enclosure 9) 
Members noted the cycle of business. 
 
Resolved  
That the cycle of business for 2020/21 be approved subject to the 
addition of: 
i) The inclusion of an in-depth review of the Governance Assurance 

Framework; 
ii) A presentation on anti-cyber-attach policy and practice. 

 
2020/36 Any Other Business (Verbal) 

No other business was conducted. 
 
Andy Sutton 
Governance Officer 
16 September 2020 
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Northern CCG Joint Committee 
 

12 November 2020 /2.00 – 3.15pm  
 

Part 1 - Meeting held via Microsoft Teams 
 

Present 
 

CCG members 

Mark Adams MA NHS Newcastle Gateshead CCG 
NHS Northumberland CCG 
NHS North Cumbria CCG 
NHS North Tyneside CCG 

David Gallagher DG NHS Tees Valley CCG 

David Jones DJ NHS Newcastle Gateshead CCG 

Charles Parker CP NHS North Yorkshire CCG 

Ian Pattison IP NHS Sunderland CCG 

Boleslaw Posmyk BP NHS Tees Valley CCG 

Jon Rush (Chair) JR NHS North Cumbria CCG 

Richard Scott RS NHS North Tyneside CCG 

Jonathan Smith JS NHS County Durham CCG 

Graham Syers GS NHS Northumberland CCG 

Matthew Walmsley MW NHS South Tyneside CCG 
 

In attendance 
Stephen Childs SC North of England Commissioning Support (NECS) 

Alan Foster AF North East and North Cumbria Integrated Care System 

Shona Haining SH North of England Commissioning Support (NECS) 
Trish Hirst TH North of England Commissioning Support (NECS) 
Kate Hudson (representing CCG 
Directors of Finance) 

KH NHS South Tyneside CCG 

Helen Riding HR North of England Commissioning Support (NECS) 

Joanne Smith JSm North of England Commissioning Support (NECS) 

Gillian Stanger GSt North of England Commissioning Support (NECS) 
 

 

Minutes Action 

01  Welcome, apologies and declarations of conflicts of interest in relation to the agenda  

The Chair welcomed everyone to the meeting and introductions were made. 
 

Apologies were received Mark Dornan (NHS Newcastle Gateshead CCG), Penny Gray (NHS 
England and NHS Improvement), Jeff Hurst (Lay member), Dan Jackson (NHS Sunderland CCG), 
Neil O’Brien (NHS County Durham, NGS South Tyneside and NHS Sunderland CCGs) and 
Michelle Thompson (Lay member). 
 
The Committee’s register of Interests was received.  

 
 
 
 

 

02 Minutes and action log of previous meeting (10 September 2020)  

The minutes of the meeting held on 12 March 2020 were accepted as an accurate record. 
 

The action log was updated: 
 
02.1 Academic Health Science Network (AHSN) vacancy 
Action: Follow this up with Dan Jackson. 

 
 
 
 
 

GSt 

03 Matters arising from the previous meeting (and action log)  
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03.1 Work Plan for Northern CCG Joint Committee 2020-21 
The Chair noted that written confirmation had been received from Mark Adams that Newcastle 
Gateshead CCG had approved the Joint Committee’s work plan. 
 
03.1 Format of future meetings  
The Chair noted that the Committee’s decision to hold future public meetings via Microsoft Teams 
(with no live feeds) with papers being published on CCG websites had been challenged by a 
member of the public as this was not in line with individual CCG arrangements. 
 
Decision: that in future public meetings of the Committee would be recorded and made 
available on CCG websites. 

 

04 Research and Evidence Annual update  

Shona Haining introduced two of her team members to the meeting and gave a presentation 
(supported by papers circulated with the agenda) which included: 

- Research statutory duties for CCGs 
- Primary Care Research Strategy 
- Applied Research Collaborative (ARC) 
- Research Capability funding 
- Clinical Research Network 
- Use of research evidence for research 
- Excess Treatment Costs 

 

The Committee was asked to consider: 
- How to develop new research and evidence that meets CCG and primary care priorities?  
- How to build research knowledge and capacity - all staff ? 
- How to get equitable access to research for all patients – get practices and Primary Care 

Networks (PCNs) involved? 
- How do you want to access and use evidence from research ? 

 

The need to think flexibly about using ARC to focus on the digital agenda, including digital 
exclusion, was noted and seen as a priority in terms of partnership working. MA agreed to discuss 
this further with SH. 
 

Committee members thanked SH and the team for all their hard work. 
 
Decision: to receive and note the reports. 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
MA 
 
 
 

05 Joint Committee Work Plan updates  

05.1 Joint commissioning of breast diagnostic services across the ICS area 
The aim of the proposals detailed in the report was to support the longer term sustainability of 
breast diagnostic services and outlined an offer to the system to commission breast symptomatic 
services from breast screening units (BSU). The proposal included the development of a manged 
clinical network across BSUs. There were further recommendations to progress the joint 
commissioning of screening and symptomatic services in the longer term. It was noted that the 
report had been presented and endorsed by the ICS Management Group on 23 October 2020. 
 
MA noted that within the ICS structure there was to be a provider alliance which would discuss 
both operational work and strategic elements and this would be a good opportunity for them to 
consider the proposed hub and spoke arrangements, together with the Cancer Network, and 
report their views on a working model and the practicalities of implementation back to the 
Committee to consider next steps. In considering this, there was a question around the need for 
some form of patient/public pre-engagement or consultation on the proposals. It was noted there 
was ready-made cohort of patient interest groups in the system with whom engagement could 
take place if needed. 
 
Decision:  To support the proposals outlined in the paper and to ask the Provider Alliance 
and Cancer Network to develop (with appropriate engagement/consultation) a workable 
model for the joint commissioning of breast diagnostic services and to report this back to 
the Committee in due course. 
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05.2 Update on proposals for specialised commissioning 
The paper provided an progress update on the following two items as emerging areas of focus: 
- Collaborative commissioned model for cardiology 
- Complex rehabilitation 
 

It was noted that while the response to COVID had impacted on some regional transformation 
programmes, new opportunities had emerged as a result of the response.  Specialised 
commissioning would continue to review these opportunities and to lock in beneficial changes 
within the ICS to develop integrated commissioning approaches to support the development of 
patient pathways. 
 

Decision: to receive and note the report. 
 
05.3 Development of a consistent policy across to be applied across the ICS area for Value-
Based Clinical Commissioning (VBCC) and Individual Funding Requests (IFRs) 
MW presented the report and noted that although progress had been made in some areas, the 
previously agreed programme of work had been significantly delayed as a result of the Covid 
pandemic which had impacted implementation. 
 

The Committee noted the timelines for delivery of the next steps for the programme of work would 
be determined by the pandemic situation. It was understood that EBI Phase 2 policy would be 
concluded in late November 2020 which would enable the VBC Steering Group to review the 
requirements and implement as part of the April 2021 Regional Policy. Account would need to be 
taken of future contracting arrangements in light of Covid and how to ensure that the appropriate 
activity baselines are included in contracts for those procedures which are impacted by local and 
national contracts. CCGs in the region would need to make a decision on the timing of the roll-out 
of the new IFR system.    
 

There were some governance issues related to quoracy at meetings of the VBC Steering Group 
from members in the south of the region (as a result of CCG mergers) which DG would discuss 
with MW outside the meeting. 
 

Decision: to receive and note the report. 
 
05.4 Future reporting arrangements for North Cumbria North East Prescribing Forum 
GS presented the paper which sought to clarify and confirm the reporting arrangements of the 
Forum and to clarify the process for agreeing joint funding which may be needed for initiatives 
which are to be delivered across multiple CCGs. The Committee noted the numerous successes 
in the past from a joint approach across CCGs’ prescribing initiatives and the discussions taking 
place on working together on joint challenges such as national diabetes guidance and further 
projects such as opiate reduction campaigns. This involved looking at current initiatives which had 
already been delivered at a CCG level but would benefit from scaling up across the NCNE area 
and having a single forum where these could be agreed if funding was needed. 
 
Decision:  

1. 1. To continue to support the need for the collaborative approach of the Prescribing Forum 
and support representation by nominated GPs/Pharmacists from their organisations. 
2. Given the successes of the Prescribing Forum and its collaborative approach, to confirm 
that the reporting arrangements will be to the Northern CCG Joint Committee. 
3. Agree that Terms of Reference are to be reviewed. 
4. Agree to the change in the chairing arrangements to allow the current arrangement to 
continue. 
5. To support the need for a process for seeking and agreeing support and joint funding (if 
this is needed) where initiatives would involve NCNE CCGs working together on a common 
issue. This process to be worked up in conjunction with the CCG Chief Financial Officers’ 
(CFO) Group. 
05.5 Plans for rheumatology services in the County Durham, South Tyneside and 
Sunderland ICP as they develop and for any other services being developed on an ICP 
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footprint which may have an impact on other areas of the region. 
The Committee noted there was no update available for this item at the present time. 
 

06 North of England Commissioning Support (NECS) – Annual Review 2019/2020  

Decision: To receive and note the NECS Annual review 2019/2020. 
 

 

07 Questions received from members of the public relating to specific items on the agenda  

No questions had been received from members of the public.  
 

08  Any Other Business  

There was no other business.  
 

 

 

 

Representatives of the press and other members of the public were excluded from part 2 of this 

meeting having regard to the confidential nature of the business to be transacted, publicity on which 

would be prejudicial to the public interest (Section 1 (2)) Public Bodies (Admission to Meetings) Act 

1960 

Date and time of next meeting: 
 

Thursday 14 January 2021 
2.00pm 

 



 
Governing Body Committee  

DRAFT Cycle of Business 2020 – 2021 v1 
 

Governing Body Committee Meeting - 2018/2019 Cycle of Business – Version 1 

Standing items 
 

 

21 
May 
2020 

 

23 
Jul 

2020 

 

24 
Sept 
2020 

 

26 
Nov 
2020 

 

28 
Jan 
2021 

 25 
Mar 
2021 

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 2019/20 Annual Complaints Report       

Performance (Matt Brown)       

 Performance Report       

Finance (Kate Hudson)       

 Finance Monitoring Report       

 Audit Strategy Memorandum       

 Annual Review of Financial Scheme of Delegation        

 Draft Annual Budget        

Commissioning Business (Matt Brown)       

 System Resilience Planning & Reporting       

 Planning and Commissioning Intentions 2020/2021       

 EPRR Standard Improvement Plan       

 Delegated Primary Care Commissioning - Update        

 Operational Plan 2020/21       

 Long Term Conditions Review       

 End of Life Care Strategy update (Jon Tose)       

 Learning Disabilities Transformation Plan 

 

 

 

  

 

   

 Path to Excellence       

Partnership       

 Public Health & Health and Wellbeing Board update        

 Children, Adults and Health        

 Section 75 Agreement for Better Care Fund        

 Continuing Healthcare Update       

Governance       

 Risk Register Review (Matt Brown)         
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Standing items 
  

21 
May 
2020 

 

23 
Jul 

2020 

 

24 
Sept 
2020 

 

26 
Nov 
2020 

 

28 
Jan 
2021 

 25 
Mar 
2021 

 Annual review of constitution 
-  Standards of Business Conduct & Declarations of Interest: Annual Review 
-  Registers of Interest review  
-  Sealing of documents 

 
 
  

    

  

 Governing Body Assurance Framework (Keith Haynes)        

 CCG Annual General Meeting        

 Business Continuity Plan (Every 2 years - Next in 2020/2021)       

 Information Governance Strategy – Review (Every 2 years - Next in 2021)       

 Patient and Public Involvement and Practice Engagement Report (for 
information) 

     
 

 Communications and Engagement Strategy 

 

 

 

 

 

 

 

 

 

   

 STCCG Annual Report       

 Audit Completion Report        

 Constitutional Amendment        

 Modern Slavery Act - Review        

Sub-committee minutes     

 

  

 Audit and Risk Committee       

 Executive Committee       

 Quality and Patient Safety Committee        

 Remuneration Committee       

 Council of Practice       

 PCCC Minutes       

 Northern CCG Joint Committee - approved minutes       

 Patient Reference Group       

Ad-hoc Items       
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