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Governing Body 

Thursday 30 September 2021 
10:00 – 12:00 (Public) 

Video conferencing meeting held under COVID-19 restrictions 

ITEM TIME TITLE LEAD 

2021/56  
 
 
 
 
10:00 

Welcome and introductions 

Matthew Walmsley 

Verbal 

2021/57 Apologies for absence Verbal 

2021/58 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 

2021/59 Draft Minutes: Meeting of 29 July 2021 Enclosure 1 

2021/60 Matters Arising Verbal 

2021/61 10:05 Accountable Officer’s Information Update Neil O'Brien Enclosure 2 

 Coronavirus Covid-19, Infection and 
Partnership 

  

2021/62 10:15 
COVID-19 Pandemic and Vaccine 
Management: Update 

Matt Brown/Tom 
Hall 

Presentation 

 Quality   

2021/63 10:25 
Key Assurance and Risk Report: Quality and 
Safeguarding Update 

Jeanette Scott Enclosure 3 

 Performance   

2021/64 10:35 Performance Report Matt Brown Enclosure 4 

2021/65 10:45 Urgent & Emergency Care Neil O'Brien Verbal 

 Finance  

2021/66 10:50 Financial Monitoring Report Kate Hudson Enclosure 5 

2021/67 11:00 2020/21 Annual Auditor’s Report Diane Harold Enclosure 6 

 Partnership   

2021/68 11:10 
Public Health & Health and Wellbeing Board 
Update – meeting papers attached for interest 

Committee meeting - South Tyneside Council 

Tom Hall Verbal 

2021/69 11:15 Children, Adults and Health Update Vicki Pattinson Verbal 

 Governance  

2021/70 11:20 

ICS Development Update 
- ICB Transition and CCG Closedown 

Update 
- ICS Interim Governance Process 

 
Neil O'Brien 

 
Kate Hudson 

 
Enclosure 7 

Enclosure 8 

2021/71 11:35 
South Tyneside Alliance Commissioning 
Board (STACB) Governance Update 

Matt Brown Enclosure 9 

2021/72 11:45 Risk Management Report Deb Cornell Enclosure 10 

https://www.southtyneside.gov.uk/article/60220/Committee-meeting?formid=147785&pageSessionId=a379d79c-f7f3-4467-9b3c-b410ddd9ed2c&fsn=99616fd6-2456-4255-9585-7ac172f55cb7
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Close 12:00 
 
Date and time of next meeting 
 
Thursday 25 November, 10:00 – 12 noon 
 
 
Jane Leighton 
Corporate Governance Manager 
South Tyneside CCG 

 Sub-committee Minutes  

2021/73 11:50 
Alliance Executive Committee meetings of 8 
July & 12 August 2021 

Matt Brown Enclosure 11 

2021/74 11:50 
Audit & Risk Committee meeting of 26 May 
2021 

John Whitehouse Enclosure 12 

2021/75 11:50 
Primary Care Commissioning Committee 
meeting of 27 May 2021 

Pat Harle Enclosure 13 

2021/76 11:50 
Patient Reference Group meeting of 10 June 
2021 

Paul Cuskin Enclosure 14 

 OTHER BUSINESS  

2021/77 11:50 Cycle of Business 2021/22 
Matthew 
Walmsley 

Enclosure 15 

2021/78 11:50 Any Other Business 
Matthew 
Walmsley 

 

2021/79 11:55 Question Time: Members of the public 
Matthew 
Walmsley 

 



 
 

Page 1 of 12 
 

 

 
Governing Body (PUBLIC) 

Thursday 29 July 2021 
10:00 – 12:00 

This was a tele-conference virtual meeting held under Coronavirus Covid-19 restrictions. 
 
Present: 
Dr Matthew Walmsley  Chair, STCCG       MW 
Kate Hudson   Chief Finance Officer/Chief Officer, STCCG   KHu 
Matt Brown    Director of Operations, STCCG    MB 
Jeanette Scott   Director of Nursing, Quality & Safety, STCCG   JS 
Dr Tarquin Cross   Secondary Care Consultant, STCCG    TC 
Paul Cuskin    Lay Member, STCCG      PC 
Pat Harle    Lay Member, STCCG      PH 
 
Apologies: 
Dr Neil O’Brien  Accountable Officer, STCCG    NO 
John Whitehouse  Lay Member, STCCG     JW 
Louise Lydon   Primary Care Health Professional, STCCG  LL 
Tom Hall   Director of Public Health, STC    TH 
Vicki Pattinson  Interim Director Adult Social Care, STC    VP 
 
In Attendance: 
Debbie Cornell  Head of Corporate Affairs, STCCG   DC 
Jane Leighton  Corporate Governance Manager, STCCG   JL 
Liz Davies   Director of Communications, STSFT   LD 
Clare McManus  Divisional Director for Family Care, STSFT  CM 
 
2021/33 Welcome and Introductions 

Members were welcomed to the meeting. 
 

2021/34 Apologies for Absence 
 Apologies for absence were noted as above. 
 
2021/35 Declarations of Interest 

The following standing declarations were noted as follows:- 
 

• Dr Matthew Walmsley, GP in South Tyneside 

• Pat Harle, Lay Member, Sunderland CCG 

• Pat Harle also declared an interest in relation to agenda item 2021/46 Palliative and 
End of Life Care Progress Update having had a former association with South 
Tyneside Integrated Care 

• Debbie Cornell, Head of Corporate Affairs, working across both South Tyneside and 

Sunderland CCGs 

2021/36 Draft Minutes of 27 May and 3 June 2021 (Enclosures 1i, ii) 
 The minutes were agreed as an accurate record of the meeting. 
 
2021/37 Matters Arising 
 There were no matters arising from the minutes. 

Agenda item - 2021/59 
Enclosure 1 
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2021/38 Accountable Officer's Information Update (Enclosure 2) 
 In the absence of the Accountable Officer, the Chief Finance Officer/Chief Officer 

updated the Governing Body on key highlights as follows:- 
 

i) Integrated Care System (ICS) update 
The national ICS development framework was published on Wednesday 16 June 
2021 along with further detail about the employment commitment to staff currently 
working in CCGs. 

 
A Project Management Office (PMO) has been established with a number of 
workstreams on the transition from CCGs to the ICS, looking at all aspects of the 
developing ICS. 

 
Some local engagement sessions have taken place with integrated care partnerships 
at which the ICS management team have been in discussion regarding the role of 
CCGs and the transition from CCGs to the ICS. 

 
Providers, local authority and the voluntary sector are all keen to have a voice in the 
development of the ICS, the ICS Chair (Designate) will be running some ICS design 
sessions which will enable views to be taken into account in relation to the structure 
of the ICS. 

 
ii) NHS Recovery 

Elective recovery is an area of focus for the CCG and the ICS, the North East and 
North Cumbria (NENC) ICS has been chosen as an accelerator site to go further 
faster in elective recovery, this attracts additional investment into the ICS for capital 
or revenue expenditure to focus mainly on reducing the number of people waiting 
longer than 52 weeks. 

 
The Accountable Officer is leading a piece of work across the ICS on developing a 
framework of support offers to be delivered locally for those on waiting lists to offer 
practical support and optimise their health prior to surgery while they wait. 

 
iii) Covid 

Vaccination continues to progress well as more vaccine becomes available and the 
CCG is working hard to get the vaccine out to all people eligible in our community 
including those hard-to-reach communities with several innovative approaches.  It 
was reported that there is less uptake of the vaccine within the 18-30 year old cohort 
and work is underway via social media platforms to ensure the programme is more 
accessible. 

 
Attention is now turning towards the upcoming flu programme; it was reported that it 
is likely that the flu programme will run alongside the Covid booster programme. 

 
The Governing Body noted the local updates outlined in the report. 
 
In relation to the vaccine programmes underway, efforts of the workforce were 
acknowledged, however assurance regarding the sustainability of these programmes 
was requested. 
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ACTION: The Chief Officer will feedback to the Accountable Officer who is a 
member of the regional System Vaccination Operation Centre (SVOC). 
 
RESOLVED: 
The Governing Body received and noted the report for information. 
 
CORONAVIRUS COVID-19, INFECTION AND PARTNERSHIP 
 

2021/39 COVID-19 Pandemic and Vaccine Management: Update (Verbal) 
The Executive Director of Operations reported that previously the borough had the 
highest Covid rate per 100,000 in the country which predominately appeared to be 
related to the younger residents (late teens to mid 30s).  Although these rates have 
since reduced significantly and the same Covid pressures are not being experienced, 
there is still pressure in the system due to staff isolation periods. 
 
There has also been a great level of non Covid demand, particularly in A&E whereby 
attendance levels are quite high. 
 
The vaccine programme has been very successful, 95% of over 65 year olds have 
received both doses of the vaccine, however there have been challenges in relation to 
the younger cohort and different methods are underway to try to attract these residents 
to receive the vaccine.  Some national support for the vaccination programme has also 
been received (additional capacity within the borough) to assist with targeting hard to 
reach groups. 
 
Planning is underway to deliver both flu and Covid vaccinations for the autumn, 
although this is proving challenging in terms of synchronisation of receipt of the 
vaccinations. 
 
The Governing Body wished to formally acknowledge the work of all involved in the roll 
out of the flu and Covid vaccination programmes. 
 
RESOLVED: 
The Governing Body noted the verbal report. 
 
QUALITY 
 

2021/40 Key Assurance and Risk Report: Quality and Safeguarding Update (Enclosure 3) 
The Executive Director of Nursing, Quality & Safety presented a highlight report 
outlining quality and safeguarding activity across South Tyneside CCG commissioned 
services, of which are Covid-19 related as well as general, and have been the subject 
of consideration by the CCGs Joint Quality & Safety Committee.  Governing Body 
members were asked to note the following:- 
 
Care Quality Commission (CQC): the CQC has published a new strategy 
strengthening the commitment to ensuring health and social care services provide 
people with safe, effective, compassionate, high quality care and to encourage these 
services to improve.  It was also noted that on 21 July the CQC published the July 
Covid-19 Insights issue which highlighted an analysis of mortality in care homes 
between April 2020 and 31 March 2021. 
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Mortality: for the period January to December 2020 the Summary Hospital-level 
Mortality Indicator (SHMI) data for South Tyneside and Sunderland NHS Foundation 
Trust (STSFT) showed an increasing rate but remained within expected limits.  More 
recent data indicates the Trust became an outlier for the period February 2020 to 
January 2021 - the rate has since decreased and the Trust are now within expected 
limits.  Medical Examiners (ME) processes are in place which further scrutinise 
mortality; the ME office reported that no serious concerns have been identified in 
hospital deaths.  It was reported that the Medical Examiner programme is being rolled 
out into non-acute settings with the ambition that all deaths will be scrutinised by a ME 
by the end of March 2022. 
 
Incident reporting levels: decreased in quarter 4; this is in line with reporting across 
the region. 
 
Infection, Prevention and Control (IPC): IPC teams have been engaging with both 
care homes and primary care to offer support and to gain an understanding of IPC 
needs and requirements.  The regional Antimicrobial Resistance/Healthcare Associated 
Infections (AMR/HCAI) Board has been re-established in order to lead system wide 
delivery of the national strategy. 
 
Safeguarding: the Designated Nurse for Safeguarding Adults (DNSA) is engaged with 
the development of the Joint Strategic Needs Assessment for the Domestic Abuse 
Strategy and implementation of the new responsibilities within the Domestic Abuse Act 
2021 and supports the North East & Yorkshire region on the transition to Liberty 
Protection Safeguards; the DNSA is now the regional representative on the NHSEI 
Clinical Reference Group. 
 
LeDeR: the new LeEDeR web platform is now fully operational and training sessions 
have been offered to all LeDeR reviewers and local area coordinators.  A regional 
meeting will take place in July to provide further updates on how the new national 
LeDeR policy will be implemented across the Integrated Care system (ICS) and to 
better understand the implications on place-based processes. 
 
Patient Safety: the World Health Organisation (WHO) has published its Global Patient 
Safety Action Plan 2021–2030; the emphaisis is to obtain maximum possible reduction 
in avoidable harm as a result of unsafe care. 
 
NHS Patient Safety Strategy - the CCGs Head of Quality and Patient Safety has been 
invited to participate in the NHSX Digital Clinical Safety Strategy Workshops which will 
inform the strategy. 
 
Two National Patient Safety Alerts have been issued since the last update - the first 
was issued advising of the need for urgent assessment/treatment following ingestion of 
‘super strong’ magnets; the second requires all providers that use piped medical air to 
eliminate the risk of inadvertently connecting patients to medical air via a flowmeter 
instead of oxygen.  Assurance regarding implementation of national patient safety alerts 
is sought as part of the CCG Quality Review Group processes. 
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Patient Safety Incident Response Framework - NHS England and NHS Improvement 
(NHSE&I) have developed a Framework expected to commence by April 2022. 
 
Regulation 28: has been issued to Cumbria, Northumberland Tyne & Wear Foundation 
Trust following the death of a patient in November 2018 as a result of an assault by 
another patient.  Assurance and monitoring is undertaken at the Quality Review Group. 
 
RESOLVED: 
That the report on quality assurance and risk be noted and assurance 
acknowledged. 
 

2021/41 Learning Disability Mortality Review (LeDer) Annual Report 2020/21 (Enclosure 4) 
The Executive Director of Nursing, Quality & Safety presented the Governing Body with 
the second Annual Learning Disabilities Mortality Review (LeDeR) report for South 
Tyneside CCG, produced jointly with Sunderland CCG, which outlined the processes 
undertaken for reviewing the deaths of people with learning disability, identifies learning 
and highlights how the LeDeR process has influenced change and improvements in 
health and social care, for people with a learning disability throughout 2020/21. 
 
Attention was drawn to the key points detailed in the annual report and the inclusion of 
a statement from Equal People at Your Voice Counts, sharing the local view on the 
pandemic from people in the area.  Thanks was also expressed to Your Voice Counts 
for the production of the easy-read version. 
 
The full report and easy read version will be published on the CCGs website. 
 
The Executive Director of Nursing, Quality & Safety reported on the number of deaths 
within South Tyneside during the period 1 April 2020 to 31 March 2021, the largest age 
group being between 60-70 year olds.  It was noted that this year had seen Covid-19 
the highest cause of death for people with a learning disability across South Tyneside 
and Sunderland and noted that the LeDeR system has added a field for confirmation of 
Covid-19 status on to the review platform. 
 
In terms of the grading of care, in the majority of cases the LEDER reviewers graded 
the quality of care received as being either excellent or good.  A small number were 
graded satisfactory or falling short of satisfactory care, however no cases were 
assessed as requiring a multi-agency review, to gain additional learning. 
 
The Governing Body was asked to note the learning themes and positive findings 
outlined in the report. 
 
It was explained that in 20/21, the physically health hub became fully operational in the 
borough, providing additional support to people who had an identified learning disability 
to access full annual health checks and the development of health action plans - 86% of 
people with a learning disability were able to access a full annual health check during 
the year, whilst due to the impact of Covid and deterioration in respect to mental 
wellbeing, work has commenced with the IAPT service to increase accessibility for 
people with learning disabilities. 
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In response to a question raised regarding how the process for the monitoring of action 
planning and implementation of reviewers recommendations is imposed, the Executive 
Director of Nursing, Quality & Safety assured the Governing Body that the Joint 
Commissioning Unit is fully embedded and able to follow up on any issues that may 
present. 
 
RESOLVED: 
The Governing Body received and noted the annual report. 
 
PERFORMANCE 
 

2021/42 Performance Report (Enclosure 5) 
Members received a report on the performance of the CCG since the meeting of 27 
May 2021, key areas were highlighted as follows: 
 
Cancer 

• Working with the Northern Cancer Alliance to understand trusts performance with 
regard to Faster Diagnosis standards (28 day target). 

• Agreed go-live date of tele-dermatology pathway for Newcastle Hospitals (NuTH) 
skin patients – July 2021. 

• Weekly meetings are taking place within the locality, at ICP level and ICS level to 
monitor trends and understand capacity across all 3 levels.  

 
Waiting times South Tyneside & Sunderland NHS Foundation Trust  

• Performance improved in May to 87.6% for incomplete pathways (below 92% target) 
due to impact of pandemic including increase in demand and easing of national 
restrictions (1% increase in referrals between April and May). 

• In April, the Trust performed better than national average, ranked second best in the 
region. 

• In May, 280 patients had waited longer than 52 weeks for treatment, significant 
improvement from 414 in April. 

• 70% of the 52 week waiters have a decision to admit and 23% have a date for 
treatment arranged.  

• Since last month Ophthalmology and Geriatric Medicine have improved and have 
now achieved the target.  

 
Waiting Times Newcastle Hospitals (NuTH) 

• Dermatology - skin is the largest single tumour group for 2 week waits (2ww), 
accounting for 42% of the overall number. 

• 2ww compliance within skins 18% for April; primarily due to significantly increased 
referrals. 

• Tele-dermatology now agreed with GPs now sending images to NuTH alongside 
referrals.  Education events planned with primary care and the service is 
reorganising to meet demand.  

• Ophthalmology - 44% of over 52 week waiters are within Ophthalmology.  This is 
reducing following the opening of a cataract modular theatre to enhance patient flow 
and rapidly expand capacity.  
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• Directorates continue to undertake multiple actions to mitigate the risks of longer 
waits, with harm reviews for over 52 week waiters carried out alongside patient 
triage. 

 
A&E 

• From May/June experiencing high levels of non Covid activity and therefore will be 
very challenging due to the combination of high levels of non Covid work, the 
complexity of Covid pathways and the challenge regarding staff isolation. 

 
RESOLVED: 
That the performance report be noted, and assurance acknowledged. 

 
FINANCE 
 

2021/43 Financial Monitoring Report (Enclosure 6) 
The Chief Finance Officer introduced the report for month 3 – to the end of June 2021. 
 
It was reported that the CCG is on track to deliver £316k surplus for H1 2021/22 in 
order to support the integrated care system. 
 
The Governing Body were advised that although the report forecasts an overspend, the 
Chief Finance Officer gave assurance that an income is current awaited and once 
received the surplus will be delivered. 
 
The planning for the second half of the year is due to commence in the autumn and it is 
anticipated that there will be a significant efficiency challenge due to a large sum of 
funding released by the Treasury into health. 
 
RESOLVED: 
The Governing Body received and noted the financial monitoring report. 
 
COMMISSIONING BUSINESS 
 

2021/44 Path to Excellence Update – Phase I; Update on planned implementation of 
paediatric changes (Enclosure 7) 
The Director of Communications and the Divisional Director for Family Care, South 
Tyneside and Sunderland NHS Foundation Trust joined the meeting for this item. 
 
The Executive Director of Operations introduced an update paper on the planned 
implementation of paediatric changes in South Tyneside as part of the Path to 
Excellence programme.  The Governing Body was reminded that South Tyneside and 
Sunderland CCG Governing Bodies made formal decisions on service reconfiguration 
for stroke, maternity and paediatrics services in February 2018, as a consequence the 
decision was submitted for Judicial Review followed by Court of Appeal – the Governing 
Body was advised that the decisions have been successfully upheld. 
 
In August 2019, South Tyneside and Sunderland NHS Foundation Trust (STSFT) 
successfully implemented the first phase of changes to emergency paediatric care at 
South Tyneside District Hospital (STDH), involving the overnight closure of children’s 
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A&E between 10pm at night and 8am in the morning with overnight emergency care 
provided at Sunderland Royal Hospital (SRH). 
 
On 4 August 2021, STSFT will implement the final part of these changes which will see 
children’s A&E become a new nurse-led children’s urgent care service at STDH.  
Overnight emergency care for children will continue to be provided at SRH. 
 
It was noted that STSFT had sought an independent external view from the North East 
and North Cumbria Child Health and Wellbeing Network (CHWN) to ensure the safe 
transition to the new model of care from 4 August 2021.  It was noted that the specific 
objections set were in line with the Independent Reconfiguration Panel.  Following 
receipt of the CHWN draft report, STSFT have confirmed the implementation of all of 
the recommendations.  A full report will be shared with Governing Body members and 
within the public domain, along with the response to the recommendations in due 
course. 
 
A widespread public awareness and information campaign was launched in advance of 
the changes for five weeks and will continue to run as the changes are embedded.  
Feedback has been received from the general public which will be monitored, and 
feedback will be produced. 
 
Work with the North East Ambulance Service was highlighted, particularly in relation to 
the level of transfers, on average 11 transfers a month from South Tyneside to 
Sunderland, since the changes were implemented. 
 
Attention was drawn to the implementation of the next stages outlined in the paper and 
it was emphasised that the Trust continues to experience ongoing fragility in medical 
staffing in South Tyneside which remains a major challenge for the paediatric service, 
therefore is it now imperative to deliver on these changes to avoid any crisis situation 
and ensure the provision of the highest quality of safe patient care for children of South 
Tyneside. 
 
The service will continue to see and treat the vast majority (around 80%) of children 
who attend STDH with urgent, but not life threatening, problems.  It was explained that 
children with major, life threatening problems will be cared for at SRH as they are 
already overnight.  STSFT expects around 8 children a day will be cared for at SRH 
under the new model. 
 
Members received clarification in relation to the establishment of the highly skilled team 
that will lead the service and recognised the support that has been set up with 
Sunderland colleagues; it was acknowledged that links have been made with primary 
care via established education sessions. 
 
The Executive Director of Nursing, Quality & Safety referred to escalation transfers; it 
was confirmed that robust escalation transfer documentation and processes have been 
developed and are in place and that staff isolation due to Covid is under daily review. 
 
In terms of the testing and monitoring of the implementation of the new service, 
members were informed that formal mechanisms have been put in place to capture 
patient experiences, with joint reviews running weekly. 
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RESOLVED: 
The Governing Body received and noted the update report. 
 

2021/45 Path to Excellence Update - Phase II (Enclosure 8) 
The Executive Director of Operations introduced the report which provided the 
Governing Body with an update in relation to the on-going pre-consultation process 
regarding the Path to Excellence programme looking at hospital services across South 
Tyneside and Sunderland and the impact on the local populations of South Tyneside, 
Sunderland and parts of Durham. 
 
It was explained that there are two working ideas for trauma and orthopaedics with both 
South Tyneside and Sunderland continuing to provide local access to A&E, out-patient 
care, diagnostics, medicine and elderly care and critical care. 
 
Regarding general surgery, the hospitals at South Tyneside and Sunderland will 
continue to provide local access to A&E, out-patient care, diagnostics, medicine and 
elderly care and critical care. 
 
Members were asked to note the working ideas for trauma and orthopaedics and 
general surgery outlined in the paper. 
 
RESOLVED: 
The Governing Body received and noted the update report for information. 
 

2021/46 Palliative and End of Life Care Progress Update (Enclosure 9) 
Members received a report setting out progress in relation to the model development 
and timeline for the mobilisation of the new service. 
 
A small number of bedrooms (6) at Haven Court will deliver end of life care 24 hours a 
day, 7 days per week and will now be situated downstairs in Haven Court which has a 
high level of privacy, and individual rooms can be fitted with patio doors opening directly 
into calming garden areas.  It is estimated that work will take approximately 12 weeks to 
be completed – by December 2021. 
 
Staff working in the unit will be led by a Band 7 Nurse and it is anticipated that 
recruitment will take up three months for appointment and relevant checks and 
processes.  The Governing Body noted the substantive nursing appointments outlined 
in the report. 
 
In relation to community services, most capacity is in place with the out of hours 
community palliative care team and in hours community palliative care team is working 
well, with care at home provided through MacMillan nurses, community staff nurses, 
community matrons and other members of the Community Integrated Teams.  Further 
information was outlined in the report. 
 
Assurance was requested in relation to the future reporting of learning, monitoring and 
experiences – the Executive Director of Operations confirmed that update reports on 
specific components and impacts will be reported back to the Governing Body. 
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RESOLVED: 
The Governing Body acknowledged the progress to date on the model outlined 
within the paper and noted the mobilisation timeline to enable delivery of an 
effective, high quality palliative and end of life care service for South Tyneside.   
 
Members wished to thank and congratulate all colleagues involved in the 
development of this model. 
 
PARTNERSHIP 
 

2021/47 Integrated Health & Social Care Commissioning (Enclosure 10) 
The Executive Director of Operations introduced a paper updating the Governing Body 
on the development of integrated working in South Tyneside. 
 
In March 2020 the Governing Body was presented with a report outlining a direction of 
travel to strengthen integrated health and care commissioning arrangements across 
South Tyneside.  This direction of travel included a proposal to establish a joint health 
and care commissioning board as a formal, decision-making meeting in public, with 
authority to act on behalf of both the Council Cabinet and CCG Governing Body and 
represents the South Tyneside place based partnership within the ICS framework. 
 
Members were presented with the following draft documents which support the journey 
to enable effective integrated commissioning decision making: 
 

• Governance arrangements included within section 4 of the report 

• Terms of Reference for the South Tyneside Alliance Commissioning Board 

• Terms of Reference for the South Tyneside Alliance Executive Committee 

• Draft Memorandum of Understanding for the Partnership 
 
Members were asked to note that further changes may be required which will be 
dependent on national guidance. 
 
Future key system partner Boards and Committees will include: 
 
Health and Wellbeing Board – has statutory duties to improve the health and 
wellbeing of their population, reduce health inequalities and to promote integrated 
working between health and social care partners. 
 
South Tyneside Alliance Commissioning Board - will have delegated authority to 
make commissioning decisions from the Governing Body of the CCG and the Local 
Authority Cabinet. The STACB will be responsible for the management of delegated 
budgets that will be agreed in advance. 
 
South Tyneside Alliance Executive Committee - acts on behalf of the South 
Tyneside system to work efficiently, effectively and economically, ensuring effective 
engagement of all key stakeholders to drive forward programmes of change. 
 
The South Tyneside Alliance Commissioning Board (STACB) will be supported by 
appropriate financial governance arrangements.  It is proposed that the CCG and the 
Council in managing the delegated budget will enter into a risk pool arrangement. 
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Discussion took place in relation to how public engagement will take place; the Head of 
Corporate Affairs advised members of the recent approval of the involvement strategy 
which outlines the commitment to ensure residents are engaged. 
 
RESOLVED: 
The Governing Body endorsed the establishment of the formal South Tyneside 
Commissioning Board and sanctioned the ongoing direction of travel taking into 
consideration the National NHS developments. 
 
SUB COMMITTEE MINUTES 

 
2021/48 Alliance Executive Committee; 13 May & 10 June 2021 (Enclosures 11i, 11ii) 
 
2021/49 Audit and Risk Committee; 9 March 2021 (Enclosure 12) 
 
2021/50 Joint Quality & Safety Committee; 13 April 2021 (Enclosure 13) 
 
2021/51 Primary Care Commissioning Committee; 25 March 2021 (Enclosure 14) 
 
2021/52 Patient Reference Group; 8 April 2021 (Enclosure 15) 
 

RESOLVED: 
Members received the minutes for information. 
 

2021/53 Cycle of Business 2021/22 (Enclosure 16) 
Members were advised that there may be changes to the Cycle of Business due to 
national changes and will therefore be reviewed accordingly. 
 
RESOLVED: 
That the Governing Body Cycle of Business be noted. 

 
2021/54 Any Other Business 

No other business was raised at the meeting. 
 
2021/55 Question Time from Members of the Public 

Several questions had been received from Healthwatch South Tyneside prior to the 
meeting which were addressed as follows:- 
 
Q: Paediatric changes – what happens if somebody needs to be transported to 
Sunderland Royal, how are the arrangements made? 
A: The arrangements are made by the hospital team. 
 
Q: Is the North Cumbria Child Health and Wellbeing Network (CHWN) review available 
to read? 
A: It will be published in the public domain, once approved, in due course. 
 
Q: Will Healthwatch be able to visit the designated area in Haven Court? 
A: Very happy for a visit to take place – Covid permitting. 
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Q: Can you confirm the clinical care model will be fully operational as per timescales? 
A: Expected to be fully operational by December 2021. 
 
Q: What will the number of bedrooms be in Haven Court? 
A: It is confirmed that there will be six bedrooms; staffing is adequate to support 
occupancy on a 24/7 basis. 
 
A further question was posed regarding the national end of life audit and staffing levels 
– the Executive Director of Operations agreed to respond directly to the matter raised. 
 

Date and time of next meeting 
Thursday 30 September 2021, 10.00 am – 12.00 pm 
 
Jane Leighton, Corporate Governance Manager, South Tyneside CCG 

 



 

REPORT CLASSIFICATON  CATEGORY OF PAPER 
 

Official ✓ Proposes specific action/decision  

Official: Sensitive Commercial  Provides assurance   

Official: Sensitive Personal   For information only ✓ 

 

 
GOVERNING BODY (PUBLIC) 

 
30 SEPTEMBER 2021 

Report Title: Accountable Officers Information Update 

Purpose of Report 

Provides a general update on national, regional and local activities undertaken by the 
Accountable Officer. 

Key Points 

The attached report provides a general update on both regional and local activities 
undertaken by the Accountable Officer and covers the following areas: 
 
Regional and national updates: 

• Integrated Care System (ICS) Update 
• NHS Recovery 
• Covid-19 Vaccination Programme 
• Urgent and Emergency Care Pressure 

 
Local updates: 

• Community/Young People 

• Ageing Well/Older People 
• Mental Health & Learning Disabilities 

Financial Implications/Risks/Issues 

There are no specific risks associated with the report.  It is intended to provide an overview of 
the activities and key issues facing the Accountable Officer and Executive Team.  Where 
necessary, more detailed reports on specific issues will be prepared for future Governing 
Body meetings or will be considered at a development session.   

Assurances  

None specifically. 

 

 

Recommendation/Action Required 

The Governing Body is asked to note the content of the report for information purposes. 

Sponsor/approving director Dr Neil O'Brien, Accountable Officer 

Report author Kate Hudson, Chief Finance Officer/Chief Officer 

Agenda item 2021/61 
Enclosure 2 
 



 

 

Link to CCG Objectives (tick all that apply) 

1. Developing and delivering the CCG’s key strategic priorities: 

1a:  Ensuring integrated commissioning and delivery of services ✓ 

1b:  Enabling people to take greater responsibility for their own health ✓ 

1c:  Enabling people to receive timely, safe and appropriate care ✓ 

1d:  Enabling people to stay well in their own homes and communities ✓ 

2.  Making the best use of resources  

3.  Improving patient experience and wellbeing ✓ 

4.  Ensuring the CCG is a well-led organisation. ✓ 

Relevant Legal/Statutory Issues  

NHS Act 2006 (as amended by the Health and Social Care Act 2012) 

Any potential/actual conflicts 
of interest associated with 
the paper? (please tick) 

Yes  No  N/A ✓ 

If yes, please specify:  

Equality analysis completed 
(please tick)  

Yes  No  N/A ✓ 

If no, please specify:   

If there is an expected 
impact on patient outcomes 
and/or experience, has a 
quality impact assessment 
been undertaken? (please 
tick) 

Yes  No  N/A ✓ 

If no, please specify:  

Involvement implications 

Has there been/does there 
need to be appropriate 
clinical involvement?  

If applicable, please specify 

Has there been/does there 
need to be any patient and 
public involvement? 

If applicable, please specify 

Has there been/does there 
need to be member practice 
involvement? 

If applicable, please specify 

Has there been/does there 
need to be partner and other 
stakeholder involvement?   

If applicable, please specify 
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1 Introduction 
 
1.1 Welcome to my Accountable Officer’s report for South Tyneside CCG 

Governing Body members, covering the period of July to September 2021.  I 
hope members find my update useful.  I have had 2 weeks leave in this month 
and due to well-deserved holidays, a lot of meetings have been stood down 
hence a shorter report this month. 

 
REGIONAL AND NATIONAL UPDATE 
 
2 Integrated Care System (ICS) Update 
 
2.1 Professor Sir Liam Donaldson has been confirmed as the Chair of our ICS 

and the process for appointing the Chief Executive of the ICS has 
commenced with an appointment being made in October.  Details of the 
appointment process are still being finalised however I believe the decision 
will be made following national and regional appointments processes. 

 
2.2 Other appointments to the Integrated Care Board (ICB) will be made after 

October, these include a Chief Finance Officer, Director of Nursing, Medical 
Director, Non-executive Directors and members from Local Authority, Primary 
Care, and the Foundation Trusts.  Additional appointments to the Board are 
for local discretion and have not yet been decided. 

 
2.3 There has been significant delay in national guidance relating to the 

establishment of the ICS and the HR framework, this continues to hamper local 
progress.  Senior leaders from the ICS have engaged with each ICP to hear from 
local places this will result in several design meetings in September and early 
October involving the NHS and local government to produce a set of 
recommendations relating to the operating model and governance of the ICS.  At 
the time of writing this report all of the guidance available to date can be found by 
following this hyperlink NHS England Integrated Care Systems: Design 
framework 

 
2.4 Finally, the interim ICS Medical Director Mike Bramble is due to stand down at 

the end of September 2021; following an expression of interest exercise Neil 
Halford, Consultant in Emergency Medicine at Queen Elizabeth Hospital and 
Deputy Medical Director currently employed by Gateshead, has been 
appointed as Interim Medical Director for 6 months and will be commencing 
his secondment as soon as the necessary arrangements are in place. 

 
3 NHS Recovery 
 
3.1 The recovery of elective services continues across the patch, with both 

County Durham and Darlington NHS Foundation Trust (CDDFT) and South 
Tyneside and Sunderland NHS Foundation Trust (STSFT) making headway 
into elective backlogs (South Tyneside CCG and Sunderland CCG having the 
strongest position within the ICS).  As of writing this update, both main acute 
providers had experienced some pressures due to Covid, which have resulted 
in short notice cancellations of planned procedures.  To mitigate further 

https://www.england.nhs.uk/publication/integrated-care-systems-design-framework/
https://www.england.nhs.uk/publication/integrated-care-systems-design-framework/


 

impact, a range of initiatives have been put in place (eg implementation of 
weekly elective recovery meetings, elective recovery groups, additional 
capacity insourced, implementation of 'Waiting Well'). 

 
3.2 Work is continuing on the development of diagnostic business cases to 

support access to central funding.  A broad range of cases are in development 
that, if approved, will increase capacity across the Durham, South Tyneside 
and Sunderland area.  The cases include increased provision of CT 
(computerized tomography), MRI (magnetic resonance imaging), Endoscopy 
and Echo, CCGs' leads are meeting with Foundation Trusts' colleagues in the 
coming weeks to look at how this may be progressed. 

 
4 Covid-19 Vaccination Programme 
 
4.1 The Covid vaccination programme continues to deliver thanks to the hard 

work of everyone involved.  As Chair of the ICS Vaccination Board our 
attention has moved to planning for the Phase 3 booster programme, the flu 
programme and immunising the 16-18 years old population and those 12-15 
years old in high-risk groups.  We are expecting decisions from Government 
about the vaccination of healthy 12-15 years old and the potential autumn 
booster programme imminently however plans for the delivery of the vaccine 
to these populations are well underway. 

 
4.2 We have held several planning and stress testing sessions to plan for a 

coordinated vaccination programme this coming autumn. 
 
4.3 The flu programme has also been extended this year to include more school 

aged children and an offer to everyone over the age of 50 in addition to the 
normal flu programme.  I'm confident we have robust plans to deliver this 
extended immunisation programme efficiently over the months to come. 

 
5 Urgent and Emergency Care Pressure 
 
5.1 There have been significant pressures across the whole health system in the 

last few weeks/months.  We believe this is due to a combination of factors 
such as ongoing Covid admissions and the necessary infection prevention 
control measures in place.  Staff sickness and holidays, unmet demand from 
the Covid pandemic and a push to recover elective waiting lists. 

 
5.2 The North East Ambulance Service (NEAS) have been under pressure 

reporting Resource Escalation Action Plan (REAP) level 4 which is the highest 
level of escalation, the military assisted NEAS in August to try and improve 
response times, this picture is replicated nationally. 

 
5.3 Appointment data from primary care demonstrates a higher consultation rate 

when compared with pre-Covid levels, this in addition to staffing issues has 
resulted in significant pressures which are being managed by CCGs and 
Primary Care Networks (PCNs). 
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5.4 Helen Ray, Chief Executive of NEAS and Chair of the Urgent and Emergency 
Care Network (UECN) is reviewing the network and the membership to better 
coordinate the UEC pressure now and through the winter. 

 
LOCAL UPDATE 
 
6 Community/Young People 
 
6.1 Engagement and co-production have been undertaken with 35 individuals in 

relation to shaping future Domestic Abuse services.  Further engagement has 
been scheduled and collective plans are in the process of being implemented.  

 
7 Ageing Well/Older People 
 
7.1 Commissioning additional ‘bedded rehabilitation’ capacity during the winter 

period produced positive outcomes, with the average length of stay being 19 
days and 80% of individuals discharged remaining in their own home after 60 
days. 

 
7.2 Age Concern South Tyneside (ACTS) facilitated support for over 100 people, 

identified as presenting with low mood, via the winter pressures funding.  
Each person was assigned a ‘wellbeing caller’ with the task of finding out what 
matters to them and what they would like to be involved in within the 
community. 
 

8 Mental Health & Learning Disabilities 
 
8.1 In August 2021, a new online platform to provide mental health support for 

Adults was launched.  Qwell, provides access to online counselling from 
mental health professions, information and advice and chatrooms to share 
experiences.  Over 100 professionals signed up to the launch of the service, 
with further events scheduled as part of implementation (including GP 
awareness sessions and slot on GP Education forum). 

 
8.2 Mental health workshops have been delivered to over 90 people from our 

black, Asian, and minority ethnic (BAME) communities to help raise 
awareness of the mental health services on offer locally.  A participant from 
the BAME community provide the following feedback… “I joined many 
sessions which helped me a lot coping with the stress from the lockdown. It 
was life changing for me, it boosts me self-confident and self-esteem.” 

 
8.3 Engagement from local GP’s continues to gather pace in relation to the NHS 

Quality Checks.  Four individuals with learning disabilities have been 
employed to conduct quality checks on health services.  Initial findings have 
indicated some areas for development which will lead to positive changes for 
individuals across the borough; findings will be shared upon completion.   

 
8.4 A new integrated working group has been developed co-chaired by an 

individual with learning disabilities and progressing priorities which are 
genuinely co-produced with our residents with learning disabilities as well as 



 

their carers.  The working group is in early stages but already has some 
positive findings. 

 
 



 

REPORT CLASSIFICATON  CATEGORY OF PAPER 
 

Official ✓ Proposes specific action/decision  

Official: Sensitive Commercial  Provides assurance  ✓ 

Official: Sensitive Personal   For information only ✓ 

 

 
GOVERNING BODY (PUBLIC) 

 
30 SEPTEMBER 2021 

 

Report Title: Quality and Safeguarding Update  

Purpose of Report 

The following update provides the Governing Body (GB) with a succinct single page 
document highlighting quality and safeguarding activity across South Tyneside Clinical 
Commissioning Group and its commissioned services.   

Key Points 

• The update includes a brief overview of information reported at the Quality Safety 
Committee, the details of any key quality assurance exceptions, patient safety updates 
and provides GB members with a brief update on infection control.    

• Any key changes in legislation are reflected and a brief synopsis of safeguarding 
activity is presented.  

Financial Implications/Risks/Issues 

• The Cawston Park serious adult review (SAR) report was published on the 9th 
September 2021 and highlights tragic failings in the safe delivery of care for 3 learning 
disability patients Joanna, Jon and Ben. The findings of the SAR review mirror the 
experience that people and families experienced at Winterbourne View Hospital, and 
more recently at Whorlton Hall. A total of 13 recommendations have been made to 
address the lessons learned and to support the health and social care system in 
overseeing effective high-quality care for people with a learning disability and/or 
autism.   The CCGs commissioning team for Mental Health, Learning Disabilities & 
Autism are reviewing the report and are fully engaged in understanding the patient 
journey and their experience of care and treatment.     

• Shortages continue within the Becton Dickinson’s (BD) Blood Specimen Collection 
Portfolio and stock is now bring controlled nationally by NHS England and guidance 
has been developed jointly with senior clinical leads from across Durham, South 
Tyneside and Sunderland to help inform decisions made by primary care colleagues. 
This guidance relies on the pragmatism of general practice to work with a currently fluid 
issue and is aimed at supporting practices to manage supplies and ensure patients 
continue to receive timely and effective care. There is now a key focus on optimising 
resources and minimising waste and stock. National best practice guidance is 
anticipated in forthcoming weeks to ensure an efficient, safe approach to blood 
collection processes in the longer term. 

• The NHS Standard Contract 2021/22: Minimising Clostridioides difficile and Gram-
negative Bloodstream Infections guidance was published in Quarter 2 on the 9th August 
2021 outlining thresholds for both acute trust providers and CCGs and is due to be 
discussed at the forthcoming CCG Healthcare Associated Infection (HCAI) 

Agenda item 2021/63 
Enclosure 3 
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Improvement group.  

• North East Ambulance NHS Foundation Trust (NEASFT), alongside other ambulance 
Trusts nationally, are currently experiencing significant pressures on the service and 
the system as a whole. This is having an impact on performance and quality with 
increasing handover delays, high call volumes, staff absence and concerns around 
response times. In response temporary measures have been introduced to streamline 
staff training and some committees including the Quality Committee have been 
postponed although quality oversight and reporting remain. Across the ICS 
consideration is being given to initiatives that will help support and alleviate the 
pressures NEASFT are experiencing. Regular conversations are taking place between 
the lead commissioner Director of Nursing and NEASFTs Director of Quality, Patient 
Safety, Innovation and Improvement. 

 

Assurances  

• Any quality or safeguarding concerns are discussed at the CCG Quality and Safety 
Committee and respective Quality Review groups with providers. 

• Key quality risks that may have an impact on the wider health care system are shared 
with the Cumbria and North East Quality Surveillance Group.   

 

Recommendation/Action Required 

The Governing Body are asked to receive this update for information.   
 

Sponsor/approving director 
Jeanette Scott, Executive Director of Nursing 
Quality and Safety  

Report author 
Kirstie Hesketh, Head of Quality and Patient 
Safety    

 

Link to CCG Objectives (tick all that apply) 

1. Developing and delivering the CCG’s key strategic priorities: 

1a:  Ensuring integrated commissioning and delivery of services  

1b:  Enabling people to take greater responsibility for their own health  

1c:  Enabling people to receive timely, safe and appropriate care ✓ 

1d:  Enabling people to stay well in their own homes and communities  

2.  Making the best use of resources  

3.  Improving patient experience and wellbeing ✓ 

4.  Ensuring the CCG is a well-led organisation.  
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Relevant Legal/Statutory Issues  

 

Any potential/actual conflicts 
of interest associated with 
the paper? (please tick) 

Yes  No ✓ N/A  

If yes, please specify:  

Equality analysis completed 
(please tick)  

Yes  No  N/A ✓ 

If no, please specify:   

If there is an expected 
impact on patient outcomes 
and/or experience, has a 
quality impact assessment 
been undertaken? (please 
tick) 

Yes  No  N/A ✓ 

If no, please specify:  

Involvement implications 

Has there been/does there 
need to be appropriate 
clinical involvement?  

Not applicable  

Has there been/does there 
need to be any patient and 
public involvement? 

Not applicable  

Has there been/does there 
need to be member practice 
involvement? 

Not applicable  

Has there been/does there 
need to be partner and other 
stakeholder involvement?   

Not applicable  
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Quality/ Assurance/ Exceptions  

• Care Quality Commission (CQC): From August 2021 changes were made to how the CQC will regulate to enable a more flexible  

• response to their assessment and ratings, recognising the ongoing challenges that many providers are facing as the NHS navigates  

• the next stage of the pandemic. There will be continued focus on safety, how effectively a service is led and structured conversations  

• with providers, with a focus on safety, leadership and use of specific existing key lines of enquiry (KLOEs) to monitor a service.  

• North East Ambulance NHS Foundation Trust (NEASFT): are currently experiencing significant pressures which is impacting on 
quality and performance with increasing handover delays, high call volumes, staff absence and concerns around response times. 
Across the ICS consideration is being given to initiatives that will help support and alleviate the pressures. Quality oversight remains 
and regular dialogue is taking place with NEASFTs Director of Quality, Patient Safety, Innovation and Improvement. 
  
 
 
 
    
      
 
 
 

•   
 
         

    
 

 

Cawston Park report - 
Joanna, Jon and Ben  

• During April 2019 and 
December 2020, Norfolk’s 
Safeguarding Adults Board 
(NSAB) commissioned a 
Safeguarding Adults Review 
(SAR) concerning the 
deaths of three adults, 
Joanna, Jon and Ben at a 
private hospital, Cawston 
Park. The latter was an 
independent mental health 
hospital for adults with 
learning disabilities and/or 
autism.   

• The report which was 
published on the 9th 
September highlights 
significant failures in care 
delivery and reports 
incidences of excessive use 
of restraint and seclusion by 
unqualified staff, concerns 
over "unsafe grouping" of 
patients and discloses 
overmedication of patients. 
High levels of inactivity and 
days of "abject boredom" 
were also reported and 
relatives described 
"indifferent and harmful 
hospital practices", with their 
questions and "distress" 
being ignored. Failures in 
governance, commissioning 
and oversight are also 
reported.   

• So many of the failings 
outlined in the report have 
been identified many times 
before, in reports such as 
Winterbourne and Whorlton 
Hall, again raising serious 
concerns about the lack of 
transparency of such 
settings.  

• The SAR makes 13 
recommendations for critical 
system / strategic change 
which include suggestions 
around the NSAB 
approaching the Law 
Commission to review the 
current legal position of 
private companies' 
corporate governance and 
conduct in relation to 
services for learning 
disability and autism. The 
recommendations also 
question what additional 
rights and protection can be 
afforded to this patient 
group and gives 
consideration to 
placements.  They also 
place a responsibility on 
commissioners to review 
their commissioning 
arrangements to embrace 
the concept of intelligent 
and ethical commissioning.  

• Conversations are 
underway across our ICS to 
give consideration to the 
SARs findings and the 
immediate lessons learned.  

Patient Safety 

• The maternity self-assessment tool (first published Feb 2020), 
has been updated to reflect the findings of the Ockenden review, 
7 features of safety culture and the emerging themes from 
services on the safety support programme and the areas CQC 
found to be outstanding in other maternity services across 
England. It is a strategic tool for all maternity services to use, 
enabling them to benchmark the safety and quality of their 
services against national standards and best practice guidance. 
Assurance regarding implementation and findings following use 
of the tool will be explored with STSFT at the forthcoming 
Quality Review Group.  

• The 3rd WHO World Patient Safety Day was held on the 17th 

September with this year's theme being 'safe maternal and 
newborn care'.   

• On 25 August 2021 two National Patient Safety Alerts were 
issued the first regarding elimination of bottles of liquefied 
phenol 80%. This followed incidents where bottles of liquified 
phenol 80%, were either confused with other medication or 
caused burns when spilt, the alert asks providers to eliminate its 
use and to follow professional guidance to use safer 
alternatives. The second alert related to infection risks when 
using FFP3 respirators with valves or Powered Air Purifying 
Respirators (PARPRs) during surgical and invasive procedures. 
Providers were asked to revise procedures, purchasing 
processes, stock supply, checklists, and stock labelling around 
the use of these respirators to ensure they are not used during 
surgical and invasive procedures, except in very specific 
circumstances. 

Blood Collection Tube Shortage  

• The Governing Body will be aware of the supply disruption 
in relation to Becton Dickinson’s (BD) Blood Specimen 
Collection Portfolio. This is being experienced internationally 
and is due to a combination of factors such as logistics, 
increased demand and raw material supply chain disruption.   
In order to preserve supplies for people that urgently need 
blood tests, the NHS has been working to reduce the 
number of non-clinically urgent tests as well as to delay 
routine tests where it is safe to do so.  

• In response to the situation, guidance has been developed 
jointly with senior clinical leads from across Durham, South 
Tyneside and Sunderland to help inform decisions made by 
primary care colleagues. This guidance relies on the 
pragmatism of general practice to work with a currently fluid 
issue and is aimed at supporting practices to manage 
supplies and ensure patients continue to receive timely and 
effective care. There is now a key focus on optimising 
resources and minimising waste and stock. National best 
practice guidance is anticipated to ensure an efficient, safe 
approach to blood collection processes in the longer term.      

 

 
CCG Governing Body - September 2021 

Author  
 
Kirstie Hesketh - Head of 
Quality and Patient Safety, 
STCCG 
 
With contributions from the CCG 
safeguarding team    

Infection, Prevention and Control (IPC) 

• The NHS Standard Contract 2021/22: Minimising Clostridioides difficile and Gram-negative Bloodstream Infections guidance was 
published on the 9th August 2021. This guidance includes quality requirements for NHS trusts and NHS foundation trusts to 
minimise rates of both Clostridioides difficile (C. difficile) and of Gram-negative bloodstream infections to threshold levels set by 
NHS England and NHS Improvement. For STSFT this equates to a threshold of 93 C.difficile cases and 198 E.coli cases. As there 
is a national focus across local health economies on reducing infection levels, CCGs are also provided with thresholds. For our 
CCG, C Difficile is set at 68 and E.coli 167. The guidance is due to be discussed at the forthcoming CCG Healthcare Associated 
Infection (HCAI) Improvement group and monitoring and potential appeals are supported by robust systems and processes.              

• .   
  
     

Safeguarding: The safeguarding team continue to meet the responsibilities and statutory duties on behalf of the CCG for 

safeguarding children, young people, and adults at risk of abuse and neglect and support the strategic discussions on 

safeguarding arrangements within the Integrated Care System (ICS) going forward. Other key areas to report are:   

• The Designated Nurse Safeguard Adults (DNSA) is part of the team representing the Safeguarding Adult National Network at the 

Health Service Journal awards in September. 

• The NHSE/I and Continuing Health Care (CHC) Liberty Protection Safeguards (LPS) consideration log has been disseminated 
nationally to CCGs for completion locally by CHC and Safeguarding leads. The DNSA has been engaged in the development of 
the log via the LPS NHSE/I Clinical Reference Group. 

• The safeguarding team have nominated the CCG as a pilot site for the next phase of the CP-IS development. CP-IS is a child 
protection information sharing system with local authorities to currently enable unscheduled care settings accurate child 
protection and children looked after by the local authority information. The next phase of development is to roll this information 
sharing with primary care.  

• An audit within general practice has been completed by the Named Nurse for Primary Care to ascertain the numbers of multi-

disciplinary team meetings (MDT's) being held for vulnerable children. The audit had a response rate of 67% and identified that 

86% of practices are carrying out MDTs. The Named Nurse is working with those who either failed to respond or who do not have 

an MDT process in place to ensure best practice.  

Quality and Safety Committee (QSC): the QSC, held jointly with Sunderland CCG took place on the 10th August. Aside from 
information already cited in this update other areas of discussion to note are as follows:     

• Annual review of effectiveness: received for the joint cancer locality committee and for the safeguarding designated and named 
professional meetings.    

• Quality strategy: Due to the forthcoming changes in the NHS architecture, work has not been able to progress on a revised 
strategy and supporting action plan for 2022/25. It was therefore proposed and agreed that the timescale for the current quality 
strategy and action plan be extended to cover the remainder of the financial year or until work on an ICS or place-based strategy 
is initiated. The Executive Director of Nursing is a member of the ICS Clinical Leadership subgroup where members are looking 
to make recommendations with regard to future arrangements for quality assurance which will inform any upcoming strategy.    

• Serious Incident annual report: the report provided the committee with an overview and analyisis of Serious Incidents (SIs) 
reported duing the last financial year. Following the analysis discussions have taken place with South Tyneside and Sunderland 
NHS Foundation Trust (STSFT) regarding their reporting rates. The quality team will scrutinise the forthcoming patient safety 
incident data that is due to be released from the National Reporting and Learning System (NRLS) to understand where the trust 
are sitting nationally compared to their peers.  

• Assessment and treatment centre: the committee were provided with an update on developments and discussions that are 
taking place with comissioners regionally regarding quality assurance processes at Rose Lodge (CNTWFT).  

        

 
 
 
 
      

Safeguard incident and risk management system   
In Quarter 1 2021/22, 110 incidents were reported on SIRMS 
by South Tyneside practices compared to 87 in the previous 
quarter.  South Tyneside CCG practices were also the 
highest reporters per list size in comparison to other CCG 
areas in the North East. The most common type of incidents 
related to clinical documentation, access, admission, transfer 
and referrals.  

•  
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Report Title: Performance Report  

Purpose of Report 

 
This report summarises performance for a set of current relevant CCG indicators. Key points 
are included at the beginning of the report with additional data appended in the form of SPC 
charts, supporting narrative and data sets.  
 

Key Points 

 

• There is a performance report to support each Governing Body meeting. 

• The Governing Body is asked to consider the exception summary (supported by 
appended data) within the context of the information and data set provided to inform 
discussions. 

• Performance continues to be impacted by the pandemic with a gradual change in 
emphasis of impact from the number of Covid positive people in hospital to, more 
recently, the impact of staff and families isolating which is impacting on both local and 
regional systems. 
 

Financial Implications/Risks/Issues 

 

Assurances  

 

Recommendation/Action Required 

See key points above. 

Sponsor/approving director Matt Brown, Executive Director of Operations 

Report author 
Gillian Johnson, Head of Commissioning, Delivery, 
Planning and Performance 
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Link to CCG Objectives (tick all that apply) 

1. Developing and delivering the CCG’s key strategic priorities: 

1a:  Ensuring integrated commissioning and delivery of services  

1b:  Enabling people to take greater responsibility for their own health  

1c:  Enabling people to receive timely, safe and appropriate care  

1d:  Enabling people to stay well in their own homes and communities  

2.  Making the best use of resources  

3.  Improving patient experience and wellbeing  

4.  Ensuring the CCG is a well-led organisation.  

Relevant Legal/Statutory Issues  

Note any relevant Acts, regulations, national guidelines etc 

Any potential/actual conflicts 
of interest associated with 
the paper? (please tick) 

Yes  No  N/A  

If yes, please specify:  

Equality analysis completed 
(please tick)  

Yes  No  N/A  

If no, please specify:   

If there is an expected 
impact on patient outcomes 
and/or experience, has a 
quality impact assessment 
been undertaken? (please 
tick) 

Yes  No  N/A  

If no, please specify:  

Involvement implications 

Has there been/does there 
need to be appropriate 
clinical involvement?  

If applicable, please specify 

Has there been/does there 
need to be any patient and 
public involvement? 

If applicable, please specify 

Has there been/does there 
need to be member practice 
involvement? 

If applicable, please specify 

Has there been/does there 
need to be partner and other 
stakeholder involvement?   

If applicable, please specify 
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Supporting People to take greater responsibility for their own health 

• Working with Cardiac & Heart Failure teams at STSFT to implement various elements of the personalised care 
model, including menu of option in delivery of rehab services (F2F, virtual, digital app, remote monitoring), 
PAM, health coaching, and digital hardware load pool for those who don’t have access to equipment. 

• Development of weight management pathways, including introduction of DES, digital weight management 
service, Tier 2 service and review of T3/T4 services.

Urgent and Emergency Care

• Staffing challenges and increased attendances have had a significant impact on Urgent and Emergency care 
performance. This is mirrored across the ICS and there has also been some impact on patient flow caused by 
the lack of packages of care. 

Mental Health

• Work commencing at place in respect to promoting signs of memory issues to promote referrals initially 

• Working with Schools around future options and embedded further the digital offer and access. Additional 
resource on line for parents to support their mental wellbeing 

Exception Summary/Narrative



CCG level performance

Summary Data/Narrative

Director leads: Matt Brown

Author: Gillian Johnson



A&E



Diagnostics



RTT



Cancer



Cancer

60%

65%

70%

75%

80%

85%

90%

95%

100%

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

Indicator Target 95% Lower CI 95% Upper CI



People are able to take greater responsibility for their own health 

South Tyneside CCG  Exception report  September 2021

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

Enhancing quality of life
for people with LTC

Proportion of people 
feeling supported to 
manage their long term 
conditions

• Good practice –
• A range of social prescribing roles now in 

place (over 20 WTE), including link 
workers, health and wellbeing coaches and 
care coordinators. 

• Worked with Year of Care to develop 
support offer for general practice, to 
support them in new ways of working. We 
have onboarded and commenced training 
for 15 of the 21, who are now at various 
stages of implementing care and support 
planning. All our six early adopters have 
now fully completed the training and are 
now accredited by the Personalised Care 
Institute as of June 2021.  

• Working with Cardiac & Heart Failure 
teams at STSFT to implement various 
elements of the personalised care model, 
including menu of option in delivery of 
rehab services (F2F, virtual, digital app, 
remote monitoring), PAM, health coaching, 
and digital hardware load pool for those 
who don’t have access to equipment. 

• Developed and testing a Personalised Care 
Team model, which consists of individuals 
from health and care organisations with 
the aim of developing a new relationship 
between people, professionals, and the 
system to deliver a truly ‘what matters to 
the person’ approach for people with 
multiple long term conditions. 

• Number of other work areas underway to support 
improvements including  –

• Implementation of Year of Care within all GP 
practices

• Expansion of the Peer Pal model
• Ongoing redesign of LTC rehabilitation and 

structured education services.
• Development and testing of  a personalised care 

teams model (prototype commencing April 21)
• Implementation of virtual group consultations / 

shared medical appointments model, with 
discussions planned with MSK service provider to 
test out delivery with facilitation support from 
social prescribers. 

• Commissioned the Patient Activation Measure 
directly with Insignia, which will give South 
Tyneside access to a more enhanced / integrated 
model (links with EMIS) including online health 
coaching resource (rollout from April 2021). 

• Expansion of smokefree primary care model, 
which will include visits  with practices in South 
Tyneside to develop practice based action plans 
to drive forward.

• Development of weight management pathways, 
including introduction of DES, digital weight 
management service, Tier 2 service and review of 
T3/T4 services.

Hannah 
Jeffrey



People receive timely and appropriate complex care 

South Tyneside CCG  Exception report  September 2021

Quality and
Performanc

e area

Issues/Risks or Good 
Practice

Mitigating actions and timeframe Lead

A&E 4 hour 
wait

South 
Tyneside  
and 
Sunderland 
FT

• The position for the 
month of July for 
South Tyneside 
District Hospital has 
deteriorated to 84.4%

• The combined Trust 
total is 79.9%.

• South Tyneside Hospital monthly performance continues to decline.
• Performance continues to be significantly impacted by staffing issues caused by self-

isolation/caring for children and some sickness.
• Winter plans progressing with the aim of reducing attendances and enhancing discharges to 

maintain patient flow.

Matt 
Brown

Number of 
Patients on 
an 
incomplete 
pathway

For STSFT
• Trust's RTT performance continues to improve but remains below the 92% national target for 

incomplete pathways as a result of the ongoing impact of the pandemic.
• Referrals continue to increase
• Operational recovery group continues in place with representation from Sunderland and South 

Tyneside CCGs
• Working through future trajectories in line with planning process
• Main areas of risk Trauma and Orthopaedics and General Surgery.

Gillian 
Johnson

Site Jul-20 Aug-20 Sep-20 Oct-20 Nov-20 Dec-20 Jan-21 Feb-21 Mar-21 Apr-21 May-21 Jun-21 Jul-21

SRH 96.7% 95.1% 94.6% 92.8% 90.8% 89.1% 83.7% 86.5% 87.5% 88.6% 92.1% 84.4% 77.6%

STDH 92.6% 94.8% 93.0% 93.6% 93.7% 87.8% 87.1% 93.5% 94.99% 94.9% 88.4% 87.7% 84.4%
STSFT 95.6% 95.0% 94.1% 93.0% 91.6% 88.7% 84.6% 88.4% 89.6% 90.3% 89.4% 85.3% 79.5%



Mental Health Exception Summary

September 2021

Quality and
Performance 

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

Dementia 
Diagnosis 
Rates

• Reduction in access rates  and 
delays in diagnosis rate due to 
interface with scans 

• Face to face emphasis on pathway

• Work commencing at place in respect to promoting signs of memory issues to 
promote referrals initially 

• Work jointly with CNTW in respect to the pathway and potential opportunities
• Both trusts liaising reference the access and prioritisation of scans

James 

Gordon

SMI Health 
checks • Access to blood bottles impact on 

on full screen – risk of 
disengagement and repetition

At present exploring opportunities for different ways of working with NHS E
Flagged concerns with NHS E
Involving people with SMI around options

James 
Gordon

CYPS referral Increase across the pathway, 
compounded by fluctuation access, 
especially into schools where several 
pupils could be seen through out the 
day

Working with Schools around future options and embedded further the digital 
offer and access. Additional resource on line for parents to support their mental 
wellbeing 

James 
gordon



People receive timely and appropriate complex care 

South Tyneside CCG  Exception report May 2021
Quality and

Performance 
area

Issues/Risks 
or Good 
Practice

Mitigating actions and timeframe Lead

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

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

In June 2021 ST 
CCG as a 
commissioner 
achieved 
monthly 
performance of 
73.3% (target 
of 93%) across 
a range of 
providers. 
Ytd
performance is 
79.4%

In June 2021 ST 
CCG as a 
commissioner 
achieved a 
monthly 
performance of 
82.4% of the 
CCG’s patients 
were treated 
(target of 85%). 
Ytd
performance is 
84.4%.

Individual tumour groups where performance was under target are highlighted in Red below. STSFT and Northumbria 
were the providers who meet the 2ww target.

Individual tumour groups where performance was under target are highlighted in Red below. NuTH and Gateshead were 
the providers not to meet the 62 day target

Mitigation and Action:
• Meetings in locality (with STSFT), at ICP level (STSFT and CDDFT) and ICS level (NCA) are occurring weekly to monitor 

Nicola 
Morrow

Nicola 
Morrow

  STSFT GATESHEAD FT NuTH CDDFT NORTHUMBRIA  

Breast 0%(0/0) 62.4%(126/202) 100%(3/3) 0%(0/0) 0%(0/0) 

Children's 0%(0/0) 0%(0/0) 0%(0/1) 100%(2/2) 0%(0/0) 

Gynaecological 90.2%(46/51) 100%(7/7) 100%(1/1) 0%(0/0) 0%(0/0) 

Haematological  87.5%(7/8) 0%(0/0) 0%(0/0) 0%(0/0) 0%(0/0) 

Head and Neck 92.7%(63/68) 0%(0/0) 100%(2/2) 0%(0/0) 0%(0/0) 

Lower Gastrointestinal 93.9%(106/113) 100%(3/3) 0%(0/0) 0%(0/0) 0%(0/0) 

Lung 94.8%(18/19) 0%(0/0) 100%(1/1) 0%(0/0) 0%(0/0) 

Skin 0%(0/0) 0%(0/0) 16.6%(18/109) 85%(17/20) 100%(1/1) 

Testicular 100%(1/1) 0%(0/0) 0%(0/0) 0%(0/0) 0%(0/0) 

Upper Gastrointestinal 96.3%(52/54) 100%(2/2) 100%(3/3) 0%(0/0) 0%(0/0) 

Urological  94.3%(49/52) 100%(5/5) 100%(1/1) 0%(0/0) 0%(0/0) 

Grand Total 93.5%(342/366) 65.3%(143/219) 24%(29/121) 86.4%(19/22) 100%(1/1) 

 

  STSFT NuTH GATESHEAD FT CDDFT 

Breast 100%(1/1) 0%(0/0) 77.8%(7/9) 0%(0/0) 

Haematological  50%(1/2) 0%(0/0) 0%(0/0) 0%(0/0) 

Head and Neck 100%(2/2) 0%(0/1) 0%(0/0) 0%(0/0) 

Lower Gastrointestinal 80%(4/5) 0%(0/0) 0%(0/0) 0%(0/0) 

Lung 100%(5/5) 100%(2/2) 0%(0/0) 0%(0/0) 

Sarcoma 0%(0/0) 100%(1/1) 0%(0/0) 0%(0/0) 

Skin 0%(0/0) 72.8%(8/11) 0%(0/0) 100%(3/3) 

Upper Gastrointestinal 0%(0/0) 0%(0/1) 0%(0/0) 0%(0/0) 

Urological  100%(8/8) 0%(0/0) 0%(0/0) 0%(0/0) 

Grand Total 91.4%(21/23) 68.8%(11/16) 77.8%(7/9) 100%(3/3) 

 



CCG level performance Appended Data 

Director leads: Matt Brown

Author: Gillian Johnson



Mental Health Dashboard V1 (continuing to refine data and presentation)
IAPT Data- June published 9th September

CYPS Assessments/Treatments- SSFT Data available September

NHS North of England Commissioning Support Unit

Business Information Services Department



People are able to stay well in their own homes and communities 2020/21

Threshold 

date
Threshold

Latest Data 

Period
Actual

Emergency admissions for alcohol-related liver disease Mar 2021 ytd 91.0 Jun 2021 ytd 24.0

Proportion of people feeling supported to manage their long term condition March 18 59.1 March 19 60.5

Unplanned hospitalisation for chronic ambulatory care sensitive conditions Mar 2021 ytd 1489.2 Jun 2021 ytd 505.0

Unplanned hospitalisation for asthma, diabetes and epilepsy (under 19s) Mar 2021 ytd 336.2 Jun 2021 ytd 19.0

Estimated diagnosis rate for people with dementia May-21 72.8% Jul-21 64.0%

Emergency admissions for acute conditions that would not usually require hospital 

admission 
Mar 2021 ytd 2010.3 Jun 2021 ytd 553.0

Emergency readmissions within 30 days of discharge from hospital Feb 2021 ytd 15.9% May 2021 ytd 16.4%

Emergency admissions for children with LRTI Mar 2021 ytd 555.1 Jun 2021 ytd 17.0

6 Week wait IAPT treatment (People Entering Therapy) Mar-21 75% May-21 95.8%

18 Week wait IAPT treatment (People Entering Therapy) Mar-21 95% May-21 100.0%

6 Week wait IAPT treatment (People Completing Therapy) Mar-21 75% May-21 98.7%

18 Week wait IAPT treatment (People Completing Therapy) Mar-21 95% May-21 100.0%

Early intervention in psychosis - % with 1st episode treated within 2 weeks Mar-21 60% Jun-21 100.0%

Increase percentage people with anxiety  disorders and depression who access 

psychological therapies (IAPT) 
Mar 2021 ytd 22.0% May 2021 ytd 3.1%

IAPT Recovery Rate Mar 2021 ytd 50% May 2021 ytd 56.6%

Care Programme Approach - % people followed up within 7 days of discharge from 

psychiatric in patient care*
Q3 2019/20 95.0% Q3 2019/20 100.0%

*Note CPA publication is paused due to Covid-19

Helping people recover from 

episodes of ill health or following 

injury

Preventing people from dying 

prematurely

Mental Health

Enhancing Quality of life for 

people with LTC

Indicators Indicator Description
NHS South Tyneside CCG



People receive timely and appropriate complex care 2020/21

% patients waiting for initial treatment on incomplete pathways within 18 

weeks
92.0% 84.9% 83.5% 68.8%

Number of patients waiting more than 52 weeks for treatment 0 231 828 304,803

Number of patients on an incomplete pathway 12,936 12,987 13,534 5,454,314

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

audiology)
Jun-21 1.0% 32.3% 35.4% 22.4%

% patients spending 4 hrs or less in A&E or minor injury unit 95.0% 84.4% 89.6% 77.7%

Over 12 hour trolley waits 0 0 0 2,215

% patients spending 4 hrs or less in A&E or minor injury unit 95.0% 77.6% 84.7% 77.7%

Over 12 hour trolley waits 0 0 0 2,215

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

cancer
93.0%

73.3% 

(534/729)

79.3% 

(1606/2024)
84.9%

% of patients seen within 2 weeks of an urgent referral for breast symptoms 93.0%
45.5% 

(5/11)

65.2% 

(15/23)
68.8%

% of patients treated within 31 days of a cancer diagnosis 96.0%
98% 

(98/100)

98.8% 

(247/250)
94.6%

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

surgery
94.0%

100% 

(13/13)

95.7% 

(45/47)
86.9%

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

drugs
98.0%

100% 

(48/48)

99.2% 

(123/124)
99.3%

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

radiotherapy
94.0%

100% 

(20/20)

100% 

(74/74)
97.5%

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

cancer
85.0%

82.4% 

(42/51)

84.4% 

(108/128)
73.3%

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

screening service
90.0% 80% (4/5)

86.7% 

(13/15)
73.2%

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

upgrade status
N/A 100% (8/8)

84.6% 

(22/26)
82.3%

Mixed Sex 

accommodation

Mixed Sex accommodation - number of unjustified breaches                                     
(Data collection paused due to Covid-19)

Feb-20 0 0 0 4,929

Incidence of MRSA CCG Jun-21 0 0 0 64

Incidence of C Diff CCG Jun-21 87 3 5 1,331

Ambulance response Cat 1 7 mins 00:06:24 00:06:07 00:08:33

Ambulance response Cat 2 18 mins 00:48:11 00:35:07 00:41:04

Threshold Month YTD
Latest Data 

Period
Indicators Indicator Description

England 

Benchmark

Jun-21Cancer Waits

A&E  - South 

Tyneside 

A&E - City Hospitals 

Sunderland

RTT Jun-21

Jul-21

Treating and caring 

for people and 

protecting from 

avoidable harm

NEAS Ambulance 

response times 
Jul-21
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GOVERNING BODY (PUBLIC) 

 
30 SEPTEMBER 2021 

Report Title: Financial Monitoring Report - Month 5 2021-22  

Purpose of Report 

The purpose of this report is as follows: 

• To provide an update to the Governing Body on the 2021-22 financial regime. 

• To present to the Governing Body a summary of the financial position of the CCG as at 
Month 5 (for the period ending 31st August 2021) and highlight emerging risks. 

 

Key Points 

The finance paper provides assurance to the Governing Body on achievement of statutory 
financial duties in H1 2021/22. 

 

Financial Implications/Risks/Issues 

The key issues are to ensure: 
 

• The CCG meets all its financial duties for H1 2021/22; and  

• The Governing Body are up to date with recent NHSE/I financial management regime 
changes which impact CCG finances. 

 
Risks to delivery are documented within the report. 

Assurances  

The report provides assurance that the CCG is in line to achieve all financial duties as 
described in recent NHSE/I guidance related to CCG financial management arrangements for 
H1 2021/22. 

Recommendation/Action Required 

The Governing Body is asked to  
 

• Note the financial position of the CCG as at month 5 (for the period ending 31st August 
2021). 

• Note the financial risks outlined within the report in relation to the financial regime. 

Agenda item 2021/66 
Enclosure 5 
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Sponsor/approving director 
Kate Hudson – Chief Finance Officer / Chief 
Officer 

Report author Susan Smith – Senior Finance Manager 

Link to CCG Objectives (tick all that apply) 

1. Developing and delivering the CCG’s key strategic priorities: 

1a:  Ensuring integrated commissioning and delivery of services  

1b:  Enabling people to take greater responsibility for their own health  

1c:  Enabling people to receive timely, safe and appropriate care  

1d:  Enabling people to stay well in their own homes and communities  

2.  Making the best use of resources  

3.  Improving patient experience and wellbeing  

4.  Ensuring the CCG is a well-led organisation.  

Relevant Legal/Statutory Issues  

Note any relevant Acts, regulations, national guidelines etc 

Any potential/actual conflicts 
of interest associated with 
the paper? (please tick) 

Yes  No  N/A  

If yes, please specify:  

Equality analysis completed 
(please tick)  

Yes  No  N/A  

If no, please specify:   

If there is an expected 
impact on patient outcomes 
and/or experience, has a 
quality impact assessment 
been undertaken? (please 
tick) 

Yes  No  N/A  

If no, please specify:  

Involvement implications 

Has there been/does there 
need to be appropriate 
clinical involvement?  

N/A 

Has there been/does there 
need to be any patient and 
public involvement? 

N/A 

Has there been/does there 
need to be member practice 
involvement? 

N/A 
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Has there been/does there 
need to be partner and other 
stakeholder involvement?   

N/A 
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Finance Report for the period to 31st August 2021 
(Month 5)  

 
 
1. Purpose of Report: 
 

The purpose of this document is to: 
 

• To provide and update to the Governing Body on the 2021-22 financial 
regime. 

• To present to the Governing Body a summary of the financial position of the 
CCG as at Month 5 (for the period ending 31st August 2021) and highlight 
emerging risks. 
 

2. Overview of NHS England and Improvement Guidance on CCG Financial 
Management in 2021/22 
 
1st April 2021 to 30th September 2021 (H1) 

 
The only change to H1 guidance in in relation to the Elective Recovery Fund. 
 
For Q2 of H1 the lower threshold has been increased from 85% to 95%.  Early 
indications are that there has been a drop in elective activity whilst the impact of 
covid has taken hold. 
 
Therefore, it is unlikely that the ICS will achieve the 95% threshold resulting in no 
ERF income for the ICS. 
 
This has been taken into account of in the CCG's forecast and there is no risk to 
the CCG achieving its surplus position. 
 
1st October 2021 to 31st March 2022 (H2) 

 
H2 planning is likely to be completed by November 21. 
 
The H2 system level funding will be based on the H1 system funding envelope 
but adjusted for the higher efficiency requirement, capacity funding and 
inflationary impacts. 
 
The block arrangement of paying NHS providers will remain in place. 
 
H1 and H2 will be considered as one financial period and systems are expected 
to achieve financial balance over the whole year. 
 
The Hospital Discharge Programme (HDP) will remain in place for the remainder 
of the financial year. 
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3. Performance 
 
Below is a summary of the overall position as reported nationally.  This report 
then provides a more detailed breakdown by service area, including running 
costs. 
 
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 
 

Annual 

budget 

£'000

 Forecast 

Outturn 

£'000

Forecast 

Variance 

(Under)/ 

Overspend 

£'000 RAG 

rated

Final 

outturn 

position 

Month 4 

21/22 £'000 Movement £'000

TOTAL ACUTE 76,694 76,883 190 159 31

TOTAL MENTAL HEALTH 20,746 20,704 (41) (41) (0)

TOTAL COMMUNITY 11,259 11,325 66 (1) 67

TOTAL BETTER CARE FUND 2,302 2,302 0 0 0

TOTAL CONTINUING CARE 10,642 10,669 27 315 (288)

TOTAL PRIMARY CARE 18,239 18,290 51 150 (99)

TOTAL DELEGATED COMMISSIONING 12,509 12,492 (17) (17) (0)

TOTAL OTHER CORPORATE 3,585 3,485 (100) (85) (15)

TOTAL RESERVES 1,341 1,349 8 3 5

TOTAL RUNNING COST 1,456 1,456 0 0 0
TOTAL (SURPLUS) / DEFICIT IN-YEAR 158,772 158,956 184 483 (298)

CUMULATIVE SURPLUS 316 0 (316) (316) 0
TOTAL (SURPLUS) / DEFICIT HISTORIC 159,088 158,956 (132) 167 (298)

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

FORECAST POSITION AS AT 31st AUGUST 2021

 
 

• The financial position at month 05 is forecasting a surplus of £132k for the 
period 1st April 2021 to 30th September 2021 (H1). 

• This surplus is made up of the following: 
Forecast 

Variance 

(Under)/ 

Overspend 

£'000

Planned Surplus (316)

H1 HDP Forecast Costs (to be reimbursed) 55

H1 ERF Forecast (To be reimbursed) 129

Total (Surplus) (132)  
 

HDP and ERF reimbursement is being made on a retrospective basis, at 
present the CCG does not anticipate any issues with these being 
reimbursed, although this does remain a risk. 

• As per the guidance the main acute and mental health contracts are being 
paid as a block contract.  Amendments are permitted to be made to the 
blocks if required. 
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• Prescribing is showing a deficit of £46k, which relates to prior year costs 
coming in higher than the year end accrual.   

• At close of Month 5, the CCG isn’t seeing any big increases in prescribing 
costs against budget.  As this can be a volatile the CCG is monitoring this 
closely. 
 

4. Financial Risks 
 

• The NHS pay award of 3% has been confirmed, it has also been 
confirmed that CCGs will not but funded for this and will have to cover the 
uplift within existing allocations.  Initial modelling for the CCG suggests 
that this will be manageable. 
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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 58,046 58,046 0

New castle Upon Tyne Hospitals NHS Foundation Trust 7,502 7,502 0

Gateshead Health NHS Foundation Trust 5,092 5,092 (0)

County Durham & Darlington NHS Foundation Trust 644 644 0

Northumbria Healthcare NHS Foundation Trust 276 268 (8)

North East Ambulance Service NHS Foundation Trust 2,474 2,474 0

South Tees NHS Foundation Trust 0 0 0

Spire Healthcare 461 461 0

Tyneside Surgical Services 84 84 0

Other Acute Providers 1,855 1,885 30

Readmissions 0 0 0

Clinical Assessment and Treatment Centres 21 22 1

Winter Pressures 162 162 0

Non Contract Activity 77 244 167

TOTAL ACUTE 76,694 76,883 190

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 13,429 13,412 (17)

South Tyneside and Sunderland NHS Foundation Trust - Mental Health2,937 2,937 0

S117 3,042 2,902 (140)

Other Providers / NCAs 1,337 1,453 115

TOTAL MENTAL HEALTH 20,746 20,704 (41)

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 - Community8,058 8,058 0

Equipment Store 386 371 (16)

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 378 428 50

MSK - Connect Physical Health 623 623 0

Miscellaneous Commissioning 1,815 1,846 31

TOTAL COMMUNITY 11,259 11,325 66

INCOME & EXPENDITURE REPORT FOR COMMISSIONED SERVICES  - SOUTH 

TYNESIDE CCG  - FORECAST POSITION AS AT 31st AUGUST 2021

•      1325 Over performance 

on acute contracts – 

monitored monthly at 

Executive Committee and 

bi-monthly at Governing 

Body. This will help to 

mitigate the risk of 

overspending on acute 

contracts. 

• 1595 LD pooled budget, 

risk/gain share agreement 

with South Tyneside 

Council around LD 

expenditure for 21/22, 

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 2,302 2,302 0

Reserve 0 0 0

TOTAL BETTER CARE FUND 2,302 2,302 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 138 130 (8)

Children 1,516 1,516 0

Continuing Healthcare Assessment and Support 553 553 0

Funded Nursing Care 250 235 (15)

Personal Health Budgets 0 0 0

Adult Fully Funded - Mainstream Packages 8,177 7,757 (420)

Adult Fully Funded - Fast Track and Direct Payments 8 478 470

TOTAL CONTINUING CARE 10,642 10,669 27

PRIMARY CARE  

Annual 

budget 

£'000

 Forecast 

Outturn 

£'000

Forecast 

Variance 

(Under)/ 

Overspend 

£'000 RAG 

rated

Forecast 

Trend Links to risk register

Out of Hours 725 734 9

Local Enhanced Services 166 164 (1)

Medicines Managements - Clinical 182 180 (2)

Oxygen 281 275 (5)

Commissioning Schemes 1,238 1,230 (8)

Primary Care IT 229 241 13

GP Forw ard View 112 112 (0)   

Primary Care Investments 119 119 0

Cost of Drugs - Prescribing 289 271 (19)

Prescribing 14,899 14,964 65

1327 Prescribing budget 

insufficient - monitored 

monthly at Executive 

Committee, Medicines 

Group and bi-monthly at 

Governing Body.

TOTAL PRIMARY CARE 18,239 18,290 51

• 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 1852 Risk 

of non reimbursment of 

HDP

•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 7,158 7,145 -13

General Practice - PMS 891 869 -22

General Practice - APMS 372 366 -6

QOF 1,447 1,447 0

Enhanced Services 265 279 0

Premises Cost Reimbursement 807 807 -0

Other Premises Cost 0 0 0

Dispensing/Prescribing Drs 63 63 -0

Other GP Services 226 226 0

Primary Care Netw orks 1,043 1,053 0

CQC 52 52 0

GP IT Services 0 0 0

NHS Property Services 0 0 0

Appraisal & Revalidation 0 0 0

Superannuation 0 0 0

HEE- Other GP Services 0 0 0

Reserves 122 122 0

Reserves - 0.5% Headroom plus Indemnity 62 62 0

PRIMARY CARE  DELEGATED CO-

COMMISSIONING 12,509 12,492 (17)

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 242 202 (40)

Interpreting Services 66 56 (10)

NHS Property Services 1,058 1,053 (5)

Safeguarding 213 175 (38)

Quality Premium 0 0 0

Programme Projects - Staff Costs 129 129 0

Other Miscellaneous 1,877 1,870 (7)

TOTAL OTHER CORPORATE 3,585 3,485 (100)

RESERVES

Annual 

budget 

£'000

 Forecast 

Outturn 

£'000

Forecast 

Variance 

(Under)/ 

Overspend 

£'000 RAG 

rated

Forecast 

Trend Links to risk register

Commissioning Reserve 1,254 1,259 5

Non Recurrent Reserve 0 0 0

Non Recurrent Programmes 87 90 3

TOTAL RESERVES 1,341 1,349 8

TOTAL (SURPLUS) / DEFICIT IN-YEAR 157,316 157,500 184

CUMULATIVE SURPLUS 316 0 (316)

TOTAL (SURPLUS) / DEFICIT HISTORIC 157,632 157,500 (132)

· 1873 QIPP initiatives fail 

to achieve the necessary 

savings creating financial 

pressure.  Monitored 

monthly at exec
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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 26 19 (7) 31 25 (6)

Administration & Business Support 4.27 3.42 481 469 (12) 577 562 (15)

CEO / Board Office 2.93 2.93 189 186 (3) 227 222 (4)

Chair & Non Execs 5.00 5.00 49 49 (0) 59 59 (0)

Clinical Support 1.75 1.83 127 130 3 152 155 3

Commissioning 6.47 5.56 163 137 (26) 195 165 (30)

Education and Training 0.00 0.00 0 0 0 0 0 0

Estates and Facilities 0.00 0.00 74 74 0 88 88 0

Finance 1.80 1.80 68 66 (1) 81 80 (1)

General Reserve - Admin 0.00 0.00 7 65 58 8 76 68

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 31 19 (12) 37 23 (14)

TOTAL (SURPLUS) / DEFICIT 23.02 21.04 1,213 1,213 (0) 1,456 1,456 0

INCOME & EXPENDITURE REPORT FOR RUNNING COSTS  - SOUTH TYNESIDE CCG  - YTD & FORECAST POSITION AS AT 31st AUGUST 2021

 
 
5. COVID-19 Costs 
 

For H1 2021/22 the CCG received a share of the ICP Covid allocation, for which 
plans are being drawn up (see Appendix 4) 
 
Hospital Discharge costs are being reported on a monthly basis to NHS England 
with reimbursement being made retrospectively. 
 
The CCG is working with the PCN's to ensure all covid-19 vaccination costs 
which are reimbursable are submitted to NHS England for payment.  
 

 
6. Recommendation 
 

The Governing Body is requested to  
 

• Note the financial position of the CCG as at month 5 (for the period ending 31st 
August 2021) 

• Note the financial risks outlined within the report in relation to the financial 
regime. 

 
 
Name of Author: Susan Smith, Senior Finance Manager      
 
Name of Sponsoring Director: Kate Hudson, Chief Finance Officer 
 
Date: 10th Sept 2021 
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APPENDIX 1 
 
 
 

Aug-21 Jul-21 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 31 68 (36)

Prepayments & Accrued Income 483 460 23

Cash and cash equivalents 122 92 30

Total Current Assets 637 620 17

Total Assets 637 620 17

Current Liabilities Trade and other payables (1,407) (1,817) 410

Accruals (31,219) (30,113) (1,106)

Other liabilities 0 0 0

Provisions 0 0 0

Borrowings 0 0 0

Total Current Liabilities (32,626) (31,930) (696)

Non-Current Assets plus/less Net Current Assets/Liabilities (31,989) (31,310) (679)

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 (31,989) (31,310) (679)

Financed by Taxpayers Equity 0

0

Capital & Reserves General Fund (31,989) (31,310) (679)

Revaluation Reserve 0 0 0

Other reserves 0 0 0

TOTAL TAXPAYERS EQUITY (31,989) (31,310) (679)

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 - H1 Delegated Co-Commissioning 12,431 12,431

Published Allocations - H1 Core Allocation 140,163 140,163

CCG Covid allocation - From H1 Plans 1,640 1,640

CCG Growth funding - From H1 Plans 942 942

Primary Care: GP IT Infrastructure and Resilience (revenue) - central and systems 18 18

Primary Care: Improving Access 7 7

Mental Health SDF Funding 760 760

Mental Health SR Funding 501 501

Maternity: LTP - SBL Pre-term Birth 16 16

Primary Care SDF Defund - Host CCG Rebate 21/22 (169) (169)

Primary Care: Primary Care - COVID Support 328 328

LD Transformation - LD & Autism: Community investment/reduce admissions 26 26

Diabetes: Diabetes Programme Transformation Fund H1 23 23

ERF Transfer From Lead - Non-NHS Related ERF - ERF July Payment (April and 90% 

May) 165 165

Hospital Discharge Programme 162 162

Ageing Well: Transforming Community Services 394 394

Primary Care: Workforce: Training Hubs 16 16

Primary Care: Primary Care Networks - development and support systems 40 40

Primary Care: Practice resilience programme - local 9 9

Primary Care: Online consultation software systems (local) 22 22

Primary Care for Long Covid 78 78

ERF Transfer From Lead - Non-NHS Related ERF - April and May Payment Refresh + 

90% June 60 60

Total NHS England Confirmed Programme Allocation 2021-22 152,594 5,038 157,632

Published Allocations - Running Costs 1,456 1,456

Total NHS England Running Costs Allocation 2021-22 1,456 0 1,456

Total Allocations 2021-22 154,050 5,038 159,088  
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APPENDIX 3 

 
 
 

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

Non-NHS

Total Non-NHS Trade Invoices Paid in the Year 1,756 31,616

Total Non-NHS Trade Invoices Paid Within 30 Day Target 1,747 31,544

Percentage of Non-NHS Trade Invoices Paid Within 30 Day Target 99.49% 99.77%

NHS 

Total NHS Trade Invoices Paid in the Year 85 83,897

Total NHS Trade Invoices Paid Within 30 Day Target 85 83,897

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

BETTER PAYMENT PRACTICE CODE - SOUTH TYNESIDE CCG 

FOR THE FIVE MONTHS TO 31 AUGUST 2021
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APPENDIX 4 

 
 
 
 
 

Description of Spend

21/22 

COVID-19 

YTD      

£'000

21/22 

COVID-19 

H1 FOT      

£'000 Notes

Diagnostics 0 462,000

CHC Recovery 0 154,000

MH Recovery 0 308,000

Contingency 0 399,985

TOTAL 0 1,323,985

CCG Covid allocation - From H1 Plans (1,640,000) (1,640,000)

TOTAL (1,640,000) (316,015)

COVID-19 costs and commitments within system funding

 
 
 
 

Description of Spend

21/22 

COVID-19 

YTD      

£'000

21/22 

COVID-19 

H1 FOT      

£'000 Notes

Hospital Discharge Programme 185,000 212,000 To be retrospectively reimbursed

Elective Recovery Fund 354,000 354,000 To be retrospectively reimbursed

COVID-19  vaccination costs  - Additional costs for reducing inequalities 0 5,000 To be retrospectively reimbursed

TOTAL 539,000 571,000

Hospital Discharge Programme (162,000) (162,000) Allocation Received

Elective Recovery Fund (225,000) (225,000) Allocation Received

TOTAL 152,000 184,000

COVID-19 costs and commitments outside of system funding

 
 
 
 



 

 

 

REPORT CLASSIFICATON  CATEGORY OF PAPER 
 

Official  Proposes specific action/decision  

Official: Sensitive Commercial  Provides assurance   

Official: Sensitive Personal   For information only  

 

 
GOVERNING BODY (PUBLIC) 

 
30 SEPTEMBER 2021 

Report Title: Auditor’s Annual Report 2020/21 

Purpose of Report 

The Auditor’s Annual Report that the external auditor is required to produce effectively 
summarises previous reports in a more user friendly format, plus also incorporates narrative 
reporting on the auditor’s Value for Money work.  

Key Points 

• Unqualified opinion on the financial statements.  

• No significant weaknesses in arrangements identified in respect of the auditor’s Value 
for Money work.  

• This report was considered by the Audit and Risk Committee on 1 September 2021.  

Financial Implications/Risks/Issues 

None.  

Assurances  

Provides assurance over the completion of the auditor’s work for 2020/21 and the overall 
report on the CCG.  

Recommendation/Action Required 

To note and approve the Auditor’s Annual Report for 2020/21, which will also be published on 
the CCG’s website.  

Sponsor/approving director Kate Hudson, Chief Finance Officer / Chief Officer 

Report author Diane Harold, Senior Manager, Mazars 

Link to CCG Objectives (tick all that apply) 

1. Developing and delivering the CCG’s key strategic priorities: 

1a:  Ensuring integrated commissioning and delivery of services  

1b:  Enabling people to take greater responsibility for their own health  

1c:  Enabling people to receive timely, safe and appropriate care  

Agenda item 2021/67 
Enclosure 6 
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1d:  Enabling people to stay well in their own homes and communities  

2.  Making the best use of resources  

3.  Improving patient experience and wellbeing  

4.  Ensuring the CCG is a well-led organisation.  

Relevant Legal/Statutory Issues  

Requirement for the auditor to produce an Auditor’s Annual Report.  

Any potential/actual conflicts 
of interest associated with 
the paper? (please tick) 

Yes  No  N/A  

If yes, please specify:  

Equality analysis completed 
(please tick)  

Yes  No  N/A  

If no, please specify:   

If there is an expected 
impact on patient outcomes 
and/or experience, has a 
quality impact assessment 
been undertaken? (please 
tick) 

Yes  No  N/A  

If no, please specify:  

Involvement implications 

Has there been/does there 
need to be appropriate 
clinical involvement?  

n/a 

Has there been/does there 
need to be any patient and 
public involvement? 

n/a 

Has there been/does there 
need to be member practice 
involvement? 

n/a 

Has there been/does there 
need to be partner and other 
stakeholder involvement?   

n/a 
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Section 01:
Introduction 



1. Introduction

Purpose of the Auditor’s Annual Report
Our Auditor’s Annual Report (AAR) summarises the work we have undertaken as the auditor for NHS South Tyneside Clinical Commissioning Group (‘the CCG’) for the year ended 31 March 2021. Although this report is 
addressed to the CCG, it is designed to be read by a wider audience including members of the public and other external stakeholders. 

Our responsibilities are defined by the Local Audit and Accountability Act 2014 and the Code of Audit Practice (‘the Code’) issued by the National Audit Office (‘the NAO’). The remaining sections of the AAR outline how we have 
discharged these responsibilities and the findings from our work. These are summarised below.
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Opinion on the financial statements
We issued our audit report on 11 June 2021. Our opinion on the financial statements was 
unqualified.

Opinion on regularity 
In our audit report we gave an unqualified opinion on regularity. This means that in our 
opinion, in all material respects the expenditure recognised in the financial statements has 
been applied for the purposes intended by Parliament.

Wider reporting responsibilities
In line with group audit instructions issued by the NAO, on 11 June 2021 we reported that 
the CCG’s consolidation schedules were consistent with the audited financial statements.

Value for Money arrangements 
In our audit report issued we reported that we had not completed our work on the CCG’s 
arrangements to secure economy, efficiency and effectiveness in its use of resources and 
had not issued recommendations in relation to identified significant weaknesses in those 
arrangements at the time of reporting. Section 3 confirms that we have now completed this 
work and provides our commentary on the CCG’s arrangements.

Following the completion of our work we have issued our audit certificate which formally 
closes the audit for the 2020/21 financial year. 
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2. Audit of the financial statements 

The scope of our audit and the results of our opinion

Our audit was conducted in accordance with the requirements of the Code, and International Standards on 
Auditing (ISAs).

The purpose of our audit is to provide reasonable assurance to users that the financial statements are free from 
material error. We do this by expressing an opinion on whether the statements are prepared, in all material 
respects, in line with the financial reporting framework applicable to the CCG and whether they give a true and 
fair view of the CCG’s financial position as at 31 March 2021 and of its financial performance for the year then 
ended. Our audit report, issued on 11 June 2021 gave an unqualified opinion on the financial statements for the 
year ended 31 March 2021. 

We are also required to form and express an opinion on whether the CCG’s expenditure has been, in all 
material respects, applied for the purposes intended by Parliament (our regularity opinion). Our audit report also 
included an unqualified opinion on regularity. 

Qualitative aspects of the CCG’s accounting practices 
We have reviewed the CCG’s accounting policies and disclosures and concluded they comply with Department 
of Health and Social Care Group Accounting Manual 2020/21, appropriately tailored to the CCG’s 
circumstances. There were no significant changes to accounting policies.

Going concern

We discussed with the CCG the going concern assumption, as set out in accounting policy 1.1, which states 
that “if services continue to be provided, the financial statements are prepared on a going concern basis”. In 
considering management’s going concern assumption, we are required to consider at least 12 months after the 
date our opinion is signed. In light of the February 2021 White Paper proposals for CCGs, we recommended 
the CCG expand upon the going concern policy, to clarify the proposals would result, if the legislation is passed, 
in the CCG’s functions transferring to new statutory bodies by April 2022 (i.e. the CCG’s services would

continue to be provided).

Compliance of the CCG template with the Government Accounting Manual (GAM)

We noted there were again a number of areas where the CCG template used by NHS South Tyneside CCG did 
not fully comply with the GAM, including:

• the split of disclosures into programme and administration expenditure;

• the classification of expenditure in the operating costs disclosure note; and

• the wording of some accounting policies.

We were satisfied there were no material omissions, noting the additional narrative included by the CCG at the 
foot of the operating costs disclosure.

Significant difficulties during the audit
During the course of the audit we did not encounter any significant difficulties and we have had the full 
cooperation of management.
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Approach to Value for Money arrangements work 
We are required to consider whether the CCG has made proper arrangements for securing economy, efficiency
and effectiveness in its use of resources. The NAO issues guidance to auditors that underpins the work we are
required to carry out and sets out the reporting criteria that we are required to consider. The reporting criteria
are:

• financial sustainability - how the CCG plans and manages its resources to ensure it can continue to
deliver its services;

• governance - how the CCG ensures that it makes informed decisions and properly manages its risks; and

• improving economy, efficiency and effectiveness - how the CCG uses information about its costs and
performance to improve the way it manages and delivers its services.

At the planning stage of the audit, we undertake work so we can understand the arrangements that the CCG

has in place under each of the reporting criteria; as part of this work we may identify risks of significant
weaknesses in those arrangements. Where we identify significant risks, we design a programme of work (risk-
based procedures) to enable us to decide whether there is a significant weakness in arrangements. Although
we describe this work as planning work, we keep our understanding of arrangements under review and update
our risk assessment throughout the audit to reflect emerging issues that may suggest there are further risks of
significant weaknesses.

Where our risk-based procedures identify actual significant weaknesses in arrangements, we are required to
report these and make recommendations for improvement.

The table below summarises the outcomes of our work against each reporting criteria. On the following page
we outline further detail of the work we have undertaken against each reporting criteria, including the
judgements we have applied.

Overall, we have not identified any significant weaknesses in arrangements.

3. VFM arrangements – overall summary
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Reporting criteria Commentary page reference Risks of significant weaknesses in arrangements 
identified?

Actual significant weaknesses in arrangements 
identified?

Financial sustainability 9 to 10 No No

Governance 11 to 12 No No

Improving economy, efficiency and effectiveness 13 to 14 No No
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Risks of significant weaknesses in arrangements
Our work did not identify any risks of significant weaknesses in the CCG’s arrangements.

Overall commentary on the financial sustainability reporting criterion

Background to the NHS financing regime in 2020/21

Following the onset of the Covid-19 pandemic in March 2020, the original NHS Planning Guidance 2020/21 
was suspended and a new financial regime was implemented. For the first half of the year (April to September 
2020) all NHS trusts and NHS foundation trusts were moved to block contract payments ‘on account’ and the 
usual Payment by Results national tariff payment process was suspended. The Financial Recovery Fund was 
also suspended and NHS providers were able to claim for additional costs due to COVID-19. Whilst 
commissioner allocations for 2020/21 had already been notified, individual commissioner financial positions 
were kept under review and top-up payments were issued to CCGs to cover the difference between allocations 
and expected costs. 

For the second half of the year (October 2020 to March 2021) there was a move to “system envelopes” with 
funding allocations covering most NHS activity made at the system level, including resources to meet the 
additional costs of the Covid-19 pandemic. There were no further general retrospective top-up payments and all 
Covid-19 costs from that point were funded through the fixed Covid-19 funding allocation, with a few 
exceptions.

Systems were expected to achieve financial balance within this envelope. Individual organisations were able to 
deliver surplus or deficit positions by mutual agreement within the system, however, NHS trusts were still 
required to meet statutory break-even duty and CCGs were required to meet their resource limits. 

How the CCG ensures that it identifies all the significant financial pressures that are relevant to its 
short and medium-term plans and builds these into them

Following the introduction of the new finance regime the CCG approved and submitted a revised financial plan. 
We reviewed the assumptions underpinning the revised plan, the reports provided to the Governing Body, the 
minutes of relevant meetings where the revised financial plan was considered and did not identify any 
significant issues. 

The CCG has reported an outturn position at 31 March 2021 of £3.160 million along with a carried forward 
surplus of £5.540 million; this was in line with expectations and forecasts. We have considered the 
arrangements in place in respect of budget management as part of the Governance criterion, further in this 
report. 

The CCG continued to regularly report its financial position to the Executive and Governing Body throughout 
the year and there is evidence of appropriate scrutiny and challenge based on our review of minutes.

How the CCG plans to bridge its funding gaps and identifies achievable savings

As part of the 2020/21 budget setting paper reported to the March 2020 Governing Body, the CCG identified 
£3.3 million of productivity requirements for 2020/21. As a result of COVID-19, many of the original plans were 
delayed or superseded by the new financial regime where savings were linked to NHS provider contracts. 

How the CCG plans finances to support the sustainable delivery of services in accordance with 
strategic and statutory priorities

The CCG has aligned its financial plans with the NHS Long Term Plan and more locally, the North East and 
North Cumbria Integrated Care System (NENC ICS) Strategic Delivery Plan which is a key enabler of delivering 
its strategic plan, operational plans and statutory duties. Working as a wider ICS is very much a key driver in 
ensuring local health services are sustainable in the long-term. 



3. VFM arrangements – financial sustainability

10

Introduction Audit of the financial statements Commentary on VFM arrangements Other reporting responsibilities and our fees

Overall commentary on the financial sustainability reporting criterion - continued

How the CCG ensures that its financial plan is consistent with other plans such as workforce, capital, 
investment, and other operational planning which may include working with other local public bodies 
as part of a wider system

The CCG has been required to work within the system envelope set for its Integrated Care Partnership (ICP) for 
the second half of 2020/21, under the revised financial regime. 

A Memorandum of Understanding was agreed by Governing Bodies in Common on 29th September 2020 
setting out financial management principles across the ICP and agreeing how system funding would be 
allocated. As part of that, a joint planning group with representatives from all three CCGs, chaired by the CCG 
Accountable Officer, determined utilisation of any remaining balance of COVID-19 funding. The host of the 
Central ICP is NHS County Durham CCG. 

Finance leads from the Central ICP met on a regular basis with the aim of managing achievement of the system 
control total. 

How the CCG identifies and manages risks to financial resilience, e.g. unplanned changes in demand, 
including challenge of the assumptions underlying its plans

The CCG sets out risk factors in setting its budget and during in-year monitoring. Key risks reported by the
CCG during the year have included:

• prescribing cost pressures;

• packages price pressures; and

• recovery plans.

These have been successfully managed overall, given the year-end outturn and the cumulative carried forward
surplus.



3. VFM arrangements – governance

11

Introduction Audit of the financial statements Commentary on VFM arrangements Other reporting responsibilities and our fees

Risks of significant weaknesses in arrangements
Our work did not identify any risks of significant weaknesses in the CCG’s arrangements.

Overall commentary on the governance reporting criterion
Background

The CCG has had to adapt how it has worked during 2020/21, including how management has overseen the
organisation during this critical period. The CCG has maintained a focus on good governance arrangements
from the very start of the pandemic, recognising they remained vital to support the changed ways of working.

How the CCG monitors and assesses risk and how the body gains assurance over the effective 
operation of internal controls, including arrangements to prevent and detect fraud

The CCG’s overarching governance framework is encapsulated in its Governing Body Assurance Framework 
(GBAF), which is in turn supported by reporting and monitoring of strategic and corporate risks. 

During 2020/21, recognising the changed environment and also NHSE’s own revised reporting, the CCG 
reviewed and revised its GBAF, with the aim of providing a more visible strategic risk summary, along with 
more frequent reporting to the Governing Body. Corporate objectives are summarised on one page, along with 
an overall risk and assurance status. 

As of May 2021, the overall status of the assurance framework (AF) corporate objectives for 2021/22 was as 
follows: 

• AF1 Developing and delivering the CCG’s key strategic priorities: amber; 

• AF2 Making the best use of resources: amber; 

• AF3 Improving patient experience and wellbeing amber; and

• AF4 Ensuring the CCG is a well led organisation: amber.

The CCG’s own identified key risk areas for 2020/21 have included the following: 

• financial pressures within the Local Authority around eligibility for continuing healthcare; 

• increasing demand for mental health services for children and young people; 

• safeguarding adults and young children and primary care compliance with statutory safeguarding objectives; 

• compliance with infection prevention and control across primary care and social care; 

• implementation of Liberty Protection Safeguards (LPS); 

• potential disruption to delivery of tailored and personalised approaches to care due to NHS England 
procurement exercise; 

• risk that the COVID-19 pandemic will have a negative impact on the CCG’s quality assurance framework; 
and

• providers ability to meet the A & E 95% four hour target. 

The CCG has appropriate arrangements in place for monitoring its corporate objectives, including oversight by 
the Governing Body and supporting Committees. 

A quarterly Governance Assurance Report is submitted to the Executive Committee outlining relevant updates
in relation to Equality, Diversity and Health Inequalities. During 2020/21, the Alliance Executive Committee’s
arrangements have been developed, aimed at supporting the alignment of health and care services as part of
the transition to the ICS approach.
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Overall commentary on the governance reporting criterion - continued
How the CCG approaches and carries out its annual budget setting process

The normal budgeting process for 2020/21 was superseded by the pandemic and the revised financial regime 
that was put in place, as described earlier. For 2021/22, a revised financial regime continues to be in place, with 
a focus on Covid-19 recovery and system-working remaining. 

The CCG reported its 2021/22 H1 budget to the Governing Body in May 2021, following agreement by the 
governing bodies in common of the Central ICP 2021/22 budget. The report set out the financial risks including: 

• potential growth in prescribing costs; 
• growth in continuing healthcare costs and impact of changes to the hospital discharge programme; 
• further Covid-19 waves; 
• elective recovery fund (achievement of). 

Whilst a revised financial regime is in place, the CCG has remained focus on maintaining budgetary control, 
alongside working within the wider Central ICP, as evidenced by it meeting its targets for 2020/21. 

How the CCG ensures effective processes and systems are in place to ensure budgetary control; to 
communicate relevant, accurate and timely management information (including non-financial 
information where appropriate); supports its statutory financial reporting requirements; and ensures 
corrective action is taken where needed

Comprehensive financial monitoring reports are taken to the Executive and Governing Body, along with verbal
updates to the Audit and Risk Committee based on our attendance at the Committee and review of other
Committee and Governing Body papers. These reports include detail on pressure areas and financial risks.

How the CCG ensures it makes properly informed decisions, supported by appropriate evidence and 
allowing for challenge and transparency: this includes arrangements for effective challenge from the 
audit committee

The Audit and Risk Committee has been integral to ensuring the CCG has maintained good governance during 
the past year. In the Committee’s own annual report, it highlighted “The financial position for the CCG remains 
challenging for 2021/22 in the light of the Covid-19 pandemic and a continued emphasis on good systems and 
processes to support robust financial control and governance will be critical. The Committee will need to keep a 
continued focus on the governance arrangements around the Covid-19 recovery planning and implementation. 

Based on our attendance at the Audit and Risk Committee, there is appropriate challenge of officers, as part of 
the Committee’s oversight responsibilities. The Committee also includes an appropriate mix of experienced 
members. 

In order to provide assurance over the effective operation of internal controls, including arrangements to 
prevent and detect fraud, the CCG has appointed internal auditors (IA) and local counter fraud specialists. Work 
plans are agreed with management at the start of the financial year and reviewed by Audit and Risk Committee 
prior to final approval.  

The Counter Fraud team at AuditOne undertake and provide regular training and briefings to ensure the CCG’s 
staff remain alert to the risk of fraud. This team reports to the Audit and Risk Committee as demonstrated 
through our attendance at the meetings in 2020/21. 

The CCG also engage with the AuditOne internal audit team who are responsible for providing annual 
assurance on the CCG’s internal control environment. IA report progress on the Audit Plan to the Audit and 
Risk Committee, with an overall ‘substantial’ opinion again being given for 2020/21. 

We have reviewed the Internal Audit plans for 2020/21 and 2021/22 and confirmed planned work appears 
appropriate and reasonable. Progress reports are presented to each Audit and Risk Committee meeting, 
including follow up reporting of recommendations not fully implemented by due dates. This allows the 
Committee to effectively hold management to account on behalf of the Governing Body. Our attendance at 
Audit and Risk Committees throughout the 2020/21 period confirms the significance placed on internal audit 
findings. 



Background

In considering performance during 2020/21, it is important to recognise the revised regime in place. When the
pandemic arose in early 2020, normal performance management processes and procedures were stood down
and internal CCG governance changed to reflect the requirement to deal with the COVID-19 pandemic and the
local NHS response to it.

From August 2020, the third phase of the NHS response to COVID-19 commenced which focused on recovery.
System recovery plans were created in response to national expectations which had a focus on recovery.

Against the backdrop of the pandemic, the CCG has started working with partners on workstreams in light of 
the February 2021 White Paper proposals to transfer the functions of CCGs to new statutory bodies, the 
Integrated Care Systems (ICS), from 1 April 2022. The ICS has set out its vision for the region, recognising that 
life expectancy for people in the North East and Cumbria remains amongst the poorest in England with some of 
the most stark health inequalities and high levels of preventable disease and early death rates. The ICS wants 
to work to change this by working together as an Integrated Care System whereby every partner organisation is 
fully committed to and focused on creating a common purpose and joint determination to drive improvements in 
health, wealth and wellbeing.

How financial and performance information has been used to assess performance to identify areas for
improvement

As a result of the pandemic, normal performance management arrangements were stood down. As with all
CCGs, this CCG has experienced a deterioration in some key NHS performance indicators, as detailed further
in this section.

How the CCG evaluates the services it provides to assess performance and identify areas for 
improvement

The CCG’s controls for monitoring performance include:

• via oversight from multi-agency programme/project groups with executive clinical and managerial
leadership;

• via project plans including identification, management and monitoring of risks and issues through registers
and issue logs;

• monthly contract review groups and performance groups with main acute providers;

• regular assurance discussions with NHS England and NHS Improvement; and

• regular planning discussions at ICP and ICS level.

The CCG is assessed annually by NHSE, with an overall rating given; for 2019/20, the CCG was again 
assessed as ‘good’. 

3. VFM arrangements – improving economy, efficiency and effectiveness

13

Introduction Audit of the financial statements Commentary on VFM arrangements Other reporting responsibilities and our fees

Risks of significant weaknesses in arrangements
Our work did not identify any risks of significant weaknesses in the CCG’s arrangements.

Overall commentary on the improving economy, efficiency and effectiveness reporting criterion



3. VFM arrangements – improving economy, efficiency and effectiveness
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Similar to all CCGs, the impact of the pandemic can be seen in key performance indicators during the year. The 
May 2021 performance report highlighted the following areas where targets were not met.  

• A&E four hour standard;

• Referral to Treatment performance as a result of the restricted capacity;

• six week diagnostics as a result of Covid-19; 

• cancer waiting times; 

The CCG’s focus now is on recovery from Covid-19. Most recently, the Accountable Officer of the CCG is 
leading on elective recovery.

How the CCG ensures it delivers its role within significant partnerships, engages with stakeholders it
has identified, monitors performance against expectations, and ensures action is taken where
necessary to improve

The role of the integrated care system (ICS) has been vital over the past year, in the region’s response to the
pandemic. There has been an ICS-level coordination of the Covid-19 response, with:

• joint working with local partners, including local authorities, police and fire;

• new ways of working, including virtual consultations and GP hubs;

• various initiatives including the capacity tracker tool, developed to monitor care home capacity; and

• many other cross-boundary initiatives, including ones focused on supporting staff wellbeing.

Other key areas of partnership work have continued, including:

• the continued development of the ‘South Tyneside Way’ of organisations in the area working together
collaboratively on a ‘best for system, best for patient’ basis; and

• the in-hospital transformation programme (Path to Excellence) in partnership with South Tyneside and
Sunderland NHS Foundation Trust and Sunderland CCG.

The local health and wellbeing board will remain a key area of focus going forward under the new ICS. The
Health and Wellbeing Board have been working on the development of the revised strategy for the Board.

Where the CCG commissions or procures services, how the body ensures that this is done in
accordance with relevant legislation, professional standards and internal policies, and how the body
assesses whether it is realising the expected benefits

As set out earlier in this report, a revised financial regime has been in place for 2020/21 and in 2021/22 to date,
to support the NHS response to the pandemic. The CCG has, however, continued to monitor performance in
spite of block contracts being in place, as part of understanding and monitoring performance.

There is appropriate oversight of contract and quotation waivers by the Audit and Risk Committee.

Overall commentary on the improving economy, efficiency and effectiveness reporting criterion - continued



Section 04:
Other reporting responsibilities and 
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4. Other reporting responsibilities and our fees

Matters we report by exception

The Local Audit and Accountability Act 2014 provide auditors with specific powers where matters come to our
attention that, in their judgement, require specific reporting action to be taken. Auditors have the power to:

• issue a report in the public interest;

• make a referral to the Secretary of State; and

• Make a written recommendation to the CCG which must be responded to publicly.

We have not exercised any of these statutory reporting powers

We are also required to report if, in our opinion, the governance statement does not comply with relevant
guidance or is inconsistent with our knowledge and understanding of the CCG. We did not identify any matters
to report in this regard.

Reporting to the NAO in respect of consolidation data
The NAO, as group auditor, requires us to report to them whether consolidation data that the CCG has
submitted is consistent with the audited financial statements. We have concluded and reported that the
consolidation data is consistent with the audited financial statements.

16
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4. Other reporting responsibilities and our fees
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Area of work 2020/21 fees

Planned fees in respect of our work under the Code of Audit Practice £32,100

Total fees £32,100

Fees for work as the CCG’s auditor
We reported our proposed fees for the delivery of our work under the Code of Audit Practice in our Audit Strategy Memorandum presented to the Audit and Risk Committee on 9 March 2021. Having completed our work for the
2020/21 financial year, we can confirm that our fees are as follows:.

Fees for other work
We have undertaken NHSE-mandated assurance work for the CCG in respect of the Mental Health Investment Standard for 2019/20. Due to the timing of deadlines, the 2019/20 work was reported in 2021. The fee for this
assurance work was £7,500 plus VAT (prior year £9,500 plus VAT).

Introduction Audit of the financial statements Commentary on VFM arrangements Other reporting responsibilities and our fees



Mazars

Mazars is an internationally integrated partnership, specialising in audit, accountancy, advisory, tax 
and legal services*. Operating in over 90 countries and territories around the world, we draw on the 
expertise of 40,400 professionals – 24,400 in Mazars’ integrated partnership and 16,000 via the 
Mazars North America Alliance – to assist clients of all sizes at every stage in their development.

*where permitted under applicable country laws.

The Corner 
Bank Chambers
26 Mosley Street
Newcastle upon Tyne
NE1 1DF



 
 

Audit Completion certificate issued to the Governing 
Body of NHS South Tyneside Clinical 
Commissioning Group for the year ended 31 March 
2021 
 
In our auditor’s report dated 11 June 2021 we explained that the audit could not be formally 
concluded until we had completed the work necessary to satisfy ourselves that the CCG has 
made proper arrangements for securing economy, efficiency and effectiveness is its use of 
resources. In addition, we were not able to conclude our audit as we had not completed work 
required to report to the National Audit Office as group auditor of the NHS England group 
accounts.  

This work has now been completed. 
No matters have come to our attention since 11 June 2021 that would have a material 
impact on the financial statements on which we gave our unqualified opinion.  
 
The CCG’s arrangements for securing economy, efficiency and 
effectiveness in its use of resources 
 
We are required to report to you if, in our opinion, we are not satisfied that the CCG has made 
proper arrangements for securing economy, efficiency and effectiveness in its use of 
resources for the year ended 31 March 2021. 
 
We have nothing to report in this respect.  

Certificate  
We certify that we have completed the audit of NHS South Tyneside CCG in accordance 
with the requirements of the Local Audit and Accountability Act 2014 and the Code of Audit 
Practice. 
 
 

 

Cameron Waddell 
Key Audit Partner 
For and on behalf of Mazars LLP 

 

The Corner  
Bank Chambers 
26 Mosley Street 
Newcastle upon Tyne 
NE1 1DF 

Date: 24 August 2021 
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GOVERNING BODY (PUBLIC) 

 
30 SEPTEMBER 2021 

Report Title: 
Integrated Care System Development - 

Transition to Integrated Care Board and CCG Closedown 

Purpose of Report 

To provide the Governing Body with an update on the transition to the Integrated Care Board and 
CCG Closedown.   

Key Points 

In February 2021, the Government published its White Paper “Integration and Innovation: Working 
together to improve integration and innovation for all”. Subsequently, the Health and Care Bill was laid 
before Parliament on 6 July 2021. The key elements of the Bill include: 
 

• A statutory Integrated Care System (ICS) will be made up of a statutory NHS body – the 
Integrated Care Board (ICB) and a statutory joint committee - the Integrated Care Partnership 
(ICP) - bringing together the NHS, Local Government and partners. 

• ICSs will be able to delegate significantly to place level and to provider collaboratives. 

• The ICB will be directly accountable for NHS spend and performance within the system. 

• The ICP will be a wider group than the ICB and will develop an integrated care strategy to 
address the health, social care and public health needs of their system. 

• Place-based arrangements between local authorities, the NHS and providers of health and 
care will be left to local areas to arrange. The statutory ICB will work to support places to 
integrate services and improve outcomes. Health and Wellbeing Boards will continue to have 
an important role in local places. NHS provider organisations will remain separate statutory 
bodies and retain their current structures and governance but will be expected to work 
collaboratively with partners. 

• A duty to co-operate will be introduced to promote collaboration across the healthcare, public 
health and social care system. ICSs, NHS England and Improvement (NHSEI) and NHS 
providers will be required to have regard to the ‘Triple Aim’ of better health and wellbeing for 
everyone, better care for all people, and sustainable use of NHS resources. 

The Bill continues to make its way through Parliament and at the time of writing is soon to be 
considered in Committee stage in the House of Commons. Once through Committee and Report 
stage, the Bill will pass to the House of Lords and will follow a similar process before Royal Assent can 
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be granted to allow the new arrangements to take place - planned for 1 April 2022.  

Transition to the Integrated Care Board and CCG Closedown  

The report attached appendix 1 give a progress update in work to date on the transition to the ICB and 
closedown of CCGs.  This includes programme oversight, workstream coordination and next steps. 

Appendix 2a and 2b include information on the proposed ICB model Constitution and supporting 
notes for information and appendix 3 provides an overview of the ICS programme management 
approach.   

Financial Implications/Risks/Issues 

There is the potential risk that if the Bill does not receive Royal Assent, this would not enable the 
statutory ICB is not established by the deadline of 1 April 2022.  There is a risk that due to 
theuncertainty around the transition arrangements from the CCG current organisational form to the 
ICS, this may impact on the CCG's ability to deliver its statutory duties effectively during 2021/22.  This 
would be as a result of the lack of legislative clarity and unclear timescales; failure to achieve effective 
partnerships and stakeholder working at place/ICS levels; and consequently leading to a failure to 
deliver statutory functions. 

Assurances  

A number of workstreams have been set up at ICS level to progress the areas of work needed as part 
of the transition process and include key CCG representatives.  These workstreams are being 
overseen by the ICS Development and Transition Programme Board for North East and North 
Cumbria.  The CCG has an established project team and process in place to manage the CCG 
closedown and ensure due diligence is being undertaken as required. 

Recommendation/Action Required 

The Governing Body is asked to: 

• Note the progress to date in developing transition arrangements to the new statutory ICS for 
the North East and North Cumbria  

Sponsor/approving director 
Dr Neil O'Brien, Accountable Officer, Durham, South 
Tyneside and Sunderland CCGs 

Report author ICS Governance Workstream 

Link to CCG Objectives (tick all that apply) 

1. Developing and delivering the CCG’s key strategic priorities: 

1a:  Ensuring integrated commissioning and delivery of services  

1b:  Enabling people to take greater responsibility for their own health  

1c:  Enabling people to receive timely, safe and appropriate care  

1d:  Enabling people to stay well in their own homes and communities  

2.  Making the best use of resources  

3.  Improving patient experience and wellbeing  

4.  Ensuring the CCG is a well-led organisation.  

Relevant Legal/Statutory Issues  

Draft Health and Social Care Bill 2021 
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Any potential/actual conflicts of 
interest associated with the 
paper? (please tick) 

Yes  No  N/A  

If yes, please specify:  

Equality analysis completed 
(please tick)  

Yes  No  N/A  

If no, please specify:   

If there is an expected impact 
on patient outcomes and/or 
experience, has a quality 
impact assessment been 
undertaken? (please tick) 

Yes  No  N/A  

If no, please specify:  

Involvement implications 

Has there been/does there need 
to be appropriate clinical 
involvement?  

Yes as part of the overall ICS development. 

Has there been/does there need 
to be any patient and public 
involvement? 

Yes as part of the overall ICS development. 

Has there been/does there need 
to be member practice 
involvement? 

Yes as part of the overall ICS development. 

Has there been/does there need 
to be partner and other 
stakeholder involvement?   

Yes as part of the overall ICS development. 



 

 

 

Governing Body 

Transition to Integrated Care Board and CCG closedown 

Update report  

Purpose 

1. This report provides a high-level update on transition arrangements for the 

establishment of the Integrated Care Board as a statutory body from 1 April 2022. 

Background and context 

2. In February 2021, the Government published its White Paper “Integration and 

Innovation: Working together to improve integration and innovation for all”. 

Subsequently, the Health and Care Bill was laid before Parliament on 6 July 

2021.  

 

3. The key elements of the Bill: 

• A statutory Integrated Care System (ICS) will be made up of a statutory NHS 

body – the Integrated Care Board (ICB) and a statutory joint committee - the 

Integrated Care Partnership (ICP) - bringing together the NHS, Local 

Government and partners. ICSs will be able to delegate significantly to place 

level and to provider collaboratives. 

• The ICB will be directly accountable for NHS spend and performance within 

the system. As a minimum, the ICB board must include a Chair and 2 non 

executives, the ICB Chief Executive, Director of Finance, Director of Nursing, 

Medical Director and representatives from NHS trusts, primary care and local 

authorities. Others may be determined locally.  

• The ICP will be a wider group than the ICB and will develop an integrated care 

strategy to address the health, social care and public health needs of their 

system. The membership and detailed functions of the ICP will be up to local 

areas to decide. 

• Place-based arrangements between local authorities, the NHS and providers 

of health and care will be left to local areas to arrange. The statutory ICB will 

work to support places to integrate services and improve outcomes. Health 

and Wellbeing Boards will continue to have an important role in local places. 

NHS provider organisations will remain separate statutory bodies and retain 

their current structures and governance, but will be expected to work 

collaboratively with partners. 



 

 

• A duty to co-operate will be introduced to promote collaboration across the 

healthcare, public health and social care system. ICSs, NHS England and 

Improvement (NHSEI) and NHS providers will be required to have regard to 

the ‘Triple Aim’ of better health and wellbeing for everyone, better care for all 

people, and sustainable use of NHS resources. 

4. The Bill continues to make its way through Parliament and at the time of writing is 

soon to be considered in Committee stage in the House of Commons. This is the 

stage where the Bill is considered in detail and allows MPs to propose 

amendments to the Bill for the Government to consider. Once through Committee 

and Report stage, the Bill will pass to the House of Lords and will follow a similar 

process before Royal Assent can be granted to allow the new arrangements to 

take place - planned for 01 April 2022.  

 

Programme oversight 

A dedicated ICS Development & Transition Programme Board has been established, 

which includes CCG Accountable Officers, ICS Executive Lead, Director of Strategy 

Transformation, and NECS Managing Direct supported by a small core project team 

which includes CCG, NHSE/I and NECS representatives with a range of 

workstreams, in place to support the process.  

 

5. NHSE are continuing to release guidance, toolkits and templates for 

consideration and completion as part of the ICS development and the process for 

CCG dissolution. This guidance is in the main relating to the development of the 

new statutory organisation and there will be a requirement for the shadow ICB 

supported by the project team to assure NHSE of its readiness to operate as a 

statutory organisation from April 2022. There is also a requirement to ensure 

appropriate due diligence is undertaken on both CCG dissolution and the ICB 

development. 

 

6. Co-ordinating leads for each of the workstreams met together for the first time in 

September, with progress being made in key areas. A range of CCG staff are 

involved in these workstreams, providing valuable expertise in planning for the 

transition and looking at opportunities for improving ways of working in the future. 

Partners are also linked in where appropriate. Workstreams share the approach 

of building on what is already working well at place. 

 

7. Reporting arrangements and monthly meetings are in place to track progress. 

There is a two-way flow of knowledge between workstreams sharing their 

contributions into the Programme Board and ultimately for consideration as part 

of the ICB developments. Relevant guidance is signposted to individual 

workstreams, flagging key points for action and consideration in their plans. 

 

 



 

 

Workstream Co-ordinator 

ICS development Alan Foster 

Informatics BI/ICT/GPIT/Population 

Health Analytics 

Ian Davison 

Finance (including property & 

assets) 

Audrey Pickstock 

Clinical leadership, Clinical 

Networks, PCNs, Nursing Clinical 

Quality & Safeguarding, Medicines 

Optimisation 

Neil O'Brien / Mike Bramble /Gill 

Hunt / CCG DoN 

Communication & Engagement Mary Bewley / Claire Riley 

Human Resources & Org 

Development 

Michelle McGuigan 

Integrated Governance Dan Jackson 

ICS Digital Strategy Graham Evans 

Commissioning & contracts (Spec 

comm, Joint Commissioning, 3rd 

party contracts NECS), 

Procurement 

David Gallagher 

Provider Collaborative 

Development 

Louise Robson 

Research & Innovation Mike Bramble 

System Performance & 

Improvement 

Mark Adams 

ICS Workforce Strategy Ken Bremner 

EPRR Mark Adams / Alison Slater 

 

National guidance  

8. To help guide the transition to the new arrangements, a series of guidance 

documents and templates have been issued centrally to aid system redesign. 

Workstreams are currently reviewing the guidance documents which will help in 

the design of governance and partnership arrangements. The guidance 

documents include: 

 



 

 

• Thriving places: Guidance on the development of place-based partnerships as 

part of statutory integrated care systems 

• HR Framework for Developing Integrated Care Boards 

• ICS implementation guidance and checklist: Due diligence, transfer of people 

and property from CCGs to ICBs and CCG close down 

• Guidance on the ICB readiness to operate statement (ROS) 

• Integrated Care Board: Model Constitution Template and supporting notes 

• Interim guidance on the functions and governance of the integrated care 

board 

• List of statutory CCG functions to be conferred on ICBs 

• ICS Design Framework - Provides the next level of detail to ICSs about how 

they will operate from April 2022 and the core expectations as part of ICS 

establishment. 

 

9. We anticipate further guidance from NHSEI over the rest of this calendar year, 

which we will reflect as work develops. Publicly available guidance has been 

published here. 

 

Next steps 

Design group 

10. Four ICP engagement events were held in July to gather the views of a range of 

stakeholders, including the chairs and accountable officers of CCGs, on the 

transition to the new ICS and the foundations that our system needs to build upon 

in the North East and North Cumbria.  

 

11. The next stage of this work will comprise a design group of NHS and Local 

Authority executives to consider the feedback from those ICP engagement 

events as well as the recently issued national guidance on ICS development. 

These meetings will be held on 29th September and the 5th and 20th October with 

the purpose of developing proposals for the composition of our ICB and ICP, and 

an operating framework setting out where key decisions are made, and where the 

ICB's statutory functions are discharged. This will include recommendations on 

place-based governance arrangements and delegations, and how they relate to 

the ICB and ICP 

ICS Constitution 

12. On 19 August 2021, NHSEI published a model ICS constitution (see appendix 2) 

and Interim ICS functions and governance guide. The Governance Working 

Group is supporting the development of the ICS constitution, the constitution will 

be required to set out governance arrangements including the detail on key 

issues such as delegation arrangements, ICB board arrangements, ICP and 

Place based governance arrangements (much of which will be guided by the 

design group discussions). 

 

https://www.england.nhs.uk/publication/integrated-care-systems-guidance/


 

 

13. The Health and Care Bill requires CCGs to both formally propose the ICS 

constitution and 'consult any persons they consider it appropriate to consult' in its 

development, but the development process will be led by the designate ICS Chair 

and Executive Lead, with system partners engaged throughout. It should be 

noted that the process for the development of the constitution will need to be 

finalised, but it is envisaged that this process will be supported by the design 

group as a key contributor, CCG Governing Bodies as proposers, with 

discussions held with other key parties such as the regional overview and 

scrutiny committee,  the regional community and voluntary sector leads and the 

regional Health and Well Being Board Chairs Group. The expectation is that 

these discussions will focus on ensuring the content of the proposed constitution 

is in keeping with the requirements set out within the NHSE model constitution 

template and not on whether ICSs should be established.  

 

14. CCG Governing Bodies will be required to propose the draft ICS constitution to 

NHSE for approval in early 2022 to enable the ICS to operate fully from April 

2022. 

 

Due diligence 

15. NHSEI have produced guidance and checklists concerning the close down of 

CCGs and the establishment of ICBs. The checklists provide a route for CCG 

Accountable Officers and the ICB Chief Executive (when appointed) to provide 

evidence of due diligence on the transition from CCGs to the ICB. 

 

16. CCG Close Down and ICB Establishment Due Diligence Checklist - CCGs 

and ICSs must undertake an appropriate level of due diligence and it is 

recommended that this checklist is used as the basis for the exercise. The 

checklist is designed to be a live working document that can be updated as the 

due diligence process progresses.   

 

17. It is essential that a robust and consistent approach to due diligence is 

undertaken and as such a sub group of the Governance workstream is to be set 

up to lead and coordinate this. The sub group will have membership from each 

CCG and will coordinate the work required in order to reduce duplication of effort 

and information requests and will aim to provide the appropriate level of 

assurance to each CCG.  

 

18. CCGs and the existing ICS will be required to provide evidence of due diligence, 

to be passed on to ICBs so that there is a clear picture of the people, property, 

liabilities, risks and issues that they are receiving on legal establishment.   The 

consistent approach agreed will form the basis on which the Accountable Officer 

of each existing CCG will formally confirm that an appropriate level of due 

diligence has been undertaken.  This will support the legal transfer of people and 

property, close down of the CCGs and establishment of the ICB.  

 

 



 

 

19. NHSE will expect to see that a plan for the due diligence process is developed to 

guide the process and aid assurance. NHSEI regional system support teams will 

also provide assistance with the due diligence process, including how to use the 

checklist - and they aim to undertake 'light-touch' assurance to ensure that there 

is consistency of approach, for the benefit of CCGs and the new ICB (once 

established)   

 

20. Guidance on the ICB readiness to operate statement (ROS) - In March 2022 

each ICB chief executive designate and their relevant NHSEI regional director will 

be asked to co-sign a ‘Readiness to Operate Statement’.  This will be a high-level 

statement to confirm that all legally required and operationally critical elements 

are in place ready for the establishment of the ICB as a statutory body on 1 April 

2022; and, arrangements are in place for the ICB to fulfil its role within the wider 

ICS, including establishing the ICP with the relevant local authorities. 

 

21. The ROS checklist will be the key mechanism for reporting and assuring progress 

towards ICB establishment.  The completion of this checklist will be coordinated 

by the core project team in conjunction with the chair and chief executive 

designates on behalf of the shadow ICB  

 

22. There will be a joint review of progress against each element of the checklist 

between systems and the NHSEI regional team throughout the transition 

process.  ICSs will be asked to share their checklist with the regional team at 

designated points.   

 

23. There will be a final progress review in mid-February 2022 and each ICB’s ROS 

will need to be signed off in March 2022 (deadline date to be confirmed). 

Appointments 

24. NHSEI have started a recruitment process to appoint a designate Chief Executive 

of the North East and North Cumbria Integrated Care Board, subject to 

legislation. The advert is live on the national microsite supporting the CE 

recruitment process for ICB chief executives, and in national publications. The 

closing date for applications is 26 September 2021 with the expectation that 

interviews will take place in October 

 

25. It is anticipated that once the Chief Executive is in post, recruitment to other ICB 

positions will follow – including the Director of Finance, Medical Director and 

Director of Nursing.  

Governing Body involvement and decisions 

26. CCG Governing Bodies within the North East and North Cumbria have a key role 

to play in the transition to the new system. Governing Bodies will be required to 

propose the constitution on behalf of the new ICB to NHSE for approval, with the 

CCG responsibilities transferring to the new body on 1 April 2022. 

 



 

 

27. Governing Bodies will receive regular formal updates at future meetings on any 

issues including any requirements as sending organisations, processes/ 

decisions for CCG close down, due diligence progress and when required will be 

asked to approve/propose elements required to progress ICS ‘authorisation’ in 

due course. 

 

 

Recommendation 

28. Governing Bodies are asked to note the progress to date in developing transition 

arrangements to the new statutory ICS for the North East and North Cumbria.  
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Integrated Care Board 

Model Constitution Template: Draft V 1.0 

 

Notes 

This template is provided as a starting point for emergent ICBs to develop their 

constitution.  It should be completed with reference to the supporting notes (add 

link) and superscript numbers in red indicate which supporting note should be 

referred to. 

 

Text in black indicates a legal or policy requirement and should be retained unless 

agreed otherwise with NHS England  

 

Text in green indicates a clause which is optional, or which requires local 

completion.  Supporting notes will explain more about what is required and may 

also provide examples that could be suitable 
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 [Insert Name in agreed format]  

Integrated Care Board 

 

CONSTITUTION 

[Insert ICB 

logo] 
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1. Introduction  

1.1 Background/ Foreword1 

 

1.2 Name 

1.2.1 The name of this Integrated Care Board is [insert name2] (“the ICB”). 

 

1.3 Area Covered by the Integrated Care Board 

1.3.1 The area covered by the ICB3 is [insert appropriate description]4. 

 

1.4 Statutory Framework 

1.4.1 The ICB is established by order made by NHS England under powers in the 

2006 Act.  

 

1.4.2 The ICB is a statutory body with the general function of arranging for the 

provision of services for the purposes of the health service in England and is 

an NHS body for the purposes of the 2006 Act.  

 

1.4.3 The main powers and duties of the ICB to commission certain health 

services are set out in sections 3 and 3A of the 2006 Act. These provisions 

are supplemented by other statutory powers and duties that apply to ICBs, 

as well as by regulations and directions (including, but not limited to, those 

made under the 2006 Act).5  

 

1.4.4 In accordance with section 14Z25(5) of, and paragraph 1 of Schedule 1B to, 

the 2006 Act the ICB must have a constitution, which must comply with the 

requirements set out in that Schedule.  The ICB is required to publish its 

constitution (section 14Z29).  This constitution is published at [Add web 

address] 

 

1.4.5 The ICB must act in a way that is consistent with its statutory functions, both 

powers and duties. Many of these statutory functions are set out in the 2006 

Act but there are also other specific pieces of legislation that apply to ICBs.  

Examples include, but are not limited to, the Equality Act 2010 and the 

Children Acts. Some of the statutory functions that apply to ICBs take the 

form of general statutory duties, which the ICB must comply with when 

exercising its functions. These duties include but are not limited to: 
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a) Having regard to and acting in a way that promotes the NHS 

Constitution (section 2 of the Health Act 1989 and section 14Z32 of 

the 2006 Act); 

b) Exercising its functions effectively, efficiently and economically 

(section 14Z33 of the 2006 Act);  

c) Duties in relation children including safeguarding, promoting welfare 

etc (including the Children Acts 1989 and 2004, and the Children and 

Families Act 2014) 

d) Adult safeguarding and carers (the Care Act 2014) 

e) Equality, including the public-sector equality duty (under the Equality 

Act 2010) and the duty as to health inequalities (section 14Z35); and  

f) Information law, (for instance, data protection laws, such as the EU 

General Data Protection Regulation 2016/679 and Data Protection Act 

2018, and the Freedom of Information Act 2000). 

g) Provisions of the Civil Contingencies Act 2004 

 

1.4.6 The ICB is subject to an annual assessment of its performance by NHS 

England which is also required to publish a report containing a summary of 

the results of its assessment. 

 

1.4.7 The performance assessment will assess how well the ICB has discharged 

its functions during that year and will, in particular, include an assessment of 

how well it has discharged its duties under— 

h) section 14Z34 (improvement in quality of services), 

i) section 14Z35 (reducing inequalities),  

j) section 14Z38 (obtaining appropriate advice), 

k) section 14Z43 (duty to have regard to effect of decisions) 

l) section 14Z44 (public involvement and consultation), 

m) sections 223GB to 223N (financial duties), and 

n) section 116B(1) of the Local Government and Public Involvement in 

Health Act 2007 (duty to have regard to assessments and strategies). 

 

1.4.8 NHS England has powers to obtain information from the ICB (section 14Z58 

of the 2006 Act) and to intervene where it is satisfied that the ICB is failing, 

or has failed, to discharge any of its functions or that there is a significant risk 

that it will fail to do so (section 14Z59). 

 

1.5 Status of this Constitution 

1.5.1 The ICB was established on [date] by [name and reference of establishment 

order], which made provision for its constitution by reference to this 

document. 

 

1.5.2 Changes to this constitution will not be implemented until, and are only 
effective from, the date of approval by NHS England.   
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1.6 Variation of this Constitution  

1.6.1 In accordance with paragraph 14 of Schedule 1B to the 2006 Act this 

constitution may be varied in accordance with the procedure set out in this 

paragraph.   The constitution can only be varied in two circumstances: 

 

a) where the ICB applies to NHS England in accordance with NHS 

England’s published procedure6 and that application is approved; 

and 

 

b) where NHS England varies the constitution of its own initiative, 

(other than on application by the ICB). 

 

1.6.2 The procedure for proposal and agreement of variations to the constitution is 

as follows:7 

a) Add local procedure (To be determined locally in accordance with 

supporting notes) 

b) Proposed amendments to this constitution will not be implemented 

until an application to NHS England for variation has been 

approved.   

 

1.7 Related Documents 

1.7.1 This Constitution is also supported by a number of documents which provide 

further details on how governance arrangements in the ICB will operate.  

 

1.7.2 The following are appended to the constitution and form part of it for the 

purpose of clause 1.6 and the ICB’s legal duty to have a constitution: 

 

a) Standing orders– which set out the arrangements and procedures 

to be used for meetings and the selection and appointment 

processes for the ICB committees. 

 

1.7.3 The following do not form part of the constitution but are required to be 

published.  

 

a) The Scheme of Reservation and Delegation (SoRD)8– sets out 

those decisions that are reserved to the Board of the ICB and those 

decisions that have been delegated in accordance with the powers of 

the ICB and which must be agreed in accordance with and be 

consistent with the constitution. The SoRD identifies where / who 

functions ad decisions have been delegated to. 

 

b) Functions and Decision map9- a high level structural chart that sets 

out which key decisions are delegated and taken by which part or 

parts of the system.  The Functions and Decision map also includes 
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decision making responsibilities that are delegated to the ICB (for 

example, from NHS England). 

 

c) Standing Financial Instructions – which set out the arrangements 

for managing the ICB’s financial affairs.  

 

d) The ICS Governance Handbook10– which includes: 

• Terms of reference for all committees and sub-committees of the 

Board that exercise ICB functions11. 

• Delegation arrangements12 for all instances where ICB functions 

are delegated, in accordance with section 65Z5 of the 2006 Act, 

to another ICB, NHS England, an NHS trust, NHS foundation 

trust, local authority, combined authority or any other prescribed 

body; or to a joint committee of the ICB and one or those 

organisations in accordance with section 65Z6 of the 2006 Act. 

• Terms of reference of any joint committee of the ICB and another 

ICB, NHS England, an NHS trust, NHS foundation trust, local 

authority, combined authority or any other prescribed body; or to 

a joint committee of the ICB and one or those organisations in 

accordance with section 65Z6 of the 2006 Act. 

• [Add other key contents]. 

 

e) Key policy documents13 - including: 

• Standards of Business Conduct Policy 

• Conflicts of interest policy and procedures 

• Policy for public involvement and engagement 
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2 Composition of The Board of the ICB 

2.1.1 This part of the constitution describes the membership of the Integrated Care 

Board. Further information about the criteria for the roles and how they are 

appointed is in section xxx. 

 

2.1.2 Further information about the individuals who fulfil these roles can be found 

on our website [add link].14 

 

2.1.3 In accordance with paragraph 3 of Schedule 1B to the 2006 Act, the 

membership of the ICB (referred to in this constitution as “the Board” and 

members of the ICB are referred to as “Board Members”) consists of: 

a) a Chair 

b) a Chief Executive  

c) at least three Ordinary members. 

 

2.1.4 The Ordinary15 Members include at least three members who will bringing 

knowledge and a perspective from their sectors.  These members (known as 

Partner Members) are identified and appointed in accordance with the 

procedures set out in Section 3 below: 

• NHS trusts and foundation trusts who provide services within the 

ICB’s area and are of a prescribed description 

• the primary medical services (general practice) providers within the 

area of the ICB and are or a prescribed description 

• the local authorities whose area coincides with or includes the whole 

or any part of the ICB’s area. 

While the Partner Members will bring knowledge and experience from their 

sector and will contribute the perspective of their sector to the decisions of 

the board, they are not to act as delegates of those sectors.  

2.1.5 The ICB has [3]16 Partner Members. 

 

2.1.6 As per NHS England Policy17, the ICB has appointed the following additional 

Ordinary Members: 

a) three executive members, namely: 

• Director of Finance 

• Medical Director 

• Director of Nursing 

b) Two18 independent non-executive members. 

 

2.1.7 The ICB has also appointed the following further Ordinary Members: to the 

Board19 

a) List locally agreed additional members 
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2.2 Regular Participants and Observers at Board Meetings20 

2.2.1 The Board may invite specified individuals to be Participants or Observers at 

its meetings in order to inform its decision-making and the discharge of its 

functions as it sees fit. 

 

2.2.2 Participants21 will receive advanced copies of the notice, agenda and papers 
for Board meetings. They may be invited to attend any or all of the Board 
meetings, or part(s) of a meeting by the Chair.  Any such person may be 
invited, at the discretion of the Chair to ask questions and address the 
meeting but may not vote. 
a) [list invited participants]22 

 
2.2.3 Observers23 will receive advanced copies of the notice, agenda and papers 

for Board meetings. They may be invited to attend any or all of the Board 

meetings, or part(s) of a meeting by the Chair. Any such person may not 

address the meeting and may not vote. 

a) List invited observers] 

  



Draft subject to the passage of the Health and Care Bill through 

Parliament  

7ii. Appendix 2a ICB Mod constitution template V1.00.8 

  12 

 

3 Appointments Process for the Board 

3.1 Eligibility Criteria for Board Membership: 

3.1.1 Each member of the ICB must: 

a) Comply with the criteria of the “fit and proper person test”24 

b) Be willing to uphold the Seven Principles of Public Life (known as 

the Nolan Principles) 

c) Fulfil the requirements relating to relevant experience, knowledge, 

skills and attributes set out in a role specification. 

 

3.2 Disqualification Criteria for Board Membership25 

3.2.1 A Member of Parliament, or member of the London Assembly. 

 

3.2.2 A member of a local authority in England and Wales or of an equivalent body 

in Scotland or Northern Ireland. 

  

3.2.3 A person who, within the period of five years immediately preceding the date 

of the proposed appointment, has been convicted— 

a) in the United Kingdom of any offence, or   

b) outside the United Kingdom of an offence which, if committed in 

any part of the United Kingdom, would constitute a criminal offence 

in that part, and, in either case, the final outcome of the 

proceedings was a sentence of imprisonment (whether suspended 

or not) for a period of not less than three months without the option 

of a fine. 

 

3.2.4 A person who is subject to a bankruptcy restrictions order or an interim 

bankruptcy restrictions order under Schedule 4A to the Insolvency Act 1986, 

sections 56A to 56K of the Bankruptcy (Scotland) Act 1985 or Schedule 2A 

to the Insolvency (Northern Ireland) Orde 1989 (which relate to bankruptcy 

restrictions orders and undertakings). 

 

3.2.5 A person who, has been dismissed within the period of five years 

immediately preceding the date of the proposed appointment, otherwise than 

because of redundancy, from paid employment by any Health Service Body. 

 

3.2.6 A person whose term of appointment as the chair, a member, a director or a 

governor of a health service body, has been terminated on the grounds: 

a) that it was not in the interests of, or conducive to the good 

management of, the health service body or of the health service 

that the person should continue to hold that office 

b) that the person failed, without reasonable cause, to attend any 

meeting of that health service body for three successive meetings, 
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c) that the person failed to declare a pecuniary interest or withdraw 

from consideration of any matter in respect of which that person 

had a pecuniary interest, or 

d) of misbehaviour, misconduct or failure to carry out the person’s 

duties; 

 

3.2.7 A health care professional (within the meaning of section 14N of the 2006 

Act) or other professional person who has at any time been subject to an 

investigation or proceedings, by any body which regulates or licenses the 

profession concerned (“the regulatory body”), in connection with the person’s 

fitness to practise or any alleged fraud, the final outcome of which was—  

a) the person’s suspension from a register held by the regulatory 

body, where that suspension has not been terminated 

b) the person’s erasure from such a register, where the person has 

not been restored to the register 

c) a decision by the regulatory body which had the effect of 

preventing the person from practising the profession in question, 

where that decision has not been superseded, or 

d) a decision by the regulatory body which had the effect of imposing 

conditions on the person’s practice of the profession in question, 

where those conditions have not been lifted. 

 

3.2.8 A person who is subject to— 

a) a disqualification order or disqualification undertaking under the 

Company Directors Disqualification Act 1986 or the Company 

Directors Disqualification (Northern Ireland) Order 2002, or 

b) an order made under section 429(2) of the Insolvency Act 1986 

(disabilities on revocation of administration order against an 

individual). 

 

3.2.9 A person who has at any time been removed from the office of charity 

trustee or trustee for a charity by an order made by the Charity 

Commissioners for England and Wales, the Charity Commission, the Charity 

Commission for Northern Ireland or the High Court, on the grounds of 

misconduct or mismanagement in the administration of the charity for which 

the person was responsible, to which the person was privy, or which the 

person by their conduct contributed to or facilitated. 

 

3.2.10 A person who has at any time been removed, or is suspended, from the 

management or control of any body under— 

a) section 7 of the Law Reform (Miscellaneous Provisions) (Scotland) 

Act 1990(f) (powers of the Court of Session to deal with the 

management of charities), or 

b) section 34(5) or of the Charities and Trustee Investment (Scotland) 

Act 2005 (powers of the Court of Session to deal with the 

management of charities). 
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3.3 Chair26 

3.3.1 The ICB Chair27 is to be appointed by NHS England, with the approval of the 

Secretary of State. 

 

3.3.2 In addition to criteria specified at 3.1, this member must fulfil the following 

additional eligibility criteria 

a) The Chair will be independent. 

b) Add any local criteria 

 

3.3.3 In addition to criteria specified in 3.2, individuals will not be eligible if: 

a) They hold a role in another health and care organisation within the 

ICB area.  

b) Any of the disqualification criteria set out in 3.2 apply 

c) Xxx 

 

3.3.4 The term of office for the Chair will be X years and the total number of terms 

a Chair may serve is X28 terms.  

 

3.4 Chief Executive 

3.4.1 The Chief Executive will be appointed by the Chair of the ICB in accordance 

with any guidance issued by NHS England.29 

 

3.4.2 The appointment will be subject to approval of NHS England in accordance 

with any procedure published by NHS England30 

 

3.4.3 The Chief executive must fulfil the following additional eligibility criteria  

a) Be an employee of the ICB or a person seconded to the ICB who 

is employed in the civil service of the State or by a body referred to 

in paragraph 18(4)(b) of Schedule 1B to the 2006 Act 

b) Specify any further local criteria31 

 

3.4.4 Individuals will not be eligible if 

a) Any of the disqualification criteria set out in 3.2 apply 

b) Subject to clause 3.4.3(a), they hold any other employment or 

executive role  

c) Specify any further local exclusions 

 

3.5 Partner Member(s) - NHS Trusts and Foundation Trusts [add which32 
NHS Trusts and FTs provide services within the ICB area] 

3.5.1 This Partner Member description to be inserted in accordance with the 

regulations33: 
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a) [list trusts] 

 

3.5.2 This member must fulfil the eligibility criteria set out at 3.1 and also the   

following additional eligibility criteria  

a) Be an Executive Director of one of the NHS Trusts or FTs within 

the ICB’s area34 

b) Specify any other criteria as may be set out in any NHS England 

guidance 

c) Specify any other criteria agreed locally by the ICB 

 

3.5.3 Individuals will not be eligible if 

a) Any of the disqualification criteria set out in 3.2 apply 

b) add any exclusion criteria set out in NHS E guidance 

c) Add any locally determined exclusion criteria  

 

3.5.4 This member will be appointed by35 [x] subject to the approval of the Chair 

 

3.5.5 The appointment process will be as follows36: 

a) [for local determination and must include both nomination and 

selection elements] 

 

3.5.6 The term of office37 for this Partner Member will be X years and the total 

number of terms they may serve is X terms.  

 

3.6 Partner Member(s) - Providers of Primary Medical Services.  

3.6.1 This Partner Member is description to be inserted in accordance with the 

regulations].   

 

3.6.2 This member must fulfil the eligibility criteria set out at 3.1 and also the   

following additional eligibility criteria  

a) Specify any other criteria set out by NHS England’s guidance 

b) Specify any other criteria agreed locally by the ICB38 

 

3.6.3 Individuals will not be eligible if: 

a) Any of the disqualification criteria set out in 3.2 apply 

b) Add any criteria set out in NHS E guidance 

c) Add any locally determined criteria 

 

3.6.4 This member will be appointed by39 [x] subject to the approval of the Chair 

 

3.6.5 The appointment process will be as follows40: 

a) [[for local determination and must include both nomination and 

selection elements] 
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3.6.6 The term of office41 for this Partner Member will be x years and the total 

number of terms they may service is X terms.  

3.7 Partner Member(s) - local authorities   

3.7.1 This Partner Member description to be inserted in accordance with the 

regulations from the local authorities whose areas coincide with, or include 

the whole or any part of, the ICB’s area.  Those local authorities are: 

a) [insert list of those LAs] 

 

3.7.2 This member will fulfil the eligibility criteria set out at 3.1 and also the   

following additional eligibility criteria  

a) Be the Chief Executive or relevant Executive level role of one of 

the bodies listed at 3.7.1   

b) Specify any other criteria set out by NHS England’s guidance 

c) Specify any other criteria agreed locally by the ICB 

 

3.7.3 Individuals will not be eligible if 

a) Any of the disqualification criteria set out in 3.2 apply 

b) [Add any locally determined criteria  

c) and any criteria set out in NHS E guidance] 

 

3.7.4 This member will be appointed by42 [x] subject to the approval of the Chair 

 

3.7.5 The appointment process will be as follows43: 

a) [for local determination and must include both nomination and 

selection elements] 

 

3.7.6 The term of office44 for this Partner Member will be x years and the total 

number of terms they may service is X terms. 

3.8 Medical Director45 

3.8.1 This member will fulfil the eligibility criteria set out at 3.1 and also the   

following additional eligibility criteria  

a) Be an employee of the ICB46 or a person seconded to the ICB who 

is employed in the civil service of the State or by a body referred to 

in paragraph 18(4)(b) of Schedule 1B to the 2006 Act 

b) Be a registered Medical Practitioner 

c) Specify any other criteria set out by NHS England’s guidance 

d) Specify any other criteria agreed locally by the ICB 

 

3.8.2 Individuals will not be eligible if: 

a) Any of the disqualification criteria set out in 3.2 apply 

b) Add any locally determined criteria  

c) and any criteria set out in NHS E guidance 
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3.8.3 This member will be appointed by47 [x] subject to the approval of the Chair. 

 

3.9 Director of Nursing48 

3.9.1 This member will fulfil the eligibility criteria set out at 3.1 and also the   

following additional eligibility criteria  

a) Be an employee49 of the ICB or a person seconded to the ICB who 

is employed in the civil service of the State or by a body referred to 

in paragraph 18(4)(b) of Schedule 1B to the 2006 Act 

b) Be a registered Nurse or Midwife 

c) Specify any other criteria set out by NHS England’s guidance 

d) Specify any other criteria agreed locally by the ICB 

 

3.9.2 Individuals will not be eligible if: 

a) Any of the disqualification criteria set out in 3.2 apply 

b) Add any locally determined criteria  

c) and any criteria set out in NHS E guidance 

 

3.9.3 This member will be appointed by50 [x] subject to the approval of the Chair. 

 

3.10 Director of Finance51 

3.10.1 This member will fulfil the eligibility criteria set out at 3.1 and also the   

following additional eligibility criteria  

a) Be an employee of the ICB52 or a person seconded to the ICB who 

is employed in the civil service of the State or by a body referred to 

in paragraph 18(4)(b) of Schedule 1B to the 2006 Act 

b) Specify any other criteria set out by NHS England’s guidance 

c) Specify any other criteria agreed locally by the ICB 

 

3.10.2 Individuals will not be eligible if: 

a) Any of the disqualification criteria set out in 3.2 apply 

b) [Add any locally determined criteria  

c) and any criteria set out in NHS E guidance] 

 

3.10.3 This member will be appointed by53 [x] subject to the approval of the Chair 

 

3.11 [Two54 ] Independent Non-Executive Members55 

3.11.1 The ICB will appoint [Add number] independent Non-Executive Members 

 

3.11.2 These members will be appointed by56 [x] subject to the approval of the 

Chair. 
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3.11.3 These members will fulfil the eligibility criteria set out at 3.1 and also the   

following additional eligibility criteria  

a) Not be employee of the ICB or a person seconded to the ICB 

b) Not hold a role in another health and care organisation in the ICS 

area 

c) One shall have specific knowledge, skills and experience that 

makes them suitable for appointment to the Chair of the Audit 

Committee 

d) Another should have specific knowledge, skills and experience that 

makes them suitable for appointment to the Chair of the 

Remuneration Committee 

e) Specify any other criteria set out by NHS England’s guidance 

f) Specify any other criteria agreed locally by the ICB57 

 

3.11.4 Individuals will not be eligible if 

a) Any of the disqualification criteria set out in 3.2 apply 

b) They hold a role in another health and care organisation within the 

ICB area  

c) add any locally determined criteria  

d) and any criteria set out in NHS E guidance 

 

3.11.5 The term of office for an independent non-executive member will be x years 

and the total number of terms an individual may serve is X58 terms. after 

which they will no longer be eligible for re-appointment. 

 

3.11.6 Initial appointments may be for a shorter period59 in order to avoid all non-

executive members retiring at once. Thereafter, new appointees will 

ordinarily retire on the date that the individual they replaced was due to retire 

in order to provide continuity. 

 

3.11.7 Subject to60 [e.g. satisfactory appraisal] the Chair may approve the re-

appointment of an independent non-executive member up to the maximum 

number of terms permitted for their role. 

 

3.12 Other Board Members61 

Local completion of all details for any/ all other members is 

required. 

 

3.13 Board Members: Removal from Office.  

3.13.1 Arrangements for the removal from office of Board members is subject to the 

term of appointment, and application of the relevant ICB policies and 

procedures. 
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3.13.2 With the exception of the Chair Board, members shall be removed from 

office if any of the following occurs:  

3.13.3 :  

a) If they no longer fulfil the requirements of their role or become 

ineligible for their role as set out in this constitution, regulations or 

guidance 

b) Add further local criteria62 

 

3.13.4 Members may be suspended pending the outcome of an investigation into 

whether any of the matters in 3.13.3 apply. 

 

3.13.5 Executive Directors (including the Chief Executive) will cease to be Board 

members if their employment in their specified role ceases, regardless of the 

reason for termination of the employment. 

 

3.13.6 The Chair of the ICB may be removed by NHS England, subject to the 

approval of the Secretary of State.  

 

3.13.7 If NHS England is satisfied that the ICB is failing or has failed to discharge 

any of its functions or that there is a significant risk that the ICB will fail to do 

so, it may: 

 

3.13.7.1 terminate the appointment of the ICB’s chief executive; and  

 

3.13.7.2 direct the chair of the ICB as to which individual to appoint as a 

replacement and on what terms. 

  

 

3.14 Terms of Appointment of Board Members  

3.14.1 With the exception of the Chair, Non-executive members and Chief 

executive, arrangements for remuneration63 and any allowances will be 

agreed by the Remuneration Committee in line with the ICB remuneration 

policy and any other relevant policies published [say where] and any 

guidance issued by NHS England or other relevant body. Remuneration for 

Chairs, Non Executives and chief executives will be set by NHS England. 

 

3.14.2 Other terms of appointment will be determined by the Remuneration 

Committee. 

 

3.14.3 Terms of appointment of the Chair will be determined by NHS England.  
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4 Arrangements for the Exercise of our Functions. 

4.1 Good Governance 

4.1.1 The ICB will, at all times, observe generally accepted principles of good 

governance.  This includes the Nolan Principles of Public Life and any 

governance guidance issued by NHS England. 

 

4.1.2 The ICB has agreed a code of conduct and behaviours64 which sets out the 

expected behaviours that members of the board and its committees will 

uphold whilst undertaking ICB business.  It also includes a set of principles 

that will guide decision making in the ICB.  The ICB code of conduct and 

behaviours is published in the Governance Handbook. 

4.2 General 

4.2.1 The ICB will: 

a) comply with all relevant laws including but not limited to the 2006 Act 

and the duties prescribed within it and any relevant regulations; 

b) comply with directions issued by the Secretary of State for Health 

and Social Care 

c) comply with directions issued by NHS England;  

d) have regard to statutory guidance including that issued by NHS 

England; and 

e) take account, as appropriate, of other documents, advice and 

guidance issued by relevant authorities, including that issued by 

NHS England.  

f) respond to reports and recommendations made by local Healthwatch 

organisations within the ICB area 

 

4.2.2 The ICB will develop and implement the necessary systems and processes 

to comply with (a)-(e) above, documenting them as necessary in this 

constitution, its governance handbook and other relevant policies and 

procedures as appropriate. 

4.3 Authority to Act 

4.3.1 The ICB is accountable for exercising its statutory functions and may grant 

authority to act on its behalf to:  

a) any of its members or employees 

b) a committee or sub-committee of the ICB 

 

4.3.2 Under section 65Z5 of the 2006 Act, the ICB may arrange with another ICB, 

an NHS trust, NHS foundation trust, NHS England, a local authority, 

combined authority or any other body prescribed in Regulations, for the 

ICB’s functions to be exercised by or jointly with that other body or for the 

functions of that other body to be exercised by or jointly with the ICB. Where 
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the ICB and other body enters such arrangements, they may also arrange for 

the functions in question to be exercised by a joint committee of theirs and/or 

for the establishment of a pooled fund to fund those functions (section 

65Z6).  In addition, under section 75 of the 2006 Act, the ICB may enter 

partnership arrangements with a local authority under which the local 

authority exercises specified ICB functions or the ICB exercises specified 

local authority functions, or the ICB and local authority establish a pooled 

fund. 

 

4.3.3 Where arrangements are made under section 65Z5 or section 75 of the 2006 

Act the board must authorise the arrangement, which must be described as 

appropriate in the SoRD. 

 

4.4 Scheme of Reservation and Delegation 

4.4.1 The ICB has agreed a scheme of reservation and delegation (SoRD) 

which is published in full [add where] 

 

4.4.2 Only the Board may agree the SoRD and amendments to the SoRD may 

only be approved by the Board 

  

4.4.3 The SoRD sets out: 

 

a) those functions that are reserved to the board; 

b) those functions that have been delegated to an individual or to 

committees and sub committees; 

c) those functions delegated to another body or to be exercised jointly 

with another body, under section 65Z5 and 65Z6 of the 2006 Act  

 

4.4.4 The ICB remains accountable for all of its functions, including those that 

it has delegated. All those with delegated authority are accountable to 

the Board for the exercise of their delegated functions.  

4.5 Functions and Decision Map  

4.5.1 The ICB has prepared a Functions and Decision Map which sets out at a 

high level its key functions and how it exercises them in accordance with 

the SoRD. 

 

4.5.2 The Functions and Decision Map is published [add web address] 

 

4.5.3 The map includes: 

a) Key functions reserved to the Board of the ICB 

b) Commissioning functions delegated to committees and individuals. 

c) Commissioning functions delegated under section 65Z5 and 65Z6 

of the 2006 Act to be exercised by, or with, another ICB, an NHS 
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trust, NHS foundation trust, local authority, combined authority or 

any other prescribed body;  

d) functions delegated to the ICB (for example, from NHS England). 

 

4.6 Committees and Sub-Committees65 

4.6.1 The ICB may appoint committees and arrange for its functions to be 

exercised by such committees.  Each committee may appoint sub-

committees and arrange for the functions exercisable by the committee to be 

exercised by those sub-committees. 

 

4.6.2 All committees and sub-committees are listed in the SoRD. 

 

4.6.3 Each committee and sub-committee established by the ICB operates under 

terms of reference and membership agreed by the Board66.  All terms of 

reference are published in the Governance Handbook.  

 

4.6.4 The Board remains accountable for all functions, including those that it has 

delegated to committees and subcommittees and therefore, appropriate 

reporting and assurance arrangements are in place and documented in 

terms of reference. All committees and sub committees that fulfil delegated 

functions of the ICB, will be required to: 

a) Add Local arrangements for assurance67   

 

4.6.5 Any committee or sub-committee established in accordance with clause 4.6 

may consist of, or include, persons who are not ICB Members or employees.  

 

4.6.6 All members of committees and sub-committees are required to act in 

accordance with this constitution, including the standing orders as well at the 

SFIs and any other relevant ICB policy. 

 

4.6.7 The following committees will be maintained:  

 

a) Audit Committee68: This committee is accountable to the Board 

and provides an independent and objective view of the ICB’s 

compliance with its statutory responsibilities. The committee is 

responsible for arranging appropriate internal and external audit.  

The Audit Committee will be chaired by an independent non-

executive member (other than the Chair of the ICB) who has the 

qualifications, expertise or experience to enable them to express 

credible opinions on finance and audit matters. 
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b) Remuneration Committee69: This committee is accountable to 

the Board for matters relating to remuneration, fees and other 

allowances (including pension schemes) for employees and other 

individuals who provide services to the ICB.  

The Remuneration Committee will be chaired by an independent 

non-executive member other than the Chair or the Chair of Audit 

Committee.   

4.6.8 The terms of reference for each of the above committees are published in 

the governance handbook70. 

 

4.6.9 The Board has also established a number of other committees to assist it 

with the discharge of its functions. These committees are set out in the 

SoRD and further information about these committees, including terms of 

reference, are published71 in the Governance Handbook. 

 

4.7 Delegations made under section 65Z5 of the 2006 Act  

4.7.1 As per 4.3.2 The ICB may arrange for any functions exercisable by it to be 

exercised by or jointly with any one or more other relevant bodies (another 

ICB, NHS England, an NHS trust, NHS foundation trust, local authority, 

combined authority or any other prescribed body). 

 

4.7.2 All delegations made under these arrangements are set out in the ICB 

Scheme of Reservation and Delegation and included in the Functions and 

Decision Map. 

 

4.7.3 Each delegation made under section 65Z5 of the Act will be set out in a 

delegation arrangement which sets out the terms of the delegation72. This 

may, for joint arrangements, include establishing and maintaining a pooled 

fund.  The power to approve delegation arrangements made under this 

provision will be reserved to the Board.  

 

4.7.4 The Board remains accountable for all the ICB’s functions, including those 

that it has delegated and therefore, appropriate reporting and assurance 

mechanisms are in place as part of agreeing terms of a delegation and these 

are detailed in the delegation arrangements, summaries of which will be 

published [specify where- probably the governance handbook]  

 

4.7.5 In addition to any formal joint working mechanisms, the ICB may enter into 

strategic or other transformation discussions with its partner organisations on 

an informal basis.   
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5 Procedures for Making Decisions73 

5.1 Standing Orders 

5.1.1 The ICB has agreed a set of standing orders which describe the 

processes that are employed to undertake its business.  They include 

procedures for: 

• conducting the business of the ICB 

• the procedures to be followed during meetings; and 

• the process to delegate functions. 

 

5.1.2 The Standing Orders apply to all committees and sub-committees of the 

ICB unless specified otherwise in terms of reference which have been 

agreed by the Board.  

 

5.1.3 A full copy of the Standing Orders74 is included in Appendix 2 and form 

part of this constitution. 

 

5.2 Standing Financial Instructions (SFIs) 

5.2.1 The ICB has agreed a set of SFIs which include the delegated limits of 

financial authority set out in the SoRD. 

 

5.2.2 A copy of the SFIs published specify where 
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6 Arrangements for Conflict of Interest Management 

and Standards of Business Conduct  

6.1 Conflicts of Interest75 

[DN: subject to change in line with NHS England guidance76] 

6.1.1 As required by section 14Z30 of the 2006 Act, the ICB has made 

arrangements to manage any actual and potential conflicts of interest to 

ensure that decisions made by the ICB will be taken and seen to be taken 

without being unduly influenced by external or private interest and do not, 

(and do not risk appearing to) affect the integrity of the ICB’s decision-

making processes.  

 

6.1.2 The ICB has agreed policies and procedures for the identification and 

management of conflicts of interest which are published on the website77 

 

6.1.3 All Board, committee and sub-committee members, and employees of the 

ICB, will comply with the ICB policy on conflicts of interest in line with their 

terms of office and/ or employment.  This will include but not be limited to 

declaring all interests on a register that will be maintained by the ICB.  

 

6.1.4 All delegation arrangements made by the ICB under Section 65Z5 of the 

2006 Act will include a requirement for transparent identification and 

management of interests and any potential conflicts in accordance with 

suitable policies and procedures comparable with those of the ICB. 

 

6.1.5 Where an individual, including any individual directly involved with the 

business or decision-making of the ICB and not otherwise covered by one of 

the categories above, has an interest, or becomes aware of an interest which 

could lead to a conflict of interests in the event of the ICB considering an 

action or decision in relation to that interest, that must be considered as a 

potential conflict, and is subject to the provisions of this Constitution, the 

Conflicts of interest Policy and the Standards of Business Conduct Policy78. 

 

6.1.6 The ICB has appointed the Audit Chair [edit accordingly] to be the Conflicts 

of Interest Guardian79. In collaboration with the ICB’s governance lead, their 

role is to: 

a) Act as a conduit for members of the public and members of the 

partnership who have any concerns with regards to conflicts of 

interest; 

b) Be a safe point of contact for employees or workers to raise any 

concerns in relation to conflicts of interest; 

c) Support the rigorous application of conflict of interest principles 

and policies; 
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d) Provide independent advice and judgment to staff and members 

where there is any doubt about how to apply conflicts of interest 

policies and principles in an individual situation; 

e) Provide advice on minimising the risks of conflicts of interest. 

6.2 Principles80 

6.2.1 In discharging our functions the ICB will abide by the following principles: 

a) Xxx 

b) xxx 

6.3 Declaring and Registering Interests 

6.3.1 The ICB maintains registers81 of the interests of: 

a) Members of the ICB 

b) Members of the Board’s committees and sub-committees  

c) Its employees  

 

6.3.2 In accordance with section 14Z30(2) of the 2006 Act registers of interest are 

published on the ICB website /add where82. 

 

6.3.3 All relevant persons as per 6.1.3 and 6.1.5 must declare any conflict or 

potential conflict of interest relating to decisions to be made in the exercise of 

the ICB’s commissioning functions. 

 

6.3.4 Declarations should be made as soon as reasonably practicable after the 

person becomes aware of the conflict or potential conflict and in any event 

within 28 days.  This could include interests an individual is pursuing. 

Interests will also be declared on appointment and during relevant discussion 

in meetings. 

 

6.3.5 All declarations will be entered in the registers as per 6.3.1 

 

6.3.6 The ICB will ensure that, as a matter of course, declarations of interest are 

made and confirmed, or updated at least annually.  

 

6.3.7 Interests83 (including gifts and hospitality) of decision-making staff will remain 

on the public register for a minimum of six months.  In addition, the ICB will 

retain a record of historic interests and offers/receipt of gifts and hospitality 

for a minimum of six years after the date on which it expired.  The ICB’s 

published register of interests states that historic interests are retained by the 

ICB for the specified timeframe and details of whom to contact to submit a 

request for this information. 

 

6.3.8 Activities funded in whole or in part by third parties who may have an interest 

in ICB business such as sponsored events, posts and research will be 
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managed in accordance with the ICB policy to ensure transparency and that 

any potential for conflicts of interest are well-managed. 

6.4 Standards of Business Conduct  

6.4.1 Board members, employees, committee and sub-committee members of the 

ICB will at all times comply with this Constitution and be aware of their 

responsibilities as outlined in it.  They should: 

a) act in good faith and in the interests of the ICB; 

 

b) follow the Seven Principles of Public Life; set out by the Committee 

on Standards in Public Life (the Nolan Principles);  

 

c) comply with the ICB Standards of Business Conduct Policy, and 

any requirements set out in the policy for managing conflicts of 

interest. 

 

6.4.2 Individuals contracted to work on behalf of the ICB or otherwise providing 

services or facilities to the ICB will be made aware of their obligation to 

declare conflicts or potential conflicts of interest.  This requirement will be 

written into their contract for services and is also outlined in the ICB’s 

Standards of Business Conduct policy.    
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7 Arrangements for ensuring Accountability and 

Transparency  

7.1.1 The ICB will demonstrate its accountability to local people, stakeholders and 

NHS England in a number of ways, including by upholding the requirement 

for transparency in accordance with paragraph 11(2) of Schedule 1B to the 

2006 Act.  

7.2 Principles84 

7.2.1 Add local principles 

7.3 Meetings and publications 

7.3.1 Board and committee meetings will be held in public except where a 

resolution is agreed to exclude the public on the grounds that it is believed to 

not be in the public interest.  

 

7.3.2 Papers and minutes of all meetings held in public will be published. 

 

7.3.3 Annual accounts will be externally audited and published. 

 

7.3.4 A clear complaints process will be published.  

 

7.3.5 The ICB will comply with the Freedom of Information Act 2000 and with the 

Information Commissioner Office requirements regarding the publication of 

information relating to the ICB. 

 

7.3.6 information will be provided to NHS England as required. 

 

7.3.7 The constitution and governance handbook will be published as well as other 

key documents including but not limited to:  

• Conflicts of interest policy and procedures 

• Registers of interests85 

• Key policies 

• add further documents. 

 

7.3.8 The ICB will publish, with our partner NHS trusts and NHS foundation trusts, 

a plan at the start of each financial year that sets out how the ICB proposes 

to exercise its functions during the next five years.  The plan will explain how 

the ICB proposes to discharge its duties under: 

• section 14Z34 (improvement in quality of services), 

• section 14Z35 (reducing inequalities), 

• section 14Z43 (have regard to effect of decisions) 

• section 14Z44 (public involvement and consultation), and 

• sections 223H and 223J (financial duties). 
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And  

a) proposed steps to implement the XXX joint local health and 

wellbeing strategy(s)86 

7.4 Scrutiny and Decision Making 

7.4.1 At least three independent non-executive members will be appointed to the 

board including the Chair; and all of the board and committee members will 

comply with the Nolan Principles of Public Life and meet the criteria 

described in the Fit and Proper Person Test. 

 

7.4.2 Healthcare services will be arranged in a transparent way, and decisions 

around who provides services will be made in the best interests of patients, 

taxpayers and the population, in line with the rules set out in the NHS 

Provider Selection Regime. 

 

7.4.3 The ICB will comply with the requirements of the NHS Provider Selection 

Regime including: 

a) Add local arrangements to describe87. 

 

7.4.4 The ICB will comply with local authority health overview and scrutiny 

requirements. 

 

7.5 Annual Report 

7.5.1 The ICB will publish an annual report in accordance with any guidance 

published by NHS England and which sets out how it has discharged its 

functions and fulfilled its duties in the previous financial year and in particular 

how it has discharged its duties under sections  

a) 14Z34 (improvement in quality of services), 

b) 14Z35 (reducing inequalities),  

c) 14z43 (have regard to the effect of decisions) 

d) 14Z44 (public involvement and consultation), and 

 

7.5.2 The annual report will also review the extent to which the ICB has exercised 

its functions in accordance with the plans published under section 

a) 14Z50 (Integrated Care System plan), and 

b) 14Z54 (capital resource use plan), and 

 

7.5.3 Review any steps the board has taken to implement any joint health and 

wellbeing strategy to which it was required to have regard under section 

116B(1) of the Local Government and Public Involvement in Health Act 

2007. 

 



Draft subject to the passage of the Health and Care Bill through 

Parliament  

7ii. Appendix 2a ICB Mod constitution template V1.00.8 

  30 

 

 

8 Arrangements for Determining the Terms and 

Conditions of Employees. 

8.1.1 The ICB may appoint employees, pay them remuneration and allowances as 

it determines and appoint staff on such terms and conditions as it 

determines. 

 

8.1.2 The Board has established a Remuneration Committee88 which is chaired by 

a Non-Executive member other than the Chair or Audit Chair. 

 

8.1.3 The membership of the Remuneration Committee is determined by the 

Board.  No employees may be a member of the Remuneration Committee 

but the Board ensures that the Remuneration Committee has access to 

appropriate advice by: 

a) Add local arrangements e.g. HR advisers being in attendance or 

appointment of independent HR advice to the Rem com.   

 

8.1.4 The Board may appoint independent members or advisers to the 

Remuneration Committee are not members of the board. 

8.1.5 The main purpose of the Remuneration Committee is to exercise the 

functions of the ICB relating to paragraphs 17 to 19 of Schedule 1B to the 

2006 Act. The terms of reference agreed by the board are published say 

where 

8.1.6 The duties of the Remuneration Committee include89: 

a) Add local points 

 

8.1.7 The ICB may make arrangements for a person to be seconded to serve as a 

member of the ICB’s staff. 

9 Arrangements for Public Involvement  

9.1.1 In line with section 14Z44(2) of the 2006 Act the ICB has made 

arrangements to secure that individuals to whom services which are, or are 

to be, provided pursuant to arrangements made by the ICB in the exercise of 

its functions, and their carers and representatives, are involved (whether by 

being consulted or provided with information or in other ways) in:  

a) the planning of the commissioning arrangements by the Integrated 
Care Board 

b) the development and consideration of proposals by the ICB 

c) for changes in the commissioning arrangements where the 

implementation of the proposals would have an impact on the 
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manner in which the services are delivered to the individuals (at 

the point when the service is received by them), or the range of 

health services available to them, and 
d) decisions of the ICB affecting the operation of the commissioning 

arrangements where the implementation of the decisions would (if 
made) have such an impact. 

9.1.2 In line with section 14Z52 of the 2006 Act the ICB has made the following 

arrangements to consult its population on its system plan: 

a) Add local arrangements 

 

9.1.3 The ICB has adopted the ten principles set out by NHS England for working 

with people and communities90.  

 

a) Put the voices of people and communities at the centre of 
decision-making and governance, at every level of the ICS. 

b) Start engagement early when developing plans and feed back to 
people and communities how it has influenced activities and 
decisions. 

c) Understand your community’s needs, experience and aspirations 
for health and care, using engagement to find out if change is 
working. 

d) Build relationships with excluded groups – especially those 
affected by inequalities. 

e) Work with Healthwatch and the voluntary, community and social 
enterprise sector as key partners. 

f) Provide clear and accessible public information about vision, plans 
and progress to build understanding and trust. 

g) Use community development approaches that empower people 
and communities, making connections to social action. 

h) Use co-production, insight and engagement to achieve 
accountable health and care services. 

i) Co-produce and redesign services and tackle system priorities in 
partnership with people and communities. 

j) Learn from what works and build on the assets of all partners in 
the ICS – networks, relationships, activity in local places. 

 

9.1.4 In addition the ICB has agreed the following:91  

 

9.1.5 These principles will be used when developing and maintaining 

arrangements for engaging with people and communities. 

 

9.1.6 These arrangements, include92: 

a) ICB to specify other local arrangements93 



Draft subject to the passage of the Health and Care Bill through 

Parliament  

7ii. Appendix 2a ICB Mod constitution template V1.00.8 

  32 

 

 

 

  



Draft subject to the passage of the Health and Care Bill through 

Parliament  

7ii. Appendix 2a ICB Mod constitution template V1.00.8 

  33 

 

Appendix 1: Definitions of Terms Used in This 

Constitution 

 

2006 Act National Health Service Act 2006, as amended by the 

Health and Social Care Act 2012 and the Health and Care 

Act 2022 

ICB Board Members of the ICB 

Area The geographical area that the ICB has responsibility for, 
as defined in part 2 of this constitution 

Committee A committee created and appointed by the ICB Board.  

Sub-Committee A committee created and appointed by and reporting to a 
committee. 

Integrated Care 

Partnership 

The joint committee for the ICB’s area established by the 
ICB and each responsible local authority whose area 
coincides with or falls wholly or partly within the ICB’s 
area.  

Place-Based 

Partnership 

Place-based partnerships are collaborative arrangements 
responsible for arranging and delivering health and care 
services in a locality or community. They involve the 
Integrated Care Board, local government and providers of 
health and care services, including the voluntary, 
community and social enterprise sector, people and 
communities, as well as primary care provider leadership, 
represented by Primary Care Network clinical directors or 
other relevant primary care leaders. 

Ordinary Member The Board of the ICB will have a Chair and a Chief 

Executive plus other members.  All other members of the 

Board are referred to as Ordinary Members.  

Health Service 

Body 

Health service body as defined by section 9(4) of the NHS 

Act 2006 or (b) NHS Foundation Trusts. 

 ICBs should add local definitions as required and should 

always include any local terms that refer to legally 

prescribed roles or functions. 
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Appendix 2: Standing Orders 

1.  Introduction94 

1.1. These Standing Orders have been drawn up to regulate the proceedings of 

XXX Integrated Care Board so that the ICB can fulfil its obligations as set 

out largely in the 2006 Act (as amended). They form part of the ICB’s 

Constitution95. 

2. Amendment and review 

2.1. The Standing Orders are effective from xx 96 

 

2.2. Standing Orders will be reviewed on an annual basis or sooner if required.  

 

2.3. Amendments to these Standing Orders will be made as per [refer to the 

clause number in the constitution for making amendments]. 

 

2.4. All changes to these Standing Orders will require an application to NHS 

England for variation to the ICB constitution and will not be implemented 

until the constitution has been approved. 

3. Interpretation, application and compliance 

3.1. Except as otherwise provided, words and expressions used in these 

Standing Orders shall have the same meaning as those in the main body of 

the ICB Constitution and as per the definitions in Appendix 1. 

 

3.2. These standing orders apply to all meetings of the Board, including its 

committees and sub-committees unless otherwise stated. All references to 

Board are inclusive of committees and sub-committees unless otherwise 

stated.  

 

3.3. All members of the Board, members of committees and sub-committees and 

all employees, should be aware of the Standing Orders and comply with 

them. Failure to comply may be regarded as a disciplinary matter. 

 

3.4. In the case of conflicting interpretation of the Standing Orders, the Chair, 

supported with advice from [add title for senior governance adviser,] will 

provide a settled view which shall be final.   

 

3.5. All members of the Board, its committees and sub-committees and all 

employees have a duty to disclose any non-compliance with these Standing 

Orders to the Chief Executive as soon as possible. 

 

3.6. If, for any reason, these Standing Orders are not complied with, full details 

of the non-compliance and any justification for non-compliance and the 
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circumstances around the non-compliance, shall be reported to the next 

formal meeting of the Board for action or ratification and the Audit 

Committee for review.  

 

4. Meetings of the Integrated Care Board 

4.1. Calling Board Meetings97 

4.2. Meetings of the Board of the ICB shall be held at regular intervals98at such 

times and places99 as the ICB may determine. 

 

4.3. In normal circumstances, each member of the Board will be given not less 

than one month’s notice in writing of any meeting to be held. However: 

a) The Chair may call a meeting at any time by giving not less than 

14 calendar days’ notice in writing. 

b) One third of the members of the Board may request the Chair to 

convene a meeting by notice in writing, specifying the matters 

which they wish to be considered at the meeting. If the Chair 

refuses, or fails, to call a meeting within seven calendar days of 

such a request being presented, the Board members signing the 

requisition may call a meeting by giving not less than 14 

calendar days’ notice in writing to all members of the Board 

specifying the matters to be considered at the meeting. 

c) In emergency situations the Chair may call a meeting with two100 

days’ notice by setting out the reason for the urgency and the 

decision to be taken. 

 

4.3.1. A public notice of the time and place of the meeting and how to 

access the meeting shall be given by posting it at the offices of the 

ICB body and electronically at least three clear days before the 

meeting or, if the meeting is convened at shorter notice, then at the 

time it is convened. 

 

4.3.2. The agenda and papers for meetings will be published electronically 

in advance of the meeting excluding, if thought fit, any item likely to 

be addressed in part of a meeting is not likely to be open to the 

public. 

4.4. Chair of a meeting 

4.4.1. The Chair of the ICB shall preside over meetings of the Board.  

 

4.4.2. If the Chair is absent, or is disqualified from participating by a conflict 

of interest. [add agreed local arrangement-there may be a deputy 

appointed or there may be provision for the assembled members to 

appoint a deputy101 
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4.4.3. The Board shall appoint a Chair to all committees and sub-

committees that it has established.  The appointed committee or sub-

committee Chair will preside over the relevant meeting. Terms of 

reference for committees and sub-committees will specify 

arrangements for occasions when the appointed Chair is absent. 

 

4.5. Agenda, supporting papers and business to be 

transacted 

4.5.1. The agenda for each meeting will be drawn up and agreed by the 

Chair102 of the meeting. 

 

4.5.2. Except where the emergency provisions apply, supporting papers for 

all items must be submitted at least seven calendar days before the 

meeting takes place. The agenda and supporting papers will be 

circulated to all members of the Board at least five calendar days 

before the meeting. 

 

4.5.3. Agendas and papers for meetings open to the public, including 

details about meeting dates, times and venues, will be published on 

the ICB’s website at [insert link]. 

4.6. Petitions 

4.6.1. Where a petition has been received by the ICB it shall be included as 

an item for the agenda of the next meeting of the Board. 

4.7. Nominated Deputies103 

4.7.1. With the permission of the person presiding over the meeting, the 

Executive Directors and the Partner Members of the Board may 

nominate a deputy to attend a meeting of the Board that they are 

unable to attend.  The deputy may/ may not, speak and vote on their 

behalf. 

 

4.7.2. The decision of person presiding over the meeting regarding 

authorisation of nominated deputies is final. 

4.8. Virtual attendance at meetings104 

4.8.1. The Board of the ICB and its committees and sub-committees may 

meet virtually using telephone, video and other electronic means 

when necessary, unless the terms of reference prohibit this. 
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4.9. Quorum105 

4.9.1. The quorum for meetings of the Board will be [agreed local number 

or proportion] members, including: 

a) Either the Chief Executive or the Director of Finance  

b) Either The Medical Director or the Director of Nursing  

c) At least one independent member  

d) At least one Partner Member 

 

4.9.2. For the sake of clarity: 

a) No person can act in more than one capacity when determining 

the quorum.  

 

b) An individual who has been disqualified from participating in a 

discussion on any matter and/or from voting on any motion by 

reason of a declaration of a conflict of interest, shall no longer 

count towards the quorum. 

 

4.9.3. For all committees and sub-committees, the details of the quorum for 

these meetings and status of deputies are set out in the appropriate 

terms of reference. 

 

4.10. Vacancies 

4.10.1. In the event of vacancy or defect in appointment the following 

temporary arrangement for quorum will apply: 

•  To determine locally 

 

4.11. Decision making 

4.11.1. The ICB has agreed to use a collective model of decision-making 

that seeks to find consensus between system partners and make 

decisions based on unanimity as the norm, including working though 

difficult issues where appropriate. 

 

4.11.2. Generally it is expected that decisions of the ICB will be reached by 

consensus. Should this not be possible then a vote will be required. 

The process for voting, which should be considered a last resort, is 

set out below: 

 

a) All members of the Board who are present at the meeting will be 

eligible to cast one vote each. 

 

b) In no circumstances may an absent member vote by proxy106. 

Absence is defined as being absent at the time of the vote but this 
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does not preclude anyone attending by teleconference or other 

virtual mechanism from participating in the meeting, including 

exercising their right to vote if eligible to do so.  

 

c) For the sake of clarity, any additional Participants and 

Observers107 (as detailed within paragraph 5.6. of the Constitution) 

will not have voting rights. 

 

d) A resolution will be passed if more votes are cast for the resolution 

than against it. 

 

e) If an equal number of votes are cast for and against a resolution, 

then the Chair (or in their absence, the person presiding over the 

meeting) will have a second and casting vote. 

 

f) Should a vote be taken, the outcome of the vote, and any 

dissenting views, must be recorded in the minutes of the meeting. 

Disputes 

4.11.3. if consensus cannot be reached, the chair may make decisions on 

behalf of the board where there is disagreement. Where necessary 

boards may draw on third party support such as peer review or 

mediation by NHS England and NHS Improvement. 

 

Urgent decisions 

4.11.4. In the case urgent decisions and extraordinary circumstances, every 

attempt will be made for the Board to meet virtually.  Where this is 

not possible the following will apply. 

 

4.11.5. The powers which are reserved or delegated to the Board, may for 

an urgent decision be exercised by the Chair and Chief Executive (or 

relevant lead director in the case of committees)108 subject to every 

effort having made to consult with as many members as possible in 

the given circumstances. 

 

4.11.6. The exercise of such powers shall be reported to the next formal 

meeting of the Board for formal ratification and the Audit Committee 

for oversight. 

4.12. Minutes 

4.12.1. The names and roles of all members present shall be recorded in the 

minutes of the meetings.  
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4.12.2. The minutes of a meeting shall be drawn up and submitted for 

agreement at the next meeting where they shall be signed by the 

person presiding at it. 

 

4.12.3. No discussion shall take place upon the minutes except upon their 

accuracy or where the person presiding over the meeting considers 

discussion appropriate. 

 

4.12.4. Where providing a record of a meeting held in public, the minutes 

shall be made available to the public. 

 

4.13. Admission of public and the press 

4.13.1. In accordance with Public Bodies (Admission to Meetings) Act 1960 

All meetings of the ICB at which public functions are exercised will 

be open to the public.  

 

4.13.2. The Board may resolve to exclude the public from a meeting or part 

of a meeting where it would be prejudicial to the public interest by 

reason of the confidential nature of the business to be transacted or 

for other special reasons stated in the resolution and arising from the 

nature of that business or of the proceedings or for any other reason 

permitted by the Public Bodies (Admission to Meetings) Act 1960 as 

amended or succeeded from time to time.  

 

4.13.3. The person presiding over the meeting shall give such directions as 

he/she thinks fit with regard to the arrangements for meetings and 

accommodation of the public and representatives of the press such 

as to ensure that the Governing Body’s business shall be conducted 

without interruption and disruption. 

 

4.13.4. As permitted by Section 1(8) Public Bodies (Admissions to Meetings) 

Act 1960 as amended from time to time) the public may be excluded 

from a meeting suppress or prevent disorderly conduct or behaviour.  

 

4.13.5. Matters to be dealt with by a meeting following the exclusion of 

representatives of the press, and other members of the public shall 

be confidential to the members of the Board.  

5. Suspension of Standing Orders 

5.1. In exceptional circumstances, except where it would contravene any 

statutory provision or any direction made by the Secretary of State for 

Health and Social Care or NHS England, any part of these Standing Orders 

may be suspended by the Chair in discussion with at least 2 other members,  
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5.2. A decision to suspend Standing Orders together with the reasons for doing 

so shall be recorded in the minutes of the meeting.  

 

5.3. A separate record of matters discussed during the suspension shall be kept. 

These records shall be made available to the Audit Committee for review of 

the reasonableness of the decision to suspend Standing Orders. 

 

6. Use of seal and authorisation of documents. 

If the organisation has a seal, arrangements made for its safe keeping and 

authorisation of its use should be set out here: 
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Integrated Care Board 

Model Constitution Supporting Notes: 

 Draft V1.0 

This working draft of the Model Integrated Care Board (ICB) Constitution 

supporting notes is based on the Health and Care Bill which was introduced 

in Parliament on 6 July 2021. 

The purpose of the supporting notes to is provide additional information, 

advice, and explanations for systems as they develop the constitution for 

their emerging ICB. They will also provide useful reference for applications to 

NHS England to vary an ICB constitution in future. Introductory notes: 

The Health and Care Bill proposes the establishment of statutory ICS 

arrangements, including new ICBs previously referred to in the ICS Design 

Framework as ICS NHS bodies.  

Each ICB will be required to have a constitution and the Bill sets out proposed 

statutory requirements as to what must be included in the constitution. The legal 

requirements will be similar to the requirements of Clinical Commissioning Group 

(CCG) constitutions. Feedback on the structure, format, style and content of the 

existing CCG model constitution has been positive, and in our engagement with 

systems it was proposed we use a similar approach for ICB constitutions. For these 

reasons, this draft model document is evolved from the constitution currently used 

for CCGs. This should not be interpreted to mean that the new ICBs will be similar 

organisations. ICBs may wish to include a foreword or introduction in their 

constitution to help signal to their local partners the changes that developing the 

ICB brings.  

Content and terminology are subject to the legislation and its parliamentary 

process. This version of the draft model constitution is therefore incomplete and 

subject to change. It is intended to describe what would be required if the current 

proposals were implemented, while recognising that the legislation is subject to 

Parliament’s amendment and approval. Its main purpose is to indicate the likely 

direction of travel and likely requirements, to allow system leaders to prepare for 

transition. Updates to the model will be made as necessary in line with publication 

of the legislation and parliamentary process and any agreed NHS England and 

NHS Improvement policy. Systems may make reasonable preparatory steps in 

advance of legislation but should not act as though the legislation is in place or 

inevitable.  
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1. This section could be used to set the context for the new statutory body in 

an introduction or foreword. It may be helpful to set out how the ICB differs 

from organisations that have preceded it and to create an opportunity to 

introduce the partners taking part in the local arrangements. The section 

might also be used to introduce any local place-based arrangements and 

provider collaboratives if desired.  

Once established, ICBs may also wish to draw out the mutual 

accountability agreed between the partners and make reference to the 

Triple Aim1. Based on expected legislation, none of these details will need 

to be included in the constitution legally but there may be local benefit to 

signal these in a prominent place. Reference might be made here to the 

Integrated Care Partnership (ICP) and arrangements made to align this 

constitution with its terms of reference. 

2. The name used here must be the exact name used in the establishment 

order.  

3. The legal name of the statutory body will be determined by legislation. The 

Design Framework and White paper currently uses ICS NHS body rather 

than ICB. 

4. The description of the area must match that on the establishment order. 

Further advice will be prepared regarding suitable descriptors. It should be 

clear who the group of people are for whom the ICB has core 

responsibility, in accordance with rules published by NHS England in this 

regard (new section 14Z31 of the 2006 Act).  

5. The Bill proposes amendment of the 2006 Act so as to confer on ICBs the 

functions of commissioning primary care but these provisions may not be 

in place as of April 2022. Further amendments to the model will be 

prepared when necessary. 

6. NHS England will publish a procedure for making an application to change 

the constitution. Discussion is underway to determine how to make this as 

streamlined as possible within the legal requirements. There is recognition 

that this needs to align with both the legal framework and practical 

 

1 It is a proposed common duty for NHS bodies that plan and commission services (NHS England and ICBs) and that provide 

services (Trusts and Foundation Trusts). 
 
It will oblige these bodies to consider the effects of their decisions on: 

• the health and wellbeing of the people of England 

• the quality of services provided or arranged by both themselves and other relevant bodies 

• the sustainable and efficient use of resources by both themselves and other relevant bodies 
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arrangements. Feedback is welcome on this as part of current 

implementation.  

7. This section should be used to set out the procedure for variations. This 

should include as a minimum: who may propose a change to the 

constitution and how this is done, who will be consulted on any proposed 

changes and how the decision (typically this will be the board) about 

proposed changes will be taken prior to an application being made to NHS 

England. These arrangements are for local determination and the process 

should comply with the ICB legal duties as a minimum.  

8. A model Scheme of Reservation and Delegation (SoRD) is being prepared 

by NHS England with support from with the Healthcare Financial 

Management Association. 

9. It will be for each ICB to determine whether, and to which committee or 

part of the system its functions will be delegated. 

10. There is no reason why an ICB could not call the Governance Handbook 

by an alternative name to suit local arrangements, but it must be clear 

where things are published. 

11. The terms of reference for committees will need to be published and easily 

accessible. This is to fulfil the requirement for the constitution to specify 

the arrangements made by the ICB to outline the transparency of its 

decision making. Terms of reference can also supplement the Functions 

and Decision map and work together with any delegation arrangements 

which are part of the arrangements for the exercise of the ICB’s functions. 

12. As a minimum, a summary of the delegation arrangements and the basis 

on which they are agreed should be published. 

13. ICBs may choose to publish key policies relating to governance 

arrangements in their Governance Handbook or elsewhere. 

14. ICBs may choose, in line with usual practice, to publish an introduction to 

their Board members on their websites. Details of the individuals are not 

required within the constitution. 

15. ‘Ordinary members’ is the term used in the Bill to describe members who 

are not the Chair and Chief Executive. 

16. The Bill requires at least one from each sector. ICBs may decide to have 

more. 

17. These director roles may be filled in a range of possible ways. For 

example, different job titles may be used and individuals may hold other 

responsibilities as well as filling this role. ICBs can change the wording 
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here to reflect locally-agreed arrangements within the agreed NHS 

England policy.  

18. A minimum of two independent non-executive members are required. 

ICBs may appoint more. 

19. ICBs may add further members beyond statutory minimum and NHS 

England policy requirements. All additional members of the Board must be 

specified in the constitution including any additional Partner, Executive or 

Non-Executive members. When designing the board membership, there 

will be a need to ensure balance of perspectives on the Board. This will 

include, for example, ensuring that the perspectives of all sectors and 

types of provider within the ICB’s area are included (e.g. acute, mental 

health, community and specialist). ICBs will need to ensure that the views 

and perspectives of patients, carers and the public are heard and included 

in the board decision-making process along with those from clinical and 

professional groups, under-represented communities and different 

geographical perspectives. A board made up from diverse individuals, 

backgrounds and perspectives will be more likely to make the best 

decisions for its communities. Beyond the composition of the Board itself, 

ICBs should ensure there are mechanisms for how the full range of 

perspectives is included using the decision-making model and structures 

that the ICB employs. ICBs will also be expected to comply with good 

governance practices for example on board size, to allow appropriate 

decision making to take place. NHS England will be required to approve 

the constitutions, including Board Membership. 

20. This whole section is entirely optional, and feedback on its application is 

welcome. The clauses are crafted to help systems articulate local 

arrangements clearly and may require some editing. There is only a need 

to use them if there is local discussion proposing the idea of “non-voting” 

members (which are not permitted). The term “non-voting member” should 

not be used here because an individual is either a member and may vote 

or they are not a member and hence may not vote. ICBs that opt to use 

this section should use the term ‘Participants and Observers’ as outlined 

in Appendix 1. 

21. Having regular participants recognises that some local partners will attend 

every meeting and while they do not formally take part in decision making, 

their views are sought, listened to and valued. It is recommended to limit 

the number of participants as most parties will play their largest role in the 

partnership or in operational fora and task and finish groups. A distinction 

is drawn here between participants and observers as some organisations 

have previously had difficulty being clear about roles and what behaviours, 
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permissions and privileges are extended to such individuals. ICBs can set 

out the expectations clearly from the outset. 

22. This is optional. It is not a requirement to list participants and observers in 

constitutions.  

23. This is not a requirement and suggested wording is offered for those 

organisations who have indicated that it would be helpful to identify 

specified individuals who are invited to meetings and receive papers in 

advance but not have any speaking or participation rights. In practice 

these individuals have no different status to members of the public but 

some organisations have found this approach useful in developing and 

managing local relationships.  

24. Regulation 5 of the Health and Social Care 2008 (Regulated Activities) 

Regulations 2014 sets out the “fit and proper person test”. We anticipate 

that regulations regarding the “fit and proper person test” will apply to ICBs 

when established, so there is an expectation that designate board 

member appointments comply with these principles.  

25. Legal disqualification criteria will most likely be prescribed in Regulations, 

but these would be made too late to facilitate designate appointments. 

Systems should at this stage seek to avoid designate appointments of 

individuals with these characteristics. Any additional locally agreed 

disqualification criteria should be added to the list. 

26. In some cases, the Chair of the Board may also be appointed to the role of 

Chair of the Integrated Care Partnership.  

27. Please note that the appointment of designate chairs is being separately 

managed as part of the ICB establishment process. 

28. ICBs need to specify the term and number of terms permitted. Good 

practice would be no more 8-9 years in total to ensure ongoing 

independence. As an example, 3x3 years or 2x4 years.  

29. The appointment is made by the Chair of the Board with approval from 

NHS England. (Please note that in the first instance the appointment of 

designate Chief executives is being separately managed as part of the 

establishment process.) 

30. NHS England expects to publish a process to describe how Chairs and 

Chief Executives will be appointed and how appointments proposed by 

ICBs will be approved.  

31. ICBs should add any additional criteria including those required as per 

NHS England guidance. 
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32. This refers to NHS Trusts and Foundation Trusts that provide services 

within the ICB area and are of a description prescribed in the Regulations. 

33. Please note the Regulations that will define this are not yet available. 

34. The ICS Design Framework states this will often be the Chief Executive. 

35. It is a requirement that the constitution sets out who appoints the Ordinary 

Members. All appointments of Ordinary Members must (under the Bill) be 

subject to the approval of the Chair. 

36. The constitution must set out the appointment process in full. As a 

minimum, it must include two parts (a) an element that is designed to build 

the confidence of stakeholders that the perspective of the individual will 

contribute to the board discussions (the nomination process) and (b) an 

element that is designed to assess that the individual can demonstrate 

they have the skills, knowledge, experience and attributes required to fulfil 

the role. The process should include who may take part in the process, 

what the procedure to be used entails and what the decision-making 

arrangement is. If appointments are limited to a specific term, any re-

appointment process should also be specified. The process should reflect 

any guidance issued by NHS England and should be clear and 

unambiguous.  

37. ICBs need to specify the term and, if limited, the number of terms 

permitted (for the partner members it is not a requirement to limit the 

number of terms). The details of a re-appointment process should be 

specified including at what intervals. Appointments are always to be 

subject to the approval of the Chair.  

38. For example, ICBs might refer to the nature of services provided or to the 

proportion of their services that are provided with in the ICB area. 

39. The constitution should set out who appoints the Ordinary Members. All 

appointments to the Board of the ICB (except the Chief Executive) must 

by law be subject to the approval of the Chair.  

40. The constitution must set out the appointment process in full. As a 

minimum, it must include two parts: (a) an element that is designed to 

build the confidence of stakeholders that the perspective of the individual 

will contribute to the board discussions (the nomination process) and (b) 

an element that is designed to assess that the individual can demonstrate 

they have the skills, knowledge, experience and attributes required to fulfil 

the role. The process should include who may take part in the process, 

what the procedure to be used entails and what the decision-making 

arrangement is. If appointments are limited to a specific term, any re-

appointment process should also be specified. The process should reflect 
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any guidance issued by NHS England and should be clear and 

unambiguous.  

41. ICBs need to specify the term and, if limited, the number of terms 

permitted (for the partner members it is not a requirement to limit the 

number of terms). The details of a re-appointment process should be 

specified including at what intervals. Appointments are always to be 

subject to the approval of the Chair.  

42. The constitution should set out who appoints the Ordinary members. All 

appointments to the Board of the ICB must by law be subject to the 

approval of the Chair. 

43. The constitution must set out the process in full. As a minimum, it must 

include two parts (a) an element that is designed to build the confidence of 

stakeholders that the perspective of the individual will contribute to the 

board discussions (the nomination process) and (b) an element that is 

designed to assess that the individual can demonstrate they have the 

skills, knowledge, experience and attributes required to fulfil the role. The 

process should include who may take part in the process, what the 

procedure to be used entails and what the decision-making arrangement 

is. If appointments are limited to a specific term, any re-appointment 

process should also be specified. The process should reflect any guidance 

issued by NHS England and should be clear and unambiguous. 

44. ICBs need to specify the term and, if limited, the number of terms 

permitted (for the partner members it is not a requirement to limit the 

number of terms). The details of a re-appointment process should be 

specified including at what intervals. Appointments are always to be 

subject to the approval of the Chair.  

45. NHS England guidance is that the Board should normally include this role 

but recognise the role may be fulfilled in different ways, for example, they 

may have a different job title or hold other responsibilities with a wider 

portfolio. 

46. This does not exclude them from also being an employee of another 

organisation. 

47. The constitution should set out who appoints the Ordinary Members. All 

appointments to the Board of the ICB must by law be subject to the 

approval of the Chair. 

48. NHS England guidance is that the Board should normally include this role 

but recognise the role may be fulfilled in different ways; for example, they 

may have a different job title or hold other responsibilities with a wider 

portfolio. 
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49. This does not exclude them from also being an employee of another 

organisation. 

50. The constitution should set out who appoints the Ordinary Members. All 

appointments to the Board of the ICB must by law be subject to the 

approval of the Chair. 

51. NHS England guidance is that the Board should normally include this role 

but recognise the role may be fulfilled in different ways; for example, they 

may have a different job title or hold other responsibilities with a wider 

portfolio. 

52. This does not exclude them from also being an employee of another 

organisation. 

53. The constitution should set out who appoints the Ordinary Members. All 

appointments to the Board of the ICB must by law be subject to the 

approval of the Chair. 

54. NHS England guidance (ICS Design Framework) requires a minimum of 

two independent members (in addition to the Chair) ICBs may choose of 

they wish to appoint more than two independent members. The locally 

agreed number should be inserted into clause 3.11.1. 

55. It is good practice for an independent member to be appointed as a senior 

independent member. This person would take a role in appraisal of the 

Chair. This role could not be fulfilled by the Chair or the chair of the Audit 

committee.  

56. It is a requirement that the constitution sets out who appoints the Ordinary 

members. All appointments to the Board of the ICB must by law be subject 

to the approval of the Chair. 

57. The ICB may want to add other local criteria such as requiring Non- 

Executive members to have a connection to (such as living or working in) 

the ICB area. This is entirely for local determination. 

58. ICBs need to specify the term and number of terms permitted. Good 

practice would be no more than about 9 years in total to ensure ongoing 

independence. For example, three terms of three years or two terms of 

four years would be normal. ICBs should also consider whether individuals 

who have served in equivalent roles on the boards of previous and current 

NHS Bodies locally could be sufficiently independent. 

59. This is optional. The ICB can adopt this clause if they want to reduce the 

risk of lost continuity from mass retirement of board members.  
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60. Any re-appointment process should be set out along with any associated 

criteria. 

61. There is a requirement that all the details of Board appointments should 

be set out in the constitution. For any additional roles (this does not 

include observers and participants) full details should be included as per 

the required roles. 

62. The constitution should set out what criteria are to be used. They are for 

local determination. The following are provided as suggestions: 

a) If they fail to attend a minimum of xx% of the meetings to which they 

are invited unless agreed with the Chair in extenuating 

circumstances 

b) If they are deemed to not meet the expected standards of 

performance at their annual appraisal 

c) If they have behaved in a manner or exhibited conduct which has or 

is likely to be detrimental to the honour and interest of the ICB and is 

likely to bring the ICB into disrepute. This includes but it is not limited 

to dishonesty; misrepresentation (either knowingly or fraudulently); 

defamation of any member of the ICBS (being slander or libel); 

abuse of position; non-declaration of a known conflict of interest; 

seeking to manipulate a decision of the ICB in a manner that would 

ultimately be in favour of that member whether financially or 

otherwise 

d) Are deemed to have failed to uphold the Nolan Principles of Public 

Life 

e) Are subject to disciplinary proceedings by a regulator or professional 

body 

63. Remuneration for board members not employed (such as the partner 

members) by the ICB is for the board to determine but the ICB should 

ensure that no-one will be paid twice for the same time. 

64. This is not a legal requirement, but if an ICB has developed such a code it 

could be referenced here. 

65. Please note committees and sub-committees may include, or be formed 

from, individuals who are neither employees of nor board members of the 

ICB. This is one of the flexibilities that will enable ICBs to exercise their 

functions in a collaborative way with a wide range of partners from the ICB 

area. 

66. Terms of reference for committees will always be agreed by the board. 

Terms of Reference for committees should specify whether or not the 

board is delegating the power to make further delegations to sub-

committees and approve their terms of reference. 



 Draft subject to the passage of the Health and Care 

Bill through Parliament  

7iii. Appendix 2b ICB Model constitution Supporting Notes V1.03 10 

 

67. ICB should describe their own local arrangements. This might include 

requiring regular decision or assurance reports from committees to be 

submitted to the board, requiring attendance at Board meetings of the 

Chair, compliance with internal audit findings and committee effectiveness 

reviews. All terms of reference should set out the arrangements for 

meetings and these will usually be in line with the standing orders or 

specified alternative arrangements. Best practice is that terms of reference 

should always be approved by the Board (or by the parent committee for 

sub-committees when the Board has delegated the power to establish 

sub-committees) and must always be aligned with the SoRD. Membership 

of committees should be specified by the Board. 

68. Model Audit Committee terms of reference may be provided by NHS 

England separately. The Audit Committee should be made up of 

independent people, this may include the non-executive members but not 

the Chair. Not all members of the Audit Committee should be members of 

the Board of the ICB. The Chair of the Audit Committee should be 

independent, and it is not good practice for them to chair any other 

committees.  

69. Model terms of reference may be provided. The Remuneration Committee 

should be chaired by an independent Non-Executive member other than 

the Audit Chair. No individual should ever be involved in discussions about 

their own remuneration and the terms of reference should set out 

arrangements for ensuring this. The committee should be required to 

consider advice from a suitably qualified individual (such as a Director of 

HR or equivalent) and to ensure that suitable benchmarking informs their 

decisions.  

70. ICBs are not required to include the terms of reference in the constitution 

(as previous organisations have been required to) but they must be 

published. 

71. ICBs are not required to include the terms of reference for all committees 

in the constitution but must publish them as part of their duty to be 

transparent. This also forms part of specifying the arrangement for 

exercising the functions. 

72. Example contents could include:  

a) reporting arrangements to the Board, at appropriate intervals  

engagement events or other review sessions to consider the aims, 

objectives, strategy and progress of the arrangements  

b) progress reporting against identified objectives 

c) specify, the legal basis for such arrangements 
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d) identify the roles and responsibilities of all organisations that have 

agreed to work together 

e) specify how performance will be monitored and assurance provided 

to the Board on the discharge of responsibilities, so as to enable 

appropriate oversight as to how strategic intentions are being 

implemented 

f) set out any financial arrangements that have been agreed, including 

identifying any pooled budgets (if applicable) and how these will be 

managed and reported in annual accounts 

g) specify how risks will be managed and apportioned between the 

respective parties 

h) set out how contributions from the parties, including details around 

assets, employees and equipment to be used, will be agreed and 

managed  

i) identify how disputes will be resolved and the steps required to 

safely terminate the working arrangements 

j) specify how decisions are communicated between the partners 

73. The constitution must specify arrangements for the exercise of the ICB’s 

functions and the procedure for making decisions and for delegation. This 

is ordinarily set out in the Standing Orders (SO). ICBs that opt to not 

include their full SOs will be required to include other clauses that satisfy 

the full requirements of paragraphs 10 and 11 of schedule 1B to the 2006 

Act.  

74. A model template for standing orders is provided. ICBs are free to adapt 

these. 

75. Please see the NHS-wide guidance on conflicts of interest 

https://www.england.nhs.uk/ourwork/coi/ 

These set out minimum good practice for all NHS Trusts and NHS 

England. As it was issued prior to their inception, ICBs are not specifically 

included; however, the good practice would still apply. NHS England may 

issue guidance for ICBs in due course and this section of the constitution 

should be updated to align with it as appropriate.  

76. Where independent providers (including the voluntary sector) hold 

contracts for services (for example, community services) it would be 

appropriate and reasonable for the body to involve them in discussions 

(for example, about pathway design and service delivery, particularly at 

place-level). However, this would be clearly distinct from any 

considerations around contracting and commissioning, from which they 

would be excluded. 

77. ICBs are legally required to publish the registers of interest and its good 

practice to ensure that members of the public have access on request. 

https://www.england.nhs.uk/ourwork/coi/
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78. The ICB should insert the names of their relevant policies. 

79. This is optional - ICBs are not required to appoint a COI Guardian but may 

choose to do so as it is considered good practice. If an ICB does not 

appoint a COI guardian this clause should be removed. 

80. The Bill sets out a proposed requirement that ICBs include in their 

constitution a statement of the principles to be followed in implementing 

the arrangements that have been made for conflicts of interest. 

81. 14Z30 requires that ICBs maintain one or more registers of interest in 

relation to these categories of individuals. 

82. ICBs are legally required to publish the registers of interest. It is good 

practice to ensure that members of the public have access on request. 

83. We do not expect these two clauses to be a legal requirement but ICBs 

may include them as good practice. 

84. The ICB may want to include a set of transparency principles. 

85. The Bill proposes it to be a legal requirement to be that ICBs must publish 

registers of interests or make them available to the public on request. 

86. Some ICBs may have more than one Health and Wellbeing Board. The 

ICB is required to have regard to the local health and wellbeing strategy 

under section 116B (1) of the Local Government and Public Involvement 

in Health Act. 

87. ICBs will need to ensure that there are decision-making structures within 

the ICB that will allow for decisions around arranging healthcare services 

to be made in line with the NHS Provider Selection Regime. This includes 

ensuring that there are appropriate governance structures that will deal 

with any challenges that may follow decisions about provider selection. 

ICBs will need to evidence that they have properly exercised their 

responsibilities for arranging healthcare services set out in the NHS 

Provider Selection Regime. This will include publishing their intentions for 

arranging services in advance, publishing contracts awarded and keeping 

records of decision making. ICBs will need to ensure that local audit 

arrangements will be capable of auditing the decisions made under the 

NHS Provider Selection Regime. 

88. Additional information will be provided in relation to terms and conditions. 

Local titles may be used; for example Remuneration and HR or 

Remuneration and Nominations. Terms of reference do not need to be 

included but should be published. 

89. These should be locally determined; and might include:  
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a) Setting the ICB pay policy (or equivalent) and standard terms and 

conditions 

b) Making arrangements to pay employees such remuneration and 

allowances as it may determine 

c) Set remuneration and allowances for members of the board  

d) Set any allowances for members of committees or sub-committees 

of the ICB who are not members of the board 

e) Any other relevant duties 

90. The Bill proposes a requirement for a statement of principles to be 

followed by the ICB in implementing its arrangements regarding public 

involvement to be included in the constitution. The 10 principles are from 

ICS implementation guidance on working with people and communities (to 

be published). Each ICB should use these principles as a basis for 

developing a system-wide strategy for engaging with people and 

communities, building on the existing relationships, good practice and 

networks across system partners.  

91. The ICB may want to add any further local principles. 

92. NHS England policy expectations are set out in the ICS Design 

Framework and ICS implementation guidance on working with people and 

communities.  

93. Likely to include local policies and procedures and any commitments to 

regular events or structures for engagement. 

94. The text is provided as a sample. ICBs will need to edit what is provided to 

ensure that: 

a) there is consistency with local language (e.g. for the names used for 

the meetings and roles)  

b) local agreements regarding e.g. quorum arrangements and voting 

arrangements are reflected  

c) there is clarity and no room for ambiguity 

95. We do not expect it to be an explicit legal requirement to include the SO in 

the constitution but do expect a legal requirement to include the procedure 

to be followed for making decisions. The drafting of the model constitution 

template assumes that the procedure will be set out in the SO and that 

they are appended to the constitution. ICBs that choose not to append the 

SO must include additional information in their constitution, beyond that 

indicated in the model.  

96. In many cases, the SO are incorporated into the constitution document so 

this will not be required. If the ICB decides to publish the SO as a separate 

document the date from which they are effective should be added and 
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maintained up to date. The effective date is the date of approval by NHS 

England. 

97. The ICB is subject to the Public Bodies (Admission to Meetings) Act 1960.  

98. It is good practice for a schedule of meetings to be agreed at the start of 

the year and be supported by a cycle of business which sets out which 

recurring matters are handled at specific meetings throughout the year.  

99. The ICB should publish the times and places for the meetings. 

100. The experience of managing COVID-19 has shown that it is possible to 

convene virtual meetings with very short notice. 

101. Add agreed local arrangement. There may be a deputy appointed or there 

may be provision for the assembled members to appoint a deputy.  

102. It is good practice for the agenda to be agreed by the Chair in discussion 

with the lead executive director.  

103. There is no requirement to allow deputies. The ICB can consider whether 

deputies will be allowed, for which roles, whether to permit them to vote or 

count towards the quorum.  

Both ICBs and its board members should understand the accountabilities 

and liabilities associated with the role may not be delegated to a deputy. 

That means that the “can is carried” by the office holder, not the deputy.  

The nature of the unitary board means that there are potential implications 

for all board members when other members delegate to a deputy. 

Ideally deputies should be named in advance and the deputy role should 

be included in their role description. Eligibility / disqualification should also 

be confirmed.  

Another option could be to allow the substantive office holder to confirm 

their nomination of a deputy in writing to the chair in advance of the 

meeting. This confirmation should also provide assurance to the chair that 

the nominated individual fulfils the requirements of the role and is not 

disqualified. Ad-hoc deputy arrangements should not normally be 

permitted. 

If an ICB agrees to allow deputies, the following advice will be helpful: 

• Deputy arrangements must be set out in the standing orders 

• It should be made clear which roles may appoint deputies 

• Members of the board or committee should understand the risks and 

associated liabilities 
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• Mechanisms should be in place to ensure that any deputy is 

appropriately experienced, fulfils all requirements for the role and it 

has been confirmed that they are not disqualified 

104. ICBs will want to use the learning of COVID-19 to describe how individuals 

may attend meetings using technology solutions such as telephone and 

video attendance. Provision may be made for circumstances, where whole 

meetings may take place online. Consideration should be given to whether 

a minimum number should be physically present, under what 

circumstances virtual attendance will be permitted and arrangements for 

transparency, including the requirement for the meeting to be held in 

public.  

105. ICBs will want to consider the balance of perspectives required for good 

decision making. This is likely to include a specified number of executive 

directors, a clinical perspective, an independent perspective and partner 

perspective. 

106. The SO needs to be unambiguous about who is eligible to vote. Proxy 

could be permitted if the ICB chooses, and in such circumstances the full 

procedures for proxy voting must be specified.  

107. Not all ICBs will have these. 

108. ICBs may want to add something about consultation with other Board 

members. A balance will be needed between allowing urgent decisions in 

exceptional circumstances. 
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Official ✓ Proposes specific action/decision ✓ 

Official: Sensitive Commercial  Provides assurance  ✓ 

Official: Sensitive Personal   For information only  

 

 
GOVERNING BODY (PUBLIC) 

 
30 SEPTEMBER 2021 

Report Title: 
Interim Integrated Care System (ICS) Decision Making 
Process 

Purpose of Report 

It is important that good and clear financial governance is in place during the transition period 
to ICS ways of working.  This document summarises the proposed decision-making process 
for the ICS during the interim period until the Shadow ICB is formally established.  The 
process will be reviewed once the Shadow ICB is in place. 

Key Points 

During the period of close down of CCGs and transition to the Integrated Care Board as NHS 
statutory body it is vital that sound financial governance is maintained.  The paper sets out 
principles and approach to investment decisions that have financial consequences beyond 
April 2022. 
 
The paper recognises the statutory authority of CCGs as decision makers until March 2022 
but proposes a pragmatic approach to investment decisions during the transition period. 
 

• Key principles 
It is expected that any commitment of additional financial resource beyond April 2022 
(over and above existing spend / allocations) will be minimised as far as possible at the 
current time, accepting that certain business critical decisions may need to be made. 

 
All issues/decisions with a potential financial impact for the ICS should be considered 
by the ICS Senior Leaders meeting. 

 

• For ICS wide business cases / developments 
All ICS wide business cases/developments should be considered for recommendation 
by the weekly ICS Senior Leaders Meeting (each Monday). 

 

• 'Business as usual' decisions within existing funding 
 

The process is not intended to cover all operational or business decisions which might 
impact individual CCGs or providers, within existing funding.   
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Developments or service changes that are contained within existing funding envelopes 
will continue to be considered/agreed by individual organisations as normal. 
 
Recommendations to approve will then be taken to relevant commissioners (individual 
CCGs and/or NHSE) with a request for formal agreement/ratification per CCGs 
scheme of delegation. 

Financial Implications/Risks/Issues 

The process is intended to cover business cases / developments that have potential financial 
consequences for the ICS beyond 1 April 2022. 
 
The intention in proposing this process is to manage investment decisions in a measured and 
system wide way in order to mitigate financial risk for the ICS upon inception.  Without this 
process there is a risk that decision making is disconnected and over-commitments could be 
made. 
 
CCGs remain statutory decision makers for the commissioning resource allocated to them. 

Assurances  

This proposal provides assurance to the CCG Governing Body that financial governance 
regarding investment decisions during transition is being maintained but is also considering 
future arrangements. 

Recommendation/Action Required 

The Governing Body is asked to approve the Interim ICS Decision Making Process. 

Sponsor/approving director Kate Hudson, Chief Finance Officer/Chief Officer 

Report author 
Richard Henderson, Chief Finance Officer, County 
Durham CCG 

Link to CCG Objectives (tick all that apply) 

1. Developing and delivering the CCG’s key strategic priorities: 

1a:  Ensuring integrated commissioning and delivery of services  

1b:  Enabling people to take greater responsibility for their own health  

1c:  Enabling people to receive timely, safe and appropriate care  

1d:  Enabling people to stay well in their own homes and communities  

2.  Making the best use of resources ✓ 

3.  Improving patient experience and wellbeing  

4.  Ensuring the CCG is a well-led organisation. ✓ 

Relevant Legal/Statutory Issues  

Note any relevant Acts, regulations, national guidelines etc 
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Any potential/actual conflicts 
of interest associated with 
the paper? (please tick) 

Yes  No ✓ N/A  

If yes, please specify:  

Equality analysis completed 
(please tick)  

Yes  No ✓ N/A  

If no, please specify:   

If there is an expected 
impact on patient outcomes 
and/or experience, has a 
quality impact assessment 
been undertaken? (please 
tick) 

Yes  No ✓ N/A  

If no, please specify:  

Involvement implications 

Has there been/does there 
need to be appropriate 
clinical involvement?  

If applicable, please specify 

Has there been/does there 
need to be any patient and 
public involvement? 

If applicable, please specify 

Has there been/does there 
need to be member practice 
involvement? 

If applicable, please specify 

Has there been/does there 
need to be partner and other 
stakeholder involvement?   

If applicable, please specify 



 

 

Interim ICS Decision Making Process 
Draft 07/09/21 
 
It is important that good and clear financial governance is in place during the transition 
period to ICS ways of working. This document summarises the proposed decision-
making process for the ICS during the interim period until the Shadow ICB is formally 
established. The process will be reviewed once the Shadow ICB is in place. 
 
Principles 
 

• The process is intended to cover business cases/developments which have potential 
financial consequences for the ICS beyond 1 April 2022, 

 

• It is expected that any commitment of additional financial resource beyond April 
2022 (over and above existing spend / allocations) will be minimised as far as 
possible at the current time, accepting that certain business critical decisions may 
need to be made, 

 

• All issues/decisions with a potential financial impact for the ICS should be 
considered by the ICS Senior Leaders meeting, 

 

• Business cases must demonstrate value for money and effective use of resources 
but must also consider and be clear on the source of funding.  All decision makers 
will be cognisant of the financial pressures that will face the ICS, including existing 
structural deficits in some places, and potentially limited growth funding, 

 

• Business cases will be developed in partnership across relevant commissioner and 
provider organisations, taking into account relevant finance and service lead input, 

 

• NHSE and CCG commissioners will make decisions that are in the best interest of 
the populations they represent but will also be cognisant of wider ICS issues.  No 
CCG should be making new recurrent financial obligations without being clear on 
how these can be funded without putting pressure on other “places” in the future, 

 

• Recognising CCGs are currently the statutory commissioning bodies, any decisions 
would need to be formally approved by CCGs or their representatives in the interim 
period (or NHSE for specialised commissioning).  

 

ICS wide business cases / developments 
 
All ICS wide business cases/developments should be considered for recommendation 
by the weekly ICS Senior Leaders Meeting (each Monday). 
 
Recommendations to approve will then be taken to relevant commissioners (individual 
CCGs and/or NHSE) with a request for formal agreement/ratification per CCGs scheme 
of delegation.  Depending on the circumstances/financial impact involved, this could be 
either: 

• Approved by CCG AO's at ICS Senior Leaders Meeting if within delegated 
authority, or 



 

 

• Approved by CCG Executive Committees / Governing Bodies as required, or 

• Approved by CCG Joint Committee * 
 
* if within agreed scope of CCG Joint Committee or equivalent 
 
A record of relevant decisions will be maintained through minutes of the ICS Senior 
Leaders Meeting. 
 
Note - relevant business cases/proposals should include appropriate review/input from 
CFOs to clarify financial implications prior to consideration at ICS Senior Leaders 
Meeting or by CCGs. 
 
'Business as usual' decisions within existing funding 
 
The process is not intended to cover all operational or business decisions which might 
impact individual CCGs or providers, within existing funding.   
 
Developments or service changes that are contained within existing funding envelopes 
will continue to be considered/agreed by individual organisations as normal (recognising 
principle above that additional commitments should be minimised as far as possible). 
 
Any material commitments impacting beyond April 2022 should be considered at ICS 
Senior Leaders Meeting, even if they are covered within existing funding envelopes.  In 
this context material is defined as £500k. 
 
Example 
 
Using Community Diagnostic Hubs as an example, this involves a significant additional 
financial commitment across the ICS. 
 
A robust business case should be developed collaboratively across relevant 
organisations to consider value for money and funding implications. 
 
The business case would be considered by ICS Senior Leaders Meeting. 
 
If the ICS Senior Leaders Meeting decides to support the business case and related 
recurring financial commitment, the business case will then be presented to individual 
CCGs for approval.  Given the financial values involved, this is likely to require 
Governing Body agreement. 
 



 

 

 

REPORT CLASSIFICATON  CATEGORY OF PAPER 
 

Official  Proposes specific action/decision  

Official: Sensitive Commercial  Provides assurance   

Official: Sensitive Personal   For information only  

 

 
GOVERNING BODY (PUBLIC) 

 
30 SEPTEMBER 

Report Title: 
South Tyneside Integrated Health And Social Care 

Commissioning 

Purpose of Report 

In July 2021 the CCG Governing Body formally approved the establishment of the South 
Tyneside Alliance Commissioning Board (STACB). We are now seeking formal approval of 
the final updated suite of documents which support the STACB and enable effective 
integrated commissioning decision making in South Tyneside.  To ensure joint approval 
across the CCG and Council, this version of the documents will be presented to Council 
Cabinet in October. 

Key Points 

• Previous versions of the documents were discussed and ratified at the Governing Body 
meeting in July 2021. 

• The documents have also been discussed and ratified at Council Cabinet at their 
September meeting. 

• The previous versions of these documents were also discussed in detail at the first 
shadow meeting of the South Tyneside Alliance Executive Board where, as a result, slight 
amendments were made. 

Financial Implications/Risks/Issues 

Supporting financial framework in development. 

Assurances  

The documents will require regular review to ensure they continue to be fit for purpose 
considering the National NHS Policy changes. 

Recommendation/Action Required 

The Governing Body is asked to formally approve the suite of documents, namely:- 

• Appendix 1 – South Tyneside Alliance Commissioning Board Terms of Reference 

• Appendix 2 – South Tyneside Alliance Memorandum of Understanding 
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• Appendix 3 – Financial arrangements to support integrated health and care budgets 

• Appendix 4 – Section 75 future proposal 
 

Sponsor/approving director Matt Brown, Executive Director of Operations 

Report author 
Lisa Dodd – Programme Director, South Tyneside 
Alliance 

Link to CCG Objectives (tick all that apply) 

1. Developing and delivering the CCG’s key strategic priorities: 

1a:  Ensuring integrated commissioning and delivery of services  

1b:  Enabling people to take greater responsibility for their own health  

1c:  Enabling people to receive timely, safe and appropriate care  

1d:  Enabling people to stay well in their own homes and communities  

2.  Making the best use of resources  

3.  Improving patient experience and wellbeing  

4.  Ensuring the CCG is a well-led organisation.  

Relevant Legal/Statutory Issues  

National NHS Policy changes. 

Any potential/actual conflicts 
of interest associated with 
the paper? (please tick) 

Yes  No  N/A  

If yes, please specify:  

Equality analysis completed 
(please tick)  

Yes  No  N/A  

If no, please specify:   

If there is an expected 
impact on patient outcomes 
and/or experience, has a 
quality impact assessment 
been undertaken? (please 
tick) 

Yes  No  N/A  

If no, please specify:  

Involvement implications 

Has there been/does there 
need to be appropriate 
clinical involvement?  

If applicable, please specify 

Has there been/does there 
need to be any patient and 
public involvement? 

If applicable, please specify 

Has there been/does there 
need to be member practice 
involvement? 

If applicable, please specify 
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Has there been/does there 
need to be partner and other 
stakeholder involvement?   

If applicable, please specify 
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Integrated Health and Social Care Commissioning 

 

 

1. PURPOSE OF THIS PAPER 

 
1.1 To seek formal approval from CCG Governing Body on the final updated suite of documents 

which support the establishment of the South Tyneside Alliance Commissioning Board (STACB) 
and enable effective integrated commissioning decision making in South Tyneside.  CCG 
Governing Body at their meeting in July 21, formally endorsed the established of the STACB. 

 
1.2 Previous versions of the documents were discussed and ratified at the Governing Body meeting 

in July 2021.  The documents have also been discussed and ratified at Council Cabinet at their 
September meeting.  The previous versions of these documents were also discussed in detail at 
the first shadow meeting of the South Tyneside Alliance Executive Board where, as a result, slight 
amendments were made. 
. 
 

2. DOCUMENTS FOR APPROVAL 

 

2.1 To ensure consistency of our approach we are also seeking formal approval on this version of the 
documents at the Council Cabinet meeting in October. 

 

2.2 An addendum to the South Tyneside Alliance Commissioning Board Terms of Reference will be 
drafted to reflect adjustments which will be required as the NE&NC ICS is established. 

 

2.3 Suite of documents for formal approval: 
 

• Appendix 1 – South Tyneside Alliance Commissioning Board Terms of Reference 

• Appendix 2 – South Tyneside Alliance Memorandum of Understanding 

• Appendix 3 – Financial arrangements to support integrated health and care budgets 

• Appendix 4 – Section 75 future proposal 
 

 
2.4  The documents will require regular review to ensure they continue to be fit for purpose considering 

the National NHS Policy changes. 
 
 
 

 
 
 



2 
 

APPENDIX 1 

 
 

 
 
 

South Tyneside Alliance Commissioning Board (STACB) 
 

DRAFT Terms of Reference v10  
 
 

1. Introduction 
 

1.1 South Tyneside CCG and South Tyneside Council (the Partners) have agreed to the 
establishment of the South Tyneside Alliance Commissioning Board (STACB) for the 
borough. The intention of STACB is to maximise the deployment of the South Tyneside 
health and care budget in ‘place’ to improve population health outcomes and secure 
quality and integrated services for the benefit of South Tyneside residents.  

 
1.2 The STACB, as a joint Board has delegated authority to make commissioning decisions 

from the Governing body of the CCG and from Local Authority Cabinet and is supported 
by Council and CCG officers; drawing on the expertise of shared enabling capacity from 
teams such as the joint commissioning unit, finance, business intelligence, programme 
management, communications and engagement and others that support the 
commissioning function. 

 
1.3 The STACB itself is not a statutory body and does not replace the statutory responsibility 

of South Tyneside CCG and South Tyneside Council, which continue to exist as 
independent statutory agencies. However, both organisations wish to ensure the STACB 
is recognised as the place where decisions are made jointly and in partnership about the 
deployment of the total budget for the place. 

 
2. Role and remit of the South Tyneside Alliance Commissioning Board  

 
2.1 The STACB has been established to enable members to make decisions on the design, 

the commissioning and on the overall delivery of health and care services including having 
an oversight of quality and performance related to these services.  

 
2.2 In performing its role the STACB will exercise its functions in accordance with the South 

Tyneside Alliance five year strategic plan 2020/21 – 2024/25 and other associated 
organisational statutory requirements. 

 
2.3 Members of the STACB have a collective responsibility for its operation. In undertaking 

its role clinical and democratic accountability will be implicit within all decisions as will 
respect for all professional areas of knowledge and expertise.  
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2.4 The STACB will make decisions regarding the management of commissioning contracts 

and report back to the CCG and Council statutory bodies.  
 
2.5 The STACB’s functions do not include the functions delegated to the Primary Care 

Commissioning Committee (PCCC). Those functions must be delegated to the PCCC as 
the STACB’s sub-committee. Any other matters that require consideration by the STACB 
which are in the scope of the PCCC, (other than reports from the PCCC), must be carefully 
analysed in advance to identify any conflicts of interests  

 
2.6 To have a shared understanding of the health and social care system wide outcomes and 

quality assurance framework for South Tyneside, and will support system providers for 
delivery against these. 

 
2.7 The STACB has responsibility for addressing performance and quality issues within the 

health and social care system and therefore has the right to take corrective action as 
required, up to and including the re-commissioning or decommissioning of services. 

 
2.8 To ensure the Alliance approach within the Borough operates as effectively as possible. 
 
2.9 To co-ordinate the development propositions that secure investment into the 

transformation of South Tyneside services  
 
2.10 To set strategic development of health and social care, including primary care services, 

within South Tyneside 
 
2.11 The STACB must ensure that appropriate consultation and engagement with service 

users or their representatives has taken place. This will involve close scrutiny of all papers 
that have been developed for consideration by the STACB, to identify the level of service 
user engagement. The STACB will send any papers that have not adequately 
demonstrated service user engagement back to the appropriate officer group for further 
work.  

.  
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2.12 The STACB must consider the implications of its decisions in relation to the potential risk 
to the wider populations of North East and North Cumbria and/or the sustainability and 
viability of any providers potentially affected by such decisions.    

 
 
 
3. Responsibility for a joint budget (pooled or aligned) 
 
 
3.1 The STACB will have responsibility for a delegated budget  - a Section 75 pooled budget 

or aligned budget will be developed and scope will be agreed by the CCG and the Council.  
The STACB will then make decisions within the constraints of this budget and operate as 
the formal decision making authority of the Section 75, to ensure a single commissioning 
perspective of the deployment of the budget that is aligned and in view.  

 
 
 
4. Geographical Coverage  

 
4.1 The responsibilities of the STACB will cover the same geographical area as of NHS South 

Tyneside CCG and South Tyneside Council.  
 
5. Membership  

 
5.1 The voting membership is to be drawn from both South Tyneside CCG and South Tyneside 

Council as follows:  
 

Voting Members Organisation 

CCG Clinical Chair  STCCG (chair) 

Clinical Director  STCCG 

Clinical Director  STCCG 

Clinical Director STCCG 

Leader of the Council STC (vice chair) 

Deputy Leader of the Council STC 

Lead Member for Children, Young People 
and Families 

 

STC 

Lead Member for Independence and 
Wellbeing 
 

STC 

 
 

Non Voting Members Organisation 

Chief Executive of the Council 
 

STC 

Corporate Director Regeneration and 
Environment 
 

STC 

Corporate Director Business and Resources 
 

STC 

Director of Adult Social Services (DASS)  
 

STC 

Director of Children’s Social Care (DCS)  
 

STC 
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Director of Public Health  
 

STC 

Accountable Officer of the CCG 
 

STCCG 

Chief Finance Officer / Chief Officer  STCCG 
 

Executive Director of Operations 
 

STCCG 

Executive Director of Nursing, Quality and 
Safety 
 

STCCG 

Head of Corporate Affairs STCCG 

Interim Head of Integrated Commissioning STC/STCCG 

Programme Director – South Tyneside 
Alliance 

STCCG / STC 

 
 
5.2 The STACB reserves the right to extend the invite to other officers of the CCG, Council 

and other external parties as needed. A representation for service users can also be 
invited.  

 
5.3 The Chair of the Committee will rotate on an annual basis between the Clinical Chair of 

the CCG and the Leader of the Council.  Any member can nominate an alternate to attend 
a meeting on their behalf, provided that 7 days’ notice is given to the Chair.  

 
5.4 Any voting member can nominate a deputy to attend a meeting and vote on their behalf. 

A nominated deputy must vote in accordance with the instructions given by the member 
who has nominated them. If a nominated deputy is to attend on behalf of Board member, 
at least seven days’ notice must be given to the Chair 
 

6. Voting 
 

6.1 Each voting member of the Board shall have one vote. The aim of the Board will be to 
achieve consensus decision-making wherever possible.  
 

6.2 Should a vote be required on any decision(s) of the STACB, it will be by a simple majority 
of members present.   
 

6.3 In the case of an equal number of votes and therefore no consensus reached, the matter 
shall be referred to the respective organisations of the voting members to each a decision 
if needed.       
 

 
7. Meeting arrangements 

 
7.1 The STACB will give no less than five clear working days’ notice of its meetings. This will 

be accompanied by an agenda and supporting papers and sent to each member no later 
than five days before the date of the meeting. The meeting and papers for the meeting 
will be made publicly available. The meeting will reserve the right to hold a “part 2” in 
private in the event of commercially sensitive information. 

 
7.2 The agenda will be agreed by the Chair and Vice Chair of the STACB through an agenda 

setting meeting and forward plan managed jointly by one Senior Officer from the CCG 
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and one Senior Officer from the Council. The agenda will include details of any decisions 
to be made by the relevant Council member or CCG officer in relation to aligned budgets.  

 
7.3  The meetings of the STACB shall be held in public: 

 

a) subject to any exemption provided by law as set out under 13(b)  

 

b) the STACB may resolve to exclude the public from a meeting that is open to the 
public (whether during the whole or part of the proceedings) whenever publicity would 
be prejudicial to the public interest by reason of the confidential nature of the business 
to be transacted or for other special reasons stated in the resolution and arising from 
the nature of that business or of the proceedings or for any other reason permitted by 
both the Public Bodies (Admission to Meetings) Act 1960 (as amended or succeeded 
from time to time) and the Local Government Act 1972. 

 
7.4   Secretarial support to the committee will be provided by the CCG office. 
 
8. Conflict Of Interest  

 
8.1 As a statutory Joint Board formed by the two statutory organisations when making 

decisions as the STACB all members must comply with the standards set by the Local 
Government Act 2000 as set out in Part 5(a) of the Council’s Constitution and Standards 
within CCG Standards of Business Conduct Policy.  

 
8.2 Members of the Board will be asked at each meeting to declare any conflicts of interest 

for any items of business for that meeting. In addition a Single Register of Interest will be 
maintained for the members of the Commissioning Committee and published on the 
Council and CCG websites.  

 
9. Quoracy 

 
9.1  To be quorate the meeting must consist of two voting members from each organisation.  

In addition, one senior officer from each organisation must also be in attendance.  
 
9.2 Where the meeting is not quorate, owing to the absence of certain members or conflicts 

of interest, the discussion will be deferred until such time as a quorum can be convened. 
These arrangements must be recorded in the minutes.  

9.3 Where a quorum cannot be convened from the membership of the meeting, owing to the 
arrangements for managing conflicts of interest or potential conflicts of interests of the 
Clinical Members, alternative quoracy arrangements shall apply in relation to the 
conflicted item(s) only:  

The following non-voting members will assume a vote for the purposes of the conflicted 
item(s) to enable quoracy of decision-making (where no conflicts arise for these): 

• CCG Accountable Officer or Chief Finance Officer* 

• CCG Executive Director of Operations or Executive Director of Nursing*  

 
*Please note these roles will be replaced over time with the relevant Integrated Care 
Board placed based representative(s) as appropriate.    
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10. Frequency of meetings 
  

10.1It is anticipated that the STACB will meet formally on a bi-monthly basis.  In addition to 
these meetings, there may be a need for the STACB Board to meeting informally to 
facilitate its development and the arrangements set out in these terms of reference will 
apply to both sets of meetings.  

 
 
Working draft approved by Committee:    15/09/21 
 
Working draft approved by the CCG Governing Body: tbc 
 
Working draft approved by the Cabinet:     tbc 
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Appendix 2 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

DRAFT – Subject to legal review 

 

  

Memorandum of 
Understanding 
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Overarching Note – Collaboration Agreement for South Tyneside 

Alliance 

 

This Agreement provides an overarching framework for the development of place-

based collaborative arrangements for health and care provision in South Tyneside. 

The Parties are already working together informally as “South Tyneside Alliance” 

and this Agreement is intended to provide a formal underpinning for this approach. 

The arrangements set out are intended to further strengthen relationships between 

the Parties, all of whom are commissioners or providers of health and care services 

in South Tyneside, for the benefit of the South Tyneside population.  

 

This Agreement is based on an alliance approach and provides an overarching 

arrangement. It is designed to work alongside existing NHS Standard Contracts 

(commonly the Services Contracts but also, where relevant, Section 75 Agreements) 

and arrangements for the delivery of non-NHS care, support and community services 

via the Council to the extent such services are within the scope of the Agreement. 

The Agreement is not legally binding.  

 

The intention is that the Parties will work together under the governance framework 

set out in this Agreement to develop the place-based arrangements, which ultimately 

may include requirements in relation to outcomes, risk/gain share, financial and 

contract management and regulatory requirements. The governance structure for the 

arrangements as at the Commencement Date is illustrated in schedule 2 below.  

 

The Parties will review progress made and the terms of this Agreement at six 

monthly intervals from the Commencement Date and may agree to either vary the 

Agreement to reflect developments or enter into a new agreement in respect of 

subsequent phases of the arrangements.   
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MEMORANDUM OF UNDERSTANDING 

 

Commencement Date:    

 

 

1. Introduction and Background 

 

1.1 The purpose of this Memorandum of Understanding (MoU) is to establish a 

framework for the discharge of delegated statutory duties, budgets, and 

outcomes between the following organisations with regard to integrated 

commissioning in South Tyneside: 

 

• South Tyneside Council (STC)  

• South Tyneside Clinical Commissioning Group (STCCG) 

 

1.2 Integrated (joint) commissioning is the mechanism by which local partners, 

primarily local authority and the NHS, can execute their vision and strategy for 

integrating care, improving outcomes and realising value and efficiency across 

health and care systems. 

 

1.3 Whilst there is no single or ‘right’ way to undertake integrated commissioning, 

the scope primarily will involve organisations working in partnership at all 

stages of the commissioning process, from the assessment of needs, to the 

planning and procuring of services, and the associated monitoring of 

performance and outcomes. 

 

1.4 This MoU sets out for the respective statutory organisations involved, the scope 

of services included, and the operating and financial management principles 

associated in the commissioning of those services.  The MoU also details the 

objectives for achievement by Alliance. 

 

1.5 This MoU is not intended to be legally binding and no legal obligations or legal 

rights shall arise between the partners from this Memorandum. It is a formal 

understanding between the partners who have entered into this Memorandum 

intending to honour all their obligations under it. 

 

1.6 This MoU does not replace or override the legal and regulatory frameworks that 

apply to statutory NHS organisations and South Tyneside Council. Instead it 

sits alongside and complements these frameworks, creating the foundations for 

closer and more formal collaboration.  
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2. Context  

 

2.1 It is now widely acknowledged that a new approach is needed to work towards 

greater levels of integration to bring positive benefits in terms of improving 

people’s health, wellbeing and experience of care, particularly in wrapping 

services around people’s needs and shifting the focus to keeping people well 

and happy at home, with reduced demand for hospital and other health and 

care services.   

 

2.2 It is acknowledged that that this document is being developed in a changing 

policy landscape in relation to the NHS1 and for some commissioning to be 

undertaken on a wider footprint than a local authority boundary. However 

whatever model is developed from an NHS perspective it is committed to the 

concept of place- based partnerships being the key commissioning and delivery 

mechanism for the Borough of South Tyneside.  

 

2.3 This MoU builds upon the alliancing principles that have been in place in South 

Tyneside since 2017 to reflect the changing landscape and the development 

integrated commissioning across South Tyneside and ensure decisions are 

based on what’s best for the health and care system and for individuals 

receiving services. 

 

2.4 The aim of this MoU is to guide our work at “place” and strengthen our 

arrangements so that the South Tyneside Alliance will be able to: 

• Discharge statutory functions delegated by the Integrated Care Board and 

partners 

• Allocate and manage budgets delegated by the Integrated Care Board 

and partners 

• Through the supporting alliances, deliver better outcomes for residents 

 

2.5 The need to formalise the alliancing arrangements in South Tyneside has been 

highlighted by the published Health and Care Bill2 (July 2021) which sets out 

the legislative proposals to develop integrated care boards as statutory NHS 

bodies with effect from April 2022, abolishing CCGs. 

 

 

Schedule 1 sets out our approach to joint commissioning. 

 
1 Integration and innovation: working together to improve health and social care for all (HTML version) - GOV.UK (www.gov.uk)  

https://www.england.nhs.uk/wp-content/uploads/2021/06/B0642-ics-design-framework-june-2021.pdf  
2 https://bills.parliament.uk/bills/3022 

https://www.gov.uk/government/publications/working-together-to-improve-health-and-social-care-for-all/integration-and-innovation-working-together-to-improve-health-and-social-care-for-all-html-version
https://www.england.nhs.uk/wp-content/uploads/2021/06/B0642-ics-design-framework-june-2021.pdf
https://bills.parliament.uk/bills/3022
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3. Shared Vison 

 

3.1 Within South Tyneside there is a strong sense of “place” across all 

organisations with commitment from place partners to work collaboratively to 

improve outcomes for the population through the commissioning of excellent 

health and social care services.   

 

3.2 The South Tyneside Health and Wellbeing Board's vision statement sets out 

our commitment to the people of South Tyneside:     

 

'To work in partnership to improve the health, wellbeing and quality of life 

for our children, adults and families and reduce health inequality to help 

people live longer and healthier lives'  

 

3.3 The South Tyneside Alliance was established to enable South Tyneside to fulfil 

its statutory duties to promote integration of health and social care services and 

have regard to the need to reduce inequalities by aligning health and care 

services to improve the health and wellbeing of local people across the whole 

life-course.  

 

3.4 The overaching aim of the Alliance is to make South Tyneside and outstanding 

place to live, work and raise families. 

 

 

4. Our Principles 

 

4.1 We will continue to embed the shared behaviours that have been established 

through our Alliancing approach (best for person, best for system and high 

trust, low bureaucracy) amongst all levels from the most senior leaders to 

frontline staff.   

 

4.2 We will continue to support our Alliance to create a culture for success within 

South Tyneside through ongoing commitment based on collaboration, 

empowerment and local leadership.  As a leadership team we will conduct 

ourselves and commit to undertaking our leadership role in a manner consistent 

with the following agreed principles and build on these through this MoU to 
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strengthen the new governance arrangements across the South Tyneside 

System. 

 

 

 

4.3 The following general principles underpin the work of the South Tyneside 

Alliance: 

• We will work collaboratively and support each other in the spirit and 

intention of this MoU as equal partners  

• We will be open and transparent to sharing information and act in good 

faith towards each other  

• We will commit resources appropriately to support the delivery of the 

agreed objectives to make evidence-based, person centred decisions on 

a 'best for system' basis and make best use of the 'South Tyneside pound' 

• We will demonstrate a willingness to put the needs of the public before the 

needs of individual organisations 

• We will recognise and acknowledge that integration is an interactive and 

iterative process 

• We will ensure we have the correct representation from across our 

partnership in our decision making forums and processes 

• We will strive to resolve disagreements co-operatively, and wherever 

possible achieve consensus decisions 

• We will jointly monitor and manage impacts on quality of services and 

ensure the continued delivery of safe services for people  

• We will give due consideration to whether actions proposed have 

consequential impact to stakeholders outside this agreement   

• We will communicate consistently on agreed decisions to ensure we 

achieve the desired way of working in respective organisations  

• We will hold each other to account for the delivery of agreed actions to the 

agreed timescales. 

 

5. Governance Structure and Arrangements 

 

Schedule two sets out our governance structure. 

 

5.1 The governance arrangements in South Tyneside have been shaped by wider 

senior leadership within both health and social care (political leadership 

including relevant lead members, senior officers from both health and local 

authority).  

 

5.2 These arrangements will ensure the broader health and wellbeing agenda is 

addressed and owned by the system, through the creation of the South 
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Tyneside Alliance Commissioning Board and Alliance Executive Committee to 

move to integrated decision making (both commissioning and associated 

budgetary decisions). 

 

5.3 Future key system partner Boards and Committees will include: 

 

South Tyneside Health and Wellbeing Board  

The Health and Wellbeing Board (H&WBB) will promote integrated working 

among local providers of healthcare and social care. The H&WBB has statutory 

duties to improve the health and wellbeing of their population, reduce health 

inequalities and to promote integrated working between health and social care 

partners. The H&WBB will develop the Health and Wellbeing Strategy (focusing 

on the breadth of the agenda) for South Tyneside and approve the Better Care 

Fund plans alongside the CCG3. 

 

The H&WBB brings together representatives from across the South Tyneside 

system to set the strategic direction (through the Health and Wellbeing 

Strategy) for integrated commissioning across the Borough.  

 

South Tyneside Alliance Commissioning Board  

South Tyneside CCG and South Tyneside Council have agreed to establish the 

South Tyneside Alliance Commissioning Board (STACB) as a joint board for 

the Borough. The STACB will maximise the deployment of the South Tyneside 

health and care budget at ‘place’ to improve population health outcomes and 

secure quality and integrated services for the benefit of South Tyneside 

residents.  

The STACB will, under the leadership of the H&WBB, enact a commissioning 

strategy based on the strategic direction and priorities, making decisions 

appropriate to scheme of delegation to the STACB as agreed by STCCG 

Governing Body and STC Cabinet.   

 

The STACB will have delegated authority to make commissioning decisions as 

specified by STCCG Governing Body and STC Local Authority Cabinet.  It is 

supported by Council and CCG lead officers; drawing on the expertise of 

shared enabling capacity from teams such as the joint commissioning unit, 

finance, business intelligence, programme management, communications and 

engagement and others that support the commissioning function. 

The STACB will provide an opportunity for greater collaboration and closer 

working in respect of allocation and oversight of the South Tyneside Pound and 

an opportunity to ensure decisions taken at ‘place’ are informed by local need 

and have the greatest impact for our local population by utilising our resources 

 
3 South Tyneside CCG will be replaced by the North East and North Cumbria Integrated Care Board once established  
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effectively.   

South Tyneside Alliance Executive Committee 

The South Tyneside Alliance Executive Committee (STAEC) has been 

established as a formal Committee of the South Tyneside Alliance 

Commissioning Board in accordance with the Committee’s remit and 

responsibilities as set out in STCCG and STC schemes of reservation and 

delegation. 

 

The STAEC acts on behalf of the South Tyneside system to work efficiently, 

effectively and economically, ensuring effective engagement of all key 

stakeholders in securing improvements in the commissioning of health and care 

services. It will make decisions in line with its delegated authority to support 

alignment of health and care services to improve the health and wellbeing of 

local people, including developing and enacting integrated commissioning. 

 

Terms of reference for the STAEC have been agreed in principle as a working 

draft as it is acknowledged these will change over the coming months as the 

place-based and ICS system arrangements develop. 

 

The STAEC will have a line of accountability to the HWBB as well as the 

STACB. 

 

 

South Tyneside Alliances 

 

The South Tyneside Alliances (STAs) support the work of the STAEC. Each 

alliance is a made up of stakeholders from across the South Tyneside system 

and provide clinical leadership to specific service areas to lead service 

redesign, prioritisation and implementation.  Each alliance has a workplan and 

set of priorities for the forthcoming year. 
 

• A Better U 

• Autism  

• Best Start in Life  

• Children & Young People    

• Learning Disabilities 

• Long-term Conditions  

• Healthy Ageing / Frailty 

• Mental Health  

• Palliative Care and End of Life 

 

Our STAs will ensure a strong clinical voice is secured in the governance 
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arrangements (through Primary Care Networks and other mechanisms); 

ensure the public voice is included within decision making processes; ensure 

commissioner/provider engagement; and align to the pooled budget 

arrangements. 

 

 

6. Financial Framework 

 

6.1 We will support out Alliance arrangements with appropriate financial 

governance arrangements. These will specify authorising officers to act on 

behalf of STCCG and STC with the appropriate financial scheme of 

delegation within defined permitted expenditure. 

 

6.2 We will work together and will seek to collectively manage risk and support 

each other when required. Partners are committed to working individually 

and in collaboration with others to deliver the changes required to achieve 

financial sustainability of both partners and live within available allocated 

resources. 

 

6.3 We are committed to demonstrate robust financial risk management as part 

of this MoU. This will include agreeing action plans that will be mobilised in 

the event of the emergence of financial risk outside of plans. 

 

6.4 A set of financial principles have been agreed and confirm we will:       

 

• Aim to live within our individual and collective means, i.e. the 

resources that we have available to provide services 

• Develop a ‘South Tyneside system’ response to the financial 

challenges we face 

• Seek best value for the South Tyneside pound 

 

6.5 We will agree to adopt an open-book approach to financial planning and 

financial management with this aim of agreeing each year fully aligned 

operational plans.  

 

7. Objectives 

 

7.1 Partners agree the following objectives of development, commissioning and 

delivery of integrated care:    

• To commission and deliver integrated care at “place” as part of a whole 

system approach 
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• Focussing on the person, to promote wellbeing, prevention and 

independence, increasingly moving from simply treating ill health, to 

preventing it 

• Providing the right care and support, in the right place, at the right time, 

by the right person 

• Delivering a sustainable health and social care system within existing 

resources, using a multidisciplinary team approach 

• A system built on trust, not only between leaders and organisations but 

also with local people and communities 

• Supporting and developing staff to develop a shared culture, 

behaviours and ownership 

• Establishing strong links with the emerging Integrated Care Board and 

provider collaborative arrangements across the Borough 

• Commissioning services with the Borough's neighbourhoods and 

Primary Care Networks at the core 

• Every contribution matters – from local people, frontline teams, 

healthcare practitioners, providers, voluntary and community sector 

leaders and board members. 

 

7.2 The integrated model will be developed to link with the wider system including 

housing, employment, the environment, voluntary and community facilities, in 

order to align priorities for the benefit of local communities.  This evolving 

partnership approach will involve primary care being at the centre of patient 

activity and taking a proactive role in the commissioning of both NHS and 

integrated service provision. 

 

 

8. Sharing information 

 

8.1 We will share all information relevant to delivery of the vision for integrated care 

in an honest, open and timely manner.   

8.2 We will develop an information-sharing agreement where necessary, which will 

allow the partners to manage their relationships and the flow of information 

between them in a confidential manner and with the best interest of the client 

(service user, patient and carer) at its core.   

 

9. Conflicts of Interest 

9.1 We agree to:  
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• Disclose to each other the full particulars of any real or apparent conflict of 

interest which may arise in connection with this MoU 

• Not allow ourselves to be placed in a position of conflict of interest or duty 

with regard to any of our obligations under this MoU 

• Use our best endeavours to ensure that all associated partners also 

comply with the guiding principles and aims when acting in connection 

with this MoU. 

 

10. Term and Termination 

 

10.1 This MoU will commence on the date of signature of the partners and shall 

continue for an initial period of one year, to be reviewed at least annually. 

10.2 This MoU, including the Schedules, may only be varied by written agreement 

of all the signatory organisations.  

10.3 This MoU is not intended to be legally binding and no legal obligations or legal 

rights will arise between the partners from this MoU. The partners enter into 

the MoU intending to honour all their mutual obligations.  

10.4 In the event of a partner leaving the South Tyneside Alliance the following will 

apply: 

• The relevant partner will notify the other signatory organisations in 

writing  

• This MoU will be amended as appropriate  

• The annual review date for this MoU will be revised accordingly 

 

 

11. Disclaimer 

11.1 It should be noted that by signing this document or by participating in the 

Alliance arrangement, the partners are not committing to legally binding 

obligations. It is intended that the partners remain independent of each other 

and that their collaboration and use of the term ‘partner’ does not constitute the 

creation of a legal entity, nor authorise the entry into a commitment for or on 

behalf of each other. 

 

11.2 STC is not subject to NHS financial controls and its associated arrangements 

for managing financial risk, however, through this MoU, they agree to align 

planning, investment and performance improvement with NHS partners where it 

makes sense to do so.  Democratically elected councillors will continue to hold 

the partner organisations accountable through their formal Scrutiny powers. 
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11.3 Partners understand no decision shall be made to make changes to services in 

South Tyneside or the way in which they are delivered without prior 

consultation where appropriate in accordance with the partners statutory and 

other obligations.  
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Signatories 

 

Signature   

Date    

Jonathan Tew 

Chief Executive,  

South Tyneside Council    

   

    

 

 

Signature 
  

Date    

Dr Neil O’Brien, 

Accountable Officer, 

South Tyneside Clinical Commissioning Group 
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Schedule 1 

 

Joint Commissioning within South Tyneside  

 

1. Introduction 

 

1.1 Joint arrangements for commissioning have been in place in South Tyneside 

since 2017 through the establishment of a Joint Commissioning Unit (JCU) – a 

jointly funded team across the STCCG and STC.  

 

1.2 The JCU was established to help strengthen our joint working arrangements 

and to support the development of our integrated commissioning function within 

South Tyneside.  It builds on our existing collaborative work to establish more 

robust mutual accountability and break down barriers between our separate 

organisations.   

 

1.3 It is based on an ethos that the partnership is for the people of South Tyneside.  

It does not replace or override the legal and regulatory frameworks that apply to 

our statutory NHS organisations and Council, instead it sits alongside and 

complements these frameworks, creating the foundations for closer and more 

formal collaboration. 

 

2. Current Joint Arrangements 
 

 

2.1 The JCU is a joint resource to support integration and joint commissioning and 

is equally accountable to STCCG and STC. The JCU is hosted by STC under 

the Interim Director of Adult Social Services and is managed by a Head of 

Integrated Commissioning who is a joint appointment across the CCG and 

Local Authority. The Unit leads the vast majority of community-based service 

transformation on behalf of the South Tyneside system whilst also having a 

responsibility for individual commissioning and quality assurance. 

 

2.2 The Joint Commissioning Unit currently manages a number of joint budgets 

and S75 agreements for pooling resources and delegating certain NHS and 

local authority health-related functions to the other partner/s made between 

local authorities and NHS bodies. These are managed on behalf of the CCG 

and the Council with amounts in excess of £51m. Work is underway to explore 

opportunities to integrate these into a single agreement for South Tyneside. 

Examples of current joint budgets include Learning Disabilities, and The Better 

Care Fund 
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3. Functions of the Joint Commissioning Unit 

These include: 

 

Strategic Commissioning  

• Setting the vision 

• Joint strategic needs and assets assessment, economic 

modelling 

• Outcome based with focus on priorities 

Proactive Commissioning 

• Implementing best practice services and pathways 

• Market shaping and development  

Responsive Commissioning 

• Quality assurance and provider management 

• Market management 

• Managing contracts  

 

  The JCU has specific responsibility for: 

 

• Life span commissioning of: 

o Mental Health services (whole pathway) 

o Learning Disability and Autism services (whole pathway) 

• Continuing Health Care (adults) 

• Children’s Continuing Care 

• SEND 

• Liaison with Primary Care Networks 

• Support emergency accommodation 

• Negotiating and advising on applicable individual commissioning 

packages 

• Oversight of S75 agreements  
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Schedule 2 

 
Diagram 1: Place based working  
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Appendix 3 
 

Draft financial arrangements to support integrated health and care 
budgets 

 
It is likely that, in the first instance, the South Tyneside Alliance Commissioning Board set out 
in these proposals would consider services with a budget in the region of c£359m, but of those 
would take decisions for ‘Pot A’, equivalent to a figure of c£157m.   
It is important to note that we continue to work with colleagues within the NE&NC ICS transition 
team to ensure our model meets future arrangements in relation to the NE&NC ICS 
Governance and Operating Framework – ensuring we reflect the requirements of the NE&NC 
ICS financial delegation model. 
An indication of how the current budget breakdown could be structured in the future is set out 
in the table below (figures as at 2021/22).   
 

STACB proposed pooled budgets 
 

Allocation Detail Governance 
Implications 

Budgets Combined 
Budget 

 

 

 

 

POT A 
 
 
  

Services 
that 
sit within the 
pooling  
arrangement  
under 
Section 75 
of the NHS 
Act 2006. 

STACB makes 
decisions on this 
funding which are 
binding upon the 
two statutory 
partner 
organisations  

  CCG Council  

 

 

 

 

£157.5m 
 
 
  

Adult Social Care 
 

£50.5m 

Commissioning 
 

£1.1m 

Community £9.9m 
 

Contingency £ (1.6m) £ (-2m) 

Continuing care £21.7m 
 

Mental Health £13.7m 
 

Other £0.6m 
 

Prescribing £29.9m 
 

Primary Care - 
Core 

£3.2m 
 

Public Health 
 

£7.7m 

Children & 
Families Social 
Care 

 
£22.8m 

TOTAL £77.4m £80.1m 

 

 

 

POT B  

Services 
that the 
Regulations 
specify shall 
not be 
pooled 
under 
Section 75, 
but which 
will be 
managed 
alongside 
the Pooled 
Fund 

STACB makes  
recommendations 
on the spending 
of this funding. 
These 
recommendations 
will require 
ratification by the 
relevant statutory 
organisation. 

  
  

 

 

 

£201.6m  

Acute £151.1m 
 

Community £16.3m 
 

Mental Health £26.9m 
 

Other £6.7m 
 

Primary Care - 
Core 

£0.6m 
 

TOTAL £201.6m 
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POT C 
 
 
  

Services 
that 
Regulations 
specify shall 
not be 
pooled 
under 
Section 75. 
The CCG 
and Council 
have limited 
direct 
influence  
over the 
utilisation of  
these funds, 
or 
expenditure 
is not 
directly  
related to 
service  
delivery. 

STACB makes  
recommendations 
on the spending 
of this funding. 
These 
recommendations 
will require 
ratification by  
NHS England and 
the relevant 
statutory  
organisation 

  
  

 

 

 

 

 

£24.9m 
 
  

  
  

  
  

  
  

  
  

Delegated 
commissioning 

£24.9m 
 

  
  

  
  

  
  

  
  

   

TOTAL £24.9m 
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Appendix 4 
 

DRAFT Section 75 current and future proposal 
 

1. OVERVIEW OF INDIVIDUAL SCHEME IN LINE WITH S75 AGREEMENT 

Within South Tyneside the following S75 agreements are in place 

Name of the Individual Scheme 
 

Function 

Better Care Fund Including but not limited to older people community 
services, reablement, equipment, service across 
health and social care, carers, programme 
management, out of hospital service and quality 
monitoring 

Integrated Commissioning Team Including but not limited to the delivery of the full cycle 
of commissioning in respect to community provision, 
across lifespan, including mental health, SEND, 
learning disabilities and autism, children and young 
people mental health service, working age and older 
adult. In respect to mental health, learning disabilities/ 
autism and children mental health service, this 
includes whole pathway involvement 

In addition, the delivery of CHC process from 
assessment to decision making and managed of 
providers commissioned to deliver services to people 
eligible to CHC / FNC 

Quality Assurance of Services Delivery quality assurance of all relevant services 
within scope, commissioning ad delivery of legal 
support to all CHC/ s117 decisions 

CHC case management Case management of all CHC cases in line with 
national framework 

Learning Disabilities Pool Budget Delivery of full adult learning disabilities pathway 

MCA / Dols Solicitor Delivery of legal advice, application and support in 
respect to health funded packages of support 

Child / Young Persons pool 
budget 

Joint pool for agreed joint packages of responsibility 
where there is not a designated finance responsibility  

 
 

2. FUTURE PROPOSAL 

Proposal is the development of a single Section 75 agreement to include all schemes 
highlighted above with a schedule for each work area.  
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In addition, it is proposed to include all the remainder of commissioned place-based services 
which are presently commissioned though South Tyneside CCG, Public Health, or South 
Tyneside Local Authority (Pot A budgets as outlined in appendix 4).  This single Section 75 
agreement will be managed through the Joint Commissioning Unit with decision making on 
this through the STACB. 

 

 



 

 

 

REPORT CLASSIFICATON  CATEGORY OF PAPER 
 

Official  Proposes specific action/decision  

Official: Sensitive Commercial  Provides assurance   

Official: Sensitive Personal   For information only  

 

 
GOVERNING BODY (PUBLIC) 

30 SEPTEMBER 2021 
 

Report Title: Risk Management Report – 13 May To 16 September 2021 

Purpose of Report 

The purpose of this paper is to provide a risk management update for assurance purposes. In 
accordance with agreed policy, it is the case that Extreme, High and Moderate risks are 
reported to the Governing Body on a quarterly basis.   

Key Points 

As above. 

Financial Implications/Risks/Issues 

Financial risks are set out with the financial section of the attached risk register and any 
extreme financial risks are reported within this report, in accordance with agreed policy. 

Assurances  

These are also detailed in the CCG's risk register as attached at appendix 1.   

Recommendation/Action Required 

The Governing Body is asked to: 
• Consider the current risks facing the CCG and their assessment; 
• Review the actions being taken to ensure risks are being appropriately managed and 

within the review frequency timescales. 

Sponsor/approving director M Brown, Executive Director of Operations 

Reviewed by D Cornell, Head of Corporate Affairs 

Report author M Wilkson, Graduate Project Support Officer, NECS 

Link to CCG Objectives (tick all that apply) 

1. Developing and delivering the CCG’s key strategic priorities: 

1a:  Ensuring integrated commissioning and delivery of services  

1b:  Enabling people to take greater responsibility for their own health  

Agenda item 2021/72 
Enclosure 10 
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1c:  Enabling people to receive timely, safe and appropriate care  

1d:  Enabling people to stay well in their own homes and communities  

2.  Making the best use of resources  

3.  Improving patient experience and wellbeing  

4.  Ensuring the CCG is a well-led organisation.  

Relevant Legal/Statutory Issues  

Note any relevant Acts, regulations, national guidelines etc 

Any potential/actual conflicts 
of interest associated with 
the paper? (please tick) 

Yes  No  N/A  

If yes, please specify:  

Equality analysis completed 
(please tick)  

Yes  No  N/A  

If no, please specify:   

If there is an expected 
impact on patient outcomes 
and/or experience, has a 
quality impact assessment 
been undertaken? (please 
tick) 

Yes  No  N/A  

If no, please specify:  

Involvement implications 

Has there been/does there 
need to be appropriate 
clinical involvement?  

If applicable, please specify 

Has there been/does there 
need to be any patient and 
public involvement? 

If applicable, please specify 

Has there been/does there 
need to be member practice 
involvement? 

If applicable, please specify 

Has there been/does there 
need to be partner and other 
stakeholder involvement?   

If applicable, please specify 
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Risk Management Report 
13 May to 16 September 2021 

 
1.  Introduction 
  
The purpose of this paper is to set out for the Governing Body, in accordance with 
agreed policy, risks facing the organisation, their assessment and the action being 
taken to manage these. 
 
 

2.  Reporting and assurance 

 
The number and nature of risks recorded in the CCG corporate risk register are set out 
in the tables below.  
 
The CCG’s integrated approach to risk management ensures that all risks are captured 
and monitored relating to quality and safeguarding, provider management, finance and 
performance across the organisation in line with the CCG’s Risk Management Policy.   
 
Current and potential risks are captured in the CCG’s risk register and include actions 
and timescales identified to minimise such risks.  The risk register is a log of risks that 
threaten the organisation’s success in achieving its aims and objectives and is 
populated through a risk assessment and evaluation process.   The registers are 
updated on a monthly basis and are reviewed as follows: 
 

• Quarterly at Audit and Risk Committee (All risks which are EXTREME, HIGH and 

MODERATE). 

• Three times per year by the Governing Body (All risks which are EXTREME, HIGH 

and MODERATE). 

• Bi monthly at Joint Quality and Patient Safety Committee (quality and 

safeguarding risks which are EXTREME, HIGH and MODERATE).  

• LOW risks are considered at team level under the guidance of the relevant Director. 

 
The risk register is made up of the following themed areas with identified leads (either 
CCG Directors or Senior Managers) as shown: 
 

• Organisational Matt Brown 

• Quality and Safeguarding Jeanette Scott 

• Performance Gillian Johnson 

• Finance and QIPP Kate Hudson 
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• In June 2021 all CCGs in the North East and Cumbria agreed to adopt the risk 

assessment matrix used by NHS England.  The matrix increases the number of 

low and moderate risk ratings and reduces the threshold for extreme and high 

risks.   

Original matrix  Current matrix 

C/L 1 2 3 4 5 

 

C/L 1 2 3 4 5 

5 5 10 15 20 25 

 

5 5 10 15 20 25 

4 4 8 12 16 20 

 

4 4 8 12 16 20 

3 3 6 9 12 15 

 

3 3 6 9 12 15 

2 2 4 6 8 10 

 

2 2 4 6 8 10 

1 1 2 3 4 5 

 

1 1 2 3 4 5 

 

3.   Process 
 
South Tyneside CCG is using the Safeguard Incident and Risk Management System 
(SIRMS) as the tool for managing the risk register.   
 
In terms of updating the register the above named leads (or their nominated risk co-
ordinator) are responsible for updating their risks directly in SIRMS.   
 
The NECS Senior Governance Officer then produces an updated risk register and 
agreed summary reports.  
 

4. Risks 
 
4.1  Risk distribution  
 
Table 1 illustrates the CCG’s risks by consequence and likelihood scores at 16 
September 2021.   
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Table 1 – risk distribution matrix 
 

 
 
Table 2 below provides total number of risks aligned to a CCG objective by risk rating. 
 
Table 2 – risk rating totals by objective 

 
 
4.2 Table 3 – Closed Risks 
 
No risks were closed during this reporting period.  
 
4.3 Table 4 – New Risks 

 
No new risks were added in the reporting period.   
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4.4  Table 5 – risk summary and movement 

 13 May 2021 16 September 2021 Direction 

Red (extreme) 0 0 

Amber (high) 23 8 

Yellow (moderate) 10 15 

Green (low) 1 11  

TOTAL 34 34 

 
Due to the change in risk matrix, the number of low and moderate risks has increased, 
and the number of high risks has decreased.  15 risks that were previously rated high 
(amber) are now rated as moderate (yellow) and 10 risks previously rated moderate 
(yellow) are now low (green).  Table 6 compares the current risk rating against the 
previous rating: 
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Table 6 previous and current risk ratings 

Risk Summary of risk
Previous 

rating

Current 

rating

1321 CHC mainstream financial reconciliation 12 12

1852 Residential and CHC rate uplift 12 12

1909 Economy, efficiency, probity & accountability in use of resources 12 12

1912 System Resilience 12 12

1915 Path to Excellence and Clinical Services Review programme. 12 12

1990 Development of primary care and community services. 12 12

2348 Recovery and resumption of commissioned services post Covid-19 12 12

2436 Children's mental health 12 12

1323 Children's CHC packages 9 9

1327 Prescribing pressure 9 9

1595 Learning Disabilities (LD) pooled budget 9 9

2191 Implementation of the Liberty Protection Safeguards (LPS). 9 9

2274 Covid-19 discharge guidance 9 9

2381 Designated DR roles 9 9

2416 Hospital Discharge Programme (HDP) Reimbursement Claims 9 9

1910 Place-based alliancing arrangements in South Tyneside 8 8

1911 Services that support people to stay well 8 8

1913 Best use of the South Tyneside pound 8 8

1991 Commissioning safe, effective and high quality services. 8 8

1992 Statutory duty to involve patients and the public 8 8

1993 CCG public accountability duties 8 8

2132 Delivery of CCG statutory duties and powers 12 8

2273 Impact of Covid-19 pandemic on the CCG 8 8

1325 Secondary care overspend 6 6

1372 Deprivation of liberty requirements 6 6

1867 Achievement of the 95% A&E standard. 6 6

1868 Reductions in DTOC and stranded patient metrics 6 6

1870 Potential cyber attack 6 6

2320 Risk that COVID19 will impact on the CCGs QA framework 6 6

2442 Impact on patient safety as a result of  pandemic 6 6

1326 Better Care Fund 4 4

2439 Data sharing via EMIS 4 4

2444 Implementation of 'The Learning from lives and deaths' programme 4 4

1324 Mental Health out of area packages 2 2  
 
One risk has reduced in score: 
 

• Risk 2132: Delivery of CCG statutory duties and powers as effectively and efficiently 

as possible in the changing healthcare environment. This risk was previously rated 

as 12 A (high) and has been reduced to 8 Y (moderate). Controls and assurances 
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have been updated; both the initial risk rating and residual risk score reduced to 

reflect risk more accurately. 

 
The CCG’s risk register attached at appendix 1 outlines full details of all extreme, high 
and moderate risks in descending order of residual risk score.   

 
5.  The Governing Body is asked to: 
 

• Consider the current risks facing the CCG and their assessment and agree 

does this accurately reflect the current risk profile; and 

• Review the actions being taken to ensure risks are being appropriately 

managed and within the review frequency timescales. 

 



Risk
Type

Date
Risk Ref

Director
Owner

Initial rating Controls Internal assurances Current

C L ScoreC L Score

Actions Review date
Review
Next review

Description

NHS South Tyneside CCG Risk Register

16/09/2021

Gaps in
controls

Objective Gaps in
assurance

External
assurances

2348

Recovery and
resumption of
commissioned services
post Covid-19

There is the risk that the
CCG is unable to support
the prioritised resumption
of services following
Covid-19, recognising
that there may be further
outbreaks and
disruptions.

This would result in the
CCG being unable to
meet long term
objectives and plans in
agreed timescales or to
the required quality.

11/06/2020 Matt Brown

Matt Brown

5 5 25 34 12ICP Executive Group, Clinical
Pathway Group and Clinical
Leadership Group
established, with specific
recovery workstream
overseen with Executive
leadership.

Group reporting through
Executive Committee
into Governing Body.

None

Alliance Executive Committee
(formerly the Business group)
to oversee the recovery plan
and the CCG's business
priorities.

Progress reports
received at each
Executive Committee
meeting.

None NoneMinutes from meetings

STFT has a operational
recovery group which ST
CCG sits on (feeds into ABG).

None NoneMinutes from meetings

Recovery plan approved in
response to phase 3 July
NHS letter

Exec periodically
receive assurance
reports. Services
continue to be
re-opened as per plan

None None
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1909

Achievement of
economy, efficiency,
probity and accountability
in the use of resources

There is a risk that the
CCG does not meet its
statutory financial duties
due to the uncertainity of
financial direction and
guidance from NHSE
during 2020/21 in
response to Covid -19
(funds allocated until July
2020 and uncertainty
thereafter)

This would result in an
inability to reclaim
Covid-19 costs and place
financial pressures on
the CCG.

01/11/2017 Kate Hudson

Sue Smith

5 5 25 34 12Balanced CCG finance plan
for 2020/21 in draft with
indicative budgets and
allocations

Reporting to Governing
Body bi-monthly and
executive committee
monthly

Financial plan
submitted and not
yet approved

Plan not approved.Annual internal audit
plan. External audit.
Governance letter. VFM
conclusion. Internal
Audit report 2019-20/07:
Key Financial Controls
and QIPP Reporting
(substantial assurance)
Internal audit
2019-20/06: Financial
and Strategic Planning
(substantial assurance)

Robust financial governance
arrangements/constitution,
prime financial policies and
detailed financial policies and
scheme of delegation.

SoD approved each
year by Governing body.
Changes and reviews of
financial policy
approved by GB,
annually: last approved
Nov 2019.
Audit committee review.
Review of SoD,
including delegated
financial limits. 
Interim financial &
governance
arrangements included
during Covid-19
(approved March 2020)

None identified None identifiedInternal audit plan, CCG
assurance meeting.
Revised constitution
amendments approved
by Governing Body in
November 2019.

Internal audit
2019-20/07: Key
Financial Controls and
QIPP Reporting
(substantial assurance)

NECS SLA in place to provide
dedicated financial
management support.

NECS KPI reportNone identified None identifiedValue for money
conclusion.  Service
auditor report on internal
controls.

Finance, Contract and
provider reports.

Reported to executive
committee and
Governing Body.

Contract
management work
paused during
Covid-19 and

None identifiedInternal and external
audit, CCG assurance
meetings

Sue Smith                     
Ongoing monitoring of financial implicaitons
of Covid-19 pandemic and revised financial
regime 

Target Date: 31/03/2022

30/04/2021
Deborah
Cornell

Category and
and risk
description
updated.

Next review:
27/10/2021

A
F

2
. M

a
kin

g
 T

h
e
 B

e
st U

se
O

f R
e

so
u
rce

s

S
tra

te
g

ic

1PageSTYN RR01



Risk
Type

Date
Risk Ref

Director
Owner

Initial rating Controls Internal assurances Current

C L ScoreC L Score

Actions Review date
Review
Next review

Description

NHS South Tyneside CCG Risk Register

16/09/2021

Gaps in
controls

Objective Gaps in
assurance

External
assurances

following the
introduction of
block contracts.

Internal Audit report
2019-20/05: Contract
and Performance
Monitoring, substantial
assurance

NECS continue to
review smaller
providers.

Anti Fraud plan in place Reviewed by audit
committee

None identified None identifiedCounter fraud, internal
and external audit.  VFM
conclusions.

Governing Body approved
finance plan and initial
budgets for 20/21

Reported to Governing
Body bi-monthly and
Exec Committee
monthly, including
reporting on QIPP
reporting and BCF.
Update to GB on ICP
allocations.

None identified None identifiedAnnual internal audit
plan - financial
planning/budgetary
control and finance
systems.
Internal Audit 2019/20
06 on Financial &
Strategic Planning
(substantial assurance)

Joint commissioning unit with
local authority gives full view
of CHC costs.  See
operational risk 1321 and
1852.

Reported monthly to
Exec Committee and
bi-monthly to the
Governing Body.
Executive Committee
approved delegated
budgetary control for
CHC to the JCU. Joint
commissioning unit
controls process on
behalf of both local
authority and CCG.

Further time
needed to work
through CHC cases
to determine what
proportion will be
funded by the CCG
(following
publication of
national guidance).

Full reconciliation
required of CHC
costs after Covid-19
funding ends.

Internal Audit
2018-19/09 Continuing
Healthcare and Funded
Nursing Care (good
assurance)

CHC cost data received
from local authority

Additional forecasting method
for prescribing used to
compare to BSA forecast to
improve accuracy.

Forecasts are reported
to Executive Committee
and Governing Body.

Costs continue to
fluctuate and COVID
costs cannot be
reclaimed leaving
forecasting
uncertainty

External audit review
prescribing forecast.

Block contracts in place with
providers during Covid-19 -
extended until end 2020/21

No guidance on
allocations for
21/22 available yet

None identifiedNHS E assurance on
block contracts.

Monthly forecasting and
reporting of variance and plan
to date

The value of block
contracts is not
materially different to
the projected provider
costs for YTD as at
month 11 2019.

None identified None identified
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Risk
Type

Date
Risk Ref

Director
Owner

Initial rating Controls Internal assurances Current

C L ScoreC L Score

Actions Review date
Review
Next review

Description

NHS South Tyneside CCG Risk Register

16/09/2021

Gaps in
controls

Objective Gaps in
assurance

External
assurances

1852

Residential and
Continuing Healthcare
(CHC) rate uplift 

Residential care home
providers and CHC care
home providers are
seeking inflationary uplift,
plus national living wage
uplift, plus a potential
CHC rate increase.

The cost of CHC for the
CCG could increase,
causing potential
overspends and non
achievement of QIPP.

04/05/2017 Kate Hudson

Sue Smith

4 4 16 43 12Joint commissioning team
working with CCG and LA and
care homes to come to
mutual agreement of rates
and fees.

CCG involved in all
discussions around rate
increases and issues
reported to directors.
Rates agreed though
exec.

none noneLegal advice from
Hempsons

30/04/2021
Deborah
Cornell

Risk category
updated.

Next review:
27/10/2021
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2436

Children's mental health

Demand for CYPS
increases therefore
patients cannot access
the right treatment /
services, at the right
time. 

Results in patient harm,
breach of regulatory
requirements or
reputation damage.

22/02/2021 James
Gordon

Sarah
Golightly

4 4 16 34 12New bereavement service
commissioned from South
Tyneside and Sunderland FT
to mitigate some of the
issues.

Specification in progress
- to be completed by 01
March 2021.
Monthly performance
management meeting.
Patient recovery
measures will be used
to monitor compliance.
Access targets in place.

None CQC inspections and
wider NHS provider
quality assurance
processes.

LGBT service introduced

Autism hub

Healthy Minds Team

Lifecycle waiting list initiative

ASD waiting list initiative

Kooth online counselling

Helen Hutchinson              
Additional tranche of ASD assessments to
be undertaken by Toby Henderson Trust

Target Date: 01/04/2021

22/02/2021
Helen
Hutchinson

New risk
added

Next review:
23/05/2021
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1915

Path to Excellence and
Clinical Services Review
programme.

There is a risk that phase
two of the Path to
Excellence programme
across South Tyneside
and Sunderland will not
be implemented, leading
to a failure in
redeisgning/reconfiguring
services to improve
quality of provision for
local residents and not
achieve financial
sustainability of services.

This would a result of the
failure to ensure
coherence and
consistency across four
key organisations
regarding; pace of

07/11/2017 Matt Brown

Matt Brown

4 4 16 34 12Governance structures in
place along with Path to
Excellence programme
management.

Service review outputs;
terms of reference of the
Clinical Service Review
Group.

NoneMultiple statutory
stakeholders involved in
this work. Independent
Reconfiguration Panel
found in favour of the
CCGs in September
2018. Judicial Review
found in favour of South
Tyneside CCG and
Sunderland CCG in
December 2018. An
appeal was launched
and again the judges
found in favour of
STCCG in January 2020

Specialist communications
advisors engaged to provide
leadership and expertise to
the whole work programme,
including managing
relationships with local
councillors.

Appropriate SLAs in
place; communications
plans signed off through
governance structure;
analysis of phase 1
consultation by external
organisation; phase 2
pre-engagement work

None identified None identifiedConsultation Institute
engaged to review
process.

30/04/2021
Deborah
Cornell

Risk
description
and category
updated.

Next review:
29/07/2021
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Risk
Type

Date
Risk Ref

Director
Owner

Initial rating Controls Internal assurances Current

C L ScoreC L Score

Actions Review date
Review
Next review

Description

NHS South Tyneside CCG Risk Register

16/09/2021

Gaps in
controls

Objective Gaps in
assurance

External
assurances

change; affordability of
solutions (including
availability of capital
funding); workforce
(capacity and skills);
potentially hospital
centric solutions;
important information
may be reported at
different times in each
locality; and political and
reputational risks.

well embedded and
ongoing.

Commissioners have
identified their key principles
and givens for the work,
including taking advantage of
the out of hospital and
community opportunities.

Key principles document
produced as well as
hurdle criteria to test
quality, safety, financial
sustainability and
clinical sustainability.
Clinical Service Review
Group meets monthly
and has representatives
from all stakeholders.
CCG Governing Body
oversight and sign off.
Executive Committee
reviews regularly.

None identified None identifiedOutputs from this work
programme are also
overseen by the Boards
of City Hospitals FT and
STFT; Sunderland CCG
will also oversee
outputs.

Detailed Communications and
Engagement plan in place,
including joint CCG and
provider workshops and
patient/staff/public
engagement.  Phase 2
stakeholder engagement
approach being refined to
ensure optimal reach.

CSR Governance
Group, Comms and
Engagement Task and
Finish Group, joint CCG
workshops

Date for public
consultation
delayed until 2021.
New methods need
to be designed for
communications
and engagement to
accommodate
social distancing.

None identifiedReview by The
Consultation Institute
and Joint Health
Overview and Scrutiny
Committee

Business case for capital was
not successful and therefore
discussions are taking place
with commissioners to
understand whether there are
any alternative routes to
secure capital funding.

Sunderland and South
Tyneside CCGs
Governing Bodies
overseeing discussions
and monitoring
progress.

No alternative
routes to secure
capital funding are
found.

None identified

Local Health Economy Out of
Hospital programme of work
and clinical pathway group
(started during COVID-19)

South Tyneside Alliance
business group in place.
Primary Care Networks
are in place.  These will
act as key drivers to
develop the Out of
Hospital model.

None identified None identifiedNHS England
Assurance process.
Minutes from clinical
pathway group

1990

Development of primary
care and community
services.

There is a risk that
primary care and
community services will
not be developed to
support people in a
community-based setting
and provide a point of
ongoing continuity, which
for most people will be

08/06/2018 Matt Brown

Jo Farey

4 4 16 34 12Primary Care Strategy Primary care committee
oversight and review at
regular intervals.

Primary care
strategy needs to
be refreshed to
reflect the
emerging PCN
priorities and
developments

NoneFeeds into CCG
commissioning plan
which is assured by
NHS England. Planning
guidance will inform
onward development of
the strategy in line with
NHS 10 year plan
(December 2018).  GP
contract - 5 year deal
published February
2019 also informs the
plan. National PCN

Jo Farey                      
Vision for integration setting out roles of
PCN's aligned with place based
commissioning and approved by GB (initial
scoping paper approved by GB Nov 2020)

Target Date: 30/11/2020

Jo Farey                      
Document strategic context for the
reimbursement workforce roles (no sign off
required by PCCC because this is approved
nationally)
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Risk
Type

Date
Risk Ref

Director
Owner

Initial rating Controls Internal assurances Current

C L ScoreC L Score

Actions Review date
Review
Next review

Description

NHS South Tyneside CCG Risk Register

16/09/2021

Gaps in
controls

Objective Gaps in
assurance

External
assurances

general practice.

This would result in:
Too many patients
attend/are treated in a
hospital setting where
self-care or primary and
community services
would have been more
appropriate.
Primary and community
services would be unable
to respond to the needs
of patients through lack
of capacity and/or lack of
responsiveness.
Discrepancies in
approach and culture
across the system may
have a negative impact
on people receiving
appropriate care.
Primary care strategy /
PCN maturity and
development and out of
hospital model/offer need
to underpin new ways of
working in general
practice.
A lack of engagement
and communication with
PCN's and their wider
stakeholders, local
population and practice
staff.

guidance from NHS
England. 

PCN following Primary
Care Network Maturity
Matrix completed

Internal audit
2019-20/04: Primary
Medical Care
Commissioning -
substantial assurance

Out of hospital model in
place.

1. Included in director of
operations' portfolio.
2.Levels of A&E
attendance/growth are
monitored, non-elective
admissions and
substantial reduction in
DTOC rates also
monitored via LADB,
UCAG and weekly
system calls. 
New model agreed as
part of COVID-19
response.

None None identifiedAlliance Business Group
(sub group of HWB) has
responsibility for
developing and
overseeing the
refreshed model.

The Education Forum
includes regular sessions to
improve better working
together between GPs and
CCG, raise awareness of
CCG initiatives and promote
engagement.

Education Forum has a
forward plan for themed
sessions encouraging
peer-learning and
sharing good practice.
BOS 4 sessions at
Education Forum
regarding progress in
implementing good
practice and reducing
unwarranted variation.
Consultation with GPs
to inform future content.
Working virtually
post-COVID

None identified None identifiedEducation Forum can
continue via Teams
during Covid

6 monthly and yearly review
of CCG incentive scheme
(BOS 4) presented to PCCC.

CCG supports practice
plans with oversight,
collaboration and
support. Peer review of
practice plans including
shared learning through
the Education Forum.

PCCC review of BOS 4

None identified None identifiedPractice poster
presentations annually.

STCCG 2019-20/06:
Financial and Strategic
Planning, substantial
assurance

Additional Roles
Reimbursement Scheme
workforce development plan
in place

Plan documented and
submitted to NHSE

Further work
required to develop
the strategy and
context behind the
reimbursement
scheme

NoneMonitored externally by
NHS E. Currently on
plan

Target Date: 29/01/2021
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Risk
Type

Date
Risk Ref

Director
Owner

Initial rating Controls Internal assurances Current

C L ScoreC L Score

Actions Review date
Review
Next review

Description

NHS South Tyneside CCG Risk Register

16/09/2021

Gaps in
controls

Objective Gaps in
assurance

External
assurances

All PCN's signed up to the
Network DES. Service
specific DES' introduced in
October 2020.

Further suite of
DES need to be
signed post April
2021.

NoneSigned DES with all
practices within the PCN

Practices implemented
remote 'virtual appointments'
during Covid

Increased volume
pressures on GP's
with more patients
presenting
(combination of
long-Covid, general
anxiety and people
presenting late with
other symptoms.

Less effective than
face to face
appointments for
some conditions
and patients who
are digitally
excluded

NoneFeedback from
practices and patients
whether this approach
works

Project plan to address digital
inclusion via BOS 20/21

Project/aims needs
implementing.

NoneBOS submit project
plans and bi-annual
checkpoint, end of year
presentation

GP Clinical information lead
appointed with allocated
responsibilities

None

1912

System Resilience 

There is a risk that
system resilience is
compromised and
hospital based specialist
resources would not be
freed up to be responsive
to episodic events,
including the provision of
complex care and
support and specialist
advice to primary care.  

This would result in:
Non achievement of A&E
4 hour standard
Surge in A&E
attendance, impacting on
performance and
outcomes for patients.
Patient flow within the
system being
compromised and good
patient flow not achieved.
Not enough beds
available to deal with
surge and complexity of
patients admitted through
A&E.

07/11/2017 Matt Brown

Gillian
Johnson

4 4 16 34 12Monthly multi-agency Local
A&E Delivery Board (LADB)

Minutes of LADB
meetings. OPEL plan in
place.
Highlights from LADB
raised in performance
reports which are
presented at CCG Exec
meetings.
Attendance at LADB is
representative of
stakeholders who are
committed and active
within the group.
Governing Body
receives bi monthly
performance reports

None None identified

LADB meeting, action plan
and associated sub-groups,
task and finish work.

OPEL plan now in
place.
Urgent Care Action
Group operationalizes
actions from the LADB
and meets monthly with
weekly calls during
winter period.

SURGE Group
responded to Covid by
meeting daily.

New plan to be
developed for
winter 20/21

None identifiedInternal audit plan -
2019-20/05: Contract
and Performance
Monitoring, substantial
assurance

20/07/2021
Gillian
Johnson

Risk reviewed,
no
amendments

Next review:
18/10/2021
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Risk
Type

Date
Risk Ref

Director
Owner

Initial rating Controls Internal assurances Current

C L ScoreC L Score

Actions Review date
Review
Next review

Description

NHS South Tyneside CCG Risk Register

16/09/2021

Gaps in
controls

Objective Gaps in
assurance

External
assurances

Delays in discharges as
a result of
system/capacity issues 
Timescales for delayed
transfers of care would
not improve.

SURGE escalation plans and
processes.

Evidence of activities
implemented in
escalation - records of
calls, ad hoc meetings
and emails.
Surge Plan for South
Tyneside reviewed for
2020.
New OPEL levels in
place.
Daily sit reps

All processes
maintained effectively
during Covid-19.

None identified None identifiedInternal audit plan -
Performance
Framework.
CCG Winter Plan
approved by NHSE 
Assurance on providers
provided by NHSE
EPRR and monthly
reports to Urgent and
Emergency Care
networks.

Daily sit reps shared with
system partners.

Performance
information against NHS
Constitutional Standards
and other performance
metrics.  Winter Plan.

None identified None identifiedInternal audit plan -
Performance
Framework.
Performance
information against NHS
Constitutional Standards
and other performance
metrics.

System winter plan with local
partners with agreed risk
sharing agreements

Via A&E Delivery BoardFunding
arrangements need
to be finalised

None identifiedVia NHSE/NHSI

(Minimum of) Weekly system
calls escalated as required

Meetings recorded and
feed into LADB and
Urgent Care action
Group. During Covd-19
meetings changed to
daily calls and resumed
throughout and feeds
into weekly silver call.

None None

North East Urgent and
emergency care network
group

None NoneMinutes from meetings
and actions agreed

Daily and weekly monitoring
patient flow and length of stay

Exec receive reports on
length of stay and A&E
performance

Delayed transfers
of care are not
being actively
monitored

None

1321

CHC mainstream
financial reconciliation 

There is a risk that the
CHC mainstream
financial reconciliation
with the Council is not
completed in a timely
manner

This would result in
pressure on CCG
commissioning budgets
and target surplus; an
increased demand for

29/05/2015 Kate Hudson

Sue Smith

4 4 16 43 12Process clarified regarding
release of reconciliation from
Council, follow up meeting
scheduled in monthly to
review and discuss any
issues

Reported monthly to
Executive Committee
and Bi-Monthly to
Governing Body

None

Develop a strategic approach
to the commissioning of CHC
: mapping financial & activity
trends and putting
commissioning plans in place
around themes identified.
Work is on-going with BI to
develop a monitoring tool.

Reported at Programme
board

A need to
understand
potential future
behaviours of these
past/current trends

None
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Risk
Type

Date
Risk Ref

Director
Owner

Initial rating Controls Internal assurances Current

C L ScoreC L Score

Actions Review date
Review
Next review

Description

NHS South Tyneside CCG Risk Register

16/09/2021

Gaps in
controls

Objective Gaps in
assurance

External
assurances

CHC as population ages
and care becomes more
complex and communtiy
based.  The scale of any
pressures would be
unknown and the CCG
unable to manage the
position effectively in
year and mitigate any
risk appropriately due to
the financial risk
associated with
increased demand and
complexity.

Ensure existing packages of
care, specifically those for
patients who are high cost
and/or complex, provide
quality and value for money -
starting with LD cases.
Integrated team to continue to
work on expensive packages
of care

None

LD integrated
provider/commissioner team
will be able to play a key role
in the design of high quality,
efficient, packages of care
which present VFM.  LD
cases currently present the
highest risk in terms of
cost/efficiency

reported to joint
strategic commissioning
group

None

Services delegated to the LA
which the LA delivers on
behalf of the CCG : ensuring
clarity of purpose and the
associated delivery
requirements

Signed S75 - to be
updated with KPI's

None

Brokerage service provided
by the council with regards to
fast track packages of care
where the individual is known
to the council.

Process reported
through HWJSCG
meeting

Marie Curie still
commission
packages for self
funders.  Potential
fragmented
process/ double
funding.

None

Extra scrutiny on packages of
care at CHC and adult panel.
Push back on excesive
packages of care.

Head of quality to attend
panel on behalf of the
CCG

Dependant on staff
at panel and
individual expertise

None

Revised limits for NECS to be
able to authorise packages
without review back to the
CCG

scheme of delegation
approved at GB

none none

2381

Designated DR roles

The CCG commissions
from STSFT a Doctor to
undertake three strategic
roles on their behalf. 
Designated professionals
are experts and strategic
leaders for safeguarding.
As such they are a vital
source of safeguarding
advice and expertise for
all relevant agencies and
other organisations, but
particularly to health
commissioners in CCGs,
the LA and NHS
England, other health

04/08/2020 Jeanette
Scott

Vicky Cotter

4 5 20 33 9The Named Doctor at the
Trust, is at a local level seeing
child protection cases.
all child protection medicals
are undertaken at Sunderland
Royal Hospital
the Designated Dr for child
death reviews commissioned
for Sunderland cases is now
assisting with new cases in
South Tyneside.
The Designated Nurse for
children is overseeing the
work

No contingency for
provision of
designated roles if
sickness occurred
again.

No measure for
activity/assurance in
the 3 designated
roles

The Designated Doctor is now
available.

Return and cover to
be established

Vicky Cotter                  
To complete job specification indication
need for back fill if doctor unavailable for a
period of 3 weeks or more, and agree with
the STSFT. Three job descriptions to be
completed and agree and written in to
contract by April 2021

Target Date: 01/04/2021

14/07/2021
Vicky Cotter

No change to
risk as still
awaiting
agreement
from STSFT.
This was
delayed due to
a SEND
inspection.
Escalated to
Director of
Nursing. To
liaise with
Assistant
Director of
Nursing at
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Risk
Type

Date
Risk Ref

Director
Owner

Initial rating Controls Internal assurances Current

C L ScoreC L Score

Actions Review date
Review
Next review

Description

NHS South Tyneside CCG Risk Register

16/09/2021

Gaps in
controls

Objective Gaps in
assurance

External
assurances

professionals in provider
organisations, Quality
Surveillance Groups
(QSGs), regulators, the
Safeguarding Children
Partnership
Arrangements, Corporate
Parenting Boards, SABs
and the Health and
Wellbeing Board

The CCG is failing in its
strategic duty to have in
place a Designated Drs
to undertake the required
roles, however since
August 2020, the FT
have provided a suitably
qualified senior
paediatrician in order to
undertake the role of
expert to the child death
review process in newly
identified cases

The Designated Doctor has
retuned to work and is
covering all three roles

14/07/2021
STSFT for
resolution. 

Next review:
12/10/2021

2416

Hospital Discharge
Programme (HDP)
Reimbursement Claims

There is a risk that the
CCG may not be
reimbured or remibursed
retropsectively by NHS
England and
Improvement costs in
relation to HDP
expenditure.

This  would result in
additional financial
pressures for the CCG in
2021/22.

22/12/2020 Kate Hudson

Sue Smith

5 4 20 33 9Procedure established and in
place with CHC team to
ensure claims are in line with
published guidance.

Costs are reported to
CCG Exec and
Governing Body

None NoneCosts are reported to
NHSE via Non ISFE on
a monthly basis

Sue Smith                     
Monitoring of established procedure to
ensure claims are in line with published
guidance.

Target Date: 31/03/2022

19/08/2021
Sue Smith

risk and
controls
reviewed, no
action required

Next review:
18/09/2021
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2191

Responsibilities for the
implementation of the
Liberty Protection
Safeguards (LPS).

As a result of new
legislation there is a risk
the CCG will commission
care that is in breach of
people's human rights if it
is un-prepared and
resourced to meet its
responsibilities for the
authorisation and
management of LPS
authorisations for CHC
patients

25/09/2019 James
Gordon

Sharon
Thompson

4 4 16 33 9Discussions with adult social
care and principal social
worker at the local authority
have started to consider
alliance working regarding
LPS

Reported to clinical
director for mental
health.

Discussions remain
in early stages and
have been on hold
due to COVID 19
response. The
consultation on the
code of practice
from DOH is still
awaited. Wider
discussions still to
be established.

Discussions with
health and social
care in early stages
with action planning
still to be established
awaiting code of
practice. Scoping of
CHC position
underway.

Assurance of progress
provided to NHS
England locally,
regionally and nationally

A Governing Body
development session took
place in December 19 to
enhance understanding of
Liberty Protection

Governing Body are
now very well cited on
the LPS.
Code of practice still
awaited and on hold re

None ICS arrangements for
LPS oversight

13/08/2021
Sharon
Thompson

Controls and
assurances.

Next review:
11/11/2021
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Risk
Type

Date
Risk Ref

Director
Owner

Initial rating Controls Internal assurances Current

C L ScoreC L Score

Actions Review date
Review
Next review

Description

NHS South Tyneside CCG Risk Register

16/09/2021

Gaps in
controls

Objective Gaps in
assurance

External
assurances

This may result in
patients being unlawfully
detained and present a
risk to the CCG of being
open to legal challenge,
civil action, financial
costs (eg compensation
or legal costs) and the
CCG would not be
meeting its statutory
responsibility to
commission Mental
Capacity Act compliant
care

Safeguards.  The
development session also
enabled discussion of risks
and options.
A further update will be
arranged once the code of
practice is published for
consultation

COVID 19, i.e. no
consultation date known

An expert learning event was
planned for 25th March. This
was be for system leaders on
LPS across health and social
care in south Tyneside and
Sunderland 
This event was cancelled due
to COVID 19 lock down
arrangements.

No current
availability of
learning events due
to COVID 19.
Online webinars
and update
information will be
shared when
available

1323

Children's CHC
packages 

There is a risk that
children's CHC packages
continue to increase
during 21/22 increase
and add continued
pressure to the CHC
budget.

This would result in
pressure on CCG
commissioning budgets
and target surplus.

01/06/2015 Kate Hudson

Sue Smith

4 3 12 33 9Children's packages
monitored through the joint
commissioning unit.

Reported monthly to
Executive Committee

Finance to link with
council childrens
lead to review costs

noneReconciliation process
with council

Joint commissioning team to
review high cost packages at
panel

joint commissioning
team and authorisation
required from directors
for high cost packages.
Costs reported in
finance report to exec
and GB.

some areas are still
outside of panel
arrangements and
authorisation
process need to be
reviewed

None

19/08/2021
Sue Smith

risk and
controls
reviewed, no
action required

Next review:
17/11/2021
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1327

Prescribing pressure

There is a risk that the
prescribing budget is
understated and
prescribing costs will
continue to rise

This would result in
pressure on CCG
commissioning budget
and target surplus.

01/06/2015 Kate Hudson

Sue Smith

3 4 12 33 9Medicines optimisation
support provided through
NECS

Reported to Governing
Body bi-monthly

None noneN/A

finance team to review IPP
report and review forecast in
line with own projections

reported through
monthly closedown
meetings

none noneBSA forecast

2021/22 QIPP plan and
monitoring

Reported through the
FSPB and FSEG

Due to COVID-19
monitoring of QIPP
is not being
monitored and
reported

noneReported on Non ISFE
monthly to NHSE

BSA forecast and prescribing
days forecast compared for
consistency by NECS

Reported monthly at
PME

None NoneN/A

19/08/2021
Sue Smith

risks and
controls
reviewed no
action needed

Next review:
18/09/2021
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Risk
Type

Date
Risk Ref

Director
Owner

Initial rating Controls Internal assurances Current

C L ScoreC L Score

Actions Review date
Review
Next review

Description

NHS South Tyneside CCG Risk Register

16/09/2021

Gaps in
controls

Objective Gaps in
assurance

External
assurances

1595

Learning Disabilities (LD)
pooled budget 

There is a risk that
expenditure on the LD
pooled budget with South
Tyneside Council is
higher than anticipated
and the CCG will need to
contribute to the risk
share with the Council.

This would result in an
overspend on LD
services and impact on
the CCG achieving a
surplus a planned.

23/06/2016 Kate Hudson

Sue Smith

4 3 12 33 9Monitored monthly through
finance meetings with council
and reconciled quartlery for
risk/gain share arrangements.

Reported to clincial
director and CFO and
reported in finance
reprot to exec on a
monthly basis

none nonereported to STC
quarterly

19/08/2021
Sue Smith

risk and
controls
reviewed no
action required

Next review:
17/11/2021
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2274

Covid-19 discharge
guidance

There is a risk of people
may become lost in the
system following
discharge and a possible
reduction in the quality of
services due to the
impact of the Covid-19.   

This would result in
people having care
packages that do not
meet all their needs due
to the relaxation of
quarterly reviews; a
reductuon in the quality
of services due to
assurance standards not
being required; and a
post Covid-19 backlog of
local reviews and
assessments.

24/03/2020 Kate Hudson

Sue Smith

3 4 12 33 9Continue to checklist and
retain checklists

If checklists are not
kept

Report to NHSE via Sit
Rep

Mitigation telephone calls with
clients/families to ensure
package meets needs

None

Monitor standards even if they
are not reported formally

None

Finance, time and staffing will
be required post Covid-19 to
address backlog

Reviewed monthly as
part of month end
procedures

None NoneReported as part of non
ISFE

Sue Smith                     
Monthly monitoring of standards to be
undertaken 

Target Date: 31/03/2022

19/08/2021
Sue Smith

risk and
controls
reviewed no
action required

Next review:
18/09/2021

A
F

2
. M

a
kin

g
 T

h
e

 B
e

st U
se

O
f R

e
so

u
rce

s

S
tra

te
g

ic

2273

Impact of Covid-19
pandemic on the CCG 

There is potential for the
coronavirus pandemic to
interrupt the business of
the CCG, due to
increased staff sickness,
potential disruption to the
supply chain, remote
working and/or
technological issues

This would result in:
disruption to the delivery
of clinical services;
potential for patient harm
(infection, prevention and
control) or financial

24/03/2020 Matt Brown

Deborah
Cornell

4 5 20 24 8A tested, and recently
updated, Business Continuity
Plan has been invoked.

Business Continuity
Plan is approved by
Executive Committee

None None

All CCG staff have the
technology to work remotely.

Remote working agreed
by Executive Committee

None None

Staff sickness or self-isolating
is taken into consideration for
work rotas

Directors agreed the
use of rotas to ensure
coverage of key work

None None

Covid-19 incident room set up
in Monkton Hall, now
operating remotely

Incident room set up by
CCG directors.

None None

Regular Executive team and
Silver Command calls have
been set up and are working
well.

Updates at Executive
Committee and
Governing Boday

None None

26/07/2021
Deborah
Cornell

Risk reviewed
and no
change.

Next review:
24/09/2021
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Risk
Type

Date
Risk Ref

Director
Owner

Initial rating Controls Internal assurances Current

C L ScoreC L Score

Actions Review date
Review
Next review

Description

NHS South Tyneside CCG Risk Register

16/09/2021

Gaps in
controls

Objective Gaps in
assurance

External
assurances

impacts on the CCG and
provider organisations.

Recovery plan agreed
Alliance Business Group

Governing Body and
Exec Committee have
signed off the approach

NonePlan to signed off by
ABG in July.

Individual risk assessments
undertaken for all staff in
March 2020 and October
2020 to ensure safety and
wellbeing at home.
Adjustments made, such as
equipment provided to
support longer-term remote
working.

Executive committee
oversight.

None None.

1992

CCG's statutory duty to
involve patients and the
public in service
improvement and
developmnet.  

There is a risk that the
CCG may not meet its
stautory duties to involve
patients and the public in
the commissioning of
services to ensure they
have a good experience
of care and are able to
influence througout the
commissioning cycle. 

This would result in a
failure to engage and
consult patients in
accordance with
statutory requirements
and a failure to design
and commission services
that meet patients' needs
and expectations.

08/06/2018 Deborah
Cornell

Lisa
Anderson

4 4 16 24 8Detailed patient, carer and
public engagement,
involvement and experience
action plan

Patient and Public
Involvement Lay
Member oversees plan.
Exec Committee and
Governing Body receive
PPI and practice
engagement annual
reports.

Develop 20/21
engagement action
plan

None identifiedInternal audit STCCG
17-18/03 Stakeholder
engagement -
substantial assurance. 
PPI is measured
through the NHS
England Oversight
Framework

Programme of patient and
carer stories and lessons
learned identified in response

Patient story reports
presented at QPSC as
required and further
investigation directed as
required.

need to develop
new non face to
face approach post
Covid.

None identifiedNHSE assurance
process for
engagement.

Path to Excellence
pre-engagement and
consultation programme

Path to Excellence
Stakeholder Group
meets quarterly
(including stakeholders
outside of health) and
reviews programme.

None identifiedConsultation Institute
commissioned to assure
the process.
NHS England
assurance process.

Programme of PR, social
media, website, stakeholder
bulletins

CCG contract
management of NECS
Comms & Engagement
Team service delivery.

None identified None identifiedNHS England
assurance process.

Gathering patient experience
and involvement work is
embedded throughout the
CCG as provided by NECS
and the Joint Commissioning
Unit.

Governing Body and
Executive Committee
receive reports include
details of engagement
and patient experience.

None identified. None identified.Information is included
in the NHSE Oversight
Framework.

Survey results on long
term conditions

Involvement and Engagement
Strategy (joint with
Sunderland CCG)

updated in March 2021
and approved by
Governing Body

None identified None identifiedApproved by SCCG
Governing Body

Lisa Anderson                 
Plan to be developed.

Target Date: 31/05/2021

30/04/2021
Deborah
Cornell

Risk category
and
description
updated.  Risk
rating
amended,
controls and
assurances
updated and
action
identified.

Next review:
27/10/2021
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Risk
Type

Date
Risk Ref

Director
Owner

Initial rating Controls Internal assurances Current

C L ScoreC L Score

Actions Review date
Review
Next review

Description

NHS South Tyneside CCG Risk Register

16/09/2021

Gaps in
controls

Objective Gaps in
assurance

External
assurances

1911

Key target areas:
Develop services that
support people to stay
well and take
responsibility for their
own health and
wellbeing.  

Includes the high impact
areas: cancer, CVD and
respiratory disease.

Principal risks to delivery:
Complexity of pathways,
clinical behaviours,
embedded ways of
working and resistance
to change.
Organisational culture
within the system creates
inconsistencies in
approaches to care and
support.
Failure to transform
effectively, resulting in
adverse impact on
population health and
CCG finances.

07/11/2017 Matt Brown

Gillian
Johnson

4 3 12 24 8CCG is in first NHS RightCare
cohort, using in depth
information to ensure efforts
are targeted on the right
pathways and the right
aspects of those pathways.

Reports to Executive
Committee and
Governing Body as per
cycle of business.
Project plans in place
and being delivered.
HealthPathways
programme. CCG's
Operational Plan 19/20
signed off by CCG
Governing Body.

None identified. None identified.NHSE Oversight
Framework,  Assurance
process cycle is
underway for 19/20.

HealthPathways being
developed for full range of
clinical areas including high
impact areas.  
GP Clinical Editors and
Programme Management in
place.

Reports to Executive
Committee and
Governing Body as per
cycle of business.
Project plans for CVD,
respiratory and cancer.
HealthPathways
programme.

None identified. None identified. NHSE CCG Oversight
Framework.  Assurance
process cycle for 19/20
is underway.

LTC strategy approved by the
Executive Committee and is
being operationalised.

Strategy approved by
Executive Committee
following discussion at
Governing Body.

None identified None identifiedStrategy has become
part of the local health
economy system plan.

LTC steering group is well
established and delivering
against strategy.

The group reports
formally to Executive
Committee.
Regular updates on LTC
strategy and
implementation are
included on Executive
Committee cycle of
business.

None identified. None identifiedLA overview and
scrutiny committee will
be scrutinising long term
conditions as part of
their work programme.

30/04/2021
Deborah
Cornell

Risk category
and owner
updated. 

Next review:
27/10/2021
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CCG public
accountability duties 

There is a risk that the
CCG does not have
robust systems in place
to meet its public
accountability duties and
the NHS England and
Improvment oversight
and assurance
requirements as a result.

This would result in: 
Failure to meet statutory
responsibilities including
requirements under NHS
Constitution and potential
challenge.
Failure to ensure
patients' rights are
delivered as set out in
the NHS Constitution
Lack of robust
information governance

08/06/2018 Matt Brown

Deborah
Cornell

4 3 12 24 8Risk management/risk
register process established
to review risks regularly

Audit and Risk
Committee has
oversight of entire risk
register which feeds
Governing Body
Assurance. Governing
Body reviews the entire
risk register three times
a year. QPSC reviews
quality and safeguarding
risks. Exec Committee
receives for information.

None identified None identifiedInternal audit report
giving substantial
assurance - STCCG
2019-20/02 governance
structures and risk
management
arrangements

Audit and Risk Committee
meets monthly to ensure
robust systems and
processes are in place to
meet statutory duties.
Lay member for audit.Audit
cycle and plans agreed.

ARC meeting papers
and minutes presented
to Governing Body.
ARC attendees includes
internal and external
auditors

None identified None identifiedInternal audit report -
substantial assurance.
STCCG 2019-2020/01
high level review of
governance and
assurance
arrangements. External
audit report by Mazars

Conflicts of interest process Declarations of interest
registers published on
website.
ARC and GB cycles of
business includes DoI

None identified None identifiedInternal audit report -
substantial assurance.
STCCG 2019-2020.
NHS England conflicts
of interest training. NHS

30/04/2021
Deborah
Cornell

Risk
description
and category
updated.

Next review:
27/10/2021
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Risk
Type

Date
Risk Ref

Director
Owner

Initial rating Controls Internal assurances Current

C L ScoreC L Score

Actions Review date
Review
Next review

Description

NHS South Tyneside CCG Risk Register

16/09/2021

Gaps in
controls

Objective Gaps in
assurance

External
assurances

and business resilience
systems/processes
Lack of robust
system-wide resilience

registers.
Managing conflicts of
interest training.

England quarterly and
annual return.

Service level agreements in
place with North of England
Commissioning Support Unit

Director of Operations
meets bi-monthly with
NECS account director
to review service
delivery. Quarterly staff
survey on NECS service
line delivery. Regular
interface between
service line leads and
NECS leads.

None identified None identifiedInternal audit report -
substantial assurance.
STCCG 2017-2018/014
delivery of outsourced
services.

Business Continuity and
Recovery Plan in place

Exec Committee and
Governing Body include
BCP in cycles of
business. Business
impact assessments for
individual teams. BCP
testing annually. BCP
refreshed and approved
at Governing Body in
January 2019, next
update scheduled
January 2021. EPRR
self-assessment
circulated for approval
to Governing Body
members in August
2019 and then received
for information at
Governing Body
November 2019. Plans
tested in live during
COVID-19.

None identified None identified

Annual review of CCG
constitution and governance
structure

CCG constitution
included in cycle of
business for governing
body updating terms of
reference and review of
committee and
governing body
effectiveness. Regular
governing body
development sessions.
CCG Constitution
reviewed in November
2018 following
publication of NHSE
revised model
constitution.  Reviewed
by Governing Body in
January 2019, approved
by Council of Practices
in September 19 and
submitted for approval
to NHS England
November 2019.

None identified None identifiedAmendments to CCG
Constitution require
NHS England approval.
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Risk
Type

Date
Risk Ref

Director
Owner

Initial rating Controls Internal assurances Current

C L ScoreC L Score

Actions Review date
Review
Next review

Description

NHS South Tyneside CCG Risk Register

16/09/2021

Gaps in
controls

Objective Gaps in
assurance

External
assurances

1913

Best use of the South
Tyneside pound

There is a risk that the
CCG will not achieve
value for money and
efficiencies when
commisisoning in an
alliancing way.

This would result in:
Failure to commission in
an alliancing way may
lead to inappropriate
investment
RightCare - being clear
and candid on the reality
of opportunity which
presents itself;
HealthPathways - speed
of impact in terms of
knock on benefits;
Impact of clinical
services reviews may
have an adverse
financial impact.
RightCare workstreams
may have too large a
scope/lack focus and
outcomes/benefits may
be too long-term which
the CCG will not realise

07/11/2017 Matt Brown

Matt Brown

4 4 16 24 8System-wide alliancing
arrangements

Terms of Reference and
associated
documentation for both
groups

None identified None identifiedAlliance Leadership
Team and Alliance
Business Group now
well established.

RightCare workstreams -
CVD, respiratory and cancer.
Quarterly reviews of
RightCare positions.

Regular reporting to
FSPB.

None identified RightCare
improvement targets
may not be
appropriate for our
population as there is
a blanket national
approach to
interventions that
may not benefit
South Tyneside
residents or take into
account existing
measures or
programmes.

External monitoring
through RightCare
programme.

HealthPathways - NECS
project management
approach and clear action
plans and methods of
evaluation.

HealthPathways
Programme Plan and
actual HealthPathways
themselves on the
system.
Updates to CCG exec
committee from Health
Pathways group.

None identified None identifiedBench marking with
Canterbury District
Health Board.

Commissioners have
identified key principles and
givens for clinical services
review (CSR) work including
how CCG priority work areas
should be taken into account.

Senior CCG staff
involved in the CSR
work.

None identified.Public consultation and
associated scrutiny.

Internal audit
2019-20/06: Financial
and Strategic Planning,
substantial assurance

Local Health Economy
Efficiency Steering Group
meets weekly.  Cross
organisational representation
at provider/commissioner
efficiency monitoring
meetings.

Financial Sustainability
Programme Board
established and also
Financial Sustainability
Executive Group
chaired by Lay Member
reporting to the Audit
and Risk Committee
with focus on monitoring
delivery of efficiency
programme.

None identified. There is a
requirement for
improved working
arrangements of
FSPB in order to
provide assurance to
Governing Body.

Through NHS England
and NHS Improvement
oversight of financial
performance.

Planning round now
underway within context of
Covid and requirement to
increase planned care. Final
plans for approval and ready
to be submitted. Will be
aggregated to form ICP/ICS
plan

Via Alliance Group and
relevant boards.

None identified None identifiedVia NHSE/I and ICP/ICS

30/04/2021
Madeleine
Wilkinson

Updated risk
type to
Strategic as
requested by
Deb Cornell

Next review:
29/07/2021
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Risk
Type

Date
Risk Ref

Director
Owner

Initial rating Controls Internal assurances Current

C L ScoreC L Score

Actions Review date
Review
Next review

Description

NHS South Tyneside CCG Risk Register

16/09/2021

Gaps in
controls

Objective Gaps in
assurance

External
assurances

1910

Place-based alliancing
arrangements in South
Tyneside  

There is a risk the
alliancing arrangements
are not robustly
developed to enable
integrated
commissioning and
integrated provision of
services for local
residents.

This would due to:
Separate organisational
bureaucracies, drivers,
culture and
accountabilities  -
political, financial and
trust;
Failure to provide for
integrated care and
failure to commission
integrated delivery team; 
Team members
employed by different
agencies brings potential
to reduce the level of
cooperative working and
increase potential for silo
working and duplication.

07/11/2017 Matt Brown

Deborah
Cornell

4 3 12 24 8BCF plan Signed, current S75
agreements
BCF plan signed off
November 2019 by
Health and Wellbeing
Board

None NoneNHSE assurance of
BCF plan.  Internal audit
- annual plan BCF.

Section 75 agreements for
BCF and LD pooled budgets
set out shared
governance/accountability

Pooled budget reports.
Managed through
Alliance Business
Group.

None None

Alliance style approaches to
joint working, via documented
principles of working which
are agreed at the very top of
each organisation through
Alliance Leadership Team.

Documented
approaches to alliancing
clearly setting out the
principles, way of
working and approach
to managing risk.

None None

Alliance Business Group
established for integration
business

Minutes and documents
from Alliance Business
Group and Alliance
Leadership Team

None None

Partnership Agreement
signed by relevant partners
providing commitment to
deliver the model and develop
it.

Signed Partnership
Agreement and
integrated team
development.

None None

Alliance Business Group in
place and operates in line
with their terms of reference.

Updated terms of
reference approved by
ABG and Executive
Committee.
ABG reports in to
Govening Body and
Executive Committee.
A Joint Commissioning
Report now goes to
Executive Committee

None NoneInternal auditors have
reviewed Alliance
Business Group -
substantial assurance
given.  STCCG
2018-19/02 Alliance
Business Group

Alliance Business Group now
established as a formal
Alliance Executive Commitee
with approved terms of
reference as a working draft
with partners.

CCG Governing Body
and Executive
Committee review

None NoneLocal Authority and
other key stakeholders
review and approval of
working draft terms of
reference

Alliance Commissioning
Board terms of reference
approved and agreement to
establish the Board achieved.

Governing Body
approval

None NoneCabinet and Lead
Member approval.

16/08/2021
Deborah
Cornell

Additional
control and
assurance
added,

Next review:
14/11/2021
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Risk
Type

Date
Risk Ref

Director
Owner

Initial rating Controls Internal assurances Current

C L ScoreC L Score

Actions Review date
Review
Next review

Description

NHS South Tyneside CCG Risk Register

16/09/2021

Gaps in
controls

Objective Gaps in
assurance

External
assurances

2132

Delivery of CCG
statutory duties and
powers as effectively and
efficiently as possible in
the changing healthcare
environment.

There is a risk that due to
the uncertainty around
the transition
requirements from the
CCG's current
organisational form to the
Integrated Care System,
this may impact on the
CCG's ability to deliver
its statutory duties
effectively.

This would be as a result
of lack of legislative
clarity and unclear
timescales, failure to
achieve effective
partnership and
stakeholder working at
place/ ICS levels and
consequently leading to
a failure to deliver
statutory duties.

10/05/2019 Matt Brown

Deborah
Cornell

4 4 16 24 8Articulation of the form and
functions of alliancing
arrangements approved by
Governing Body and Cabinet.

Ongoing discussions in
private sessions of
Governing Body and
Alliance Executive
Committee meetings.

None identified None identified.Adhering to national
guidance on
mechanisms for
collaboration.  Advice
from NHSE locally and
regionally.

Sessions with GB and
Executive to monitor progress
of alliancing arrangements.
Programme director and
management support
appointed.  Programme plan
in place and being delivered,
leadership group established.

Governing Body
approval

None None identifiedAuditors, NHS England
and local partners (via
Health and Wellbeing
Board).

Programme definition
document, section 75 and
associated governance
documents approved by
Governing Body and Cabinet

Governing Body None identifiedCabinet

Clarity on future leadership
arrangements

Governing Body
approval.

None NoneCabinet

Joint commisisoning
committee terms of reference

Committee no longer
being established due to
publication of
Government White
Paper for ICS
development.

Section 75 with Local
Authority for joint
commissioning arrangements

Approved by ST CCG
Governing Body

Further work
needed to improve

Joint commissioning
operational plan

Plan agreed by ST
Governing Body and
Council.

None

CCG representation on the
ICS Governance Workstream
and plan on a page
developed.

Internal working group
to be established for
CCG closedown

None Group is scheduled
to meet in early
September to
develop the CCG
closedown plan.

16/08/2021
Deborah
Cornell

Controls and
assurance
updated, intial
risk rating
amended to
more
accurately
reflect intial
risk.  Residual
risk reduced to
moderate.

Next review:
14/11/2021
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Key target areas: ensure
the safety of patients by
commissioning safe,
effective and high quality
services. Ensure key
statutory requirements
are met both as a
commissioner and by
providers

Principal risks
Failure to comply with
the Human Rights Act
and NHS Constitution
Failure to commission
safe and effective care
Failure to comply with

08/06/2018 Jeanette
Scott

Kirstie
Hesketh

4 4 16 24 8Quality and patient safety
committee

QPSC meeting notes
and additional
assurance by exception
from informal meeting

Some reporting
reduced where
national reporting
has been put on
hold due to
Covid-19

None identified

South Tyneside Safeguarding
Partnership Board and South
Tyneside Safeguarding Adults
Board established with quality
processes in place

Audit of case files and
work plan for
Safeguarding Children's
Partnership and
Safeguarding Adults
Board. Both meetings
now virtual

Unknown what
surge in
safeguarding will
occur once social
distancing controls
are lifted because
there has been a
decrease in
safeguarding
referrals.

None identifiedIndependent review of
Safeguarding Children's
Board functions

16/09/2021
Kirstie
Hesketh

no changes at
this time 

Next review:
15/12/2021

A
F

3
. Im

p
ro

vin
g

 P
a

tie
n

t
E

xp
e

rie
n

ce
 A

n
d

 W
e

llb
e

in
g

S
tra

te
g

ic

17PageSTYN RR01



Risk
Type

Date
Risk Ref

Director
Owner

Initial rating Controls Internal assurances Current

C L ScoreC L Score

Actions Review date
Review
Next review

Description

NHS South Tyneside CCG Risk Register

16/09/2021

Gaps in
controls

Objective Gaps in
assurance

External
assurances

statutory requirements
including safeguarding
Risk to reputation
Financial risk from legal
challenge

.

Children
safeguarding
referrals have had
more severe
injuries during
Covid-19.

Various system-wide working
groups, management groups
and Executive groups

Reports to quality and
patient safety
committees, including
providers, medicines
optimisation,
safeguarding and quality
in care homes.
Multi provider HCAI
committee and
attendance at regional
HCAI group

None identified None identifiedGP attendance at
STSFT Mortality
committee
CCG attendance at
STSFT Walk around  

HCAI GNBSI recent
peer review by
Professor Powis.  

Improved patient
surveys during Covid
such as primary care
and managing long term
conditions during Covid

Children safeguarding
improvement plan

Oversight by Quality
and Patient Safety
Committee.

Process paused
due to Covid19

None identifiedVirtual meeting in the
interim whilst work
paused during Covid-19.

Lay member for patient and
public involvement.
Engagement strategy in
place.  Patient experience
process established.

Reports to governing
body and governing
body development
sessions.  Patient
experience, intelligence
being captured, e.g.
clinical assurance visits,
engagement activity.
Patient involvement
framework .

None identified None identifiedreceive provider
updates re PE at QRGs

Effective serious incident
reporting processes in place
and embedded across the
health economy.  Integrated
quality action plan.  Serious
incident process aligned with
the contractual obligations.
Service line agreement with
NECS for serious incidents,
incidents (corporate and
general practice), complaints
management and quality
assurance.  Quality review
groups are in place for main
provider contracts and also
the CCG seeks assurance
from providers regarding their
sub contract arrangements.
Primary care medical quality
framework and review group
Healthcare Acquired infection
(HCAI) Improvement Group.
Collaboration service reviews
involving clinicians and the

In-depth reviews with
providers via the quality
review groups where
there are performance
issues.  Serious incident
panel and learning.  Key
assurances from quality
review meetings with
providers.  SIRMS rolled
out and promoted via
newsletters, TITO.
Quality activity
monitored and reviewed
by QPSC  New
operating model for the
initial Contact and
Referral Team.  Quality
review groups
monitoring quality and
safety in relation to
service delivery and any
performance issues.
Primary care medical
quality review group

None identified None identifiedInternal audit outcome
reports
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Risk
Type

Date
Risk Ref

Director
Owner

Initial rating Controls Internal assurances Current

C L ScoreC L Score

Actions Review date
Review
Next review

Description

NHS South Tyneside CCG Risk Register

16/09/2021

Gaps in
controls

Objective Gaps in
assurance

External
assurances

CCG quality team.  Quality
impact assessment process in
place.

meetings.  Reports from
the HCAI group to the
QPSC.  Quality impact
assessments being
undertaken across the
CCG for all newly
commissioned services,
pathways and
frameworks.

Quality action plan in place
and adapted to address new
Pt safety framework -
supported by CCG Quality
strategy

review by QPSC as
standard agenda items

None identified None identifiedExternal Audit

Any harm from pressure
damage are investigated to
understand any trends and
the severity of the harm.

None identified None identifiedInvestigation reports

2320

Risk that COVID19 will
impact on the CCGs
quality assurance
framework 

Due to service
reconfiguration, staffing
pressures, redeployment
and adjustments to ways
of working  there is a risk
that gaps may emerge in
the delivery of the quality
assurance framework
with our commissioned
services during COVID
19.  

Poor clinical outcomes /
patient harm

12/05/2020 Jeanette
Scott

Kirstie
Hesketh

4 4 16 32 6Quality team still linked with
key personnel in Providers 
Access to Board reports

NECS continue to
review published data
SIRMS incidents
managed locally

QRGs stood down 
Quality accounts
delayed

mortality processes
adjusted to only
COVID 19 deaths are
reviewed 
QRGs suspended

Updates received from
Trusts
Key issues shared at
Surge meeting  
SI reporting continues

Commissioned services
report serious incidents on
STEIS

Cases continue to be
scrutinised by the Head
of Quality and Patient
Safety and Designated
Safeguarding teams

None The Serious incident
panel has temporarily
been stood down
however

Clinical incidents recorded on
SIRMS. Clear escalation
process to the Head of
Quality and Patient Safety.

None NoneAnalysis of trends and
themes provided by
NECS and quarterly
incident reports.

Commissioner Assurance
Visits (CAV)

NoneThe CAV
programme is
temporarily
suspended to
support the COVID
19 response.
This programme
will resume once
restrictions are
removed.

Visits currently
suspended

None

QRGs reinstated some data has
been frozen
nationally by
NHSE/I such as
safety thermometer
and to date haven't
been reinstated -
creating a gap in
quality intelligence

QRGS
Triangulation of data by
NECS
1:1 discussions with
Trust  
External reports on
commissioned services
such as  CQC and
Healthwatch 
Audits

                              

Target Date: 21/07/2021

21/07/2021
Kirstie
Hesketh

Pressures on
workforce in
the system
mean that a
number if
processes
supporting QA
processes
have been
stepped back -
therefore risk
remains at this
time  

Next review:
19/10/2021

A
F

3
. Im

p
ro

vin
g

 P
a

tie
n

t
E

xp
e

rie
n

ce
 A

n
d
 W

e
llb

e
in

g

O
p

e
ra

tio
n

a
l

19PageSTYN RR01



Risk
Type

Date
Risk Ref

Director
Owner

Initial rating Controls Internal assurances Current

C L ScoreC L Score

Actions Review date
Review
Next review

Description

NHS South Tyneside CCG Risk Register

16/09/2021

Gaps in
controls

Objective Gaps in
assurance

External
assurances

1372

As a result of a Supreme
Court judgement with
regard to Deprivation of
liberty many more people
are now highlighted as
being deprived of liberty
and require the
frameworks of the DOLS
2009 and the MCA 2007
or application to the
Court of Protection to
authorise the deprivation.

There is a risk that the
CCG is commissioning
care for people that does
not comply with the act
and they are therefore
unlawfully deprived of
their liberty. Some
people whose care is
funded by or in part by
the CCG and do not
have an appropriate legal
framework in place.

A risk that the CCG is
commissioning packages
of care that are
unlawfully depriving
people of their liberty and
therefore that the CCG is
vulnerable to legal
challenge. 
There is an increased
workload required to
scope and identify CHC
and 117 aftercare funded
people who are in
independent living and
domestic settings and
who may require their
cases to be taken to the
court of protection.

03/08/2015 James
Gordon

James
Gordon

3 4 12 23 6There is a Section 75
Agreement currently in place
whereby the assessment and
commissioning of package of
care, including the
consideration of the need for
applications to the Court of
Protection, is enacted on
behalf of the CCG by South
Tyneside Council.

On-going conversations
to develop a new
Section 75 Agreement
encompassing these
responsibilities as part
of our alliancing
development.
Consideration is also to
be given to new
legislation which is due
to come into practice
October 2020 which
supersedes current
legislation - see also risk
2191.

Further work to be
carried out on
clarifying the roles
and responsibilities
between different
agencies who are
party to the Section
75.

None

.

16/08/2021
Sharon
Thompson

The MCA s75
is being
reviewed/
considered in
respect to the
place based
work

Next review:
16/08/2022
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1325

Secondary care
overspend

There is a risk that
secondary care activity
increases and the
commissioning budget
overspends.  Risk re
indpendent sector activity
working through back log
and Elective Recovery
Fund does not reimburse

This would result in
pressure on CCG

01/06/2015 Kate Hudson

Sue Smith

4 4 16 23 6Monthly review of SLAM data
by NECS.  Review variance to
date in ledger.  programme
board reviews monthly
position.  BCF should reduce
non elective admissions.
Monthly contract meetings
with providers to discuss
variances

Reported monthly to
programme board.
Reported monthly to
Executive Committee.
Reported bi-monthly to
Governing Body

None NoneReported monthly to
NHSE.  Contract review
meetings with providers.
Assured audit report on
contract monitoring

Block contract agreed for
21/22 with main provider
STFT and CHS - via NHSE
COVID arrangements

reported to exec,
programme board and
GB

None noneNone

Monthly review of
Independent Sector activity by

Reported monthly to
exec and GB

None noneReported monthly via
non ISFE to NHSE

Sue Smith                     
Monitoring of block contract

Target Date: 31/03/2022

19/08/2021
Sue Smith

risk and
controls
reviewed,
updated for
ERF and H1
guidance

Next review:
17/11/2021
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Risk
Type

Date
Risk Ref

Director
Owner

Initial rating Controls Internal assurances Current

C L ScoreC L Score

Actions Review date
Review
Next review

Description

NHS South Tyneside CCG Risk Register

16/09/2021

Gaps in
controls

Objective Gaps in
assurance

External
assurances

commissioning budgets
and target surplus

NECS.  ERF managed at an
ICS/ICP level with risk sharing
in place to ensure system
balance

2442

Possible ongoing
adverse impact on
patient safety as a result
of service pressures,
changes and behaviours
in response to Covid 19

As a result of service
pressures, changes to
services and public
behaviour in responsive
to Covid 19 there is a risk
that there could be
delays in accessing
services and treatment
which could result in
adverse outcomes and
/or pt harm      

Adverse harm 
Delays in accessing
timely treatment

31/03/2021 Jeanette
Scott

Kirstie
Hesketh

4 3 12 32 6links to contract and
performance meetings /
dialogue 
New planning guidance

QRGs
Surge meetings
Delivery Boards  

new variants may
lead to increased
hospital activity and
further system
pressures

extended periods
between contract
meetings and QRGs
due to pressures in
system

Health watch 
CQC

QRGs still in place although
these might often be delayed
with the pressures on the
system and if so dialogue
continues between leadership
teams to understand quality
impact

monitoring of national
audit activity
soft intelligence

some redeployment
of staff in providers

Conversations with
Providers 
NHSE QSG updates

Kirstie Hesketh               

Target Date: 23/12/2021

16/09/2021
Kirstie
Hesketh

ongoing
monitoring in
place and
regular
dialogue with
providers 

Next review:
15/12/2021
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1867

Achievement of the 95%
A&E standard.

There is the risk that the
CCG will not meet the
95% A&E standard as a
result of insufficient
monitoring and
performance
management or from
unmanageable surge
(e.g. as a direct result of
COVID-19 pandemic or
associated
consequences such as
delays in population
seeking treatment
leading to worsening
conditions).

This would result in
additional scrutiny /
assurance from NHSE
and risk to CCG

13/06/2017 Matt Brown

Gillian
Johnson

3 3 9 23 6A&E improvement plan
2018/19 withan emphasis on
working across the system to
ensure good patient flow and
best use of resource. 
Urgent Treatment Centre in
place.

Daily reviews of
performance and
escalation meetings or
teleconferences called
where necessary;
monthly meetings;
reports to Exec
Committee and
Governing Body and
LADB.
NHS E and NHS I
informed.

none presently
identified

Assurance via NHS E
and NHSI

Winter Plan for 2020/21 Feedback to LADB on a
monthly basis and
review of progress to
plan

NonePlan scrutinised by
NHSE and supported by
surge team.
Updates to Urgent and
Emergency Care
network

Urgent and Emergency Care
Network (UECN)  produces
monthly work plan and
updates for all CCGs in North
East and Cumbria

Minutes of meetings and
actions agreed

None None

Gillian Johnson               
Develop a formal process to monitor Vocare
performance

Target Date: 10/09/2021

20/07/2021
Gillian
Johnson

Risk reviewed,
action plan
updated

Next review:
18/10/2021
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Risk
Type

Date
Risk Ref

Director
Owner

Initial rating Controls Internal assurances Current

C L ScoreC L Score

Actions Review date
Review
Next review

Description

NHS South Tyneside CCG Risk Register

16/09/2021

Gaps in
controls

Objective Gaps in
assurance

External
assurances

assurance rating.  This
would also impact on
patient flow across the
system resulting in
delayed discharges,
increased admissions
and poorer patient
outcomes.

Joint Sunderland and South
Tyneside A&E Delivery board
(LADB) in place.
Local South Tyneside Urgent
Care Action Group to review
the top priorities for South
Tyneside.

LADB minutes and
action plans 
South Tyneside UCAG
submits highlights report
to LADB

None NoneNone required

STSFT contracted by the
CCG to commission urgent
care.  Currently delivered by
Vocare who provide the UTC

Via LADB
Daily SitReps identify
activity and performance
within UTC.

Urgent care
workplan to
develop a
standardised
approach to
performance
monitoring of
Vocare.

None identifiedVia NHSE/I who support
the delivery of the UTCs

STSFT Lead on Joint A&E
Delivery Board to identify
main issues contributing to
poor performance in A&E to
review and identify areas for
support to support improved
performance.

Via A&E Delivery Board.None identified None identifiedVia NHSE/I

Daily surge calls and follow
up in place with option to
stand down if necessary.

Via LADB and surge
protocol

None identified None identifiedVia NHSE/I and ICP/ICS

Re-establish surge/patient
flow operational group
(Urgent Care Action Group)
following suspension during
Covid

Feeds into joint LADB
and local surge calls

None identified None identifiedAs required via NHSE

1868

Reductions in Delayed
Transfers of Care
(DTOC) and stranded
patient metrics 

There is a risk that the
CCG fails to achieve a
reduction in Delayed
Transfers of Care and
stranded patients have a
significant role to play in
the way the health and
social care system
operates in South
Tyneside 

If reductions in Delayed
Transfers of Care and
stranded patients are not
achieved this could result
in longer length of stay in
hospital and increased
assurance requirement
to sub regional teams

13/06/2017 Matt Brown

Gillian
Johnson

3 3 9 23 6DTOC numbers and days lost
being monitored monthly via
report form NHS E, numbers
shared with Urgent care
action group and LADB. 
DTOC action plan is a key
feature in the A&E
improvement Plan .

Reports to LADB on a
monthly basis, and to
integration partnership
arrangements as part of
the BCF quarterly
monitoring

DTOC trajectory is
significantly
challenging and
there is a risk that
the action plan
doesn't deliver the
required
improvement

None identifiedDTOC action plan is a
key feature in the BCF
planning submission 
BCF quarterly
monitoring sent to NHS
E

Baseline of review of South
Tyneside system against High
Impact Change Model has
been completed.

Urgent action group -
internally monthly
DTOC and medically fit
figures shared daily

Some gaps against
the High Impact
change model have
been identified,
however theses are
being addressed in
the A&E
improvement plan.

none identifiedNHS England - monthly
reporting

Help to live at home service
will address some issues in
relation to care packages

TBC once service is
mobilised

Still under
procurement

None identifiedTBC once service is
mobilised

Due to increased in DTOC the
FT has produced a localised
plan

Via A&E Delivery boardNone identified None identifiedVia NHSE/NHSI

Due to challenges in
achieving good patient flow
through the system DTOCs

Via Urgent Care Action
Group

None identified None identifiedNone required

20/07/2021
Gillian
Johnson

Risk reviewed
DTOC still not
monitored due
to COVID
pandemic.
Continue to
monitor MO
patients. 

Next review:
18/10/2021
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Risk
Type

Date
Risk Ref

Director
Owner

Initial rating Controls Internal assurances Current

C L ScoreC L Score

Actions Review date
Review
Next review

Description

NHS South Tyneside CCG Risk Register

16/09/2021

Gaps in
controls

Objective Gaps in
assurance

External
assurances

are increasing. We have put
in place more detailed
communications between
STSFT and the local system
to enable more focused
support.

Escalation of weekly system
planning calls to face to face
meetings. Action plan
created.

Feedback to Urgent
Care Action Group and
LADB

none identified none

Medically Optimised patients
manged across system to
maintain patient flow. Surge
meetings escalated when
there are pressures on the
system or MO patient
increase and impact on
patient flow.

Via LADB and CCG
escalation process

None identified None identifiedVia NHSE/I

1870

Potential cyber attack 

There is a risk that the
CCG may experiecne a
loss of service as a result
of a potential cyber
attack

loss of NHS.net, shared
folders, practice systems
etc.

13/06/2017 Matt Brown

Gillian
Johnson

3 2 6 23 6CCG Incident and business
continuity plan

6 month review of plan
with CCG
Assurance of EPPR
statement to Governing
body annually

None identified. none identifiedAssurance of EPPR
statement to NHS
England annually

CCG receives carecert
bulletins. NECS action this on
behalf of the CCG for network
and staff awareness purposes
as recommended.

This bulletin is further
circulated by the
corporate office. IG
updates at team
briefings provide further
guidance on information
security and risks.

Member of staff
may not read the
bulletin.

None Identified.NECS ICT and IG
teams.

Regional NECS document in
place that summarises issues,
actions and risks in relation to
cyber security.

Via monthly
bioinformatics meetings

None NoneNone

Contract with NECS that
covers support for identified
and specific hardware,
software and operating
systems.

Monthly IT meeting with
NECS include Cyber
security where
appropriate

None identified None identifiedAs part of EPRR report
to GB
NECS IT assurance
processes

The CCG is now part of the
Cyber Essentials Scheme, a
government backed scheme
that helps protect
organisations against
common cyber attacks.
https://www.ncsc.gov.uk/cyb
eressentials/overview

Via annual renewal
process

None NoneWorking with NECS on
Government backed
scheme gives credibility

24/03/2021

Risk reviewed,
no updates
required.

Next review:
20/09/2021
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Risk
Type

Date
Risk Ref

Director
Owner

Initial rating Controls Internal assurances Current

C L ScoreC L Score

Actions Review date
Review
Next review

Description

NHS South Tyneside CCG Risk Register

16/09/2021

Gaps in
controls

Objective Gaps in
assurance

External
assurances

2439

Data sharing via EMIS
between GP's, 0-19
team, Child Health and
Midwifery

1. No data sharing
agreement in place to
enable GP's to view 0-19
and child health EMIS
and vice versa. STSFT
recognise the importance
of sharing information
with GP's and being able
to access GP systems
for information for safe
and effective care
provision for a child. 
2. Agreement needs to
be reached between
GP's and the STSFT with
appropriate data sharing
agreements in place to
ensure pregnant women
are coded in a timely
manner. In the current
system, midwifery code
the pregnancy and
document this on
meditiech, the STSFT
electronic system. There
is therefore a delay in the
pregnancy being
documented on EMIS.  

This causes a gap in key
safeguarding information
not been visible or
available in the best
interests for a child. Lack
of sharing information is
a well documented key
theme in serious case
reviews following the
significant harm or death
of a child where abuse or
neglect is a factor.

04/03/2021 Jeanette
Scott

Vicky Cotter

4 3 12 14 4Various meetings held with
STSFT safeguarding, 0-19
and IT project manager
throughout the quarter,
including GP Practice
Manager Lead.
Head of Quality meeting with
Head of Midwifery 5/3/21.

Raise with Director of
Nursing for Quality and
Patient Safety

Information sharing
agreements not in
place.
IT expertise to be
able to navigate the
IT system when not
the primary system
for the clinician.

Haven't got
information sharing
agreements in place,
or the IT resource for
a speedy resolution

STSFT are aware of the
issues and also keen to
resolve the issue

                              
Raised with Director of Nursing
To discuss formally at the Primary Care
Business meeting on 10/3/21

Target Date: 15/12/2021

15/09/2021
Vicky Cotter

There have
been a few
teething
problems with
implementati
on of a SOP
for midwifery
and GP's and
a meeting has
been arranged
between
representativ
es of the CCG,
PC and Trust
to reflect on
any issues/
barriers etc. 
A survey
monkey audit
has been
issued to
practices to
explore their
perception of
the new ways
of working and
to identify any
risks/issues
warranting
discussing at
the meeting.  

Next review:
14/12/2021
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2444

Implementation of 'The
Learning from lives and
deaths - People with a
learning disability and
autistic people'
programme

risks associated with the
national transformation of
the LEDER programme
and implementation of
recommendations,
transfer of data and
timely reviews   

31/03/2021 Jeanette
Scott

Kirstie
Hesketh

3 3 9 22 4LACs for ST and SCCGs
work closely/ shared
approach 
Implementation plan 
LEDER panel 
Reporting to quality
committee
regional LEDER meetings  

LACs monitor
Reporting to committee
Panel  

Lack of ICS
governance
structure /
architecture

addressed via regular
report to QSC

regional oversight                               

Target Date: 19/08/2021

19/08/2021
Kirstie
Hesketh

Progress
update given -
no change to
risk at this
time   

Next review:
18/10/2021
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Risk
Type

Date
Risk Ref

Director
Owner

Initial rating Controls Internal assurances Current

C L ScoreC L Score

Actions Review date
Review
Next review

Description

NHS South Tyneside CCG Risk Register

16/09/2021

Gaps in
controls

Objective Gaps in
assurance

External
assurances

failure to meet
timescales and possible
loss of data

1326

Better Care Fund

There is a risk that the
Better Care Fund
overspends or does not
reduce non elective
admissions

This would result in
pressure on CCG
commissioning budgets
and target surplus

01/06/2015 Kate Hudson

Sue Smith

3 3 9 22 4Spending for CCG is on a
block basis and so little risk of
overspending. Reserve held
in case of overspending on
non elective admissions

Reported to integration
board monthly and to
Governing Body
Bi-monthly

None nonereported quarterly to
NHSE

19/08/2021
Sue Smith

risk and
controls
reviewed - no
changes
required

Next review:
17/11/2021
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Alliance Executive Committee Meeting 
Minutes of the meeting held on Thursday 8 July 2021, 09:00-11:00 

Via Microsoft Teams 
 

Present: Matt Brown (MB) Executive Director of Operations - STCCG (Chair) 

Kate Hudson (KH) Chief Finance Officer - STCCG 

Jeanette Scott (JS) Executive Director of Nursing, Quality & Safety - STCCG 

Matthew Walmsley (MW) CCG Chair - STCCG 

Nousha Ali (NA) Clinical Director - STCCG 

Charlotte Harrison (CH) Chief Executive, Inspire 

Vicki Pattinson (VP) Interim Director Adult Social Care - STC 

Tom Hall (TH) Director of Public Health - STC 

Sheila Scott Manager - Healthwatch 

John Lloyd (JL) Clinical Director – South Tyneside PCN East 

Jen Hunter (JH) Clinical Director - STCCG 

Nicola Thackray (NT) Interim Head of Integrated Commissioning - STC & 
STCCG 

Patrick Garner (PG) Head of Planning - STSFT 

Shona Gallagher (SG) Head of Children’s Social Care – STC 

Deb Cornell (DC) Head of Corporate Affairs – ST & S'Land CCGs 

Dave Wooley (DW) Chief Executive – Your Voice Counts 

In 
Attendance: 

Jane Leighton (JL) Corporate Governance Manager -  

Gillian Johnson (GJ) Head of Commissioning, Delivery, Planning and 
Performance - STCCG 

Everest MThombeni (EM) Commissioning Manager - STCCG 

Apologies: Andy Airey (AA) Group Director - CNTW NHS FT 

Sean Fenwick (SF) Director of Operations - STSFT 

Peter Sutton (PS) Director of Planning & Business Development – STSFT 

Lisa Dodd (LD) Programme Director – South Tyneside Alliance 

Dave Julien (DJ) Clinical Director - STCCG 

Jim Gordon (JG) Clinical Director - STCCG 

Stuart Reid (SR) Corporate Director – South Tyneside Council 

Item No   

1. Welcome 
The Chair welcomed colleagues to the meeting. 

 

2. Apologies 
Noted as above. 

 

3. 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 

 

Agenda item 2021/73 
Enclosure 11 
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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.” 
 
STSFT colleagues were asked to leave the meeting before discussion 
commenced regarding the Service Review for Audiology Service in 
South Tyneside. 
 
In terms of discussion regarding Commissioning of 0-19 Service, it was 
clarified that the specification will be in the public domain and no formal 
decision was required by the Alliance Executive Committee. 

   

4. Notification of items of Any Other Business 

4.1 Respiratory Syncytial Virus (RSV) webinar – the Executive Director of 
Nursing, Quality & Safety to update the AEC under AoB. 

 

   

5. Minutes of the last meeting held on 10 June 2021 and matters 
arising 

 

 Minutes was agreed as an accurate record with the following matters 
arising noted: 

 

5.1 Adult Social Care Review – noted that a review has taken place, with the 
detailed proposal to be discussed later at AEC. 

 
 

5.2 Rose Lodge – a further visit has taken place although there has been 
little progress regarding improvements.  However, the AEC received 
assurance that frequent visits are carried out and actions in place to 
ensure improvements are made and maintained. 

 

   

6. Review of Action Log  

 Please refer to updated action log.  

Items for Discussion/ Decision 

7. Joint Commissioning Unit Update  

 The committee received a report providing a summary of the progress 
with the work of the Joint Commissioning Unit (JCU) since the last report 
in March 2021. 

 

   

 The team is currently shaped around 2 key work areas of 
“Transformational” and “Transactional” commissioning.  It was 
acknowledged that over the last 16 months the team has been focussed 
on the Covid-19 response and although resources from across the team 
have been deployed, they have continued to work well in a very 
challenging environment. 
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 A review of the JCU will be undertaken and a programme of work has 
been developed for the Interim Head of Integrated Commissioning to 
lead on in the coming months, the key headlines of the work programme 
were noted as follows:- 

 

 • Development of the Team  

 • Health & Social Care Integration  

 • Governance  

 • Quality and Safeguarding   

 • Performance, Data and Assurance  

   

 Some specific work areas are also underway with others across the 
system to improve access to support and services. 

 

   

 The Interim Head of Integrated Commissioning made reference to the 
anticipated challenges and opportunities and highlighted that a key 
challenge is ensuring that the JCU feels like a joint team, ensuring that 
resources are maximised across the system. 

 

   

 The Executive Director of Nursing, Quality & Safety commented that one 
of the known challenging areas is transition arrangements from 
childhood to adult services for children with complex needs and 
therefore suggested that this work area be reflected more explicitly. 

 

   

 A further comment was raised in relation to the already established 
transformation team within South Tyneside/Sunderland FT, who would 
be keen to work together on specific areas in preparation for 
collaborative working next year. 

 

   

 Reference was also made to giving early consideration around what 
may need to be done differently, referencing engagement with primary 
care involving Primary Care Networks.  In response it was 
acknowledged that the current commissioning arrangements are 
fragmented and therefore work will be undertaken to shape the JCU to 
deliver more collectively, working with provider services, going forward. 

 

   

 RESOLVED:  

 The AEC noted the update; a further update will be received by the 
committee in November. 

 

   

8. Provider Support  

 The Interim Head of Integrated Commissioning introduced a paper  
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outlining a proposed approach in relation to how we can further develop 
relationships with providers, the support provided and establish mutual 
relationships. 

   

 The report identified two requirements 1) develop an overarching whole 
system strategy for all providers which sets out principles, objectives 
and identifies who will be accountable, 2) an outline proposal around the 
review of older peoples care homes, developing a partnership approach 
to ensure a future model of provision is co-produced with providers and 
other stakeholders, including the establishment of an Older People’s 
Care Homes Partnership Board, to lead and oversee this work. 

 

   

 The Executive Director of Nursing, Quality & Safety suggested that there 
is an opportunity to formalise the integration of the quality assurance 
and safeguarding team within this work; discussions have taken place 
with the CCGs Head of Quality & Patient Safety which highlighted the 
requirement for clinical quality input within care homes and how this will 
progress. 

 

   

 A question was raised in terms of potential scope for one programme 
budget for all healthcare needs for residents of care homes – having one 
partnership contract; in response the CCGs Chief Finance Officer 
outlined that this may be problematic as consideration will need to be 
given in relation to where the authority to make decisions will sit in the 
new NHS landscape. 

 

   

 There was discussion about how we build in understanding of what is 
being disseminated from the Health and Social Care Act to ensure 
partners are fully mindful of the different models and options available to 
create relationships as a local system. 

 

   

 RESOLVED:  

 The AEC supported the development of a detailed work plan set out 
in the report. 

 

   

9. Commissioning of 0-19 Service  

 Colleagues noted that the 0-19 Public Health Service is currently an 
integrated service provided by South Tyneside and Sunderland NHS 
Trust, however the current contract is not able to be extended therefore 
commissioning options have been reviewed and the preferred option is 
to develop a partnership agreement Section 75, subject to approval.  It 
was confirmed that this arrangement was agreed by Cabinet prior to 
Covid-19.  The Director of Public Health advised that there is a 
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requirement for a Section 75 arrangement to undergo a 30-day 
consultation period which will be carried out over the summer months 
with a view to having arrangements in place October/November 2021. 

   

 The Head of Children's Social Care highlighted that there will be a need 
to anticipate the future requirements and develop methods to manage 
demands due to the growing challenges for children's services 
particularly as a result of Covid-19. 

 

   

 The inclusion of health inequalities was discussed and how services 
may be developed to address this area. 

 

   

 RESOLVED:  

 The AEC noted the content of the report and the Service 
Specification and acknowledged the next steps of the process. 

 

   

10. Continuing Healthcare  

 From the 1st September 2020, NHS CHC assessment in the community, 
3-and 12- month reviews, and individual requests to review eligibility 
decisions, were re-started having been deferred during the first Covid-19 
wave. 

 

   

 The Executive Director of Operations pointed out that progress 
against assessment timescales had been very positive as well as the 
significant progress with the Trusted Assessor model, which provides 
packages of care to those at end of life, reporting that there has been 
an encouraging increase in these short term fast track packages 
(allowing patients to die within their preferred setting). 

 

   

 The AEC acknowledged the joint work and the partnership approach 
which has enabled timescales to be met. 

 

   

 RESOLVED:  

 The AEC received the report for assurance and information 
purposes. 

 

   

11. Covid 19 Pandemic Update  

 The Director of Public Health advised that nearly 2,000 positive cases 
have been reported in the last seven days within the borough (up to 6 
July) – members were asked to note the daily case numbers compared 
to the previous waves. 

 

   

 There are currently very small numbers of cases reported in care  
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homes, however the main issue is concerning business continuity and 
the requirements regarding isolation.  Schools are experiencing large 
outbreaks – case finding work has been carried out to try to identify 
cases within school bubbles/recommending that bubbles have PCR 
tests. 

   

 Conversations have taken place with Public Health England, colleagues 
were advised that at this point there will not be any national intervention 
however it was noted that some further targeted work in terms of 
vaccine roll out (ie hospitality) may be carried out. 

 

   

 Discussion took place around cases reported of those that have 
received two doses of the vaccine but are symptomatic; it was 
suggested that there may be evidence of 'vaccine escape' in the future 
and therefore work with the Trust to capture data regarding the 
proportion of patients singly or double vaccinated will be required to 
inform local intelligence. 

 

   

 In terms of the Trust position, the Head of Planning (STSFT) reported 
that positive case numbers have risen quickly, having had 40 patients 
admitted across the two Trusts.  Increasing levels of non-elective flow is 
also accelerating and as a result some outpatient services have been 
stood down in order to staff more Covid areas which will see an impact 
electively. 

 

   

 With regard to the situation in relation to staffing, discussions regarding 
isolation circumstances are taking place; more resource has been 
allocated to the Covid helpline to offer appropriate advice to staff.  There 
are also pressures within community which is impacting on discharge 
from hospital.  Local authorities are also experiencing challenges with 
home care providers/flow in the system. 

 

   

 The AEC committee were further informed that regular surge calls have 
been reinstated; an ICS call has taken place which reaffirmed that the 
system as a whole is fragile.   

 

   

 It was proposed that an extraordinary Covid Leadership Board is 
scheduled to discuss the local position and support and possible request 
to Government for local restrictions. 

 

 ACTION: Director of Public Health to request a Covid Leadership 
Board be convened. 

T Hall 
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 RESOLVED:  

 The AEC noted the verbal report.  

   

12. Quality and Performance Report  

12.1 Quality  

 The Executive Director of Nursing, Quality & Safety drew the 
committee's attention to the following key points: 

 

   

 EMIS/Meditech – positive meeting has taken place.  A proposed solution 
has been put forward for consideration by Practice Managers; it was 
emphasised that some digital IT expertise is required. 

 

   

 Mortality rates – increasing and is now reported as statistically 
significant.  Internal and external reviews are taking place to understand 
the current position. 

 

   

 Mental Health Homicide – the report has now been published on the 
CCGs website.  A summary of key findings for the Trust to address is 
outlined in the recommendations.  The delivery of those requirements 
will be overseen by the Quality Review Group. 

 

   

12.2 Performance  

 The committee was advised that a mental health dashboard is now 
included in the report which highlights key points but is currently still in 
development – reported as follows:- 

 

 • IAPT access rates – have not reached national target, although 
recovery plans are in place. 

 

 • Dementia access rates – recovery plan in place.  

 • Severe Mental Illness (SMI) – figures have exceeded the national 
target; plans are in place to ensure this is maintained. 

 

   

 Enhancing quality of life for people with long term conditions (LTC) – a 
number of other work areas underway to support improvements as 
noted in the report. 

 

   

 Urgent and emergency care – is maintaining performance but there are 
days when pressures cause a dip; performance continues to be 
impacted by staffing issues caused partly by self-isolation/caring for 
children in isolation and also some sickness. 

 

   

 The committee was advised that local authority data will be included in  
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the future – discussions are underway. 

   

 RESOLVED:  

 The AEC noted and received the performance report.  

   

13. CCG Finance Update  

 The Chief Finance Officer reported key highlights as follows:  

   

 • the CCG is still on track to deliver £316k surplus for H1 2021/22 to 
support the ICS. 

 

 • the significant issue is understanding the underlying position and 
mapping though the CCG budgets to know where they will sit in 
future decision making, and 

 

 • preparing for efficiency requirements for the second half of the year 
and leading future years. 

 

   

 A briefing from the National Finance Director will take place which is 
expected to provide further information in relation to H1. 

 

   

 RESOLVED:  

 The committee noted and received the CCGs finance report.  

   

14. Risk Register Process Update  

 The Head of Corporate Affairs explained that the AEC will be required to 
be sighted on the key risks going forward – work is underway in terms of 
a joint process; a report will be brought back to the AEC in due course. 

 
 

D Cornell 

   

 RESOLVED:  

 The AEC noted the verbal update.  

   

15. Terms of Reference Review  

 The Head of Corporate Affairs informed the meeting that the Terms of 
Reference will be revisited now that the Parliamentary Bill and the 
Design Framework has been published.  The Operating Framework is 
yet to be received. 

 

   

 A further updated version of the Terms of Reference will be submitted to 
the committee in due course. 

D Cornell 

   

16. Children & Young People Alliance Work Stream Update  

 RESOLVED:  

 The AEC received the report for information purposes and  
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acknowledged the 'good news' stories outlined within the report. 

   

17. Any Other Business  

17.1 Respiratory Syncytial Virus (RSV) webinar – the Executive Director of 
Nursing, Quality & Safety informed colleagues of a webinar recently 
joined which reported on higher activity in the North West; it was 
acknowledged that there may be an increase in activity in the region in 
the coming weeks. 

 

   

17.2 Targeted Lung Health Check Programme – a phased national initiative; 
proposal from the National Cancer Alliance for STSFT to be considered 
as a further pilot site.  Discussions are underway. 

 

   

17.3 Adult Service Review – consultation process with staff is still underway; 
proposals will be submitted to the Local Authority HR Committee on 21 
July.  The proposal is to split the service differently to the current 
arrangement, focusing the split around supporting a home first approach 
and an adult social care operations aspect taking forward place based 
arrangements, working with Primary Care Networks, mental health and 
learning disabilities.  Further proposals included is the increase of 
Advanced Practitioners and transferring some roles currently within 
Adult Social Care into the Joint Commissioning Unit. 

 

 RESOLVED:  V Pattinson 

 A further update will be received by the AEC after 21 July.  

   

 At this point STSFT colleagues were asked to leave the meeting.  

   

 Conflicted Items for Decision  

18. Service Review for Audiology Service in South Tyneside  

 The CCGs Commissioning Manager presented a business case for the 
reprocurement of the current AQP contract for community Audiology 
services in South Tyneside and Sunderland CCGs before the existing 
contract expires on 31st March 2022.  It was noted that current AQP 
framework has reached its lawful expiry date, and any extension would 
technically be in breach of the CCG’s obligations under the Public 
Contract Regulations 2105 (PCR 2015). 

 

   

 The business case detailed the proposed patient pathway, projected 
activity, and the benefits to be realised both operationally and financially 
across South Tyneside and Sunderland.  The aim of the AQP is provide 
a comprehensive patient centred community adult hearing service in line 
with national guidance – individuals with hearing difficulties will receive 
high quality efficient services delivered closer to home with shorter 
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waiting times. 

   

 It was reported that South Tyneside and Sunderland CCGs have 
undertaken a joint service review of the adult hearing loss services 
across both localities – the main aim was to co-design a service which 
promotes person centred, coordinated care that enables individuals to 
make informed decisions right for them. 

 

   

 Engagement has been carried out with commissioners, clinicians, 
providers, and service users to co-produce a service model utilising a 
patient questionnaire to collect feedback which informed discussion at a 
virtual workshop held in March 2021. 

 

   

 The AEC was informed that the main changes within the service 
specification is the introduction of self-referral; direct referral from AQP 
providers to ENT services; the inclusion to teleaudiology; patients will 
receive an personalised management plan and collaborative working 
between providers and ENT services. 

 

   

 Brief discussion took place around the inclusion of ear wax removal 
associated with hearing aids within the specification; it was clarified that 
this level of ear care / expectation to provide self-care advice is included.  

 

   

 RESOLVED:  

 The AEC noted the content of this business case; approved the 
preferred model option as outlined and the proposed approach to 
procurement, noting risks identified.  Approved the proposed 
financial envelope of £1,701,525.03. 

 

   

 Date of next meeting  

 Thursday 12 August, 09:00 – 11:00 via Teams.  
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Alliance Executive Committee Meeting 
Minutes of the meeting held on Thursday 12 August 2021, 09:00-11:00 

Via Microsoft Teams 
 

Present: Matt Brown (MB) Executive Director of Operations - STCCG (Chair) 

Kate Hudson (KH) Chief Finance Officer - STCCG 

Jeanette Scott (JS) Executive Director of Nursing, Quality & Safety - STCCG 

Matthew Walmsley (MW) CCG Chair - STCCG 

Dave Julien (DJ) Clinial Director - STCCG 

Nousha Ali (NA) Clinical Director - STCCG 

Charlotte Harrison (CH) Chief Executive - Inspire 

Peter Sutton (PS) Director of Planning & Business Development – STSFT 

Tom Hall (TH) Director of Public Health - STC 

Stuart Reid (SR) Corporate Director – STC 

Sheila Scott (SS) Manager - Healthwatch 

John Lloyd (JL) Clinical Director – South Tyneside PCN East 

Jen Hunter (JH) Clinical Director - STCCG 

Nicola Thackray (NT) Interim Head of Integrated Commissioning - STC & 
STCCG 

Andy Airey (AA) Group Director - CNTW NHS FT 

Lisa Dodd (LD) Programme Director – South Tyneside Alliance 

Dave Wooley (DW) Chief Executive – Your Voice Counts 

In 
Attendance: 

Jane Leighton (JLei) Corporate Governance Manager – STCCG (Minutes) 

Aileen Fitzgeraldn(AF) Designated Clinical Officer (SEND) – STC 

Emma Warner (EW) Contracts Manager NECS 

Mary Spearman (MS) Clinical Director – STSFT 

Hannah Jeffrey (HJ) Operational Delivery Manager - NECS 

Gillian Johnson (GJ) Head of Commissioning, Delivery, Planning and 
Performance - STCCG 

Everest MThombeni (EM) Commissioning Manager - STCCG 

Mereoni Cavuilati (MC) Procurement Officer - NECS 

Apologies: Vicki Pattinson (VP) Interim Director Adult Social Care - STC 

Sean Fenwick (SF) Director of Operations - STSFT 

Deb Cornell (DC) Head of Corporate Affairs – ST & S'Land CCGs 

Patrick Garner (PG) Head of Planning - STSFT 

Shona Gallagher (SG) Head of Children’s Social Care – STC 

Jim Gordon (JG) Clinical Director - STCCG 
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Item No    

1. Welcome 
The Chair welcomed colleagues to the meeting. 

  

    

2. Apologies 
Noted as above. 

  

    

3. 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.” 
 
Contracting Review for NECS PM managed contracts – it was 
acknowledged that several AEC members had a direct interest in relation to 
services under contract and were asked to leave the meeting at discussion 
point; members were noted as Dr Matthew Walmsley, Dr Dave Julien, and 
Dr John Lloyd. 
 
Service Review for Audiology Service in South Tyneside - STSFT 
colleagues were asked to leave the meeting at discussion point. 

  

    

4. Notification of items of Any Other Business  

 No further items were raised.   

    

5. Minutes of the last meeting held on 10 June 2021 and matters arising   

 Minutes was agreed as an accurate record with the following matters arising 
noted: 

  

    

5.1 Commissioning of 0-19 Service – the Director of Public Health confirmed 
that this service is out for consultation as part of Section 75 arrangements.  
A link to the Councils webpage will be shared with the Committee. 

 
 

T Hall 

 

    

6. Review of Action Log   

 Please refer to updated action log.   

Items for Discussion/ Decision  

7. Personalised Care Teams   

 The Clinical Director (LTC) introduced a video presentation in relation to 
personal care teams who support individuals using a person-centred 
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approach involving members of the whole system.  It was noted that new 
Care Ordinator roles have been brought in – the video was an interview with 
a Care Coordinator talking about the first three months of the new service. 

    

 Colleagues were invited to share thoughts and reflections which were noted 
as follows:- 

  

 i) Communication between teams – people should feel empowered to 
engage in this new initiative and support; 

  

 ii) Through the use of Microsoft Teams, some communication issues have 
been overcome to allow rapid multidisciplinary meetings when required, 
however it still feels that organisations and front-line teams do not 
appear to have the connections they should have; 

  

 iii) Consider breaking down boundaries between healthcare professional 
groups and new services to be able to take a different approach with 
positive outcomes; 

  

 iv) How do we share the benefits of the Care Co-ordinator role – if the 
benefits and linkages are recognised the system will invest the time to 
make contact and respond in a positive way; 

  

 v) If there is recognition around how important the Care Co-ordinator role 
is, how do we create a sustainable solution and make this a tangible 
part of the system.  In response, it was noted that this role was a pilot 
within PCN South and is being rolled out in PCN West; it is hoped that 
the success of the pilot will ensure it is rolled out across the whole of the 
borough. 

  

    

 The Clinical Director (LTC) reflected on key headlines, outlining that:-   

 i) Personalised care is what matters to individuals as well as what is the 
matter with them; 

  

 ii) WAM (What Actually Matters) is a discussion with the individual prior to 
professionals coming together as a team to support that individual; 

  

 iii) There is a significant amount of personalised care underway in the 
system, the Trust is hosting a session on several different personalised 
care projects in September. 

  

    

 RESOLVED: the AEC noted the ongoing work of the personalised care 
initiative. 

  

    

8. Designated Clinical Officer – Special Education Needs and Disability 
(SEND) Annual Report 

  

 The Designated Clinical Officer (SEND) attended to provide an overview of 
the actions and impact of the Designated Clinical Officer (DCO) for Special 
Education Needs and Disability (SEND) role from 1 April 2020 to 31 March 
2021. 

  



 

4 
 

 It was noted that the annual report will provide documentary evidence for a 
potential OFSTED/CQC SEND Inspection revisit due anytime from June 
2021. 

  

    

 Reported that this year there has been an increased focus within the Annual 
Report regarding the impact of the role, strategic, operational and an 
individual family perspective.  It was reported that although the pandemic 
has presented many challenges there has also been opportunities, namely 
that the Designated Clinical Officer (DCO) role has been delivered from 
home since March 2020 using evolving technology and therefore 
productivity increased with remote working which has enabled attendance at 
key meetings normally not feasible on a consistent basis due to travel and 
time constraints. 

  

    

 In relation to the work plan, the committee was provided with assurance that 
the work plan is intended to demonstrate continued improvement and that 
work is on track; the DCO made reference to positive partnership working 
which will ensure objectives are achieved and the delivery of the Written 
Statement of Action.  It was reported that progress has been made in 
relation to initial assessments for educational and health care plans with 
attention now being focussed on reviews which will be part of a pilot with 
Keelmans School in Hebburn. 

  

    

 In terms of key messages in relation to the work plan, there is some 
uncertainly regarding the new NHS landscape and how the ICS may 
implement their strategic responsibilities for SEND.  It is anticipated that 
there will be some benefits regarding collaborative working, however the 
need to maintain a local focus was emphasised. 

  

    

 The AEC wished to acknowledge the excellent work of the DCO.   

    

 RESOLVED: the AEC received and noted the report.   

    

9. Discharge to Recover – Pathway 2   

 The AEC received an update report on work to enhance the Discharge to 
Recover model, outlining the current issues and development of some next 
steps based on the formation of a Joint Working Group to support strategic 
and operational decision making. 

  

    

 It was noted that the report addresses two elements – discharge to recover 
and the use of Haven Court. 

  

    

 In relation to discharge to recover, it was noted that a South Tyneside   
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operating model, Home First, is in place and the current Pathway 2 bedded 
rehabilitation provision is based at Haven Court.  Additional capacity was 
commissioned within the system at The Lodge Residential Home between 
January and June 2021.  Learning has been taken from this service model 
and identifies how short and medium-term improvements could be 
implemented to the existing Haven Court Pathway 2 facility. 

    

 The AEC was informed that discussions have taken place regarding how 
Haven Court is utilised and how best, as a system, the facility can be used 
taking into consideration palliative care beds, dementia day opportunities, 
reablement and rehabilitation beds and the care home facility. 

  

    

 The AEC was asked to consider several recommendations outlined in the 
paper – firstly in relation to discharge to recover work, the implementation of 
several immediate changes to Pathway 2, and some medium-term solutions. 

  

    

 The Interim Head of Integrated Commissioning also drew the committee's 
attention to some further recommendations summarised in the report in 
relation to establishing a joint working group to look at the strategic and 
operational planning for Haven Court, looking at the contract specification 
and consider how to deliver the aspirations of Haven Court as a partnership. 

  

    

 Colleagues noted the intention to report back to the AEC on a quarterly 
basis with the hope that a conclusion will be reported in nine months' time. 

  

 ACTION: to be added to the Cycle of Business J Leighton  

    

 A comment was raised in relation to the model of care particularly in relation 
to qualified therapy staff and suggested that the existing carers within Haven 
Court may wish to focus on upskilling to become a therapy assistant rather 
than a traditional care support worker. 

  

    

 A further comment was raised regarding the complexity of the care provided 
in a facility with several professional healthcare providers, therapists and 
commissioners and therefore is there an opportunity to work as an alliance 
to reduce some of the intricacy.  

  

    

 In response to a question was posed in relation to how progress will be 
monitored to determine how the operation of the services within Haven 
Court has improved; it was suggested that once the joint working group is 
established, base line qualitative and quantitative information will be 
reviewed and brought back to the AEC. 

  

    

 RESOLVED: the AEC supported the recommendations outlined in the   
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report. 

   

 At this point of the meeting Dr Matthew Walmsley, Dr Dave Julien, and Dr 
John Lloyd were asked to leave the meeting due to potential conflicts of 
interest in relation to the next agenda item. 

 

   

10. Contracting Review for NECS PM managed contracts  

 The CCGs Contracts Manager attended for this item to provide a summary 
of the status of all contracts managed by the NECS Provider Management 
Team. 

 

   

 It was reported that a number of contracts have surpassed their expected 
termination date or are due to within the next twelve months.  Given the 
impact of the pandemic, it has not been possible to undertake the usual 
procurement process.  The paper presented highlighted the current position 
with each of the contracts, drawing attention to associated risks. 

 

   

 The Contracts Manager outlined the high risk contracts via categories as 
follows:- 

 

 i) Associate Commissioner Contracts – recommendation was to agree 
with the lead commissioner regarding any endorsements made; 

 

 ii) Contracts Currently Under Review – commenced service review prior to 
the pandemic but ceased during the system response.  Work has now 
recommenced; recommendation is to renew all contracts listed within 
this category for a 12-month period (end of March 2022); 

 

 iii) All Other Expired Contracts - currently have expired contracts but 
continue to be delivered.  The committee's attention was drawn to the 
contracts of high risk due to value of the contract being higher than both 
PCR and CCG thresholds, namely:- 

 

 • Mental Health Concern - recommended issuing a one year contract 
and reviewing options for procurement; 

 

 • GP Extended Access - recommended extending by the six months 
available within the current contract, followed by a new six month 
contract from September to end of March 2022; 

 

 • BPAS - recommended extending contract to end of March 2023 to 
allow for a service review to be carried out and a new service 
procured; 

 

 • Out of Hours GP Home Visiting Service - recommended issuing a 12-
month contract to expire 31st March 2023; 

 

 • Patient Transport Service Booking Service - recommended endorsing 
this if recommended by Coordinating Commissioner.  Awaiting 
guidance. 
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 RESOLVED: The AEC approved the extension of the contracts to give a 
revised expiry date per contract as detailed in the report. 

 

   

 At this point Dr Matthew Walmsley, Dr Dave Julien, and Dr John Lloyd 
rejoined the meeting. 

 

   

11. Post Covid Assessment and Management Service (Long COVID) 
Business Case 

 

 The lead Clinical Director (STSFT) and the Operational Delivery Manager 
(NECS) joined the meeting to present a business case outlining a new 
model of service delivery for patient’s presenting with Long COVID 
symptoms. 

 

   

 It was explained that one in 10 people will have persistent symptoms after 
acute Covid infection, the service has been developed across partner 
organisations to provide a whole system integrated service. 

 

   

 It was noted that in April 2021 additional national funding was allocated for 
the Long Covid Assessment Service, £176,000 of this funding was allocated 
to South Tyneside CCG and Sunderland CCG in order to establish an 
assessment service.  Further funding was released in June 2021 for the care 
of patients with Post Covid Syndrome - the allocation for South Tyneside 
CCG is £211,000.  The business case, including the staff model, has been 
aligned to the national guidance received and some learning has been taken 
from the current service. 

 

   

 In relation to the model, work has been undertaken closely with regional 
colleagues to ensure the right model of delivery is established.  In terms of 
associated risks, it was noted that there are concerns regarding recruitment 
as funding has only be made available until the end of March 2022, beyond 
this date there is a level of uncertainty particularly if there are patients that 
still require treatment; a further risk is in relation to current waiting times 
which have increased from four to 14 weeks, therefore the need to increase 
capacity throughout the system is key. 

 

   

 The longevity of the disease is still unknown, therefore the importance of 
monitoring the service was emphasised along with test assumptions within 
the model ensuring there is potential to change model delivery to support 
capacity and demand. 

 

   

 A question was raised regarding how the non-medical element is being 
considered as part of the model and what are the next steps in terms of 
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integrating with existing pathways, ie physical activity/community mental 
health teams/self support on line.  In response, it was explained that learning 
across professional groups and current pathways has helped shape the 
model – social prescribing teams are also linked in and wider Comms has 
been discussed in terms of ensuring information and resources available is 
shared widely with the population. 

   

 Discussion took place regarding the challenges faced in relation to 
recruitment, suggesting that roles are filled as substantive roles to ensure 
retention of staff, this risk will be managed by the Trust, however it was 
noted that the Trust is supportive of the business case. 

 

   

 The AEC was asked to support the new staffing model to deliver a Long 
COVID service for South Tyneside and Sunderland residents; taking into 
consideration that there may be a need for some flexibility regarding the 
finances around the recruitment and availability of staff. 

 

   

 RESOLVED: the AEC supported the business case and 
recommendations outlined in the paper. 

 

   

12. Covid 19 Pandemic Update  

 The Director of Public Health updated the committee as follows:-  

   

 South Tyneside now has the lowest case rate in the North East.    

   

 Previously the North East became an enhanced response area due to all 12 
localities dealing with a high number of delta variant cases. 

 

   

 Street Teams, working with Covid Champions, have been having 
conversations with residents/business owners in the borough, signposting to 
vaccination clinics which have been running over weekends along with the 
Excel Bus.  Feedback received is that engagement has been very positive. 

 

   

 RESOLVED: the AEC noted the update.  

   

13. Flu Plan Update  

 The committee received a report providing assurance that the South 
Tyneside System is developing a robust plan to deal with flu for the 
2021/2022 season, giving a summary of the programme currently under 
development. 

 

   

 It was acknowledged that the flu programme has commenced later than 
normal as guidance was awaited regarding co-administration with Covid 
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boosters, however guidance has not been received and therefore the flu 
programme now needs to accelerate. 

   

 Some key elements of the plan were reported as follows:-  

 i) School age children – a significant number of extra children require a 
vaccination this year which will be carried out by the School 
Immunisation Team; extra clinics have been planned to help manage 
additional numbers. 

 

 ii) Pregnant women – national data issue experienced last year (due to 
data cleansing); challenging information flows need to be addressed. 

 

 iii) People who are housebound – previously a mixed model between GP 
practice delivery and District Nurses.  Approximately 1,600 housebound 
(not in a care home) people in the borough.  A decision is required in 
relation to who will deliver the vaccine – although some GP practices 
wish to deliver the programme, initial discussions are also underway 
with the District Nursing Team. 

 

 iv) Vaccine availability – a review of requirements and the amount of 
vaccine ordered has been undertaken, dependent on uptake it is 
possible that there may be a shortage of up to 10,000 vaccines.  Further 
options in terms of potential uptake are being looked at. 

 

 v) Inclusion Group – work underway re learning from Covid.  

   

 The Clinical Director lead reiterated that the programme now needs to move 
at pace and therefore asked that system leaders be prepared to support 
teams to roll out the programme in September/October. 

 

   

 RESOLVED: the AEC noted the report for assurance purposes.  

   

14. Quality and Performance Report  

 RESOLVED: the report was received and noted for information 
purposes. 

 

   

 Linking in with previous discussions regarding flu and RSV, the Executive 
Director of Nursing, Quality & Safety referred to the information within the 
report regarding health associated infections and emphasised the 
importance of infection, prevention and control to avoid impact on the 
system. 

 

   

 Noted that local authority performance data will be included in due course – 
discussions are underway. 

 

   

15. Operational Plan Delivery Tracker  

 Reported that key indicators and key areas from the operational plan will be  
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presented quarterly in a dashboard format which also aligns with the update 
for the ICP.  Guidance is expected for H2 in September, a single submission 
is expected at the beginning of November.  Discussions are also underway 
in relation to 2022/23 Operational Planning Guidance and the development 
of a 2022/25 strategic plan. 

   

 RESOLVED: the AEC noted the tracker for information.  

   

16. CCG Finance Update  

 The AEC received a summary of the financial position of the CCG as at 
Month 3 (for the period ending 30th June 2021) which highlighted emerging 
risks. 

 

   

 The Chief Finance Officer reported that the CCG is still on track to deliver 
the H1 surplus of £316K – although noted that this is not reflected in the 
report as currently awaiting reimbursement of ERF and HDF monies. 

 

   

 Waiting planning guidance for H2; H1 system funding will be the starting 
point for H2 with additional efficiency expected of around 3%. 

 

   

 RESOLVED: the committee received and noted the report for 
assurance purposes. 

 

Items for Information 

17. The AEC received the following update reports for information:-  

 • Learning Disabilities  

 • Autism  

 • Mental Health  

 • Long Term Conditions 
- working with the Public Health Team to understand the priority 

challenges as a community around Covid recovery; 
- Spirometry – working collaboratively with the Trust to look at a 

practice model; priority is clearing the backlog. 

 

   

18. Any Other Business  

 Although no further business was reported, colleagues were asked to reflect 
on the duration and business of the meeting. 

 

   

 At this point STSFT colleagues were asked to leave the meeting.  

   

Conflicted Items for Decision 

19. Audiology Procurement and Evaluation Strategy  

 The current audiology service is delivered under an AQP model, the contract  
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expires on 31 March 2022 – a like for like contract model will be procured for 
the service.  NHS Sunderland CCG and NHS South Tyneside CCG are 
working collaboratively to commission this service going forward.  The 
service will be procured under 'lots' for each CCG - Lot 1: Sunderland and 
Lot 2: South Tyneside. 

   

 AQP providers will qualify under a set criteria which will be outlined in the 
invitation to qualify process, looking at financial accounts as well as 
confirming that they are able to deliver the service in line within the tariff set 
out, in addition there will also be evaluation questions. 

 

   

 In terms of the financial thresholds, both CCGs have the same tariff for the 
service.  The contract term for the service is three years with an option to 
extend for a further 24 months at the discretion of the CCGs. 

 

   

 A market engagement exercise was carried out to determine market 
capability and capacity to deliver the service – analysis of this exercise 
established that this was the preferred model.  The key issues that were 
highlighted from the market engagement exercise in relation to the service 
specification was the introduction of self-referral and how providers would 
incorporate this within their current system. 

 

   

 RESOLVED: the AEC approved the recommendations outlined in the 
report. 

 

   

 Date of next meeting – Thursday 9 September, 09:00 – 11:00 via MST.  
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Audit and Risk Committee 
Wednesday 25 May 2021 

11.30 – 13:30pm 
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: 
Carl Best Director of Internal Audit, AuditOne    CB 
Kate Hudson  Chief Finance Officer, STCCG    KHu 
Cameron Waddell  Partner and Engagement Lead, Mazars  CW 
Deb Cornell Head of Corporate Affairs ST/ Sunderland CCG DC 
Diane Harold Senior Manager, Mazars LLP    DH 
Sue Smith Senior Finance Manager, STCCG   SS 
Adele Meldrum Finance Manager–Financial Management, NECS AM 
Gary Walsh Senior Finance Manager, NECS    GW 
Gillian Robson Interim Group Audit Manager, AuditOne                  GR 
Jenna Easton Executive Assistant, STCCG    JE 
 
Apologies: 
Matt Brown Director of Operations, STCCG   MB 
Mark Outterside External Audit, Mazars     MO 
Martyn Tait Counter-Fraud Specialist    MT 
 
2021/01 Welcome and Introductions 

The Chair welcomed members to the meeting and introductions were 
made. 
 

2021/02  Apologies for Absence 
 Apologies were noted as above. 

 
2021/03  Declarations of Interest 

PH advised the Committee of her role as a lay member of Sunderland 
CCG, DC as Head of Corporate affairs for both South Tyneside and 
Sunderland CCG and JW as Lay member for County Durham. 
The Chair ruled that this had no material bearing on the business to be 
conducted at the meeting and that all colleagues should remain within 
the meeting during all business items. 
 
The Chair declared the meeting is quorate and that this is formally 
noted along with completion of the Chair's corporate meeting check list. 

 
2021/04  Minutes of the last meeting held on 09 March 2021 

Minutes of the last meeting were agreed with the following changes: - 

Agenda item 2021/74 
Enclosure 12 
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i. Declarations of interest to reflect a true position for Lay 
members and to note the conflict of interest for both PH and DC 
for item 2020/55 Review of Losses/ Compensation/ Bad Debts. 

ii. To include Samuel Durrant as observing the meeting in his 
capacity of NHS graduate attendee. 

 
2021/05    Matters arising 

No further matters to note. 
 
2021/06 Governance 

Risk Management Report 
The Committee received an update on the risk management 
developments as outlined within the risk management report that had 
taken place since the previous meeting. 
 
Work is underway to modify the risk management matrix for the CCG 
to align with the national guidance and framework ensuring 
consistency. 
 
A number of risks were closed within the risk register and new risks 
identified as outlined within the report.  The Committee was asked to 
note the difficulty with predicting a timescale for closure of individual 
risks, but that work is underway to continue to address risks and 
mitigate further concerns. 
 
A risk management workshop recently took place with numerous 
suggestions made based on the context of the risk register; all 
proposals were considered as helpful and the changes have been 
applied. 
 
PH provided assurance to the Board that the quality risks are reviewed 
at the Joint Quality & Safety Committee - Sunderland and South 
Tyneside and this arrangement will continue going forward. 
 
It was noted the rational for change is extremely important to ensure 
consistency applies to the matrix and to ensure risks are reviewed 
within allocated timeframes. 
 

Resolved 
That the risk management report be noted for information purposes and 
changes were approved by the Committee. 
 
2021/07 Audit Completion Report 

The latest guidance issued by National Audit code of practice for Value 
for Money is expected imminently.  This will impact on CCG's, however 
there are no real significant issues or weakness relating to STCCG to 
note. 
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A further amendment of the VFM guidance is being considered by 
NAO, though the Committee was asked to note the likely outcome of 
no significant impact. 
 
Audit work is near completion with anticipated unqualified opinion on 
the accounts and no further evidence identified to suggest irregularity. 
 
In terms of status, further work is underway with a proposal to submit 
the completed audit report by end of May.  A slight amendment was 
noted to the financial allocations for 2021 and further areas that do not 
apply to STCCG. 
 
There were no significant difficulties encountered during the audit and 
the accounts were of good quality once again and reflect an overall 
positive position for STCCG. 
 

Resolved 
That the Committee was assured performance remains on track and continues 
to progress in the desired direction of travel. 
 
2021/08 Annual Accounts review and Approval 

The Committee received an in-depth overview of the CCG annual 
accounts with key points noted: -  

i. Statement of expenditure has increased due to additional 
Covid19 costs due to the Hospital discharge programme.  

ii. A slight increase has occurred with staff costs from 2020, 
particularly programme areas for Safeguarding and Clinical 
Editor roles. 

iii. Trade Payables increased, relating to large accruals with the 
Local Authority and Covid-19. 

iv. The joint arrangement figures are linked to S75 arrangements 
with South Tyneside Local Authority.  

 
Resolved 
That the Committee noted the information of the annual accounts and signed 
off the final position. 
 
2021/09 Governing Body Assurance Framework 

The format of the Governing Body Assurance Framework document 
has been reviewed and updated. 
 
A risk management workshop took place with further risks identified 
and additional gaps noted which have been incorporated into the 
register. 
 
Debate took place amongst members and the discussion focused on 
an organisational perspective and actively moving towards 
transformation within the organisation in relation to ICS transition.  It 
was noted the CCG must ensure this is factored into the organisational 
statutory duties going forward. 
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KH made reference to the finance section of the Governing Body 
Assurance Framework and noted this is to be revisited to further review 
the gaps, controls, and assurance elements.  The Committee was in 
support of this proposal to revisit the financial section of the report. 

 
Resolved 
That the Governing Body Assurance Framework was received and agreed to 
go to Governing Body for assurance purposes once the above action is 
complete. 
 
2021/10 CCG Annual reports and Annual Governance Statement  

The CCG Annual reports and Annual Governance Statement have 
been developed in line with the CCG annual accounts and provide a 
robust overview of CCG activity throughout 2020/2021. 
 
Further amended is to be made to the report to include comments from 
MAZAR. 
 
Overall, the CCG has managed to remain on track and in line with 
governance arrangements and protocol.   

 
Resolved 
The Committee approved the draft document with further approval required by 
the Governing Body. 
 
2021/11 Remuneration Report review 

A verbal update was given to the Board highlighting key areas of 
interest by GW:  

i. Where CCG senior managers are paid more than a pro rata of 
£150,000 per annum, equivalent to the Prime Minister’s salary, 
information is disclosed in the remuneration report.  

ii. During 2020/21 South Tyneside CCG had ten senior managers 
in clinical roles that were paid more than a pro rata of £150,000 
per annum.  The senior managers were in part time roles and 
were not paid more than the Prime Minister’s actual salary. 

iii. Senior manager remuneration and pension benefits are reported 
in standard format in accordance with NHS Group Accounting 
Manual and have been subject to Audit. 

 
2021/12 Annual Update - Register of Interest Review 

It was noted that the front sheet for the Annual Update of Register of 
Interests report flags that that the annual conflicts of interest audit 
undertaken recently by Audit One had not yet concluded, however 
confirmation has now been received from Audit One that the audit is 
returned with substantial assurance. 
 
Further assurance is required regarding completion of statutory and 
mandatory training and how this data must reflect a more accurate 
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position for staff.  NECS has agreed to further validate this data prior to 
submission of the annual report. 
 

Resolved 
That the Annual Update - Register of Interest review be noted for information 
purposes. 
 
2021/13 Internal Audit 

Annual Report: Final Head of Internal Audit option 
The Committee was made aware of the substantial assurance reported 
in the Head of Internal Audit Opinion, though the DSPT continues to 
present ongoing issues.  DC verified work is underway within the CCG 
to alleviated issues and identify additional mechanisms to improve 
ratings overall. 
 
Further assurance was given to the Board that this remains a key 
priority and will continue to be addressed via the CCG and internal 
Audit. 

 
2021/14 Internal Audit Progress Report 

The Committee was given assurance in relation to the delivery of the 
internal audit programme and was asked to note the changes and 
activity that has occurred since the last Audit Committee: - 

i. 5 final reports were issued as part of the plan with a further 3 
remaining in draft. 

ii. No further changes apply to the audit plan, however 2 of those 
recommendations require a response by the CCG.  DC agreed 
to action this outside of the meeting. 

 
2021/15 Draft Counter Fraud Plan 

The Board agreed to review this item offline; KH to review with MT and 
commence work as soon as possible in line with the timeframe. 

 
2021/16 Ad Hoc items 

Governance and risk management audit outcome report 
The Committee was asked to note the substantial assurance received 
from the governance and risk management audit and this was noted as 
an exceptional outcome for STCCG. 

 
2021/17 Any Other Business 

i. Formal thanks were expressed to colleagues particularly AM, 
GW, and SS for the outstanding contributions with STCCG final 
accounts. 
 

Date and time of next meeting 

01 September 2021, 11.00 – 13:00pm via MS Teams 

 

Close 
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Primary Care Commissioning Committee (PUBLIC) 

27 May 2021 
12:30 noon – 13:00 pm 

Conference Call Meeting held via Microsoft Teams 
 
Present: 
Pat Harle    Lay Member, STCCG (Chair)    PH 
Paul Cuskin   Lay Member (Public and Patient Involvement) STCCG PC 
Dr Matthew Walmsley  Chair, STCCG       MW 
Jeanette Scott   Director of Nursing, Quality & Safety, STCCG   JS 
Louise Lydon   Primary Care Health Professional, STCCG  LL 
Louise Graves  Primary Care Manager, NHS England   LG  
Dr Tarquin Cross   Secondary Care Consultant, STCCG    TC 
Kate Hudson   Chief Finance Officer, STCCG     KHu 
Matt Brown   Director of Operations, STCCG    MB 
 
In Attendance 
Jo Farey   Head of Commissioning, STCCG    JF 
Dr Jen Hunter  Clinical Director, STCCG     JH 
Peter Bower   Chair of Healthwatch, South Tyneside   PB 
Gillian Wood   Locality Finance Manager, NECS    GW 
Karen Large   Primary Care Networks Manager,  

South Tyneside Health Collaboration    KL 
Valentyna Vasylevska Commissioning Officer, STCCG    VV 
Jenna Easton  Executive Assistant, STCCG     JE 
 
Apologies: 
Deb Cornell   Head of Corporate Affairs, STCCG/SCCG  DC 
Dr Neil O’Brien  Accountable Officer, STCCG    NO’B 
 
 
2021/01 Welcome and Introductions 

A warm welcome given by the Chair and a round of introductions took 
place amongst members of the Board. 

 
2021/02 Apologies for absence 
  Noted as above. 
 
2021/03 Declaration of Interest 

i) PH reminded the Primary Care Commissioning Committee of her 
additional position as a lay member of Sunderland CCG and as the 
CCG governor on the STSFT Council of Governors. 

 
The Chair confirmed that today's meeting is quorate in line with the 
voting membership outlined within the Terms of reference for the 
Committee. 
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2021/04 Minutes of the previous private meeting of 25 March 2021 
 
Resolved:  
That the minutes of the meeting of 25 March 2021 be approved with the following 
amendment: 

i) The attendance section is to reflect Peter Bower's role of Chair of 
Healthwatch South Tyneside. 
 

021/05 Matters Arising 
i) The review of effectiveness of the Committee was agreed at the last 

meeting with final analysis discussed by the Governing Body this 
morning, accompanied by the PCC Terms of reference.  Governing 
Body members reviewed both documents and the Terms of 
Reference.  The Governing Body agreed to continue with the current 
representation. 
 

2021/06 Covid19 Vaccine Update 
Practicalities from the operational delivery of the vaccination programme 
were briefly discussed with assurance given to the Board that the 
schedule programme on track and broadly in line with national targets. 
 
Sustainability of workforce concerns continues.  Uptake by health 
inclusion groups in particular are being closely monitored and a targeted 
approach is to be continued.  Work with vaccine champions is underway 
for health inclusion groups alongside younger outreach work with the 
younger cohorts. 
 
Secondary Care remains extremely busy and it was noted a good robust 
balance of business for primary care as usual along with the vaccination 
programme schedule is in place. 

 
Special thanks were noted from the Chair to all NHS HealthCare staff 
and volunteers involved with the Vaccination programme and to note the 
exceptional ongoing contributions and outstanding achievement made 
to date. 

 
2021/07 Primary Care and Primary Care Network review of developments 

and strategy 
A presentation was shared with the Committee to outline progress 
achieved to date with Primary Care Networks, emphasising on the 
challenges encountered, priorities for 2021/ 2022 and to further explore 
the future direction of travel. 

 
The Committee acknowledged the excellent progress and work to date.  
Following a request from PB, it was agreed that the information be 
shared with Healthwatch Board. 
 
From a patient perspective will this present a likely improvement, 
primarily for access to a whole range of services across the PCN.   
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A further query arose around the measures in place to develop the 
Primary Care impact within the ICS transition however it was reiterated 
that as the ICS is yet to be developed this is unclear though work is 
underway to determine what the future looks like and remains as work 
in progress.  A clear emphasis on place based was noted as extremely 
important from the Committees perspective. 
 
The Committee thanked KL and JF for the useful and informative update, 
and PCNs for their ongoing work and commitment   

 
Resolved: 
That the presentation on the Primary Care and Primary Care Network review of 
developments and strategy be received for information purposes and a further 
update is to be presented on future progress in the near future. 
 
2021/08 Any Other Business 

i) No further items of business were raised. 
 
Close 

Date and time of next meeting: 29 July 2021, 12:30 – 14:00pm via MS Teams 

Resolved: 
It was agreed future meetings will commence at 12.30pm.  
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Patient Reference Group Meeting 
Thursday 10 June 2021 at 2-3pm 
Virtual Meeting via Microsoft Teams 

 
Present 
Paul Cuskin (PC), Lay Member, STCCG, Chair 
Matt Brown (MB), Director of operations, STCCG  
Anna Davidson (AD), Involvement Support, NHS South Tyneside and Sunderland 
CCGs 
Lisa Anderson (LA), Involvement Lead, NHS South Tyneside and Sunderland CCGs 

Gerry Fionda (GF) 
Gillian Tweedy (GT) 
 
Apologies 
Claire Allom (CA) 
Chris Blower (CB) 
Caroline Thompson (CT)  
Linda Burragh (LB) 

 

 

Meeting Notes 
 

 
Agenda 

No 

 
Item 

 
ACTION 

1. Welcome, introductions & apologies for absence 
 
PC welcomed everyone to the meeting and a round on introductions took place. 
 
Apologies noted above. 
  

 

2. Summary of previous meeting and matters arising 
 
The notes of the previous meeting were agreed. 
 
PC informed the group that he is looking forward to the time the group can meet 
face to face when it is appropriate to do so. 
 
PC raised the issue of the members who have gave apologies have done so as 
they cannot connect to Microsoft Teams. 
 

 
 
 
 

3. Members updates (15 minutes) 
 
PC updated the group on the work he has been doing regarding the admiral 
nurses. 
 
GT reported that she has been working with Joy MacDonald, End of life 
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coordinator, who has asked if anyone would like to be involved in their 
community bereavement pack that the nurses have set up to take out to homes.   
 
GT explained that a mask-to-mask meeting in Hebburn has been suggested for 
July to discuss this. 
 
GT asked the following questions. 

• What are the future plans or direction for patient reference groups in the 
practices post COVID restrictions being lifted? 

• Do practice managers receive the minutes from our CCG PRG meeting? 

 
ACTION: AD/PC to find out answered to Gillian's questions regarding the 
Practice managers meeting with the CCG. 
 
GT reported that her ongoing work on the updated community bereavement 
pack is with Joy McDonald EOL care facilitator with South Tyneside Specialist 
Palliative Care Team.  Main points were to improve the information to reflect 
COVID 19 changes, for example process with Registrar and clearly signpost the 
support for the bereaved. 
 
GF asked the Chair if the CCG were aware of the ST campaigners that went to 
London on June 9 to hand in a petition with 44,000 signatures regarding the 
changes to the hospitals and some services being removed from South 
Tyneside and patients have to now go to Sunderland for some 
treatment/services? 
 
PC agreed to follow this up with MB and report back. 
 
ACTION: PC agreed to follow the up the question regarding the 
Campaigners travelling to parliament with MB and report back. 
 
LA suggested inviting Emma Taylor, Communications and Involvement 
Manager, South Tyneside and Sunderland NHS Foundation Trust, to the next 
meeting in August to give an update on the path to excellence. 
 
ACTION: AD to invite ET to the next meeting. 
 
GF raised the issue regarding the problem we are having with young people's 
behaviour and the damage they are causing in local communities and asked? 

• will be linked to mental health and impact of lockdown?  Question was  

• what can be done to support young people during this time and are there 
any plans for this? 

 

4. Covid vaccination update 
MB updated the group and highlighted the following: 
 

• The new Delta variant of the coronavirus is significantly more 
transmissible that the other variants. 

• Extra resources to tackle the Delta variant have been pout into the North 
West. 
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• They are concerns regarding the potential levels of Covid in the North 
East. 

• Whilst the case rate has significantly risen in some parts the 
hospitalization and mortality rates have not risen. 

• There is a strong suggestion that the impact of the vaccination 
programme has been substantial on breaking the severity connection of 
the case rate. 

• The Delta variant needs the two doses of the vaccine to be effective. 

• Two thirds of the patients hospitalized with the Delta variant of the 
vaccine have not been vaccinated, one third have had one dose and only 
3 patients have had both doses. 

• What is apparent with the Delta variant is that it spreads to more family 
member than the other two versions of the virus. 

• The Delta variant makes up at least a third of the North east cases at the 
present time, and this will likely increase. 

• 74% of all adults in SouthTyneside have been vaccinated with the first 
dose. 

• 55% of all adults in SouthTyneside have been vaccinated with both 
doses. 

• 93% of people over 65 have now had both vaccines in South Tyneside. 

• 75% of people in their 40s have had their first dose. 

• It has been harder to get people to have the vaccine as we have entered 
younger cohorts especially the under 40s. 

• A lot of work is being done with younger age groups and Asian 
communities regarding the vaccine in South Tyneside. 

• A great deal of work is taking place in trying to get the younger residents 
vaccinated. 

• The message regarding the importance of the second dose is being 
pushed out. 

 
LA informed the group that with NECS she is looking into exploring the 
inequalities and uptakes on the vaccine to understand what demographics aren’t 
taking up the vaccines.   
 
MB informed the group that this morning he met with Tracey Dixon the leader of 
South Tyneside Council to video pieces for the comms team to thank everyone 
who has had the vaccine, everyone who has worked on the programme and to 
encourage people to get the vaccine. 
 
MB suggested Nicola Morrow, Senior Commissioning and Support Officer who is 
working on the vaccine programme be invited to the next meeting.  
 
ACTION: MB to forward LA Nicola Morrow's contact details. 
 
LA suggested that Lee Hansom, the communications officer from NECS is also 
invited to the next PRG meeting as he can provide a thorough update on the 
covid. 
 
ACTION: LA/AD to invite Lee Hansom to next PRG meeting. 
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GF explained that his vaccine status is not on the NHS Covid app and raised the 
importance of looking into ways of encouraging people to take up the vaccine. 
 
MB highlighted that the individual's vaccine status should be displayed on their 
NHS app, this is different to the NHS Covid App.  MB explained that the CCG 
has good connection shave been made with contact tracing in the public health 
team who are actively following up on each case as it arises which is working 
reasonably well. 
 

5. End of Life / Palliative Care 
 
MB updated the group and explained that he will have a better update at the 
next PRG meeting in August. 
 
MB explained that the final service specification should be signed off with all 
providers by July 2021, then all the recruitment can start and the estates work. 
 
MB reported that there has been success with the community service investment 
project that took place, a good in and out of hours nursing services, Marie Curie 
support has been good and Vocare support and end of life response time has 
been excellent. 
 
MB reported that people are still concerned with the number of beds, but he is 
close to announcing the work that is going to happen, this should be after the 
Governing Body Meeting in July. 
 
LA suggesting evaluation some of the changes that have been put in place. 
 

 

6. AOB 
 
CA raised a concern regarding the NHS data sharing plans – otherwise known 
as the NHS data grab. There has been a lot of media coverage of the 
government’s plans to sell off our private medical records. Under the original 
plans, we only had until 23 June to opt out.  The member of the group that were 
present at the meeting all agreed that they are happy with sharing their details. 
 
LA explained that feedback she has received from the Sunderland public 
regarding this issue has been positive as it means that the people who need the 
information will have access to it at any time. 
 
PC gave the group an update on the Admiral Nurses and explained that Admiral 
nurses are for dementia as what Macmillan nurses are to cancer.   
 

SouthTyneside would have 3 admiral nurses, working across the 3 primary care 
networks and hopes for this to be in place by September/October 2021. 
 

 

 Date of next meeting:   Thursday 12 August – 2.00pm – 3.00pm - venue TBC  

 



 
Governing Body Committee   

DRAFT Cycle of Business 2021 – 2022 v1 
 

Governing Body Committee Meeting - 2021/2022 Cycle of Business – Version 1 

Standing items 
 

 

27 
May 
2021 

 

29 
Jul 

2021 

 

30 
Sept 
2021 

 

25 
Nov 
2021 

 

27 
Jan 
2022 

 31 
Mar 
2022 

• Accountable Officer Information Update ✓ ✓ ✓ ✓ ✓ ✓ 

Quality (Jeanette Scott)       

• Safeguarding Annual Report    ✓   

• Key Assurance and Risk Report: Quality and Safeguarding Update ✓ ✓ ✓ ✓ ✓ ✓ 

• 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       ✓ 

• Annual Auditors Reports   ✓    

Commissioning Business (Matt Brown)       

• System Resilience Planning & Reporting    ✓   

• Planning and Commissioning Intentions 2021/2022    ✓  ✓ 

• EPRR Standard Improvement Plan    ✓   

• Delegated Primary Care Commissioning - Update     ✓   

• End of Life Care Update 
✓ 

Deferred 
from 25/3 

✓  ✓ ✓ ✓ 

• 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     ✓  
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Governing Body Committee 
DRAFT Cycle of Business 2020 - 2021 

 

 

Governance 

 

 

 

 

 

 

 

 

 

   

• ICB Transition and CCG Closedown Update Report (Deb Cornell)   ✓ ✓ ✓ ✓ 

• Risk Register Review (Deb Cornell)  ✓  ✓  ✓  

• Annual review of constitution 
- Standards of Business Conduct & Declarations of Interest: Annual Review 

✓   ✓  
 

• Governing Body Assurance Framework (Deb Cornell) ✓   ✓ ✓  

• CCG Annual General Meeting (separate agenda)   ✓    

• 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 ✓      

• Management Process and Arrangements Response ✓       

• Management Letter of Representation ✓       

• Head of Internal Audit Opinion ✓       

• Audit Completion Report ✓       

• Constitutional Amendment        

• Modern Slavery Act (2015) Statement Review    ✓    

• Equality, Diversity and Inclusion Strategy (further update - date to be confirmed) ✓       

• GB Self-Assessment Review and Sub-Committees End of Year Reviews 
- QPS Committee 
- Audit & Risk Committee 
- Primary Care Commissioning Committee 
- Executive Committee 

✓      

 

Sub-committee minutes     

 

  

• Audit and Risk Committee  ✓ ✓  ✓ ✓ 

• Alliance Executive Committee ✓ ✓ ✓ ✓ ✓ ✓ 

• Joint Quality Safety Committee   ✓ ✓ ✓ ✓ ✓ 

• Remuneration Committee (inc Pri)   ✓   ✓ 

• Council of Practices    ✓   

• PCCC Minutes (inc Pri) ✓ 
26/11/20 

✓ ✓ ✓ ✓ ✓ 
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DRAFT Cycle of Business 2020 - 2021 

 

• Northern CCG Joint Committee - approved minutes ✓ ✓ ✓ ✓ ✓ ✓ 

• Patient Reference Group  ✓ ✓ ✓ ✓ ✓ 

Ad-hoc Items       

• South Tyneside Charter/Pledge (Matt Brown)    ✓   

• Joint Working with the Local Authority Update (Matt Brown)  ✓     

• HR Framework / ICS Update (Neil O'Brien) – to be included in AO Update  ✓     
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