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Meeting of the Governing Body 
 

To be held on Tuesday 18 November 2014 1.00-3.30pm in the Industry Centre, 
Colima Avenue, Sunderland, SR5 3XB. 

 
 

AGENDA 
 
 
1. Welcome and Introduction 
 Dr I Pattison, Chair 
 
2. Apologies for Absence        
 
3. Declarations of Interest        
 
4. Minutes of the previous meeting held on Enclosure 

23 September 2014 
   
5. Matters arising from the minutes and action log   Enclosure 
  
6. Notification of Items of Any Other Business     

 
7. Question Time 

Members of the public may raise issues of general interest that  
relate to items on the Agenda. The Chair’s discretion is final on 
the matters discussed and timescale 
 

8        Items of Quality and Safety 
    
8.1 Patient Story        Verbal 
 A Fox 
 
8.2 Report from the Quality, Safety and Risk Committee  Enclosure 
 Aileen Sullivan 
   
9        Items of Governance and Assurance 
        
9.1 Core Standards for Emergency Preparedness, Resilience  
 and Response (EPRR) and Business Continuity Planning Enclosure 
 D Cornell 
 
9.2 CCG Communications Strategy      Enclosure 
 D Cornell 
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10       Items for Discussion and Assurance 
 
10.1 SCCG Assurance Report November 2014    Enclosure 
 D Burnicle 
 
10.2 SCCG Assurance Framework 2014/15     Enclosure 
 D Burnicle 
     
10.3    Sunderland CCG Financial Report - Month 6 2014/15  Enclosure  
  C Macklin 
 
11      Items for Information Only 
 
11.1   Chief Officer’s Report       Enclosure 

D Gallagher            
 
11.2 Confirmed minutes of the Executive Committee meeting  Enclosure  
           held on 7 October 2014. 
 
11.3 Confirmed minutes of the Audit Committee meeting held on  Enclosure 
           2 September 2014 
 
12 Any other business 
 
13 Date of next meeting 
 
 Tuesday 20 January 2015, 12.30-3.30pm Venue TBC. 
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Item: 4 

Governing Body 

 

Minutes of the meeting held on Tuesday 23 September 2014 

Sunderland Winter Gardens, Burdon Road, Sunderland, SR1 1PP. 

 

Present:   Dr Ian Pattison, Chair   

   Prof Mike Bramble, Secondary Care Clinician 

   Dr Henry Choi, Elected GP Member 

   Mrs Ann Fox, Director of Nursing, Quality & Safety 

   Mr David Gallagher, Chief Officer  

   Dr Jackie Gillespie, Elected GP Member 

   Dr Tracey Lucas, Elected GP Member 

   Mr Chris Macklin, Chief Finance Officer 

   Dr Gerry McBride, Elected GP Member 

   Mrs Gloria Middleton, Executive Practice Manager Lead 

Mr Neil Revely, Executive Director of Peoples Services, 
Sunderland City Council 

   Mrs Aileen Sullivan, Lay Member for PPI 

   Mrs Pat Taylor, Lay member for Audit and Vice Chair 

   Dr Val Taylor, Elected GP Member 

In Attendance: Mrs Debbie Burnicle, Director of Commissioning & Reform 

 Mr David Chandler, Head of Finance 

Ms Deborah Cornell, Head of Corporate Affairs 

 Mrs Gillian Gibson, Sunderland City Council (on behalf of 
Nonnie Crawford) 

Dr Geoff Stephenson, Medical Director  

Mrs Jan Thwaites, minutes 
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2014/100 Welcome and Introductions 

The Chair welcomed everyone to the meeting and a round of introductions took 
place. 
 

2014/101 Apologies for Absence 

Apologies were received from Ms Nonnie Crawford, Director of Public Health, 
Sunderland City Council 

 

2014/102 Declarations of Interest 

There were no interests declared. 

 

2014/103 Minute of the previous meeting held on 22 July 2014 

The minutes were RECEIVED as an accurate record subject to a number of 
amendments.  

 

2014/104 Matters arising from the minutes and action log 

2014/78 Mrs Burnicle explained that there was no longer the requirement to submit 
the 5 year plan to NHS England. 

Action log 

Items 2014/50, 2014/84, 2014/88 and 2014/89 had been completed and therefore 
would be removed from the action log. 

2013/110 – Mr Gallagher advised that the CCG had signed up to Resilience Direct, a 
website designed specifically to support multi-agency working around the Civil 
Contingencies Act.  The Executive Committee had approved the CCG business 
continuity plan at its meeting earlier in the year and an assessment against NHS 
England’s core standards for emergency planning, preparedness and resilience was 
underway.   

Action: The outcome of the assessment and business continuity plan would be 
brought to the Governing Body meeting in November for formal ratification.  

It was confirmed that the CCG had minimal responsibilities as a category 2 
responder and further information would be shared with members as to what those 
responsibilities were.   

Action:  Category 2 responder responsibilities to be shared with members. 

2014/50 - Mrs Fox confirmed that the Quality, Safety and Risk Committee had held 
an improvement workshop to review how well the committee was working and what 
information was currently being received.  This included a review of the timeliness of 
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reports, completion of the front sheets and governance flows into the committee. A 
review of the front sheets had been undertaken and a similar exercise was also 
planned with the Executive Committee.  This action would be removed from the 
action log. 

2014/93   Mr Gallagher informed the Governing Body that a letter had been received 
from a group of CCGs asking the CCG to support tobacco control. It was agreed that 
the CCG should sign up to this. 

 

2014/105 Notification of items of any other business 

Mrs Sullivan requested that the dementia strategy be discussed in the any other 
business section of the meeting. 

 

2014/106 Question Time 

Mr John Wallace, a member of the east locality patient group, raised a question in 
relation to the changes to the urgent care centres within Sunderland.  Mr Wallace 
highlighted that there seemed to be little information available publicly and within GP 
surgeries apart from an advertisement in the Sunderland Echo and a general flyer 
that had been distributed at the beginning of September. 

He explained that he had not seen any information on how patients accessed 
services nor the opening times of the urgent care centres. 

Mrs Fox responded by saying that the CCG had felt confident that they had had a 
comprehensive plan in place to communicate the changes but clearly this had not 
been the case.  However, Mrs Fox stated that the CCG would take this on board as it 
was important to learn from and reflect on Mr Wallace’s concerns. The organisation 
would now review the best way to communicate with patients and GP practices in 
future.  

Mrs Fox explained that the CCG was working with the communications team to 
promote the changes further and also to develop clear winter messages in co-
operation with key organisations across Sunderland. These included the Local 
Authority, Sunderland University, other health organisations, the Foundation of Light 
and Nissan.  

A local engagement board meeting was planned for the 1 October and this would 
include face to face discussions with members of the public around the urgent care 
centre changes and the key messages relating to winter planning. The CCG would 
be asking for their suggestions on how best to share these messages.  

Mr Wallace suggested utilising the TV screens in each of the practice waiting areas 
to inform patients on important changes to services and health messages. He also 
added that the urgent care information on the CCG web site was rather vague. 

Dr Pattison noted there was a wider issue of winter pressures and asked for the 
information on urgent care centres to be re distributed to practices. 
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Action: urgent care information to be redistributed to practices. 

Dr Lucas advised the Governing Body that further information would be forward to 
the GP practices this week. 

Dr Pattison reiterated that any patient could attend any of the urgent care centres as 
a walk- in patient and did not have to go through the NHS 111 service.  However the 
111 service could also be utilised if they wished to be given a convenient 
appointment slot. 

 

2014/107 Communications Strategy 

The Governing Body was reminded that the strategy had been reviewed previously 
as a joint communications and engagement strategy at its meeting in December 
2013.  It was agreed at that point that further work was needed to strengthen the 
engagement element. A further decision had been made to separate the strategy 
into separate strategies for communications and patient and public engagement to 
reflect the different stages of development for each function.  

The strategy included a house style guide and digital marketing strategy and 
highlighted different ways of communication with stakeholders and the local 
population. 

Mrs Taylor outlined there were a number of typing errors within the document and 
felt some of the wording needed to be reviewed.  As a result Mrs Taylor did not feel 
the strategy could be approved until these revisions had been made. 

Mrs Taylor also highlighted that the Communications and Engagement Steering 
Group needed to provide further assurance around communications developments 
and Mr Gallagher advised this was now a formal subgroup of the Executive 
Committee.   

Concerns were raised as to the accountability for information on the CCG web site 
and it was clarified that whilst this remained with the CCG; the North of England 
Commissioning Support Service (NECS) managed the process on its behalf.  

Dr Lucas raised a question in relation to contact from the media during “out of 
hours”.  Ms Cornell responded that the CCG had out of hours communications 
support as part of the communications service line agreement with NECS. 

Professor Bramble highlighted the need for a whistleblowing policy to be referenced 
in the strategy to which Mr Gallagher indicated that there was a separate policy 
relating to whistleblowing.  This should be mentioned in the strategy with the addition 
of an electronic link. 
 
Mrs Sullivan enquired how the CCG was implementing the digital marketing strategy. 
Ms Cornell explained the CCG now had a Twitter account which was supported by 
NECS and also a number of campaigns were now being supported by digital media.  
She advised there was joint action plan in place to support the implementation of 
both strategies and performance against this plan was monitored monthly by the 
Communications and Engagement Steering Group. 
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Action: The communications and engagement action plan to be emailed to all 
members.  
 
Action: The Governing Body was asked to forward any further comments on the 
strategy to Ms Cornell by Friday 3 October 2014. 
 
It was agreed to amend the strategy following comments from members. This would 
be taken to the next meeting of the Executive Committee then return to the 
Governing Body on 18 November 2014. 
 

2014/108 Patient and Public Engagement Strategy 

Mrs Fox presented the revised strategy to the Governing Body.  The CCG was keen 
to develop an overarching strategy to provide a clear direction as to how it would 
ensure meaningful patient and public engagement in its activities.   

The strategy had been reviewed and recommended for approval by the Quality, 
Safety and Risk Committee with a supporting action plan.  

Work had been undertaken with the local authority to ensure the strategy focussed 
on an ‘all together Sunderland’ approach to ensure engagement activities were 
joined up wherever possible across Sunderland.   

The Governing Body ADOPTED the revised patient and public engagement strategy. 

 

2014/109 Risk Appetite 

Ms Cornell outlined the risk appetite report which described how the CCG had a 
responsibility to maintain a strategic view of the organisation’s risk appetite. 

The paper set out what the Governing Body had agreed last year and reconfirmed its 
position for this year as required for audit purposes. 

The Governing Body REVIEWED the report and CONFIRMED the CCG’s risk 
appetite remained at “open” and “seek” for 2014/15. 

 

2014/110 Corporate Risk Register Summary 

The report provided a summary of the high and extreme risks currently on the CCG 
risk register.  

Mrs Taylor raised a concern as to the number of risks on the register the Governing 
Body was being asked to consider and felt the summary presented was not 
sufficient.  She also queried the level of assurance gained from the Quality, Safety 
and Risk Committee. 

Mr Gallagher explained that the committee reviewed the register on a bi-monthly 
basis in detail and it was a standing item on the director and senior team monthly 
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meetings.  A six month review was also brought to the Governing Body and an 
annual risk summit held to review each risk in detail.  He also explained that the 
position of a number of items had changed since this current version of the register 
in the paper. 

Mr Macklin noted there were common themes in the register, for example continuing 
healthcare, which was due in part to mitigating factors in relation to staffing levels in 
South Tyneside NHS Foundation Trust. 

It was noted that the CCG received support for the risk register process from NECS 
via a service line agreement.  However concerns had been raised over the level of 
support that was currently being received and this had been escalated via the 
appropriate channels.  Further work was to be undertaken on the corporate risk 
register. 

Action:  A further update to be brought back on the top corporate risks.  

The Governing Body NOTED the summary report for assurance purposes. 

 

2014/111 Assurance Framework 2014/15 

Ms Cornell presented the framework explaining that it had been reviewed by the 
Audit Committee on 2 September and some minor changes made as a result.   

Dr Lucas enquired about the new Safeguard Incident and Risk Management System 
(SIRMS) training and when this would be implemented. In response it was explained 
that NECS had been managing the roll out of the new system, however this had 
been slower than expected.  The roll out was being done on a locality basis via the 
locality practice managers and some localities had been quicker to pick this up than 
others.  Further training would be offered to practices if this was required.  It was 
confirmed that the existing Datix system was still in place and until such time as the 
SIRMS roll out had been completed, practices were still able to report incidents on 
this system.  

Dr Taylor noted it was important that the new system was rolled out as soon as 
possible but was concerned over the number of steps required to complete an 
incident form. Mrs Middleton responded that the locality practice managers had 
tested the system and it was found to be much easier to use than Datix. 

It was agreed to bring an update of the framework to the Governing Body on a 
quarterly basis. 

The Governing Body APPROVED the framework and AGREED to receive further 
updates on progress on a quarterly basis. 

 

2014/112 SCCG Assurance Report 

Mrs Burnicle presented the assurance report providing the current position against 
the assurance framework requirements and delivery against the operational plan and 
delivery dashboard. 
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Key and consistent performance risks were identified which included A&E 4 hour 
waits; healthcare associated infections (HCAI), Improving Access to Psychological 
Therapy (IAPT) (recovery and access) and Astro PU. 

Following the transition to the 2014/15 assurance framework, a new style report 
would be brought to the Governing Body meeting on 18 November 2014. For 
example the report would contain further information relating to the Better Care 
Fund.  

In relation to referral to treatment times, most specialities were performing well with 
the exception of urology at City Hospitals Sunderland (CHS). Mrs Burnicle however, 
noted the issue of 14 patients who had breached the waiting times and had only 
recently been reported to the CCG by CHS. Waiting time guidance was being 
reviewed alongside information on the Patient Administration System (PAS) to 
identify where/why the clock had stopped. CHS were working to ensure all 
outstanding patients were treated during September 2014. 

Mrs Burnicle confirmed that, due to the constant pressures relating to A&E and 
ambulance handovers, weekly executive level meetings were being held with CHS, 
NEAS and the CCG to review actions being taken to address the underperformance 
and focus energy on any other activity that could make a difference. Concern was 
noted about the lack of a robust mobilisation plan from CHS in relation to 
implementation of the 4th Urgent Care Centre/Big Front Door and the CCG Executive 
were currently pursuing this with CHS.  

A question was raised in relation to the impact on performance and numbers using 
the A&E department after the closure of the minor injuries unit at Grindon Lane.  Mrs 
Burnicle responded that early signs were that the closure had not adversely affected 
A&E attendances.   

Mrs Burnicle also noted that it had been agreed with CHS that they would be 
responsible for the activity from 1 April to 30 August in relation to Grindon Lane and 
Northern Doctors, who had taken over the 3 Urgent Care Centres from 1 September, 
would do so from this date. These issues were captured on the risk register and 
included as part of the ‘big front door” and A&E work.   

The IAPT recovery and access service was currently below trajectory; however the 
recovery tool used by NTW and supported by the CCG showed recovery was being 
achieved by those using the service. Both organisations are campaigning for a 
change to the national recovery tool and if achieved Sunderland will be above target. 
Work continues in the contract meetings to support all activities to increase access. 

Mrs Gibson queried in terms of access whether it was a case of lack of supply or 
demand.  In response it was noted that supply had been an issue but it was now 
addressed and the focus was on demand e.g. the use of information stalls in the 
Bridges shopping centre, to help increase awareness and access. 

In relation to HCAI, quality monies had been protected to fund the purchase of 
specialist cleaning equipment within City Hospitals Sunderland meaning that CHS 
would no longer need to hire the equipment and this could positively influence the 
threshold at which it is used.    
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The Governing Body was informed that additional staff were joining the medicines 
optimisation team shortly to provide additional capacity to support the medicines 
optimisation agenda.  

Action: A bespoke paper on prescribing would be presented at the next Executive 
meeting. 

The Governing Body NOTED both the position against the delivery dashboard and 

progress to date against the CCG Operational Plan 2014/15, NOTED the use of 

proxy measures within the outcome measures, AGREED the frequency of more 

detail on the actions to address the consistent performance risks and NOTED the 

predicted CCG Quality Premium payment in 2014/15. 

 

2014/113 Musculoskeletal Service Business Case 

Mrs Burnicle presented the business case for the new integrated musculoskeletal 
(MSK) service model and sought support from the Governing Body to procure the 
new service to commence in October 2015. 

The business case had been brought to the Governing Body for approval due to the 
amount of investment involved and the scheme of delegation but had been 
thoroughly considered and approved by the Executive Committee. 

Mrs Sullivan noted the safeguarding section of the report and asked for further 
information. In response it was explained that David Robinson, Locality 
Commissioning Manager, had discussed this section with the CCG’s Head of 
Safeguarding and agreed the content for the service model. 

The Governing Body NOTED and SUPPORTED the case for a new integrated MSK 
service, to be commissioned from October 2015. 

 

2014/114 Sunderland CCG Financial Report Month 4 2014/15 

Mr Macklin presented a summary of the financial position as at month 4 (ending 31 
July 2014) and highlighted the position against the forecast plan. 

Issues with overspending on the prescribing budget were raised. Mr Macklin 
informed members that the finance team were working closely with the medicines 
optimisation team to turn this around. 

Work was ongoing with the Local Authority in relation to packages of care being 
funded by the CCG in order to ensure the validity of the current forecast. 

Dr Pattison referred to the running costs and the expected reduction from 2015/16.  
Due to changes within NHS England and the possibility of expanded CCG 
responsibilities, this could be a significant risk to the CCG. In response Mr Macklin 
confirmed he had received the 2015/16 running cost budget and had reviewed the 
tolerance within this. If the primary care co-commissioning responsibilities, and other 
additional responsibilities that come with that function, transfer to CCGs it was, at the 
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moment, expected that CCGs would consume this additional responsibility under 
their existing running cost allowance.  CCGs were using the CCG Forum and 
Commissioning Assembly to highlight that under the current budgetary allocation 
they will not be able to absorb these additional responsibilities.  

Mr Gallagher added that the Governing Body would be discussing this issue in more 
detail at its development session in December.  The session would be utilised to 
understand the changes within NHS England and establish anything the CCG would 
need to do to address these.  

The Governing Body agreed that additional resources would be needed to take on 
these extra responsibilities. 

The Governing Body NOTED the financial position as at 31 July 2014 and 
APPROVED the proposed specific performance measurement thresholds for finance 
KPI metrics. 

Mrs Sullivan left the meeting at this point. 

2014/115 Chief Officer’s Report 

The Chief Officer’s report was RECEIVED. 

 

2014/116 Confirmed minutes of the Executive Committee meeting held on 5 
August 2014 

The minutes of the Executive Committee meeting held on 5 August 2014 were 
RECEIVED. 

 

2014/117 Any other business 

Mrs Sullivan had left the meeting before this item but had highlighted she would like 
an update on what progress the CCG had made in relation to the dementia strategy 
in Sunderland.  She had requested that either this be discussed at a future 
development session or for a paper to be brought to a future Governing Body 
meeting.  

Action: It was agreed for a paper to be brought to the 18 November Governing Body 
meeting. 

Professor Bramble noted that congratulations should be extended to the CCG for 
being listed in the top 100 NHS Employers listing. 

As there was no further business the meeting closed at 4.05pm. 

 

2014/18 Date of next meeting 

Tuesday 18 November 2014, 1.00-3.30pm in the Industry Centre, Colima Avenue, 
Sunderland Enterprise Park, Sunderland, SR5 3XB. 
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NHS SCCG Governing Body Action Log      

 NHS Sunderland CCG Governing Body Action Log 18 November 2014  
 

Minute Reference Action Point Lead Timescale 

2013/110 
Director of Public 
Health update 

SCCG roles and responsibilities as category 2 
responders in emergency planning to be raised 
with the Resilience Group.  

D Cornell Information and 
responsibilities of 
CCGs as Cat 2 
responders to be 
shared with the 
Governing Body in 
November 2014  

2014/09 Quality 
Action Plan 

Quality Action plan  to agenda in 6 months A Fox Scheduled for 
agenda in November 
2014. 

2014/84 
Safeguarding 
Annual Report 

A Governing Body development session to 
undertake an in-depth review of safeguarding for 
Adults and Children. 
 

A Fox February 2015. 

2014/104 Matters 
arising from the 
minutes and 
action log 

The outcome of the assessment and business 
continuity plan would be brought to the Governing 
Body meeting in November 2014 for formal 
ratification. 

D Cornell To be on the agenda 
at the Governing 
Body meeting in 
November 2014. 

2014/106 
Question time 

Urgent care information to be re distributed to GP 
practices 

D Cornell As soon as possible 
after the meeting. 
 

2014/107 
Communications 
strategy 

The joint action plan for the Communications and 
Patient and Public engagement strategies to be 
forwarded to the Governing Body membership 

D Cornell As soon as possible 
after the meeting. 

2014/107 
Communications 

Governing Body members to forward comment on 
the Communications Strategy to Ms Cornell by 

Governing Body 
members 

3 October 2014 
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NHS SCCG Governing Body Action Log      

 strategy Friday 3 October 2014 
 

2014/110 
Corporate Risk 
Register 
Summary 

A further update to be brought back on the top 
corporate risks. 

D Cornell To be on the agenda 
at the Governing 
Body meeting in 
January 2015. 

2014/112 SCCG 
Assurance Report 

A bespoke paper on prescribing to be taken to the 
Governing Body meeting on 18 November 2014 

C Macklin Completed. 

2014/117 Any 
other business 

It was agreed for a paper on the Dementia 
Strategy to be brought back to the Governing 
Body meeting. 

D Burnicle To be discussed at 
the Governing Body 
development session 
in October with a 
forma update paper 
in January 2015 
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Item: 8.2 

CATEGORY OF PAPER  

Proposes specific action  

Provides assurance   

GOVERNING BODY 
18 NOVEMBER 2014 

Report Title 
Minutes of the Quality, Safety and Risk 
Committee held on 12th August 2014. 

Purpose of report 
For confirmation of the minutes from the Quality, 
Safety and Risk Committee (QSRC)  

 
Key issues, assurances and risks 
 

 
Key issues  

 The full process when community 
prescribing has been an issue in a case 
of Clostridium Difficile (C Diff) is unclear. 

 The revised Serious Incident Policy was 
approved.  

 Further discussions are required to 
decide within which part of the Governing 
Body meetings that patient stories should 
be shared.  

 The CCG Engagement Strategy was 
recommended for approval by the 
Governing Body.   

 Ambulance handovers times – a Task 
and Finish Group is in progress. 
Nationally mandated penalties have been 
incurred.  CCGs are in discussion with 
County Durham and Darlington NHS 
Foundation Trust (CDDFT) regarding a 
sliding scale for breaches and zero 
tolerance for handovers.   

 The Quality Strategy was approved. 

 A mini Kaizen event was held in 
September to review the QSRC. 

 

 QSRC meetings will be held monthly from 
October 2014. 
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Key assurances: 

 76 out of 83 actions within the Quality 
Action Plan have now been completed.  A 
new action relating to the “Hard Truths: 
The Journey to Putting Patients First” 
document has been added.  

 No community cases of MRSA during Q4 
of 2013/14. 

 A process is in place if there is a C Diff 
outbreak with the same ribotyping in a 
care home, which could result in a 
referral to the safeguarding team. 

 The first meeting of the Cumbria, Tyne 
and Wear (CNT&W) Area Team Care 
Homes Forum was held in July 2014.  

 As a result of the unprecedented activity 
relating to safeguarding children a new 
lead nurse post for safeguarding children 
has been appointed and will commence 
working with the CCG in September 14.  

 An Executive GP will be working with the 
Patient Experience Officer on the dates 
and times of the Local Engagement 
Board meetings to ensure appropriate GP 
representation at each meeting.   

 A new joint approach has been 
developed for assessing Care Homes to 
reflect that the assessments are being 
undertaken by the CCG and the Local 
Authority together. 

 A community wide Pressure Ulcer 
Reduction group is to be established.  

 From the end of June 14 GP practices 
should be able to provide a dedicated in 
hours contact telephone number for 
ambulance paramedics to liaise with GPs 
regarding the clinical management of 
patients.  

 Spire Hospital Washington is now 
accredited by the Joint Advisory Group 
(JAG) for Endoscopy. 

 
 
Key risks: 

 Risk of overspend on pharmacy 
highlighted in Medicines Optimisation 
Annual Report, to some extent out of the 
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control of the CCG.  

 One MRSA case still under review for 
2013/14. One case which was avoidable 
has already been reported in Q1 of 
2014/15 so performance cannot be 
recovered.  

 Gaps in infection prevention and control 
community teams offered to Care Homes, 
Dental Surgeries and GP practices.  
Discussions are currently being held to 
resolve this issue.  

 There has been a steady reduction in the 
number of incidents reported by GP 
practices.  A new system SIRMs has 
been piloted (to replace Datix) which has 
not improved reporting rates.  

 City Hospitals Sunderland NHS 
Foundation Trust (CHSFT) remains an 
outlier for Hospital Standardised Mortality 
Ratio (HSMR) and mortality at weekends.  
A review of mortality is being taken at the 
Quality Review Group in August 14.  

 CHSFT continues to underperform 
against the Accident and Emergency 
(A&E) 4 hour wait target from Q4 of last 
year into Q1 of 2014/15. Monitor will be 
revisiting this issue with the Trust in 
October 2014.  

 Potential delays in developing 
engagement plans with Health Watch due 
to the Co-ordinator leaving the 
organisation.  

 Concerns around Continuing Health Care 
(CHC) with regards to restitution cases 
and CHC assessment undertaken by 
South Tyneside NHS Foundation Trust 
(STFT).  

 Risk around the quality of care in Care 
Homes where results within the Clinical 
Quality Assessments have deteriorated.  

 Lack of assurance that complaints are 
being responded to within timescales 
agreed with complainants at CHSFT. 
 
 

 Due to an increased level of urgent and 
routine referrals children have to wait for 
treatment packages which remain a 
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concern for commissioners. NTW has 
increased its funding allocation to the 
Children’s and Young People’s Service to 
address waiting times.  

 Northumberland Tyne and Wear NHS 
Foundation Trust has not met its Key 
Performance Indicators target around 
Access and Recovery from Q1. 
 

Recommendation/Action Required For information 

Sponsoring QSRC member  
(where relevant) 

Ann Fox, Director of Nursing, Quality and Safety 

Report Author 

 
Sue Goulding, Head of Quality and Patient 
Safety 
 

Governance and assurance  

 
Link to CCG corporate objectives* 
(please tick) 

CO1 CO2 CO3 CO4 CO5 CO6 

         

Any relevant legal/statutory issues N/A 

 
Are the identified risks on the Risk 
Register?  
(If so please include reference number) 
 

Quality in Care Homes 
Health Care Acquired Infections 
A&E performance 
Safeguarding Adults and Children 

Any information governance issues  N/A  

If report has been previously reviewed 
please specify which Committee and 
date of meeting 

N/A 

 
Equality Impact Assessment completed 
(please tick)  

Yes  No  
Not 
relevant 

 

Key implications for the following: 

 
Any additional resources needed? 
 

 
No 

 
Has there been appropriate clinical 
engagement?  
 

Yes – clinicians at QRG meetings 

 
Any impact on patient outcomes? 
 

Yes 

 
Has there been member/stakeholder 
engagement if needed?   
 

Yes 
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*CCG Corporate Objectives 
 
CO1 - Ensure the CCG meets it public accountability duties 
CO2 - Maintain financial control and performance targets 
CO3 - Maintain and improve the quality and safety of CCG commissioned services 
CO4 - Ensure the CCG involves patients and the public in commissioning and  
  reforming services  
CO5 - Identify and deliver the CCG’s strategic priorities 
CO6 - Develop the CCG localities 

 
 

Version Date Comments  

QSRCV1.0   
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Sunderland CCG Quality, Safety and Risk Committee 

Tuesday 12 August 2014, 2pm – 5pm 

Sir Tom Cowie Suite, 1st floor Pemberton House  

Present:   Mrs Aileen Sullivan,  Lay Member for Patient Public Involvement NHS 
SCCG (Chair)  

 Professor Mike Bramble, NHS SCCG Secondary Care Consultant  

 Dr Henry Choi, Clinical Effectiveness Lead, NHS SCCG  

 Mrs Ann Fox, Director of Nursing Quality and Safety, NHS SCCG  

 Mr David Gallagher, NHS SCCG Chief Officer 

 Dr Geoff Stephenson, NHS SCCG Medical Director 

 Dr Nonnie Crawford, Director of Public Health, Sunderland Local 
Authority  

 Mr Matthew Thubron, NHS SCCG Deputy Head of Contracting 
Performance and Business Intelligence  (left at 3.30pm) 

 Mrs Sue Goulding, NHS SCCG Head of Quality and Patient Safety 

 Mr Ian Holliday, NHS SCCG Head of Joint Commissioning and Reform 

In Attendance:  

 Mrs Julie Whitehouse, NHS SCCG Patient Experience Officer  

 Mrs Janet Farline NHS SCCG Clinical Quality Officer  

 Mrs Carol Lancaster, Clinical Quality Officer, NHS SCCG  

 Mrs Cath McClelland, Acting Head of Medicines Optimisation, NHS 
SCCG  

 Mr David Chandler, Head of Finance, NHS SCCG  

 Mrs Eleanor Hardy, PA, NHS SCCG (minutes)  

 

No: Agenda Item   

2014/42 Welcome and Introductions   

   

 Aileen Sullivan welcomed those present to the meeting.  

   

2014/43 Apologies for Absence   

   

 Mrs Deborah Cornell,  Head of Corporate Affairs NHS SCCG 
Dr Zahra Irannejad, NHS SCCG Chief Pharmacist 
Dr Jackie Gillespie, Medicines Optimisation Elected GP, NHS SCCG 
Mrs Deanna Lagun, NHS SCCG Head of Safeguarding   

 

   

2014/44 Declarations of Interest   

   

 There were no declarations of interest.    

   

2014/45 
 

Minutes From Previous Meeting held on 10 June 2014 and 
Approval of Summary sheet  
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Enclosure  The minutes of the meeting held on 10 June 2014 were approved as 
an accurate record of the meeting.   
 
Sue Goulding presented the Summary sheet report to the Committee 
and invited questions from the committee members:  
 
Mike Bramble asked what the issues were with Breast Services.  David 
Gallagher advised that there had been specific problems regarding 
breast surgery at CHS which were now in the process of being 
resolved by the FT.  
 
Ann Fox advised that the front sheet for all reports needs to be clear 
and the summary sheet needs to link in with the minutes of the 
meeting.  
Action: Sue Goulding to amend page 22, last bullet point referring 
to Breast “Services” to Breast “Surgery” 
 
The Quality Safety and Risk Committee approved the summary sheet  

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 
SG 

  
 

 

2014/46 Action Log   

   

 All actions discussed and updated on the action log attached to these 
minutes.  

 

   

2014/47 Clinical Effectiveness   

   

Enclosure  Medicines Optimisation Annual Report   

   

 Cath McClelland presented the Medicines Optimisation Annual Report 
to the Committee.  
 
The purpose of this report was to provide assurance to the Quality 
Safety and Risk Committee.  
 
Key issues, assurances and risks: 
The report provided information in relation to key areas of Medicines 
Optimisation (MO) involvement associated with Quality, Safety and 
Risk. 
 
The committee was asked to receive the report for Information and 
discussion and note in particular : 
 

 End of Year Financial position 

 End of year repeat dispensing 

 Achievement of Quality premium associated with repeat 
Dispensing 

 Wider involvement of MO team in activities associated with QSR 
 
Cath McClelland advised that although SCCG were in over spend for 
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pharmacy some of this was out of SCCG’s control and to bear in mind 
that higher cost prescriptions is not necessarily bad as in terms of long 
term conditions can reduce hospital admissions.  
 
Ann Fox acknowledged the content of the report was good but in 
regards to direct patient focused areas for example around controlled 
drugs and safeguarding, it would be useful to see what the themes and 
trends were and what quality impact there was for patients.  Also how 
did the Joint Formulary reflect risks if there could be negative outcomes 
for patients? 
 
Discussions were held around outliers in regards to prescribing in GP 
Practices. Henry Choi advised that it was difficult for Primary Care to 
adhere to the five areas within the formulary and raised the question 
regarding what work could be carried out around this? 
 
Action: Cath McClelland agreed to look into this and establish 
how feasible it would be to monitor from the whole formulary i.e. 
first choice/most cost effective and consider the action required 
 
The Quality Safety and Risk Committee received and noted the report 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

CM 

   

2014/48 Patient Safety  

   

 Quality Action Plan   

   

 Carol Lancaster presented the Quality Action Plan report to the 
committee and apologised for the wrong version being circulated but 
reviewed the missing information during her presentation.  
 
The purpose of this report was to update the committee on the 
recommendations and actions required following the two Mid 
Staffordshire reports of 2010 and 2013, the latter and makes 290 
recommendations for action, 16 of which relate directly to 
commissioners. 
 
Key assurances: 

 76 out of 83 actions have now been completed.  

 Patient engagement strategy to be approved in September 
2014. 

 Agreement to monitor and evaluate the effectiveness of patient 
engagement strategy once in place to be completed through-out 
2014/15. 

 Intention to strengthen gathering ‘soft intelligence’ through Datix 
to maximise patient experience to be completed through-out 
2014/15.   

 

New action added:  
Hard Truths: The Journey to Putting Patients First.  
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‘Hard Truths’ sets out the Government’s final response to the Francis 
enquiry into the care at Mid Staffordshire NHS Trust.  
 
Ann Fox advised that SCCG had first developed the action plan in 
2013 following recommendations from the Francis report.  Since then 
other key national reports (Keogh, Berwick and Clywd & Hart) had 
been published relating to quality.  This action plan and its title had 
been reviewed and amended to reflect the recommendations for CGGs 
within all those reports and is now the Quality Action Plan.  
 
It was agreed that the actions completed within the plan will be 
removed and retained for audit purposes.  This will result in a 
streamlined action plan with any future national recommendations 
being incorporated into it. The Quality Action Plan reflects how 
Sunderland CCG carries out its business and will be presented again 
at the next Quality Safety and Risk Committee on 14 October 2014. 
 
Action: The format of the plan to be amended as outlined above for 
presentation at the October meeting 
 
The Quality Safety and Risk Committee received the report 

 
 
 
 
 
 
 
 
 
 
 
 
 

 
 
 

 
CL 

   

Enclosure  HCAI Improvement Group  - key assurances and risks form the 
meeting held on 9 May 2014 

 

   

 Ann Fox presented the minutes Joint SCCG/STCCG HCAI 
Improvement Group to the committee.  
 
Key issues  

 The full process when community prescribing has been an issue 
in a case of Clostridium difficile (C Diff) is unclear. 

 
Key assurances:  

 No community cases of MRSA during Q4 of 2013/14. 

 A process is in place if there is an a C Diff outbreak with the 
same ribotyping in a care home which could result in a referral 
to the safeguarding team  

 
Key Risks:  

 One MRSA case still under review for 2013/14 

 9 cases of C Diff during Q4 of 2013/14 however there has been 
significant improvements made from 2012/13.  

 
Joint issues across SCCG and STCCG 

 Gaps in IPC community team’s services offered to Care Homes, 
dental surgeries and GP practices. 

 Community IPC team no longer offering a home decolonisation 
service to patients about to undergo orthopaedic surgery. 

 Scarlet Fever: Significant issues relating to isolation for staff 
working in high risk areas. 
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 Screening of healthcare workers, particularly long term /migrant 
staff, for TB 

 
Joint assurances across SCCG and STCCG 

 Meeting held 19 May 2014 between CCGs, NECS and FT to 
discuss specification for IPC community teams. 

 Decolonisation issues to be addressed at contract and 
performance meetings. 

 CNT&W Care Homes Forum established, first meeting July 
2014. 

 
Ann Fox assured the committee that the good work carried out in 
2013/14, would be continuing into 2014/15.  CDI is currently under 
trajectory and providers are working with the new CDI guidance 
received.  As part of the Quality Premium, SCCG had also agreed to 
fund a hydrogen peroxide fogging machine for City Hospitals 
Sunderland to use in areas where there has been C.Diff infection.   
 
The Quality Safety and Risk Committee received the report.  

  
 

 

Enclosure Safeguarding Highlight Report   

   

 Ann Fox presented the Safeguarding Highlight report to the committee.  
 
The purpose of this report was to advise the Committee of current 
safeguarding adult and children activity, associated risks and mitigating 
actions. 
 
The Quality Safety and Risk Committee were asked to note the 
assurance provided by the report.  
 
Ann Fox advised the committee there had been unprecedented activity 
in regards to safeguarding children.  Sunderland Local Authority is 
currently undertaking a review of Safeguarding Children’s Services in 
Sunderland and an Improvement Programme Board had been 
established which SCCG Chief Officer attends. There are a number of 
actions to be taken to ensure Safeguarding Services are working as 
effectively as possible and other agencies will participate in a review in 
the autumn.  
 
Colin Morris, the Safeguarding Adults chair had also now been 
appointed as the Chair of the Sunderland Safeguarding Children Board 
and had acknowledged the amount of work undertaken.  
 
The workload for the named/designated professionals has increased 
and additional hours have been supported for the named GP for 
Safeguarding Children. In addition, a Lead Nurse for Safeguarding 
Children has been appointed and will be in post by the end of 
September 2014 to support the SCCG Head of Safeguarding in her 
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safeguarding children responsibilities. This is a fixed term post for 12 
month.  
 
Aileen Sullivan raised the question should this report which shows the 
depth of work carried out by the SCCG Safeguarding Team be 
presented to the Governing Body. 
 
Action: David Gallagher to share the Safeguarding Highlight 
Report to members of the Governing Body who were not present 
at this meeting  
 
The Quality Safety and Risk Committee received the report.  

 
 
 
 
 
 
 

DG  

   

Enclosure Draft revised Serious Incident Policy   

   

 Sue Goulding presented the draft revised Serious Incident Policy report 

to the committee.  

Key issues, assurances and risks 
The policy has been revised and updated to reflect changes in the SI 
process, particularly in respect of Sis reported by Independent 
Contractors. 

Sue Goulding asked for any questions in regards to this policy.  

Nonnie Crawford referred to Appendix 8 “Additional Advice for SIs in 
Screening or Immunisation Programmes” and raised the question had 
it been taken into account how the Local Authority or Health and 
Wellbeing Board would be informed.  Nonnie Crawford asked if an 
amendment could be made to the policy regarding local partners which 
would provide assurance to Sunderland Local Authority.  

Ann Fox advised she would raise this issue with the Area Team.  There 
would be further revision of SI guidance but at the moment this policy 
shows how SCCG works with appendices provided for detailed 
clarification.  
 
Action: Ann Fox to raise possibility of inclusive for SCC 
assurance with area team. 
 
The Quality Safety and Risk Committee approved the report. 

 

 
 
 
 
 
 
 
 
 

 
 
 
 
 
 
 
 
 
 
 

AF 

   

Enclosure  Primary Care Incident Reporting   

   

 Sue Goulding presented the Primary Care Incident Reporting report to 
the committee.  
 
The purpose of this report is to provide the CCG with a quarterly 
assurance report relating to GP reported incidents and provide 
assurance that actions are being undertaken with providers where 
necessary. 
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The report gives a breakdown of the primary care incident reports 
during quarter 4 2013/14 and quarter 1 2014/15. 
 
The reports aim to provide a breakdown in the key themes and learning 
arising from this activity to enable the CCG to support the improvement 
of quality within primary care. 
 
Key Issues: 

 There has been a steady decline in the number of incidents 
being reported and this presents a patient safety risk.   

 Practices do not like the Datix system as feedback has 
highlighted the system is too complex and there is little 
feedback from providers. 

 A new system is being piloted (SIRMS) with the locality practice 
managers, but again there little interest and only a very small 
number of incidents being reported as part of the pilot. 

 The issue has been flagged with the Area Team of NHS 
England as the primary care commissioners but as yet no 
further guidance has come from them as to how we can work 
together to address this. 

 
The Quality, Safety and Risk Committee was asked to: 

 Note the content of the report and consider any further actions 
needed to improve the levels of reporting and feedback from 
providers; 

 Suggest any areas of further opportunities to develop the 
incident reporting system within practices. 

 
Henry Choi raised the question in terms of GP Practices reporting 
incidents, how could SCCG encourage Practice Managers to become 
more involved.  David Gallagher advised that it was the provider of 
services’ responsibility to ensure incidents were reported.  CQC 
Inspectors would be asking questions in relation to incident reporting 
during visits to GP Practices. Ann Fox suggested NECS could be 
asked to do a 12 month look back by GP Practice to identify which 
practices were reporting/not reporting.  This information could be 
presented to the Executive Committee then come back to the Quality 
Safety and Risk Committee to inform future direction. Also, a process 
for incident reporting could be included in provider contracts. 
 
Action Sue Goulding to ask NECS to produce a report on GP 
Practices incident reporting over the last 12 month and for this 
information to be received by October 2014. This to then be 
presented to the Executive Committee along with a report for 
quarter one and two.   
 
The Quality Safety and Risk Committee received the report and noted 
the issues of low levels of reporting. 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 
SG 
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2014/49 Governance   

   

Enclosure  Organisational Risk Register  

   

 David Gallagher presented the Organisational Risk Register report to 
the committee.  
 
The paper identified the latest position for all risks as at 22nd July 2014, 
including an exception report to highlight those risks that have not been 
reviewed within the appropriate timescale and this has been flagged 
with the appropriate director.  The remaining risks were not due to be 
reviewed until the next update. 
 
The Committee were asked to: 

 Note the updated risks for assurance purposes; 

 Note the outstanding updates; 

 Make recommendations for further actions as necessary. 
 
David Gallagher stated there was too much information in the report 
and this needed to be simplified. The style of the report would be re 
written to reflect this.  He reiterated that it was the responsibility of all 
senior managers to take ownership of their area of the risk register.  
 
Action: David Gallagher to discuss new style of SCCG Risk 
Register report with Deborah Cornell 
 
The Quality Safety and Risk Committee received the report 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 
 
 
 

DG 
DC 

   

Enclosure  Sunderland CCG Assurance Quarter1  

 Matt Thubron presented the Sunderland CCG Assurance quarter 1 
report to the committee.  

The report covered all Assurance Framework indicators for 2014/15.  
The report also covers local surveillance indicators which are not 
included within the CCG quarterly assessment process.   

Key Risks  

 A&E 4 Hour Wait due to under performance in 2013/14 and 
continued under performance for Q1 2014/15 

 HCAI specifically MRSA at City Hospitals Sunderland NHS FT 
as the FT have already breached a 0 trajectory so performance 
cannot be recovered 

 City Hospitals Sunderland NHS FT Mortality (HSMR) due to the 
FT being flagged as an outlier for the past 3 months. 

 IAPT Access and Recovery due to under performance against 
the quarterly trajectory in Q1 2014/15. 

 
Key Assurances 

 C difficile at City Hospitals Sunderland NHS FT and the 
Community showing significant improvement. 
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 Continued improvements in 18 week RTT performance 

 Continued improvements in Cancer performance  

 Deep dive into ambulance handovers at CHS NHSFT 
 

The Quality, Safety and Risk Committee were asked to note the current 
position for each indicator in the CCG Assurance Framework, in 
particular the areas of high risk to delivery. 

Matt Thubron advised the committee that the 2014/15 Assurance 
Framework had now been reviewed and the final version had grown 
and developed. The main change to the framework is the domain rag 
rating had changed and is now the Delivery Dashboard. The difference 
will be seen in the next SCCG Assurance Framework Report for 
quarter 2. 

Domain 1.  City Hospitals Sunderland Foundation Trust (CHSFT) 
remained flagged as outliers for mortality.  CHSFT had taken this on 
board including weekend mortality and will be presenting an update at 
the next Quality Review Group on 29 August 2014.  

CHSFT had reported 2 cases of MRSA in April/May with no further 
cases since. CDI had significantly improved and remains below 
trajectory for CHSFT and Sunderland Community.  

Domain 2. Referral to Treatment (RTT) within 18 weeks had improved; 
action plans were in place and monitored on a monthly basis.  Money 
had been released by Sunderland Systems Resilience group to focus 
on long waits. Pressures remain in urology; financial support and action 
plan are in place to improve RTT.  

A&E performance in quarter one had not been achieved and the signs 
were that quarter two would also not be achieved. MONITOR had 
looked at CHSFT performance and had asked CHSFT to review and 
update ECIST.  MONITOR will be revisiting this with CHSFT in October 
2014 to review what the position is. 

A significant improvement had been seen in regards to delayed 
discharge and ambulance handovers.  

Ann Fox advised the CHSFT Quality Review Group on 29 August 2014 
would focus on mortality issues and that the Medical Director and 
Directors of the Area Team would be in attendance.    

Geoff Stephenson advised that detail regarding weekend mortality 
performance concerns has been shared with CHSFT.  The initial 
findings suggest that there are issues are around coding not related to 
patient care. Feedback will provided following the focussed mortality 
QRG on 29th August...  

IAPT recover and access is below the 15% trajectory for quarter one.  
Ian Holliday advised there was a robust action plan in place with 
NTWFT which looked at all angles to help get to the expected levels. 
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Part of the action is to clarify various data issues with services. 

Significant improvement had been made by CHSFT regarding cancer 
performance 18 weeks.  Action plans are in place and are being 
reviewed to ensure sustainability.  

Henry Choi noted waiting times for specialities were increasing and this 
sometimes meant that patients were presenting at hospitals.  

Aileen Sullivan raised the question were SCCG Performance/Contract 
team made aware by GP Practices of issues with choose and book i.e. 
no available slots in Sunderland for appointments?  Matt Thubron said 
any particular issues should be forwarded to the 
Performance/Contacting Team and they would be shared and 
discussed at Provider meetings. 
 
Action: outcomes of the focussed mortality review QRG to be 
feedback to the next meeting of the QSRC 
 
The Quality Safety and Risk Committee received the report 

 

 

 

 

 

 

 

 

AF/GS 

   

2014/50 Patient Experience and the Patient Voice   

   

Enclosure  Patient and Public Involvement/Engagement Update   

   

 Julie Whitehouse presented the revised Patient and Public 
Involvement/Engagement Update report to the committee.  
 
The purpose of this report was to advise the committee of PPI activities 

undertaken May to July 2014. 

Key issues: 

 Sign language / translation contract: The specification for the 
interpreting and sign language contract, to be designed with 
input from service users, has not yet taken place. The CCG 
contracts team are to speak to NHS England to establish time 
frames. 

 Registration Patient Opinion / Care Opinion: further 
information regarding patient experience recording mechanisms 
has emerged (I want great care). This will be explored further 
before committing to Patient Opinion. 

 Patient Stories: where appropriate stories are identified, in the 
future these will be received by the Governing Body 

 Locality Patient Groups (LPGs): Localities are using very 
different approaches to LPGs. Some developing, some not 
meeting at all.  

 Health and Wellbeing Board: the Scrutiny officer has yet to 
complete the implementation plan for the agreed engagement 
framework. 

 Regional developments: (NHS England, Health Education 
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North East, North East Leadership Academy 

 NHS Citizen: development work continues but is grappling to 
establish structures and methods of working 

 Engagement areas in this period: GP Out of Hours Service; 
review of MSK services; Care Homes Pilot – carer and service 
user opinion. 
 

Assurances: 

 Communications and Engagement Action Plan: current and 
planned engagement activities are now detailed in the 
Communications and Engagement Action Plan (agenda item 
9.4) 

Risks: 

 Healthwatch: the Coordinator of Healthwatch Sunderland has 
left the organisation. Staffing will be of a temporary nature from 
PCP HQ until recruitment occurs. This may delay developing 
plans with HW. 

 My NHS: work to populate MY NHS to represent Sunderland 
demographics has been delayed (CSU commitments). Staff 
await training dates to enable them to use the system. 

The committee were asked to receive the report and seek clarification 
as required. 
 
Matt Thubron advised in regards to Interpreting Services, It was not yet 
clear if this would be CCGs’ responsibility as national guidance was 
awaited.  When this is known it will help decide the way forward.  
In regards to registration of SCCG with Patient Opinion/Care Opinion 
membership the Quality Safety and Risk Committee agreed the 
proposal for Julie Whitehouse to go ahead with this.  
 
In regards to the Patient Story Process, Mike Bramble thought that this 
could be held in the private part of the Governing Body meeting. Ann 
Fox advised there were some issues around this as the Governing 
Body was trying to avoid private meetings. This would require further 
discussions with the SCCG Governing Body Chair.  
 
In regards to Localities using different approaches with Locality Patient 
Groups (LPGs) Ann Fox advised a conversation needs to take place 
with Locality Managers as there will be variations in each locality which 
is understandable.    The priority is about how to get patients involved. 
Action: Julie Whitehouse 
 
In regards to Working with Year of Care Partnership Julie Whitehouse 
asked the committee what would the best way be to advise SCCG of 
this programme. Aileen Sullivan requested that Julie Whitehouse 
contacted Lucy Topping from the Area team and invited her to the 
Communication and Engagement group meeting to clarify what it is as 
a CCG we need to do. Action: Julie Whitehouse 

 
 
 
 
 
 
 
 
 
 
 
 
 
 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 
 

JW 
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The Quality Safety and Risk Committee received the report. 

 
 

   

Enclosure  Patient and Public Engagement Strategy       

   

 Julie Whitehouse presented the Revised Patient and Public 
Engagement Strategy report to the committee.  
 
The purpose of this report was to seek the Committee’s approval on 
the revised version of the Patient and Public Engagement Strategy. 
 
Key issues 

 The Strategy now makes reference to the latterly added Digital 
Media Strategy, My NHS and intention to develop a joint 
strategy with the local authority under ‘All together Sunderland’ 

Assurances 

 The Strategy is now up to date with respect to use of modern 
technology and further developments in partnership working 

Risks 

 To ensure effective joint delivery, where possible, a joint 
Strategy requires development (implementation April 2015.) 

 
The Committee were requested to approve the revised Strategy until 
the joint Strategy is developed. 
 
Julie Whitehouse informed the committee this strategy focused on 
involving people to influence changes within the city and reflected on 
what SCCG were doing and developing and why the CCG was doing 
this.  
 
“All together Sunderland” will be developed as a new one brand 
approach – One Health Trust, One Local Authority, One Football 
Team, and One University etc.  SCCG is working with Sunderland City 
Council and other partners to look at how health and social care 
services can be integrated from an engagement perspective to better 
meet patient and service user needs.    
 
Ann Fox informed the committee she had recently met with Deborah 
Lewin and Sam Meredith from Sunderland Council to discuss and 
understand the “All together Sunderland brand”.   Discussions had 
been held around how to map each other’s capacity and where there 
was/wasn’t touch points. For example, winter challenge, how this had 
been approached in the past and shared collaboratively  
 
It had been agreed that at Task and Finish Group could create an 
impact over the next few months and inform how all partners work 
together in the future.  The resource to do this needs to be determined. 
 
Nonnie Crawford commented that SCCG and Sunderland Local 
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Authority needed to be pragmatic around this.  
 
Action: Julie Whitehouse to amend page  8 Local Authority 
Counsellors to  Councillors  
 
The Quality Safety and Risk Committee approved the revised 
Strategy. 

 
 

JW 

   

Enclosure Communication and Engagement Action Plan   

    

 Julie Whitehouse presented the Communication and Engagement 
Action Plan report to the committee.  
 
The purpose of this report was to advise the Committee of engagement 
plans for 2014 / 2015. 
 

Key Issues: 

 The deliverables recorded are ‘SMART’ (Specific, measurable, 
attainable, realistic and timely) 

 Monitoring and review are key to ensuring objectives are met 

 It is preferable the CCG accept the need for flexibility and 
revising approaches in the light of experience 

 
Key Assurances: 

 The action plan enables measurement as listed above. 
 
Key Risks: 

 The action plan requires a ‘whole systems approach’ with active 
contribution across the CCG. 

 Capacity to deliver some objectives may be tested 
 
Ann Fox informed the committee this is an operational work plan 
regarding what SCCG intend to do regarding the strategy. The action 
plan will be updated and brought to the Quality Safety and Risk 
Committee on a regular basis.  
 
The Quality Safety and Risk Committee received the report and noted 
the information. 

 

   

Enclosure  Local Engagement Board – revised dates and times   

   

 Aileen Sullivan advised the committee that this report had been 
withdrawn as there were several changes to be made. An executive 
GP would be working with Julie Whitehouse around dates/times for 
Local Engagement Boards.  The revised report would be brought to the 
Quality Safety and Risk Committee in October. 
Action: Julie Whitehouse  

 
 
 
 
 

JW  

   

2014/51 Quality in Commissioned Services   
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  Continuing Health Care   

   

Verbal   Performance/Quality Risks   

   

 Ann Fox delivered a verbal update to the committee. 
 
There were concerns around Continuing Health Care (CHC) in regards 
to restitution and performance in terms of South Tyneside Foundation 
Trust (STFT) performance regarding CHC assessments. An 
improvement had been seen however this still remains a challenge in 
terms of the provider (STFT) engaging in different ways with 3 CCGs, 
Sunderland, Gateshead and South Tyneside. The challenge for SCCG 
is that the performance data is not as defined as we would like it to be. 
It had been agreed to establish a Strategic Group to focus on CHC 
performance in the 3 CCGs and to provide clarity around data 
received.  This will enable performance to be benchmarked and ensure 
that no CCG improves in detriment of other CCGs. Ann Fox will provide 
an update at the next meeting. 
Action: Ann Fox 
 
Ann Fox reported a concern for SCCG Quality Safety and Risk 
Committee is the quality issues currently being covered under CHC 
and assessments are done to ensure the patient is correctly placed 
and receives care that is required. Ann Fox, Ian Holliday and the 
Quality Lead in South Tyneside CCG will be holding discussions to 
ensure there is no duplication but that quality assurance information is 
available for future meetings.  
 
The Quality Safety and Risk Committee noted the update. 

 
 
 
 
 
 
 
 
 
 

 
 
 
 

AF 

Enclosure  Quality in Care Homes   

   

 Janet Farline presented the Quality in Care Homes report to the 
committee.  
 
The purpose of this report was to provide an overview of recent 
concerns in Care Homes in Sunderland, and the results of the Clinical 
Quality Assessment Baseline Audits. 
 
Assurances  

 Strategy meetings in place with the Local Authority 

 Information sharing meetings between the Local Authority and 
the CQC 

 Baseline Clinical Quality Assessments Audits carried out as part 
of a planned audit programme from September 2013 to March 
2014  

 Planned programme of audits using the Quality Assessment tool 
from April 2014 to August 2014  

 Since the last Quality Safety and Risk Committee 13 Nursing 
homes have been re-audited using the Clinical Quality 
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Assessment Audit.  

 Of the 13 Nursing homes re-audited 8 homes were Green, 2 
were Amber and  3 were Red on the RAG rated scores  

 Of the 13 Nursing Homes re-audited 3 have decreased their 
scores from Amber to Red, 8 homes have increased their score 
from Amber to Green  and 2 homes have remained at Amber  

 
Risks  

 The risks identified around the assurance of clinical care within 
nursing homes are detailed on the risk register   

 Concerns in care homes detailed below with  recommendations 
to improve the clinical quality within the home if required 

 
The committee was asked to note the content of the report and the 
progress described.  Full details are available within the report, in 
particular safeguarding alerts. 
 
Nonnie Crawford asked if a care home company is experiencing 
difficulties what does the CCG do. Janet Farline advised that issues 
with those organisations, including the current company causing 
concerns had been escalated to NECs and they would take these 
concerns to the Area Team Quality Review Group to discuss wider.  
 
Mike Bramble raised the question “SCCG is accountable for 26 Care 
Homes, how were the 13 Care Homes audited selected out of the 26?”  
Janet Farline advised that the 13 Care Homes had been selected from 
the original audit data and those deemed as having potential quality 
issues were the first selected..  
 
Janet Farline advised the committee that the clinical audit tool was new 
and developed by SCCG.  This tool was not used jointly with the Local 
Authority however joint visits are in place.  The SCCG audit tool data 
and Local Authority audit tool data are merged together to create one 
action plan. 
 
Ann Fox advised that this work is linked to the Area Team Network 
work in regards to quality monitoring of care homes. SCCG is now 
aware of the detail of the Care Home audits at a given point in time and 
thought needs to be given to how SCCG can work collectively with the 
Local Authority Commissioning Team around contractual 
leavers/penalties in regards to these Care Homes.  
 
Nonnie Crawford raised the question “how can we manage this 
proactively; there was a low level of alerts but this was still not 
acceptable”. It was felt that to would be useful if the CNTW Area Team 
Network Forum would explore this. 
 
Action: Ann Fox and Janet Farline to discuss contractual 
leavers/penalties with representative from the local authority 
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The Quality Safety and Risk Committee received the report and noted 
the information. 

 
AF/JF 

Enclosure  Protocol for following up Care Home Action Plans  

 Janet Farline presented the Protocol for following up Care Home Action 
Plans report to the committee.  
 
The purpose of this report was to detail the actions required to follow 
up care homes following the Clinical Quality Assessment Audit. 
 
Assurances  
There is a mechanism in place for following up action plans within care 
homes that have scored low on the RAG rated Trigger tool. 
 
Risks 
There is a potential risk involved if the care home fails to update the 
action plans in line with the requirements following the audit. 
 
The committee was requested to consider the recommendations of the 
RAG rated tool. 
 
Janet Farline advised the committee that this was the RAG tool 
currently used for clinical audits.  Work is in progress on having a joint 
RAG tool for SCCG and the Local Authority.  When this is developed 
Janet Farline will bring it to a future SCCG Quality Safety and Risk 
Committee.  
 
The Quality Safety and Risk Committee received the report and noted 
the information. 

 

   

Enclosure Integrated Quality Report   

   

 Sue Goulding presented the Integrated Quality Report to the 
committee.  
 
The purpose of this report is to provide Sunderland CCG with a bi-
monthly report relating to clinical quality, and provide assurance that 
actions are being undertaken with providers where necessary.  
 
The report covers information and issues made available since the last 
QSRC in June 2014. Where possible additional regional or national 
data is included. 
 
CHSFT: 
Assurances: 

 Increased incident reporting rates 

 Actions are being taken to improve achievement of SI deadlines 
 
Risks 

 The level of pressure ulcers remains a concern. 

 Poor performance against timeliness of STEIS reporting and 
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completing SI reports within national deadlines. 

 Lack of assurance that complaints are being responded to within 
timescales agreed with complainants. 

 Mortality City Hospitals Sunderland remains an outlier for 
HSMR. 

 
STFT 
Risks: 

 Numbers of pressure ulcers in the community. 
 
NEAS 
Risks: 

 At the Care Quality Commission (CQC) visit NEAS failed 3 out 
of the six standards, including one relating to the lack of 
Disclosure & Barring Service (DBS) checks, where enforcement 
action has already been taken.  Action is required on: 

 Management of medicines 
 Requirements relating to workers 
 Supporting Workers  

 Assessing and monitoring the quality of service provision.  

 NHS 111- no national governance processes to manage 
incidents which involve Out Of Area calls.  

 
Assurances  

 Disclosure & Barring Service (DBS) checks/processes in place 
all staff now have DBS checks. 

 Report on actions taken to meet the (CQC) essential standards 
are now in place and reported upon 

NTW 
Risks: 

 Due to an increased level of urgent and routine referrals children 
have to wait for treatment packages which remain a concern for 
commissioners. 

 Principal Community Pathway’s development and cost 
improvements plans involve significant service change in the 
way NTW deliver their Mental Health (MH) & Learning Disability 
(LD) services. The impact of not delivering this scale of change 
in year will have a significant impact on the Trusts viability. 

 Increase in the number of Sis reported  

 NTW have not met their KPI target around Access and 
Recovery from Q1. 

 
Assurances: 

 NTW have increased their internal funding allocation to CYPS to 
address waiting times. They provided assurance that children 
would be seen sooner, depending on their level of need and 
risk. There are robust service evaluations systems in place to 
address their challenges regarding waiting times to ensure 
CQUIN compliance is achieved and waiting times reduce. A 
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quarterly report is presented to commissioners and tabled at our 
monthly contract review meetings. 

 To provide the CCG with the level of assurance that NTW has 
developed a Benefit Realisation Plans with associated Quality 
and Safety Data Suite (QSDS) this is to ensure that any 
“warning signs” are recognised and prompt action occurs to 
manage patient safety risk across all Transformation 
programmes. The expected benefits of transformation are 
tracked and any action needed to maximise benefit realisation is 
taken. Soft intelligence will also be collated in order to 
triangulate with information provided by the suite of metrics. 

 Commissioners are fully involved within NTW SI panels and 
ongoing monitoring of SI and complaints. We are adapting the 
monthly contract monitoring meetings to ensure we have an in-
depth focus on quality and patient safety issues. Deep dives into 
SI are undertaken by NTW to understand emerging themes or 
potential cluster activity. 

 Commissioners continue to performance manage NTW on a 
monthly basis through a robust action plan. 

 Commissioners have requested that NTW provide an options 
appraisal which separates the CPN and LTC’s areas from their 
pure IAPT practitioners to evaluate the impact that this will have 
on their access and recovery targets. 

 
External sources of assurance: 
Monitor Compliance Framework    
 
Primecare 
 
Risks 
No risks identified through information received via monthly Primecare 
Clinical Quality Dashboard or their Quality Report covering: 
 

 Clinical Governance, Personnel and absence 

 Significant events and learning (SI) 

 Safety Employment checks (DBS) 

 Staff training 

 Patient experience 
 
The Quality, Safety and Risk Committee was asked to:  
 

 Note the content of this report  

 Consider any further actions that should be taken forward with 
providers 

 Identify areas of further development within primary care 
 
Sue Goulding advised the committee that City Hospitals Sunderland 
(CHS) aggregated report was not included in the Integrated Quality 
Report as it had not been received to date.  Committee members 
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agreed this was not acceptable. This issue of timeliness of reports will 
be pursued and addressed via the CHS Quality Review Group. Action: 
Sue Goulding 
 
Sue Goulding referred to Appendix 2 page 57 of the report and 
highlighted that CHS was reported as being amongst the worst for one 
of the open and honest care reporting indicators. It was acknowledged 
this was the first time for this national reporting and that CHS showed 
red for 1 out of 5 indicators which then automatically reports red 
overall. This will be monitored via the QRG. 
 
There continues to be an issue regarding Pressure Ulcers in the 
community.  To address this, a Pressure Ulcer Task and Finish Group 
had been established with the first meeting being held at the end of 
August 2014.  
  
Julie McDonald at CHS will advise SCCG of the difference funding 
from SCCG had made in regards to reporting complaints in timescales 
and clearing the back log. This may be picked up via a deep dive at 
CHS Quality Review Group.  
 
Results for reported staffing levels by CHS are lower than expected. 
This is reported by CHS as the result in recruiting difficulties.   
 
Ann Fox noted it was a challenge for providers in regards to honest 
and open care work on how to carry out a staffing review.  When 
published this would have to be on anticipated establishments.     
Caution should be taken when looking at this data and this will be 
closely monitored via the QRG.  
 
Sue Goulding reported there were no concerns regarding Spire 
Hospital Washington.  Friends and family test scores are good.  SCCG 
and Spire Hospital Washington QRG currently meet every 6 weeks but 
this is changing to quarterly to tie in with their quarterly reporting 
system.  
 
A Primecare Quality Review Group had been established.  Once 
available, feedback from this group will be brought to the Quality Safety 
and Risk Committee.  
 
Northumberland Tyne and Wear Foundation Trust (NTWFT) – IAPT 
and waiting times for Children Services are the main areas of concern.  
There has been an increase in the number of referrals to Children 
Services and this is being addressed through CQUIN.  
 
Nonnie Crawford advised it would be interesting to see the reasons for 
increased referrals to Children Services as the Local Authority have 
concerns in relation to this.  
 
Ann Fox advised this had been discussed at the Joint Strategic 

SG 
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Safeguarding Group meeting and whether Looked After Children were 
one of the reasons for the increase.  NTW is looking at how they can 
provide support with this issue.  
 
Aileen Sullivan asked if the proforma for recording the outcomes from 
commissioner visits was ready for use yet.  Ann Fox to ensure a draft is 
circulated to enable the CCG to gather information/assurance following 
visits by members of the CCG team... 
Action: Ann Fox 
 
Mike Bramble referred to the numbers of STFT Clinical Negligence 
claims.  Ann Fox advised the data in the table in the report is as comes 
through the system.  Ann Fox will check if this data has any relevance 
for Sunderland.  
Action: Ann Fox  
 
The Quality Safety and Risk Committee received the report 

 
 
 
 
 

 
AF 

 
 

 
 
 

AF 

 Key Assurances and Risks from Quality Review Group meetings   

   

Enclosure  City Hospitals Sunderland NHS Foundation Trust, 16 May 2014  

   

 Geoff Stephenson presented the City Hospitals Sunderland NHS 
Foundation Trust, 16 May 2014 QRG Minutes to the committee.  
 
Key issues: 

 A&E performance is still a challenge.  The presentation to 
provide assurance on quality improvement activity has been 
deferred until the September meeting as the meeting in July was 
cancelled and August’s is being devoted to mortality. 

  
Key assurances: 

 CHSFT gave a presentation on research activity within the 
Trust.  Sunderland patients are willing to participate in research.  
The Academic Health Science Networks work with Trusts to 
translate research results into practice.  

 Increase in response rates for Friends and Family test within 
ante-natal service in April to 40.8% compared to 15% in March.  

 New named nurse for Safeguarding Children now in post at 
CHSFT.  

 Increased incident reporting demonstrating an improvement in 
the safety culture.  

 
Key risks: 

 Performance on reporting Sis within 2 working days is monitored 
on a monthly basis.  They are in mid-range when compared to 
the performance of other local trusts within the Area Team. 

 Risk of staffing information to be published being mis-
represented by the media.  Joint communications to be 
considered.  

 No information available in relation to the complaints response 
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times. CHSFT’s Board report with narrative on this will be 
shared with SCCG.  
 

 NHS England’s Quality Report raised concerns about CHSFT as an 
outlier for mortality rates. The Area Team will attend to August QRG 
which will focus on mortality. Geoff Stephenson advised the committee 
that the minutes reflected the context of discussions at CHS Quality 
Review Group.   
 
The Quality Safety and Risk Committee received the report 

   

Enclosure  North East Ambulance Service NHS Foundation Trust, 12 May 2014  

   

 Sue Goulding presented the North East Ambulance Service NHS 
Foundation Trust, 12 May 2014 report to the committee.  
 
The purpose of this report was to highlight any risks and provide 
assurance to the Quality, Safety and Risk Committee. 
 
Key issues: 

 Ambulance handovers times – a Task and Finish is in progress. 
Nationally mandated penalties have been incurred.  CCGs are in 
discussion with CDDFT regarding a sliding scale for breaches 
and zero tolerance for handovers.   

 A pilot has been undertaken using 2 responder units based in 
Newcastle to support cardiac arrest management.  There have 
been positive results with a 3% increase in survival rates 
compared with the Trust year to date.  

 
Key assurances: 

 From the end of June 14 GP practices should be able to provide 
a dedicated in hours contact telephone number for ambulance 
paramedics to liaise with GPs regarding clinical management of 
patients.  

 Measures are now in place for call handlers to ask separate 
questions regarding breathing and consciousness, as a result of 
Serious Incidents (Sis).  

 A record keeping audit has been piloted with positive feedback 
from crews.  

 
Key risks: 

 The skill level of non NEAS colleagues (eg First responders/Fire 
Brigade/Red Cross) who respond to R1 and R2 calls is unknown 
by the Trust.  NEAS is currently triangulating all the information 
available to compare the baseline with other ambulance trusts.  

 Low numbers of Sis being reported by NEAS.  The Trust to try to 
benchmark themselves against other Ambulance Trusts. 

 Data provided regarding challenged performance at weekends 
against targets but no information about the effect on quality of 
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care.  Further information requested. 

 CQC Report 
 
The Quality Safety and Risk Committee received the report 

   

Enclosure  NHS 111 Governance, 14 May 2014  

   

 Sue Goulding presented the NHS 111 Governance, 14 May 2014 
report to the committee.  
 
The purpose of this report was to highlight any risks and provide 
assurance to the Quality, Safety and Risk Committee. 
 
Key issues: 
The number of call Disconnect calls (caller hangs up phone before 
speaking to a call handler) is higher than other regions at 11%.  This is 
being investigated and seems to be due to a few surgeries auto 
diverting calls to NHS 111 when an answering machine message 
should be played instead.  
 
Key assurances: 
Call Handlers will now be notified when a call has been successfully 
passed to a clinician. Previously they were unaware if calls had not 
been passed on.  
 
205 individual coaching sessions have been held with staff in response 
to their performance during calls.  
 
Key risks: 
Sharing agreement not yet in place for Special Patient Notes (SPNs.) 
 
The Quality Safety and Risk Committee received the report 

 

   

Enclosure  Spire Hospital Washington, 2 June 2014   

   

 Sue Goulding presented the Spire Hospital Washington, 2 June 2014 
report to the committee.  
 
The purpose of this report was to To highlight any risks and provide 
assurance to the Quality, Safety and Risk Committee. 
 
Key assurances: 
Spire Hospital Washington now accredited by the Joint Advisory Group 
(JAG) for Endoscopy (only 5% all hospitals achieve this accreditation at 
the first attempt). 
 
 
Key risks: 
Two Serious Incidents during Q4.  One lady had a respiratory arrest on 
the ward following surgery, but recovered.  Appropriate actions taken to 
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prevent recurrence.  
 
The other was the Never Event discussed at previous QSRC meetings. 
 
The Quality Safety and Risk Committee received the report 

   

Enclosure  South Tyneside NHS Foundation Trust (Community Services) 2 April 
2014 

 

   

 Ann Fox presented the South Tyneside NHS Foundation Trust 
(Community Services) 2 April 2014 report to the committee.  
 
To highlight any risks and provide assurance to the Quality Safety and 
Risk Committee regarding community services provided by the Trust. 
 
Key issues 

 FFT: Maternity services continue to present challenges in 
obtaining feedback. Trust maintaining a consistent score but 
A&E performance dipped in February due to staff sickness. 

 C.Diff appeals: Anticipated that a number would be upheld and 
removed from STFT figures. 

 CHC: Performance and increasing demand. Single forum to 
review both performance and quality to be established. 

 Disclosure and Barring Service: Assurance sought by CCG re 
compliance with legislation for new and existing staff. 

 Incidence of pressure ulcers in the community: Issues 
particularly regarding compliance with use of pressure relieving 
equipment in own homes. 

 Mortality data: Trust continues to be reported as an outlier. 
 
Assurance 

 STFT shared their clinical audit plan (2014/15) which covers the 
trusts vision for clinical audit for the next three years. 

 FFT: Staff FFT to be introduced from June 2014. 

 STFT have introduced a new performance improvement 
methodology (PERFORM) and will provide a presentation at a 
future meeting. 

 Choose Safe Care report: Commended by AF, provides key 
assurance for the CCG in terms of STFT’s commitment to 
continuously improving patient safety, listening and learning 
from patient feedback. 

 Joint Assurance visits: Programme now agreed with CCG 
representation at each visit. 

 SI reporting: Significant improvement in % achievement of 2 day 
reporting. NECS to undertake a benchmarking exercise for north 
east trusts. 

 Quality v CIP: Extract from Transitional Board unconfirmed 
minutes provided the required assurance. 

 Quality Account: draft provided for review and comment. 
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 Francis Action Plan: STFT has now completed all actions. 

 Mortality: STFT continues to engage in external scrutiny. Trusts 
have agreed to participate in PRISM2 mortality study. Internal 
scrutiny of all deaths continues. 

 
The Quality, Patient Safety and Risk Committee were asked to note the 
issues, assurance and risks identified in the minutes of the April quality 
review group.  
 
The Quality Safety and Risk Committee received the report 

   

Verbal  Quality Surveillance Group Update   

   

 Ann Fox provided a verbal update regarding the Quality Surveillance 
Group (QSG.) This group continues to meet on a regular basis; the 
group had escalated concerns around a care home organisation and 
this had resulted in a special NHS North meeting being held focusing 
on a Care Home group.  The QSG looks into and discusses system 
wide areas of concerns.  
 
The NHS England Quality Dashboard is now in a different format which 
means data can be interrogated and enables benchmarking.  
 
The Quality Safety and Risk Committee received the report 

 

   

Enclosure Draft Quality Strategy 2014-17  

   

 Sue Goulding presented the Draft Quality strategy report to the 
committee.  
 
The purpose of this report was to  share the draft Quality Strategy with 
the Quality Safety and Risk Committee for approval of the document. 
 
Issues:  
A Quality Strategy has been developed to demonstrate the strategic 
direction for quality within Sunderland CCG.  
 
It highlights quality goals identified, responsibilities and accountability 
for quality within the CCG and how the CCG plans to monitor quality 
within our provider organisations.  
 
The Quality Safety and Risk Committee were asked to approve the 
Quality Strategy.  
 
Sue Goulding noted that SCCG was currently supporting Primary Care 
but not currently leading on this.  
 
Geoff Stephenson advised that SCCG may be leading on this in the 
future and questioned if the strategy would be flexible to accommodate 
this.  
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David Chandler referred to page 7 “Creating a culture of dignity, 
respect and compassion” and raised the question what could SCCG do 
about this and how could it be communicated. Ann Fox advised that 
communication around this would come via the Patient and Public 
Engagement Strategy and through discussions held at Quality Review 
Groups.  
 
The Quality safety and Risk Committee approved the Quality Strategy 
with a review period of one year.  

   

2014/52 For Information   

   

 NHS Board paper – Winterbourne View   

   

 http://www.england.nhs.uk/ourwork/qual-clin-lead/wint-view-impr-prog/ 
 
The Quality Safety and Risk Committee received the report for 
information.  

 

   

 Sign up to Safety  - launch of a new campaign to strengthen patient 
safety in the NHS   

 

   

 www.signuptosafety.nhs.uk 
 
The Quality Safety and Risk Committee received the report for 
information. 

 

   

 City Hospitals Sunderland  - Safety Ratings   

   

 http://www.nhs.uk/Scorecard/Pages/IndicatorFacts.aspx?MetricId=809
2&OrgType=Hospital 
 
The Quality Safety and Risk Committee received the report for 
information. 

 

   

 A new integrated web resource launched to support CCGs on 
commissioning high quality services that deliver improved outcomes for 
patients  

 

 http://www.england.nhs.uk/2014/07/24/paul-husselbee-2/ 
 
The Quality Safety and Risk Committee received the report for 
information. 

 

2014/53 Any other business   

   

 Aileen Sullivan advised the committee that in future the Quality Safety 
and Risk Committee meeting would move to being held on a monthly 
basis.  The meeting on 9 September 2014 will focus on what should be 
on the agenda, who would be presenting the report and when the 

 

http://www.england.nhs.uk/ourwork/qual-clin-lead/wint-view-impr-prog/
http://www.signuptosafety.nhs.uk/
http://www.nhs.uk/Scorecard/Pages/IndicatorFacts.aspx?MetricId=8092&OrgType=Hospital
http://www.nhs.uk/Scorecard/Pages/IndicatorFacts.aspx?MetricId=8092&OrgType=Hospital
http://www.england.nhs.uk/2014/07/24/paul-husselbee-2/
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report would be presented i.e. monthly/bi-monthly/quarterly.  
 
Aileen Sullivan, Ann Fox, Sue Goulding, Clare Nesbitt and Eleanor 
Hardy will be meeting on 19 August 2014 to look at the Quality Safety 
Risk Committee Terms of Reference and Cycle of Business.  

   

2014/54 Date and time of next meeting:  
Tuesday 9 September  2014, 2pm  - 4pm, Room to be confirmed   
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NHS Sunderland Clinical Commissioning Group  

Quality, Safety and Risk Committee 

Summary of Actions – Tuesday 12 August 2014 

Action 
No  

Agenda 
Item  

Action 
Requested 

By 

Item/Paper Action to be taken and by whom  Date for 
completion 

1 2013/82 Committee  Action Log from the meeting 
held on 28 June 2013 1. 
2013/12 Ombudsman case 
update on formal response 

DC advised this was on going and can take 
up to one year; SCCG had no control over 
this. Update 10.6.14 – DC has formally 
requested an update from NECS.  To 
remain on the action log but an update will 
be received on 12th August 2014.Update 
12/0//14 On going  - to remain on Action 
Log  

Review at 
each 
meeting 

2 
 
 

2013/115 Committee Communication and 

Engagement Strategy  

Update 10.6.14 – It was agreed the 
Communication and Engagement Strategy 
would be completed and presented to 
SCCG Governing Body on 22 July 2014 
with a clear work plan in place for 2014/15. 
Then to be received at QSRC on 12 August 
2014.  Action DC/JW .To remain on action 
log. Update 12/08/14 – item on agenda to 
remove from action log  

12 August 

2014 

3 2013/137 Committee  Medicines Optimisation Update   Zahra Irannejad to bring the ToR of the 
Joint Formulary Committee to the QSRC on 
12 August 2014. Update 10.6.14 to remain 
on action log.  Update 12/08/14 – ToR not 
yet approved by CHS (last meeting was not 
quorate.) This is a risk and is on the risk 
register. CM expected the ToR to be 
completed within 2 weeks. GS advised 

14 October 
2014 
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Action 
No  

Agenda 
Item  

Action 
Requested 

By 

Item/Paper Action to be taken and by whom  Date for 
completion 

contact levers were being looked at and 
would be on the agenda at the next Provider 
Contract meeting  - to remain on action log, 
CM to update at the next QSRC on 14 
October 2014 

4 2014/06 Committee  PPI Highlight Report  Julie Whitehouse will bring a summary 
of Advice, Support and Guidance offered 
to staff engaged with various areas of 
CCG work to the next Quality Safety and 
Risk Committee on 8 April 2014.  Update 
10.6.14 – Julie Whitehouse informed some 
further formatting/additional work is required 
and the document will be taken to the 
Comms and Engagement Steering Group at 
the end of this week (w/c 9.6.14). The 
timescale for QSRC will be changed to 
reflect this.  Update on 12 August 2014. 
Update 12/08/14 – on agenda, to remove 
from action log   

12 August 
2014  

5 2014/07 Committee  Patient Safety 
Francis2/Berwick/Keogh Action 
Plan 

Michelle Turnbull to circulate programme of 
NTW visits to the Quality Safety and Risk 
Committee.  08/04/14 No update available 
to remain on action log.  Update 10.6.14 
– Michelle Turnbull informed visits are in the 
process of being agreed with NTW and 
unplanned commissioner visits are also 
being looked at.  Dates to be circulated as 
soon as possible.  MT to update at the next 
QSRC on 12 August 2014.  Update 
12/08/14 – IH advised the visiting 

14 October 
2014 
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Action 
No  

Agenda 
Item  

Action 
Requested 

By 

Item/Paper Action to be taken and by whom  Date for 
completion 

programme was not yet fully concluded.  
Discussions are ongoing with NTW re 
unplanned visits and how these could be 
facilitated.  One option was for the CCG to 
join the NTW Governing Body unplanned 
visits.  AF advised this would also be picked 
up via the new NTW QRG.  MT/IH to 
update at the next QSRC on 14 October 
2014 

6 2014/10 Committee  Quality Safety and Risk 
Committee Terms of Reference  

Deborah Cornell to clarify regarding 
additional members and bring back to the 
next meeting on 8 April 2014. Deborah 
Cornell to take the business cycle and map 
it against the ToR.  Update 08/04/14 DC not 
at meeting, to be b/f to 10 June 2014.  
Update 10.6.14 – update at next formal 
meeting on 12 August 2014. Update 
12/08/14 – to update at next QSRC on 14 
October 2014 – to remain on action log   

14 October 
2014 

7 2014/37 Committee  Integrated Report  Ann Fox noted quality for Primary Care was 
not included in the Integrated Quality Report 
but links to the Quality Action Plan and 
contract data.  Reference to this needs to 
be included in the Integrated Quality Report  
Action: Sue Goulding/Carol Lancaster  
Update 10 June 2014 – Ann Fox stated 
information flow through Primary Care and 
NHS England remains an issue.  Debbie 
Cornell added she and Sue Goulding had 
recently attended a meeting with the area 

14 October 
2014 
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Action 
No  

Agenda 
Item  

Action 
Requested 

By 

Item/Paper Action to be taken and by whom  Date for 
completion 

team looking specifically at incidents 
covering all of Primary Care however clarity 
around responsibilities was not obtained. 
However, the matter remains of high 
importance and work is ongoing.   A further 
meeting is planned on 27 June 2014 to map 
out the process regarding incident reporting.    
Update at next formal meeting on 12 
August 2014 – Update 12/08/14 – 
awaiting update on responsibilities – to 
remain on action log   

8 2014/37 Mike 
Bramble  

CQUIN 14/15 Update  Mike Bramble questioned if a standard 
QCUIN template could be used for all 
providers. Action: Matt Thubron to raise 
this at the Regional Contact meeting. 
Update 10 June 2014 – it was confirmed 
this has been incorporated into the work 
plan and when final CQUIN template is 
received it will be ensured all use the same 
version.  Update at next formal meeting on 
12 August 2014.   Update 12/08/14 MT 
advised there was a standard template 
which providers would be encouraged to 
use. Action completed, to remove from 
action log 

12 August 
2014 

9 2014/25 David 
Gallagher  

Medicines Optimisation Report  David Gallagher advised the Controlled 
Drugs risk should be on the CNTW Area 
Team Risk Register. Action: Zahra 
Irannejad to clarify with Deborah Cornell 
where this risk should sit.  

12 August 
2014 
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Action 
No  

Agenda 
Item  

Action 
Requested 

By 

Item/Paper Action to be taken and by whom  Date for 
completion 

Update 10 June 2014 – Debbie Cornell 
confirmed this issue had been covered at 
the risk summit on 8 May 2014 and will now 
appear on the register.  Update for 
confirmation of action at next formal 
meeting on 12 August 2014.  Update 
12/08/14  - DG advised this was now on the 
risk register and issues had been resolved,  
Re Controlled Drugs destruction, lacking 
clarity from Area Team re responsibilities. 
Action completed, to be removed from 
action log 

10 2014/27 Committee Front Summary Sheets Under ‘key risks’ a summary statement is to 
be produced at the end stating there was 
significant assurance found as part of the 
work of the committee and the risks appear 
on the risk register and there are mitigating 
actions and controls in place or not.  It is 
imperative the committee is aware of the 
risks and that these are being managed 
accordingly.  There is a need to be able to 
reference and demonstrate the link to the 
risk register.  Action – all. Update 12/08/14 
DG advised front summary sheets and 
structure of reports had been discussed on 
the first day of the Governing Body Time 
Out in July.  A mini kaizen event approach 
will be undertaken for the QSRC to look at 
the flow of information and will be the same 
format for all committees including the 

12 August 
2014  
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Action 
No  

Agenda 
Item  

Action 
Requested 

By 

Item/Paper Action to be taken and by whom  Date for 
completion 

Governing Body.  An awareness session 
will also be held for all senior managers 
focusing on the purpose of the summary 
sheet.  AF advised in her role for STCCG, 
she had forwarded guidance from NECS to 
Deborah Cornell.  Action to be closed  - 
remove from action log   

11 2014/28 Committee Risk Register The request was made for a key to be 
added to the document to explain the colour 
coding in relation to the level of risk.   
Action – Debbie Cornell. Update 12/08/14 – 
action completed, to be removed from 
action log  

12 August 
2014  

12 2014/37 Committee  Patient Story Concern around interpreter services for deaf 
patients.   Review of City Hospitals’ signing 
provider Big Word is underway.  However, 
in the meantime assurance is to be gained 
via Contract meetings and Quality Review 
Group.  Action – Ann Fox and Matt 
Thubron. Update at next formal meeting on 
12 August 2014. Update 12/08/14 – AF 
advised that Gary Collier would be 
presenting an update on interpreting 
services at the Contract Review Group – 
action completed, to be removed form 
action log 

12 August 
2014 

13 2014/35 Committee Local Engagement Boards Action Julie Whitehouse to bring revised 
time-table with alternative times and dates 
of meetings.  Update 12/08/14 – on 
agenda.  Action completed, to be 

12 august 
2014 
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Action 
No  

Agenda 
Item  

Action 
Requested 

By 

Item/Paper Action to be taken and by whom  Date for 
completion 

removed from the action log 

14 2014/36 Committee Quality Action Plan  The action plan requires several 
amendments as per page 14 of these 
minutes.  Action – Sue Goulding.  Update 
12/08/14 – to remain on action log  

14 October 
2014  

15 2014/37 Committee Quality in Care Homes – Joint 
Report  

A standard policy is to be adopted regarding 
the method to be used for following up 
concerns with care home managers and this 
is to be fitted with the audit tool.  Action – 
Janet Farline.  Update at next formal 
meeting on 12 August 2014.  Update 
12/08/14 – on agenda.  Action completed, 
to remove from action log  

12 August 
2014  

16 2014/37 Committee Quality in Care Homes – Joint 
Report  

Missing action plan from care home to be 
pursued.  Action – Janet Farline.  Update at 
next formal meeting 12 August 2014.  
Update 12/08/14 – Janet Farline to update 
at next QSRC on 14 October 2014 – to 
remain on action log  

14 October 
2014 

17 2014/37 Committee Quality in Care Homes – Joint 
Report  

A policy standard procedure for the 
following up of concerns in care homes is to 
be developed.  Action – Janet Farline.  
Update 12/08/14 – on agenda, to remove 
from action log  

12 August 
2014  

18 2014/37 Committee  Integrated Quality Report  The three open legacy SI cases.  Action – 
Sue Goulding is to pursue and update at the 
next formal meeting on 12 August 2014.  
Update 12/08/14 – Sue Goulding advised 
the one remaining case was an HCAI 
outbreak from February 2012.  This had 

12 August 
2014 
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Action 
No  

Agenda 
Item  

Action 
Requested 

By 

Item/Paper Action to be taken and by whom  Date for 
completion 

been through the internal process but not 
yet presented at the SI Panel where it is 
expected to be closed.  Action closed, to 
be removed from the action log  

19 2014/37 Committee CQUIN 14/15 High Level 
Summary  

NEAS information is required – Action Carol 
Lancaster.  Update 12/08/14 – NEAS 
information will be included in future reports.  
Action closed, to be removed from 
action log  

12 August 
2014 

20 2014/38 Committee Medicines Optimisation Highlight 
Report 

The lack of engagement from City Hospitals 
with the CCG MO prescribing committee will 
be added to the risk register.  Action – 
Debbie Cornell and Zahra Irannejad.  
Update at formal meeting on 12 August 
2014.  Update 12/08/14 – covered under 
action no: 3, Update required for next 
QSRC meeting on 14 October 2014 – to 
remain on action log   

14 October 
2014 

21 2014/38 Committee Medicines Optimisation Highlight 
Report 

The development of the joint formulary on 
the website.  Action – Medicines 
Optimisation and Debbie Cornell.  Update at 
formal meeting on 12 August 2014.  Update 
12/08/14 – CM reported work was in 
progress with NECs to ensure the formulary 
works action closed, to be removed from 
action log.  

12 August 
2014  

22 2014/45 Ann Fox  Summary Sheet from minutes of 
the meeting held on 10 June 
2014 

Ann Fox advised that the front sheet for all 
reports needs to be clear and the summary 
sheet needs to link in with the minutes of 
the meeting.  

Immediately  
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Action 
No  

Agenda 
Item  

Action 
Requested 

By 

Item/Paper Action to be taken and by whom  Date for 
completion 

Action: Sue Goulding to amend page 22, 
last bullet point referring to Breast 
“Services” to Breast “Surgery” Action 
completed, to be removed from action log  

23 2014/47 Henry Choi  Medicines Optimisation Annual 
Report  

Discussions were held around outliers in 
regards to prescribing in GP Practices. 
Henry Choi advised that it was difficult for 
Primary Care to adhere to the five areas 
within the formulary and raised the question 
what work could be carried out around this.  
Action: Cath McClelland agreed to look 
into this and establish how feasible it 
would be to monitor from the whole 
formulary i.e. first choice/most cost 
effective and consider the action 
required 

14 October 
2014 

24 2014/48 Ann Fox  Quality Action Plan  It was agreed that the actions completed 
within the plan will be removed and retained 
for audit purposes.  This will result in a 
streamlined action plan with any future 
national recommendations being 
incorporated into it.  Action Carol 
Lancaster  

14 October 
2014 

25 2014/48 Aileen 
Sullivan  

Safeguarding Highlight Report  Aileen Sullivan raised the question should 
this report which shows the depth of work 
carried out by the SCCG Safeguarding 
Team be presented to the Governing Body. 
Action: David Gallagher to share the 
Safeguarding Highlight Report to 
members of the Governing Body who 

Immediately  
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No  

Agenda 
Item  

Action 
Requested 

By 

Item/Paper Action to be taken and by whom  Date for 
completion 

were not present at this meeting  - action 
completed, to be removed from action 
log  

26 2014/48 Nonnie 
Crawford 

Draft revised Serious Incident 
Policy  

Nonnie Crawford asked if an amendment 
could be made to the policy regarding local 
partners which would provide assurance to 
Sunderland Local Authority. Action: Ann 
Fox to raise possibility of inclusive for 
SCC assurance with area team. 

14 October 
2014 

27 2014/48 Ann Fox  Primary Care Incident Reporting  Action Sue Goulding to ask NECS to 
produce a report on GP Practices 
incident reporting over the last 12 month 
and for this information to be received 
by October 2014. This to then be 
presented to the Executive Committee 
along with a report for quarter one and 
two 

14 October 
2014 

28 2014/49 David 
Gallagher  

Organisational Risk Register  David Gallagher stated there was too much 
information in the report and this needed to 
be simplified. The style of the report would 
be re written to reflect this.  He reiterated 
that It was the responsibility of all senior 
managers to take ownership of their area of 
the risk register. Action: David Gallagher 
to discuss new style of SCCG Risk 
Register report with Deborah Cornell 

14 October 
2014 

29 2014/49 Aileen 
Sullivan  

Sunderland CCG Assurance Q1 Action: Outcomes of the focused 
mortality review QRG to be feedback to 
the next meeting of the QSRC – A Fox/G 
Stephenson  

14 October 
2014 
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No  
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Action 
Requested 

By 

Item/Paper Action to be taken and by whom  Date for 
completion 

30 2014/50 Ann Fox   Patient and Public 
Involvement/Engagement 
Update  

In regards to Localities using different 
approaches with Locality Patient Groups 
(LPGs) Ann Fox advised a conversation 
needs to take place with Locality Managers 
as there will be variations in each locality.    
The process is about how to get patients 
involved. Action: Julie Whitehouse 

14 October 
2014 

31 2014/50 Aileen 
Sullivan  

Patient and Public 
Involvement/Engagement 
Update 

In regards to Working with Year of Care 
Partnership Julie Whitehouse asked the 
committee what would the best way be to 
advise SCCG of this programme. Aileen 
Sullivan requested that Julie Whitehouse 
contacted Lucy Topping from the Area team 
and invited her to the Communication and 
Engagement group meeting to clarify what it 
is as a CCG we need to do. Action: Julie 
Whitehouse 

14 October 
2014 

32 2014/50 Nonnie 
Crawford  

Patient and Public Engagement 
strategy  

Action: Julie Whitehouse to amend page 
8 Local Authority Counsellors  to 
Councillors  - Action completed, to be 
removed from action log   

Immediately  

33 2014/50 Aileen 
Sullivan  

LEB  - revised Dates and Times  Revised report to be brought to the QSRC 
in October.  Action: Julie Whitehouse  

14 October 
2014 

34 2014/51 Committee  Performance/Quality Risks  It had been agreed to establish a Strategic 
Group to focus on CHC performance in the 
3 CCGs and to provide clarity around data 
received.  This will enable performance to 
be benchmarked and ensure that no CCG 
improves in detriment of other CCGs. Ann 
Fox will provide an update at the next 

14 October 
2014 
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No  
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Item  

Action 
Requested 

By 

Item/Paper Action to be taken and by whom  Date for 
completion 

meeting. Action: Ann Fox 

35 2014/51 Nonnie 
Crawford  

Quality in Care Homes Nonnie Crawford raised the question “how 
can we manage this proactively; there was 
a low level of alerts but this was still not 
acceptable”. It was felt that to would be 
useful if the Network Forum would facilitate 
this. Action: Ann Fox and Janet Farline to 
discuss this with representative from the 
local authority 

14 October 
2014 

36 2014/51 Committee  Integrated Report  Sue Goulding advised the committee that 
City Hospital Sunderland (CHS) aggregated 
report was not included in the Integrated 
Report as it had not been received to date.  
Committee members agreed this was not 
acceptable. This issue will be pursued and 
addressed via the CHS Quality Review 
Group. Action: Sue Goulding 

14 October 
2014 

37 2014/51 Aileen 
Sullivan  

Integrated Report  Aileen Sullivan asked if the proforma for 
recording the outcomes from clinical visits 
was ready for use yet.  Ann Fox to check. 
Action: Ann Fox 

14 October 
2014 

38 2014/51 Mike 
Bramble  

Integrated Report  Mike Bramble referred to the numbers of 
STFT Clinical Negligence claims.  Ann Fox 
advised the data in the table in the report is 
as comes through the system.  Ann Fox will 
check if this data has any relevance for 
Sunderland.  
Action: Ann Fox  

14 October 
2014 
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Item: 9.1  

CATEGORY OF PAPER  

Proposes specific action  

Provides assurance   

 
GOVERNING BODY   

 
18 November 2014 

 
Report Title 
 

 
Core Standards for Emergency 

Preparedness, Resilience and Response 
(EPRR) and Business Continuity Planning  

 
 
Purpose of report 

To ask the Governing Body to approve the CCG’s 
EPRR improvement plan and Business Continuity 
corporate prioritised activity plan.  

 
Key issues, assurances and risks 
 

NHS England published core standards for EPRR in 
July 2014 which set out the minimum standards that 
all NHS organisations and providers of NHS funded 
care must meet in relation to emergency 
preparedness.   
 
The aim of the standards is to: 

 enable agencies across the country to share 
a common purpose and to coordinate EPRR 
activities in proportion to the organisation’s 
size and scope; 

 provide a consistent cohesive framework for 
self-assessment, peer review and assurance 
processes. 

 
The CCG has undertaken a full assessment against 
all of the relevant core standards.  As a result of this 
assessment, some areas were highlighted as amber 
and an improvement plan developed to strengthen 
these areas.  The plan is attached at appendix 1.   
 
In addition, the CCG has also developed its 
Business Continuity Plan (BCP) and all relevant 
business impact analysis have been completed as 
part of this work.  The appropriate prioritised activity 
recovery plans (PARPs) have also been developed 
and these have been drawn together into an overall 
corporate prioritised activity plan.  A copy of the BCP 
is attached at appendix 2 and the corporate PARP is 
attached at appendix 3. 
 
The Executive Committee has reviewed and 
approved the BCP (July 2014), the EPRR 
improvement plan and corporate PARP (November 
2014).  All 3 documents were recommended for 



 
*CCG Corporate Objectives 
 
CO1 - Ensure the CCG meets it public accountability duties 
CO2 - Maintain financial control and performance targets 
CO3 - Maintain and improve the quality and safety of CCG commissioned services 
CO4 - Ensure the CCG involves patients and the public in commissioning and  
  reforming services  
CO5 - Identify and deliver the CCG’s strategic priorities 
CO6 - Develop the CCG localities

approval by the Governing Body as per the Scheme 
of Reservation and Delegation.   

 
Recommendation/Action Required 
 

The Governing Body is asked to: 

 approve the EPRR improvement plan 

 approve the BCP and corporate PARP. 
  

Sponsoring Governing Body member  
(where relevant) 

D Gallagher, Chief Officer  

Report Author D Cornell, Head of Corporate Affairs  

Governance and assurance  

 
Link to CCG corporate objectives* 

CO1 CO2 CO3 CO4 CO5 CO6 
      

Any relevant legal/statutory issues 

NHS England Core Standards for Emergency 
Preparedness, Resilience and Response. 

Civil Contingencies Act (2004)  

 
Are the identified risks on the Risk 
Register?  
 

None identified. 

Any information governance issues  None identified  

If report has been previously reviewed 
please specify which Committee and 
date of meeting 

Executive Committee, 4 November 2014 

 
Equality Impact Assessment completed 
(please tick)  

Yes  No  
Not 
relevant 

 

Key implications for the following: 

 
Any additional resources needed? 
 

None identified at present 
 

 
Has there been appropriate clinical 
engagement?  

Not applicable  

 
Any impact on patient outcomes? 
 

None identified at present  

 
Has there been member/stakeholder 
engagement if needed?   
 

Not applicable  





 
 

   

 

 

 
 
 
 
 
 
 
 
 
 
 
 
 

Core standard Clarifying information

Self 

assessment 

RAG
Action to be taken Lead Timescale

Organisations have an annual work 

programme to mitigate against identified 

risks and incorporate the lessons 

identified relating to EPRR (including 

details of training and exercises and past 

incidents) and improve response.

Lessons identified from your organisation and other 

partner organisations.  

NHS organisations and providers of NHS funded care treat 

EPRR (including business continuity) as a systematic and 

continuous process and have procedures and processes 

in place for updating and maintaining plans to ensure that 

they reflect: 

-    the undertaking of risk assessments and any changes 

in that risk assessment(s)

-    lessons identified from exercises, emergencies and 

business continuity incidents

-    restructuring and changes in the organisations

-    changes in key personnel

-    changes in guidance and policy

Desktop exercise to be arranged CCG Head of Corporate Affairs/

NECS BCP Support 

Jan-15

Incidents and emergencies (Incident Response Plan (IRP) 

(Major Incident Plan))

Review CCG BCP in line with NHS 

England template recently published. 

CCG Head of Corporate Affairs/

NECS BCP Support 

Dec-14

Pandemic Influenza Clarify CCG responsibilities for flu 

pandemic element  

CCG Head of Corporate 

Affairs/NECS BCP Support 

Dec-14

Fuel Disruption Clarify CCG responsibilities for fuel 

element

CCG Head of Corporate Affairs/

NECS BCP Support 

Dec-14

Surge and Escalation Management (inc. links to 

appropriate clinical networks e.g. Burns, Trauma and 

Critical Care)

Seek clarification from NHS England 

as to why this is needed for the CCG 

as a category 2 responder only

CCG Head of Corporate Affairs Nov-14

Organisations actively participate in or 

are represented at the Local Resilience 

Forum (or Borough Resilience Forum in 

London if appropriate) 

Arrangements for the Local Resilience 

Forum to be formalised via the 

Director of Public Health

Minutes from LHRP to be received by 

Governing Body/Exec for assurance

LHRP Representative / CCG Head 

of Corporate Affairs 

Dec-14

Demonstrate active engagement and co-

operation with other category 1 and 2 

responders in accordance with the CCA

Arrangements for the Local Resilience 

Forum to be formalised via the 

Director of Public Health

Minutes from LHRP to be received by 

Governing Body/Exec for assurance

LHRP Representative / CCG Head 

of Corporate Affairs 

Dec-14

Arrangements include how mutual aid 

agreements will be requested, co-

ordinated and maintained. 

NB: mutual aid agreements are wider than staff and 

should include equipment, services and supplies. 

Arrangements for the Local Resilience 

Forum to be formalised via the 

Director of Public Health

Minutes from LHRP to be received by 

Governing Body/Exec for assurance

LHRP Representative / CCG Head 

of Corporate Affairs 

Dec-14

Arrangements include a training plan 

with a training needs analysis and 

ongoing training of staff required to 

deliver the response to emergencies and 

business continuity incidents

• Staff are clear about their roles in a plan 

•  Training is linked to the National Occupational 

Standards and is relevant and proportionate to the 

organisation type. 

• Training is linked to Joint Emergency Response 

Interoperability Programme (JESIP) where appropriate

• Arrangements demonstrate the provision to train an 

appropriate number of staff and anyone else for whom 

training would be appropriate for the purpose of ensuring 

that the plan(s) is effective

• Arrangements include providing training to an appropriate 

number of staff to ensure that warning and informing 

arrangements are effective

Internal desktop exercise to be 

arranged 

Seek clarification from NHSE for 

LHRP tabletop exercise 

Seek clarification from NHSE in 

relation to strategic and operational 

management training 

CCG Head of Corporate Affairs/

NECS BCP Support 

Dec-14

Arrangements include an ongoing 

exercising programme that includes an 

exercising needs analysis and informs 

future work.  

• Exercises consider the need to validate plans and 

capabilities

• Arrangements must identify exercises which are relevant 

to local risks and meet the needs of the organisation type 

and of other interested parties.

• Arrangements are in line with NHS England 

requirements which include a six-monthly 

communications test, annual table-top exercise and live 

exercise at least once every three years.

• If possible, these exercises should involve relevant 

interested parties. 

• Lessons identified must be acted on as part of 

continuous improvement.

• Arrangements include provision for carrying out 

exercises for the purpose of ensuring warning and 

informing arrangements are effective

Internal desktop exercise to be 

arranged 

Seek clarification from NHSE for 

LHRP tabletop exercise 

Seek clarification from NHSE in 

relation to strategic and operational 

management training 

review of process to take place 

following desktop and Norland 

exercises  

CCG Head of Corporate Affairs/

NECS BCP Support 

Jan-15

Preparedness ensures all incident 

commanders (on call directors and 

managers) maintain a continuous 

personal development portfolio 

demonstrating training and/or incident 

/exercise participation. 

Confirmation of training for 

accountable officer and CCG 

directors 

CCG Head of Corporate Affairs Nov-14

Effective arrangements are in place to 

respond to the risks the organisation is 

exposed to, appropriate to the role, size 

and scope of the organisation, and there 

is a process to ensure the likely extent to 

which particular types of emergencies 

will place demands on your resources 

and capacity. 

Have arrangements for (but not 

necessarily have a separate plan for) 

some or all of the following (organisation 

dependent) (NB, this list is not 

exhaustive): 

NHS England Core Standards 2014 - 15

CORE STANDARDS IMPROVEMENT PLAN  - DRAFT ONLY

 (awaiting approval from Governing Body)
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1. Introduction   
 

1.1 This Business Continuity Plan (BCP) describes how NHS Sunderland 
CCG (the CCG) will discharge its functions in the event of a major incident 
that causes serious interruption of business operations involving one or 
more function or service area. This is a corporate level BCP which would 
be implemented when any incident cannot be contained and managed 
within a single team or directorate. 

 
1.2   Business interruption can be defined as; 

 
       ‘An unwanted incident which threatens personnel, buildings,  
        operational procedures, or the reputation of the organization, 

which requires special measures to be taken to restore things 
back to normal’ 

    
 1.3 Each directorate will maintain a specific BCP which outlines their critical 

functions and services, and provides details of how it is intended that 
business continuity is maintained when faced with loss of premises, staff 
and other resources  

 
 1.4 Business continuity management is a business driven process that 

 establishes a fit-for-purpose strategic and operational framework to:  
 

 proactively improve the CCG’s resilience against severe 
interruption; 

 provide a rehearsed method of restoring the CCG’s ability to 
maintain its key services to an agreed level within an agreed 
time after interruption;  

 deliver a proven capability to manage a business interruption 
and  
protect the organisation’s reputation and brand 

 
 

1.5  Business continuity management (BCM) can be defined as: 
 

          “A holistic management process that identifies potential threats to  
       an organisation and the impacts to business operations that 

those threats, if realised might cause, and which provides a 
framework   

            for building organisational resilience with the capability for an   
            effective response that safeguards the interests of its key   
            stakeholders, reputation, brand and value creating activities.”  

                 
(BS 25999 Business Continuity Management – Part 1 2006: Code of Practice, British Standards   

                 Institute) 

 
At the heart of business continuity planning are four key areas:  
 

 Damage/denial of access to premises; 

 Non availability of key staff; 



 
 

   

 

 

 Loss or damage to other resources; 

 Loss/damage to IT or data.       
 

1.6 Business continuity is complementary to the risk management 
framework that sets out to understand the risks to operations or 
business, and the consequences of those risks. Reference should be 
made to the organisation’s risk management strategy and risk register 
which relate to corporate and directorate risk assessments that may be 
considered in conjunction with this continuity planning process. 

 
2. Purpose and Scope 

 
2.1 The purpose of this Plan is to ensure business continuity arrangements 

are in place which: 
 

 identify and maintain critical activities during and after any 
interruption; 

 restore them to full functionality; 

 promote recovery as quickly as possible.  
 

2.2 To perform its duty on a day-to-day basis, the CCG depends upon a 
           wide range of complex systems and resources, and seeks to maintain a  
           good reputation. Inevitably, there is potential for significant interruption to     
           normal business or damage to the CCG’s reputation through loss 
           of those systems and resources. The CCG’s priorities when faced with a  
          significant interruption (whether actual or impending) will always be to: 
 

 ensure the safety and welfare of its personnel and visitors; 

 endeavour to meet its obligations under legislative requirements; 

 secure replacement critical infrastructure and facilities; 

 protect its reputation; 

 minimise the exposure to its financial and reputational position; 

 Facilitate a return to normal operations as soon as practicable. 
 
2.3  The scope of this BCP will focus on meeting the requirements of 

ISO23301, legislative requirements within the Civil Contingencies Act 
(CCA) 2004 and NHS England guidance. 
 

 
3.      Prioritisation of CCG Functions and Activities   
 
3.1    Successful business continuity planning includes the ability to define the 

essential business functions and activities of the CCG and must be 
identified at all levels.  These can be broken down into critical, vital, 
necessary and desired.  
 

 CRITICAL functions and activities must be provided immediately or 
the loss of life, infrastructure destruction, loss of confidence and 



 
 

   

 

 

significant loss of revenue will result. These functions will require 
continuity within 24 hours of interruption. 

 

 VITAL functions and activities are those that must be provided 
within 72 hours or loss of  life, infrastructure destruction, loss of 
confidence and significant loss of revenue or disproportionate 
recovery costs will result. 

 

 NECESSARY functions and activities must be resumed within two 
weeks or considerable loss, further destruction or disproportionate 
recovery costs  

o could result. 
 

 DESIRED functions and activities could be delayed for two weeks or 
longer, but are required in order to return to normal operating 
conditions and alleviate further disruption or disturbance to normal 
conditions. 

 
3.2 Determining and categorising functions and activities in this way is the 

responsibility of the relevant director and/or heads of service with the 
CCG.   

 
4. Interruption Factors 
 
4.3     A list of possible interruption factors that represents the potential  
 impact for the CCG can include:  
 

 Loss of life or inacceptable threat to human safety; 

 Disruption of essential functions or services commissioned by the 
CCG;  

 Loss of public/stakeholder confidence; 

 Loss of vital records; 

 Loss of expertise; 

 Significant damage or total loss of infrastructure; 

 Significant loss of revenue or public funds; 

 Full or partial interruption on the ability to operate normal functions 
and activities from the CCG headquarters (e.g. fire, loss of utilities);  

 Interruption of IT systems or the network fails, causing significant 
disruption to either a single or more department; 

 Failure of service provision arising from a provider; 

 Greatly reduced staffing levels (e.g. severe weather conditions, flu 
pandemic).  Please refer to Appendix 1 for further details. 
 

 
5. Responsibilities for Business Continuity Planning 

 
5.1 The Chief Officer 
 

The Chief Officer has overall responsibility for: 



 
 

   

 

 

 

 emergency response planning; 

 ensuring an effective BCP strategy is in place; 

 ensuring the continuation of critical functions until normal services 
are restored to their pre-incident capacity. 

 Leading the corporate incident response team; 

 Overseeing the activation of the corporate BCP. 

 Overseeing recovery 

 Leading a debriefing following the incident to identify lessons to be 
learnt 

 
5.2 Head of Corporate Affairs (BCP Coordinator) 
 
 The responsibilities of the BCP Coordinator include: 

 

 Collating information incident assessment and situation report 
(Appendix 4) 

 Facilitating meetings (please see Appendix 5 for a template) 

 Liaising with senior management; 

 Coordinating the incident room for continuing activities during an 
emergency response or locating an alternative incident room 
where necessary;  

 Coordinating recovery in conjunction with the appropriate 
director and/or senior manager; 

 Liaising with the Communications Lead within NECS for  

 Identifying the lessons learned and compiling a final incident 
report.  

 liaising with operational areas and the senior governance officer  
(IG) within NECS to identify and prioritise any IG issues. 

 
5.3    Head of Finance 

 
The responsibilities of the Head of Finance include:  

 

 ensuring the appropriate finance and insurance are available; 

 ensure asset registers are available;  

 ensuring appropriate staff are authorised to make emergency  
    expenditures when required; 

 liaising with NHS Property Services where necessary to ensure   
emergency expenditure and procurement procedures are  

   adhered to; 
 

5.4   Head of Contracting, Performance and Business Intelligence 
 
 The responsibilities of the Head of Contracting, Performance and Business 

Intelligence include; 
 

 liaising with IT staff within NECS to ensure IT systems are 
recovered in business critical areas where necessary; 



 
 

   

 

 

 liaising with NECS to ensuring IT systems are  
    recovered within time objectives set or set up if staff have been  
    relocated; 

 ensure IT policies have been adhered to when storing/backing 
up information; 

 Maintaining a list of suppliers and qualified contractors for  
    emergency procurement; 

 liaising with operational areas and the senior governance officer  
(IG) within NECS to identify and prioritise protecting all vital 
electronic information. 

 
5.5 Administration Coordinator 

 
The administration Coordinator is responsible for: 
 

 liaising with the BCP lead;  

 ensuring available resources in the incident room e.g. hard 
copies of plans, stationary, telephone, computer and printer. 

 taking notes;  

 typing final reports. 
 
6.      Business Impact Analysis (BIA) 
 
6.1    To begin the process of categorising functions and activities, heads of 

service and/or appropriate senior managers should use the initial 
assessment form attached at Appendix 2.  

 
6.1 From this initial assessment, a BIA should be carried out to identify  

the vital resources required to provide a particular function or activity. It will 
also help determine which functions or activities should have priority, which 
will be the most difficult to resume, the minimum resources to resume a 
function or activity and an indication of the timeline in which it should be 
accomplished. Each service function is subject to a separate BIA as detailed 
in Appendix 3. 

 
6.2     A key element within the BIA is the maximum tolerable period of disruption 
          and a recovery time objective (figure 1). Timelines are crucial when  
          establishing ‘cut-off’ points and setting targets. The timeline extracted    
          from BS 25999 are as follows;     

 

 Maximum Tolerable Period of Disruption (MTPoD) – the duration 
after which an organisation’s viability will be irrevocably threatened 
because of the adverse impacts that would arise as a result of not 
providing that function or performing that activity.  

 

  Recovery Time Objective (RTO) - target time set for:  
 resumption of the function or activity after an incident; or 
 resumption of a performance or activity after an incident; or 
 resource recovery after an incident  



 
 

   

 

 

   (N.B - the RTO has to be less than the MTPoD) 
 

 For critical functions or activities, the maximum period of disruption 
has been suggested to be 4 hours and 24 hours, depending upon 
the function or activity. 
 

 Figure 1 below demonstrates the RTO:  
Figure 1 – Recovery Time Objective 

 
 
7. Activating the Business Continuity Plan (BCP) 
 
7.1 When something happens that impacts on critical business functions or 

activities of the CCG, building, facilities or other resources, including staff 
need to be managed.  This Plan outlines the emergency steps to manage 
the incident.  

 
7.2 Generally, the chain of events will be;          
 

 An alert is raised and brought to notice by any member of staff to their 
director, head of service or line manager.  The director will inform 
the Chief Officer or his nominated deputy and the Head of 
Corporate Affairs as the BCP coordinator. 

 

 The Chief Officer or his deputy will consider the appropriate response 
and whether to activate this BCP in full or in part. Figure 2 considers 
the activation levels. 

 



 
 

   

 

 

Figure 2 – Plan activations 
  

Type of Incident 
 

Activation 
 

Incident Response Team 
(IRT) 

 

Operational incident: 
 

 Incident contained to 
single team/directorate 
and can be managed 
effectively to 
conclusion by that 
team/directorate. 
 

 Inform the relevant director 
and Chief Officer. 

 Declare team or directorate 
business continuity 
incident. 

 Initiate directorate BCP 

 Incident assessment form 
completed 

 Establish team/directorate IRT 

 Director or nominated deputy 
as lead officer  

 Head of Corporate Affairs 
(BCP coordinator and 
communications liaison) 

 Administration coordinator 

Corporate Incident*: 
 

 affects more than one 
directorate 

 Inform the Chief Officer 
and relevant directors 

 Declare corporate 
business continuity 
Incident 

 Initiate corporate BCP   

 Incident assessment form 
completed 

Establish corporate IRT 

 Chief Officer  

 Relevant directors and/or 
nominated deputies 

 Head of Corporate Affairs 
(BCP coordinator and 
communications liaison) 

 Head of Finance 

 Head of Contracting (IT liaison) 

 Administration Coordinator 

 

*Criteria for escalation to corporate incident: 
 

 Increase in geographic area or staff affected (pandemic, flooding 
etc.) 

 the need for additional internal/external resources; 

 increased severity of the business interruption; 

 increased demands on the commissioned service; 

 heightened public or media interest. 

  
Criteria for de-escalation from a corporate incident: 

 Reduction in internal resource requirements; 

 Reduced severity of the incident; 

 Reduced demands on the commissioned service; 

 Reduced public or media interest. 
 

 
7.3 In completing an initial incident assessment of the incident, the form 

detailed at Appendix 4 should be used.  The IRT will then consider what 
appropriate further action needs to be taken.  A checklist has been 
included at Appendix 5 for actions to consider and a template for the first 
meeting agenda of the IRT can be found at Appendix 6.  

 
8.  Communications 

 
8.1 Effective communications are crucial. It is essential to disseminate 

accurate and timely information to staff, partners, stakeholders and where 



 
 

   

 

 

necessary the public during the response to a business interruption. The 
BCP Coordinator will liaise with the appropriate communications manager 
within NECS to ensure effective, on-going communications. This will be 
overseen by the senior manager in charge. A checklist is given as 
Appendix 7. 

 
9.  Incident Room  
 
9.1 The purpose of the incident room is to provide a place where the CCG can 

implement and co-ordinate the organisation-wide initial response and 
recovery operations and provide a single point of contact for requests for 
assistance allowing the business continuity team an immediate overview 
of the organisation-wide response and to provide an area for information 
collation and preparation of any briefings 
 

9.2 The Incident Room for the CCG is normally located in the Joseph Swan 
Suite, Ground floor, Pemberton House.  However due to the current 
refurbishment of the ground and first floors of Pemberton House, the 
James Herriot Room on the top floor of Pemberton House has been 
designated as an interim incident room if an incident should arise until the 
Joseph Swan Suite is available again. 
 
The suggested equipment to be kept in the room can be found at 
Appendix 8. 

 
9.3 In the event Pemberton House is not useable and the CCG has to operate 

from a secondary business continuity room, an alternative location would 
need to be used.   

 
 Whilst the majority of staff have the ability to work at home, using mobile 

equipment that can access the network, there may be the occasion where 
staff need to have an office base.  Therefore it has been agreed, on a 
reciprocal arrangement, that Sunderland CCG staff would have access to 
the headquarters of NHS South Tyneside CCG headquarters building, 
Monkton Hall, Jarrow, NE32 5NN.  This would be for approximately 7-10 
key members of staff.  

 
10.   Priority Functions   

 
10.1 All functions of the CCG have been provisionally designated a level of 

priority. This assumes IT functionality is maintained, in line with IT 
business continuity and disaster recovery plans.  
 
PRIORITY AND DEFINITION  CCG activities 

Priority One Functions –  
An essential function needing to be restored 
within 0-24 hours 

 Patient safety e.g. continuing care, 
Safeguarding, Serious Incidents 

 Senior leadership function (Chief 
Officer) 

 Communications and media relations 

 IT systems (NECS) 



 
 

   

 

 

Priority Two Function –  
An important function needing to be 
restored within 3 working days 

 Complaints handling   

 Payroll function (time sensitive to 
payroll schedule)  

Priority Three Function –  
A function needing to be restored within 7 
working days 

 Freedom of information requests 

 Individual treatment requests 

 Financial systems 

 Contract management 
(N.B.  Some functions are administered 
by NECS on behalf of the CCG but 
require CCG in put) 

Priority Four Function - A function which 
can be restored progressively after 7 
working days 

 All other functions  

 
11.   Plan Activation Sequence 

 
11.1 The following activation sequence will normally be used when informing 

staff of the activation of this plan: Standby phase, Implement phase, Stand 
Down phase: 

 

 Standby will be used as an early warning of a situation which might at 
some later stage escalate and thus require implementation of this 
Plan.  This is particularly important if an interruption occurs towards 
the end of office hours and staff may need to be asked to stay at work 
until the situation becomes clear.  

 

 Implement is the immediate activation of this plan.  
 

 Stand Down will be used to signify the phased withdrawal of the 
activation of the plan e.g. the standing down of the incident room. 

 
12.  Debrief 
      
12.1 Following conclusion of the incident, the Chief Officer (or his designated 

deputy) will lead a debrief session and prepare a report on the incident to 
include issues identified by the debriefing process. A template for this 
report is provided at Appendix 9.  This should take place between 24 hours 
and 14 days following the incident. The report will be submitted to the 
Executive Committee to approve any recommendations and subsequent 
action plan. 

 
13.   Training and Testing 
  
13.1 Responsibility for overseeing the relevant training, testing and exercising 

of the plan is that of the Chief Officer, acting on behalf of the Executive 
Committee.  The Chief Officer has delegated this function to the Head of 
Corporate Affairs.  This is to support all those involved in developing and 
implementing the business continuity plans to be competent to carry out 
their tasks and to support all staff to have a general awareness of 



 
 

   

 

 

business continuity management issues.  An action plan will be developed 
if necessary to implement this work. 

 
13.2 The Plan will be continuously updated as amendments are made 

incorporating any lessons learnt from real-life incidents and training 
exercises, as well as any changes to services commissioned and national 
requirements.  

 
14. National Guidelines 
 
14.1 The relevant requirements of the Civil Contingencies Act 2004 and of the 

British Standard BS25999part 1 (BS 25999-2:2007) Code of Practice for 
Business Continuity Management and associated guidance have informed 
the preparation of this Plan. 

  
15. Next steps 
 
15.1 Following approval of this plan, the next step is for each directorate to 

complete the necessary business impact analysis for the key functions 
identified as essential to maintain for business continuity purpose.  Once 
these have been completed, a recovery plan will be drafted to support this 
plan and also testing of both plans will be arranged. 

 
G Murphy      D Cornell 
BCP Advisor     Head of Corporate Affairs  
NECS       SCCG  
June 2014  



 
 

   

 

 

Appendix 1 
 

Adverse weather Conditions 
 
1. The need to balance business continuity and staff availability during periods of 

adverse weather is the responsibility of the whole staff team, led by the Chief 
Officer and senior management team. The safety of patients and staff is 
paramount. 
 

2. Individual members of staff should make contact with their line manager (or 
director or Chief Officer in the absence of their line manager) to discuss their 
options and plans. This should be at the earliest opportunity, even the evening 
before when adverse weather starts or is forecast.  

 

 The first option to consider is that the member of staff attends their 
usual place of work (the CCG office), taking into account any particular 
travel arrangements (e.g. allowing extra time, using public transport)  

 

 If the employee and manager agree that it is not practical for the 
employee to get to the office, then the second option is to consider an 
alternative office, e.g. nearest CCG office, where the employee can 
access the necessary IT systems.  If  this is agreed, the employee 
should speak to the senior manager in charge at that office 
immediately on arrival, as well as notifying their own line manager.  

 

 If the employee and manager agree that neither option 1 nor 2 is 
practical, then the line manager may consider option 3 - that the 
employee can work from home. The work to be done and how contact 
will be maintained whilst the employee is working at home should be 
clearly agreed.  

 

 If the employee and manager agree that none of these options are 
practical, then the employee will take leave.  

 
3. It is essential that communication is maintained between the employee and 

manager, to keep the situation under review, maintain the safety of the 
employee and ensure adequate oversight of the work. As a minimum the 
manager should speak to the employee at the start of each working day, at 
least once during the day and at the end of each working day.  

 
4. During prolonged periods of adverse weather the CO and Senior Manager 

team will keep the matter of workload and office cover under daily review.  
 
 
 
 
 
 
 
 



 
 

   

 

 

Appendix 2 

Initial Assessment Form 

 
Im

p
a

c
t 

C
o

n
ti

n
u

u
m

 

D
e
te

rm
in

a
ti
o

n
 o

f 
h

ig
h
e
s
t 

fa
c
to

rs
 s

h
o
u

ld
 b

e
 a

d
ju

s
te

d
 a

c
c
o

rd
in

g
 t
o

 

e
x
p

e
c
ta

ti
o

n
s
 a

n
d

 p
ri
o

ri
ti
e

s
 o

f 
s
e

rv
ic

e
 

K 
 

     

J 
 

     

I 
 

     

H 
 

     

G 
 

     

F 
 

     

E 
 

     

D 
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 Less than  
one day 

2-3 
days 

 

4-7  
days 

 

7-14 
days 

More than  
14 days 

 
 

 
Time Continuum 

 

 The significance and length of the time continuum is based 
on your 

services and time expectations for recovery 
 

 
  



 
 

   

 

 

  Appendix 3 

Business Impact Analysis Form 
Complete ONE form for each function identified                                       *Tick box as appropriate 

Directorate:       Service:       
 

Service Function:       
 
Service Disruption:       

*Maximum Tolerable 
Period of Disruption:  

 ≤24 hours         
 ≤72 hours         
 ≤2 weeks          
 ≥2 weeks          
 

Recovery Time 
Objective: Insert 
planned timescale  

*Risk rating: 
Extreme       High       Medium       Low       

 Key Staff 
What staff are required to 

carry out key functions? 

Can staff be contacted? 
Could extra capacity be built into your staffing 
to assist you in coping during an incident? 

      

P
e

o
p

le
 

Skills / Expertise / 
Training 
Skills / expertise required? 

Could staff be trained in other roles?  
Could other members of staff undertake other 
non-specialist roles, in the event of an 
incident? 

 

Minimum Staffing  
Level to support essential 
service? 

What is the minimal staffing level to continue 
to deliver your key functions at an acceptable 
level? What grade of staff do you require? 
What measures could minimise impact? 

 

 Buildings 
Primary site locations? 

Could you operate from more than one 
premise? Could staff work remotely? 
Could you relocate operations in the event of 
a premise being lost or if access was denied? 

 

P
re

m
is

e
s
 

Facilities 
What is essential to carry 
out key functions? 

Are any of your facilities multi-purpose?  
Are alternative facilities available in the event 
of an incident? 

 

Equipment / 
Resources  
What is required? 

Could alternative equipment be acquired?  
Could key equipment be replicated or do 
manual procedures exist? 

 

 IT Is data backed-up and are back-ups kept off 
site?  
Do you have any disaster recovery 
arrangements? 

 

P
ro

c
e

s
s

e
s
 What IT is essential? 

Documentation 
Essential documentation 
and how are these stored? 

Is essential documentation stored securely 
(e.g. fire proof safe, backed-up or stored 
elsewhere)?  
 

 

Systems / 
Communications 
What is required to carry out 
key functions? 

Are your systems flexible?  
Do you have alternative systems in place 
(manual processes)?  
What alternative means of communication 
exist? 

 

P
ro

v
id

e
rs

 

Reciprocal 
arrangements 
Any arrangements with 
other organizations? 

Do you have agreements with other 
organisations regarding staffing, use of 
facilities in the event of an incident?  

 

Contractors 
With whom and for what? 

Alternative contractors or reliant on a single 
contractor?  
Do your contractors have contingency plans?  

 

Suppliers 
On whom you depend for 
key functions? 

Do you know of suitable alternative 
suppliers?  
Could key suppliers be contacted in an 
emergency? 

 

P
ro

fi
le

 

Reputation 
Key stakeholders? 

How could reputational damage to your 
organisation be reduced?  
How could you provide information to staff 
and stakeholders in an emergency (e.g. press 
release)? 

 

Legal 
Considerations 
Legal, statutory and 
regulatory requirements? 

Do you have systems to log decisions; 
actions; and costs, in the event of an 
incident?  
 

 

 
 
 
 



 
 

   

 

 

Appendix 4 

 
Incident Assessment and Situation Report 

 
 

Report details 
 

Date 
 

 Time  

Name of person completing form 
 

 

Name of people contributing 
 

 

 
Summary of the current situation 

 

What are the facts about the incident? Use the aide memoir below as a guide 
 

C – Number of casualties, if they require 
any 
primary care treatment Needs to be 
relevant to non clinical for us. 
 

 

H – Hazards i.e. chemical, gas 
 

 

A – Access (road closures etc) 
 

 

L – Location (address of incident, type of 
building, where appropriate) 
 

 

E – Emergency Services (who should be 
contacted for more information) 
 

 

T – Type (i.e. chemical/road traffic 
accident/outbreak/closure of building 
 

 

Other facts 
 

 

What are the assumptions about the incident? 
 
 
 
 
 

What additional information is required? 
 
 
 
 

  



 
 

   

 

 

 
Alerting and informing 

 

What agencies are involved in the incident? Who has been informed (when and by 
whom, if known?) 
 
 
 

Do we need to inform or request actions of other individuals/services/partner 
organisations? 
 
 
 

 
Risks 

 

What are the main risks and consequences of the incident? 
 
 
 
 

What are the knock-on effects to other services and/or partner organisations? 
 
 
 
 

 
Media 

 

Will the incident attract media interest?  What is the current situation with the media? Are 
actions required? 
 
 
 
 
 

 



 
 

 
 

 

Appendix 5 
 

FIRST MEETING AGENDA 
 
Date, time and place: _________________________________________________________________________ 
Attendees:   _________________________________________________________________________ 
Chaired by:   _________________________________________________________________________ 
 

No Item Action Action By 
Who 

Action By 
When 

1 Analysis of Impact 
Review Service Impact Analysis Sheets 
Brief team on nature, severity and impact of disruption. 
Identify information gaps 
Agree immediate action necessary 
Adjourn to take immediate action as needed 
Agree time to reconvene  

   

2 Confirm Roles 
Agree roles and responsibilities of staff during the 
disruption. 
If required revise roles and determine if additional 
staff/deputies are required. 
Identify additional team members that may be required 
Stand down members not required 

   

3 Confirm Key Contacts at Scene of Disruption 
Main points of contact for ongoing information updates 

   

4 Logs  
Ensure personal logs in place. (Written record of 
significant events and all communications) 

   

5 Recovery Management 
Review recovery priorities 
Determination of support requirements. 

   



 
 

 
 

 

No Item Action Action By 
Who 

Action By 
When 

6 Welfare Issues 
Have members of staff, visitors or third parties been 
affected? 
What is their location? 
What immediate support and assistance is required? 
What ongoing support and assistance might be required? 

   

7 Communications 
Who should we inform? 
Are Communications managers required / present?  
Professional Public Relations/Media advisors required? 
Determine which, if any external regulatory bodies should 
be notified. 
Determine any internal communications that need to take 
place (other sites, affected services etc. 

   

8 Media Strategy 
Determine the media strategy to be implemented. 
What is the story?  What is the deadline? 

   

9 Legal Perspective 
Determine what legal action or advice is required. 

   

10 Insurance Position 
Determine whether insurance cover is available and if so, 
how best to use the support it may provide. 

   

11 Next meeting 
Date, time, place and attendees of next meeting 

   

 



 
 

 
 

 

Appendix 6 

Action Checklist for Chief Officer or nominated senior manager in charge 

 ACTIONS FOR CONSIDERATION: STANDBY IMPLEMENT STAND 
DOWN 

1 Obtain fullest details from caller and request further information as required * *  

2 Locate copy of Business Continuity Plan * *  

3 Take charge and activate Business Continuity Plan  *  

4 Start personal log – ensure it is maintained throughout the interruption 
period 

* *  

5 Arrange for incident room to be opened (determine most appropriate 
location 

* *  

6 Alert staff and where relevant remind them to start personal log * *  

7 Ask members of Incident Response Team to go to incident room  *  

8 Brief all assembled Business Interruption Team members and assign tasks 
– see First Meeting Agenda (appendix 4) 

 *  

9 Review corporate priorities in light of interruption and timing and take action 
accordingly 

* *  

10 Inform Chair, Deputy Lay Chair, Chief Officer (if not lead), Area Team and 
NECS as required (NECS may needto provide immediate and on-going 
support)  

* * * 

11 Consider and arrange as necessary regular briefings to key staff  *  

12 Consider own domestic arrangements if situation escalates * *  

13 Re-establish normal service delivery as soon as possible  *  

14 Thank all staff involved in response to business interruption   * 

15 Prepare final report and debrief, highlighting lessons learned and report to 
Executive Committee  

  * 



 
 

 
 

 

 
 

Appendix 7 

 
Business Continuity Communications (internal) 

 
1. During the response to a business interruption it is important that staff are kept fully 

informed of progress. Staff directly affected by a business interruption will obviously 
be very concerned about the impact upon them personally.   

 
2. Staff not directly affected by a business interruption also need to be kept informed 

of progress as they may be impacted upon e.g. they may need to take on additional 
work, be relocated to alternative accommodation, etc.  

 
3. A clear, concise and accurate flow of information is essential; it will ensure that all 

staff are fully aware of developments and can work together to ensure that the 
organisation overcomes the interruption. The severity of the business interruption 
will influence the level of detail and amount of information which needs to be issued 
to staff.  
 

4. The BCP Coordinator will liaise with the Communications Manager within NECS to 
ensure effective, on-going communications. This will be overseen by the senior 
manager in charge and will cover, as a minimum:  

 

 Are the normal day-to-day communication links with staff still in place?  If yes, 
these should be used to issue information to staff.  

 

 If normal day-to-day communication links are no longer in place, use any 
agreed fall-back procedure for issuing information to staff. 

 

 In the case of a business interruption, the Chief Officer and senior 
management team will continually monitor staff instructions and ensure that all 
staff are aware of the current situation and plans.  

 

 If information needs to be relayed to the public then this should be arranged 
with the Chief Officer and/or his nominated deputy.  



 
 

 
 

 

Appendix 8                                       
  

 

Incident Room Checklist 
 
The Incident Room should include as a minimum; 
 

 Workstation and computer 
 

 Access to a dedicated email account and backup account 
 

 Access to an A3 printer (colour) 
 

 Access to a Fax machine 
 

 Access to a photocopier 
 

 Sufficient telephone lines 
 

 A stationary pack 
 

 White boards and pens/Flip charts and pens 
 

 Log books (call logs/decision logs) 
 

 Hard copy plans, directories and maps 
 

 Access to media resources (radio, television) 
 
 
 
 
  



 
 

 
 

 

Appendix 9 
 

 Debrief template Post incident 
 

Incident date:  Outline: 

 

This template provides a framework for undertaking a structured de-brief following an 
incident and assist in the development of the post incident report covering:   
 

 What was supposed to happen? 

 What actually happened? 

 Why were there differences? 

 What lessons were identified? 
 

Issue Response 
How prepared were we?  

 
 

 

 

 

 

 

What went well?  

 
 

 

 

 

 

 

What did not go well?  
 

 

 

 

 

 

 

 

What can we do better in 
the future?  

 

 

 

 

 

 

 

Is there a need to modify 
the plan/training? 

 

 

Other issues   

Communications  
 

 

 

 



 
 

 
 

 

Equipment  
 

 

 

 

Human resources  
 

 

 

 

Planning and briefing  
 

 

 

 

Other issues 
 

 

 

 

 

 
 

Completed by -   ………………………………………..         
 
Position:   ………………………………………….. 

 
 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 



 
 

 
 

 

 

 

Corporate Prioritised Activity Recovery Plan 

 
Directorate 

 
Vital/Critical activity 

 
Risk 

Rating 

RTO Specific ICT 
Requirements 

Other 
Requirements 

Dependencies 
(internal/external) 

Key 
stakeholders 

available 
staff 

(mutual 
aid) 

Inter-
Dependencies 

 
GOVERNANCE 

Chief Officer 
(Debbie Cornell) 

 
Administration 

 
Med 

 
1 – 2 
days 

 
NECS disaster 
recovery plan 

 
4 x workstations, 
computers, chairs 

 
NECS IT 

CCG directors and key 
staff 

 
NECS, CHS, Local 
Authority, STCCG, 

Newcastle/Gateshead 
Alliance,North Durham 

CCG 

 
Admin band 

5, 4, 3 

 
N/A 

 
Reception Cover 

 
Low 

Over 7 
days 

 
 
 

GOVERNANCE 
Corporate Affairs 

(Debbie Cornell) 

 
Complaints 

 
Low 

 
 
 
 
 

Over 7 
days 

 
 
 
 
 

NECS disaster 
recovery plan 

 
 
 
 
 

None (agile + 
worker) 

 
 
 
 
 

NECS IT, Complaints, 
Comms, Health and 

Safety, incidents, IG/FOI 

 
 
 
 
 
NECS, CHS, Local 
Authority, STCCG, 
Newcastle/Gateshead 
Alliance,North Durham 
CCG 

 
 
 
 
 

Band 8c 
    Band 4 

 
 
 
 
 

NECS 

 
Communications 

 
Low 

 
FOI 

 
Low 

 
Governance 

 
Low 

 
Risk 

 
Low 

 
Incident reporting 

 
Low 

 
 

 
Commissioning, 

Planning and 
Reform 

(Clare Nesbit) 

 
OD/CI 

 

 
Low 

 
 

Over 7 
days 

 

 
 

OPP software for 
MBTI 

 
 
4 

workstations/laptops
& seats 

 
NECS IT disaster 

recovery plan 

 
Local Authority, CHS, 
STFT, NTW, NECS 

 
1 x band 4 

  3 x band 6 

 
NECS OD 

 (Carol Martin) 

 
PMO 

 
Low 

 
  

Quality and Safety 
 

Low 
 
 

 
STEIS – through web 

 
1 x workstation,  

 
NECS quality team and 

NECS, Local 
Authority, NTWFT, 

Clinical 
Quality band 

 
NECS, CHSFT, 



 
 

 
 

 

Nursing, Quality 
and Safety 

 Over 7            
days 

 
 

 
NECS IT disaster 

recovery plan 

chair comms Spire Washington, 
Care homes, 
Healthwatch 

Sunderland, NTW 
area team 

7 
Patient 
experience 
officer band 
7 

STFT, NTW, Spire 
Washington 

 
Patient and Public 

involvement 

 
Low 

 
Finance 

(David Chandler) 

 
Loss of Finance function 

 
Low 

 
Over 7 
days 

 
NECS IT disaster 

recovery plan 

 
2 workstations, 

computer, chars and 
telephony 

 
NECS, SBS, 

Northumbria FT 

 
NECS, SBS, 

Northumbria FT 

 
Band 5 

 
NECS, SBS 

 

Medical 
Medicines 

Optimisation 

Provision of service 
internally 

 
Low 

 
Over 7 
days 

 
e-PACT net, BSA 
Information Portal, 
Regional drug and 

Therapeutics Centre, 
Medicines 

Optimisation 
dashboard, 

ScriptSwitch,web 
based access, 

NECS IT disaster plan 

 
 
 
 

None 

 
Providers – Pharmicus, 
Intrahealth, Oakfields, 
Prescribing Support 
Services, RDTC. 
 
NECS, CHS, STFT, 
Local Pharmacy 
Committee, Area Team 

 
 
 

 
Providers – 
Pharmicus, 
Intrahealth, Oakfields, 
Prescribing Support 
Services, RDTC. 
 
NECS, CHS, STFT, 
Local Pharmacy 
Committee,  

 

 
Band 8c, 8b, 

6, 3 

 
Pharmicus, 
Intrahealth, 
Oakfields, 
Prescribing Support 
Services, RDTC. 
 
NECS, CHS, STFT 
pharmacy 
departments,  

Provision of service to LA Low 

Provision of service to GP’s 
in Sunderland 

Low 

Contracting 
performance and 

BI Team 
(Scott Watson) 

 
Total loss of business 

function 

 
Low 

 
Over 7 
days 

BIRT 360 
Oracle 
RAIDR 

NECS IT disaster plan 

 
 

None 

 
NECS, CHSNHSFT, 

Spire Washington, STFT 
 

NECS, Local 
Authority, NTWFT, 
Spire Washington, 
CHSNHSFT, NTW 

area team, Northern 
Doctors Urgent Care 

Band 8b, 8a 
x 2, 7,6 x 3, 

5 

 
 

BIRT 360 
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Item: 9.2 

CATEGORY OF PAPER  

Proposes specific action  

Provides assurance   

 
Governing Body  

 
18 November 2014 

 
Report Title 
 

 
CCG Communications Strategy 

 
Purpose of report 

 
To present the Governing Body with a revised 
communications strategy for the CCG.    
 

 
Key issues, assurances and risks 
 

An earlier version of the CCG Communications and 
Engagement Strategy was reviewed by the 
Governing Body in December 2013 and it was 
agreed that further work was needed to strengthen 
the engagement elements.  Additional work has 
been undertaken and the decision made to separate 
the strategies to reflect the different stages of 
development within both functions.   
 
The attached document provides a revised 
communications strategy only.  The strategy sets out 
the CCG’s vision for communications and gives a 
high level overview of the activities intended to 
deliver the key objectives highlighted.  However, it is 
important to note that communications and 
engagement are closely linked and therefore this 
strategy should be read in conjunction with the 
CCG’s engagement strategy. 
 
The strategy was reviewed by the Governing Body at 
its meeting on 23 September 2014 and further 
amendments requested as a result.   
 
The implementation of this strategy, is supported by 
an action plan which is monitored on a monthly basis 
by the Communications and Engagement Steering 
Group.  The Group reports into the Committee via its 
minutes to ensure delivery of both strategies and 
action plan. 
 
The Executive Committee reviewed the strategy at 
its meeting on 4 November 2014 and recommended 
it for approval by the Governing Body.  
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*CCG Corporate Objectives 
 
CO1 - Ensure the CCG meets it public accountability duties 
CO2 - Maintain financial control and performance targets 
CO3 - Maintain and improve the quality and safety of CCG commissioned services 
CO4 - Ensure the CCG involves patients and the public in commissioning and  
  reforming services  
CO5 - Identify and deliver the CCG’s strategic priorities 
CO6 - Develop the CCG localities 

 
Recommendation/Action Required 
 

The Governing Body is asked to approve the 
amended strategy. 

Sponsoring Governing Body member  
 
D Gallagher, Chief Officer  

Report Author 

C Latta – Senior Communications and Engagement 
Lead, NECS 
D Cornell – Head of Corporate Affairs  
 

Governance and assurance  

 
Link to CCG corporate objectives* 
(please tick) 

CO1 CO2 CO3 CO4 CO5 CO6 

 
 

   
 

  

Any relevant legal/statutory issues 
 NHS belong to the people: a call to action 

 Equality Act 2010  

 
Are the identified risks on the Risk 
Register?  
 

None identified. 

Any information governance issues  As highlighted in the Strategy 

If report has been previously reviewed 
please specify which Committee and 
date of meeting 

Previous versions reviewed by the Governing Body, 
Quality, Safety and Risk Committee and Executive 
Committee  

 
Equality Impact Assessment completed 
(please tick)  

Yes  No  
Not 
relevant 

 

Key implications for the following: 

Any additional resources needed? 
 
None identified  
 

 
Has there been appropriate clinical 
engagement?  

As highlighted in the strategy 

 
Any impact on patient outcomes? 
 

As highlighted in the strategy 

 
Has there been member/stakeholder 
engagement if needed?   
 

Stakeholders contributed to the initial draft of the 
strategy 
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1. Background 

 NHS Sunderland Clinical Commissioning Group’s (the CCG) vision is to 

achieve ‘Better Health for Sunderland’.  We aim to improve the health and 

wellbeing of local people so they live longer with a better quality of life.   

 

In order to achieve this, we have identified three strategic objectives: 

 

 Transforming out of hospital care (through joining up health and 

social care and enable seven day working);  

 Transforming in hospital care, specifically urgent and emergency 

care (and enabling seven day working) 

 Enabling self-care and sustainability to ensure the NHS can 

survive and thrive in the future.  

 

 We have a passion for improving health and health services for the people of 

Sunderland and to achieve this we will work with patients, carers, service 

providers, partners and our stakeholders.     

 This strategy will be implemented in accordance with our core values, which 

are: 

 



SCCG Communications Strategy_V3 

 6 

 The strategy aims to describe how we will ensure meaningful communication 

with the public, patients, carers and their communities in Sunderland. It also 

describes the planned and sustained efforts necessary to maintain goodwill and 

mutual understanding between the CCG and its many audiences.   It will also 

look at how we communicate with and involve our member practices and staff 

to enable them to influence our decision-making more effectively.   

   

     Overall, it sets out how effective communications, marketing and social media 

will be used to promote the vision and the work of the CCG and instil 

confidence in its clinical leadership and decisions.  This includes innovative 

methods of communications to help provide accessible and meaningful 

opportunities to influence decision-making processes and service improvement.   

 

 As the CCG continues to develop, there will be many new opportunities and 

challenges so this strategy does not set out a detailed menu of 

communications activities, but rather indicates a direction of travel and a 

framework for progress. 

 

Communications and engagement are part of a continuum and should work 

seamlessly together, therefore this strategy should be read in conjunction with 

the CCG’s engagement strategy.  The CCG has a service line agreement in 

place with the NHS North of England Commissioning Support (NECS) for 

communication, digital marketing and social media, advice and guidance.  

Engagement activity is provided in-house by the CCG. 

 

2. Context and challenges for Sunderland 

  

The CCG was authorised as a statutory body in April 2013 when it superseded 

NHS Sunderland Teaching Primary Care Trust, taking over some, but not all, of 

its commissioning functions. 

 

 There are approximately 281,500 people in Sunderland with an increase of 

8,100 (3%) forecast over the next 20 years.  This increase will have a huge 

impact on healthcare needs and our ability to meet them.  People are living 



SCCG Communications Strategy_V3 

 7 

longer, often with long-term conditions, and we need to prepare now for the 

challenges that lie ahead.  

 

We have used a range of information to help identify the big challenges for the 

NHS in Sunderland.  These are mainly: 

 

 mental wellness, particularly relating to depressions and self-harm 

 excess deaths, particularly from cancer respiratory and circulatory 

disease 

 health which is generally worse that the rest of England 

 a growing population of elderly people with increased care needs 

 an over-reliance on hospital care 

 services which are fragmented and lack integration. 

 

We have also identified 10 transformational programmes of work to help tackle 

these big challenges and to ensure we achieve our vision.  These are:  

 

 enabling 7 day access 

 multi-disciplinary locality teams coordinating care for complex patients 

 extending the intermediate care hub 

 improving healthcare in care homes in all localities  

 implementing ‘end of life deciding right’ initiatives in GP practices 

 setting up new GP led urgent care centres and A&E hub/out of hours 

integration 

 improving community mental health pathways, access and waiting 

times for all mental health conditions 

 developing dementia friendly communities 

 buying and setting up the integrated musculoskeletal service 

 reducing hospital procedures of limited clinical value 

 

To deliver these we must target and engage with those individuals and 

communities that are the hardest to reach and influence, as well as those who 
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are least able to act as advocates themselves. Communications is a key 

strategic management function that supports this process.   

 

3.    Strategic objectives for communications  

  

This strategy has three overarching aims: 

 

 raise the profile of the CCG, its role and work in line with its objectives, 

vision and values by: 

 maintaining a strong, recognisable and consistent brand identity in 

all communications materials   

 using proactive media and stakeholder relations to communicate 

with the public, patients and stakeholders to promote service 

improvements 

 embracing new technologies, using social media and developing a 

digital marketing strategy 

 engaging and communicating with stakeholders to promote the 

CCG vision, commissioning plans and demonstrate accountability. 

 

 manage the reputation of the CCG and generate confidence in its clinical 

leadership and decisions by: 

 using communications to ensure public and  stakeholder 

confidence in the NHS and CCG brand 

 maintaining  the quality and safety of local services 

 maintaining established relationships with the local, regional and 

national media 

 having a clear process in place to deal with media and 

parliamentary enquiries quickly and efficiently to help minimise any 

reputational risks 

 offsetting the impact of any real or potential negative media 

attention through the generation of positive coverage 

 promoting the use of the CCG’s whistleblowing policy  
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 Ensure member practices are at the heart of CCG decision making and 

are supported to become affective advocates of its work by: 

 working with constituent practices to understand their 

communications requirements 

 developing effective internal communications mechanisms to 

ensure practices can access relevant information 

 ensuring practices are well informed about key issues. 

 

4. Ensuring effective communications, marketing and digital media 

 

 All NHS organisations are required to have effective processes in place for 

communications and engagement. The Health and Social Care Act 2012 put 

patients at the heart of the NHS with ‘no decision about me, without me’ to 

increase patient choice and control and strengthen the collective voice of 

patients and to improve health outcomes. 

 

Communications activities generally includes reputation management, media 

relations, internal communications, website, social and digital  media 

management, stakeholder management, parliamentary relations, as well as the 

marketing of services and development of integrated campaigns which 

influence behaviour, for example to encourage the best use of services or to 

make healthier lifestyle choices. 

 

 The CCG believes time spent building relationships with key partners, patients, 

the public and stakeholders is a valuable investment and recognises the 

importance of good internal and external communications.  Our 

communications processes need to be embedded throughout the organisation 

to support effective communication at all levels.   

 

 We have made significant progress locally in terms of building relationships 

and raising awareness amongst our partner organisations and key 

stakeholders, in particular, through an ‘all together Sunderland’ approach.   
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5. Member practices and stakeholders 

 

 Our member practices also have a significant role to play in ensuring the 

success of the CCG.  It is vital we have good communications with and 

between member practices to ensure that they are aware of the vision and 

values of their CCG. 

 

The practices are not only uniquely placed to understand the needs and views 

of local people, but to act as important advocates for the work and 

achievements of the CCG.  Ensuring they are well informed and can influence 

the work of the CCG and its activities is a key communications task. 

 

 Everything we do is in partnership with other organisations and we need to 

understand who our stakeholders are.  We have undertaken a detailed 

mapping exercise to identify our key stakeholders and will use this list to 

ensure we develop and maintain effective two way communications across 

Sunderland.  

6. Media relations and communicating with elected officials 

 

 Having a good relationship with the media is an essential part of effective 

communications and engagement.  As a public body we need to ensure we are 

acting openly, honestly and in the public interest.  The media are key 

influencers of the public and other stakeholders, therefore helping them with 

their enquiries and assisting with clear information and briefings. 

 

 The majority of the media are confused about how the NHS operates, so it is 

important that they are helped to understand how the NHS fits together and 

shares objectives to improve healthcare and health services. 

 

 Members of Parliament and local councillors as democratically elected officials 

are important representatives of the public.  We need to ensure that there is a 

good relationship with elected officials and that their enquiries, letters and 

requests for parliamentary briefing are handled effectively and efficiently. 
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All media enquiries should be directed to the NECS communications team so 

the enquiry can be actioned appropriately.  A media relations and 

parliamentary protocol has been developed to advise staff of the appropriate 

process in handling media or parliamentary enquiries.   

 

A copy of this protocol is available from the corporate affairs team.  

 

7. Communications activity planning 

 

We need to ensure we make the best use of resources and that any 

communications activity is effective in meeting the objectives of the CCG.  Part 

of this activity is to identify key issues that may require communications 

support to ensure they are aligned with organisational objectives. 

 

We recognise the need to collaborate with other local CCGs in at scale 

campaigns which have the benefit of gaining economies of scale and a bigger 

impact, such as winter campaigns.    

 

 Key issues and/or initiatives will require an underpinning communications plan 

which describes the following key aspects: 

 Background to the issue 

 Communications objectives 

 Key messages 

 Stakeholder analysis 

 Communications methods 

 Budget (if required) 

 Evaluation metrics 

 

8. Brand identity 

 

 The CCG has redeveloped its brand identity in line with NHS branding 

guidance. This was developed in consultation with the locality groups and 
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members of the CCG to ensure they were able to shape and influence the 

design.     

 

Our strong brand identify is rooted in our organisational values and helps our 

stakeholders, patients and the public know who we are.  Promoting the CCG 

identity is an essential element of this strategy and will ensure our 

communications, both internal and external, reflect the organisation’s vision 

and values.  

 

Guidance on the appropriate use of this branding is available from the 

corporate affairs team.    

 

 9. Website and digital media  

 

 The CCG website is the cornerstone for how we will ensure our communities 

can access information about the work of the CCG.  This ‘shop window’ allows 

us to make the best use of communication and engagement resources which 

means we can further develop and implement our plans for digital and social 

media activity as part of our communications toolkit. 

 

 Digital and social media has the potential to transform people and patient’s 

health and care as it allows access to information and services that are 

convenient to the user. Our new website is technologically enabled and allows 

us to use platforms such as Twitter, Facebook and YouTube, so we can make 

better use of communication and engagement resources. 

 

 By using digital and social media, this opens up communication channels and 

engages users but it is also important to remember that this medium needs to 

be integrated with existing traditional communications and engagement tactics 

and channels. 

 

A digital marketing strategy has been developed to support this strategy and a 

copy is attached at appendix 1.  The digital marketing strategy was approved 

by the executive committee at its meeting in July 2014. 
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10. Governance and accountability  

 

 The chief officer has overall accountability for developing and delivering the 

communications function and how it relates to engagement.  On a day to day 

basis this is overseen by the head of corporate affairs.  The executive practice 

manager has also been appointed as the lead for communications and 

engagement.  

 

 A communications and engagement steering group has been established and 

meets regularly to oversee this strategy as well as directing the priorities and 

resources available for both communications and engagement.   The group 

reports to the CCG’s executive committee on a monthly basis via its minutes.   

 

11. National context  

 

 In developing this strategy we have taken into account the legal requirements 

set out in the NHS Constitution.  It takes into account of The NHS belongs to 

the people: a call to action (July 2013) which highlights that responsibility 

belongs to all to transform the NHS to ensure it is sustainable for the future. 

 

 The strategy takes into account the Equality Act 2010 which provides a 

legislative framework to: 

 

 protect the rights of individuals and advance equality of opportunity for all 

 update, simplify and strengthen the previous legislation  

 deliver a simple, modern and accessible framework of discrimination law 

which protects individuals from unfair treatment and promotes a fair and 

more equal society.  

 

 It requires organisations to take equality and human rights into account in 

everything they do, whether that is commissioning services, employing people, 

http://www.england.nhs.uk/wp-content/uploads/2013/07/nhs_belongs.pdf
http://www.england.nhs.uk/wp-content/uploads/2013/07/nhs_belongs.pdf
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developing policies, communicating, consulting or involving people in their 

work. 

 

12. Implementation  

 

 Implementation of this strategy is underway and a detailed action plan has 

been developed as to support the delivery of this and the digital marketing 

strategy.  Through the delivery of this action plan, this will support the CCG’s 

commitment to having professional, systematic communications mechanisms 

in place to help meet our commissioning objectives and ensure we establish 

and maintain key relationships with all our stakeholders including the public.   

 

 

C Latta        

Locality Lead for Communications    

and Engagement 

NECS  

 

D Cornell 

Head of Corporate Affairs  

 

October 2014
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Embracing new technologies to broaden participation 

1. Introduction  
 

Digital marketing is defined as the use of electronic devices such as computers, 

smartphones, and tablets to engage with stakeholders. Digital marketing 

applies technologies or platforms such as websites, email and social networks 

in order to facilitate this. 

 

 This strategy has been developed to support the CCG’s communications and 

engagement strategies. 

 

 

2. Rationale  

 

 NHS Sunderland CCG (the CCG) is keen to develop its use of digital marketing 

for a number of reasons.  It has the potential to transform people and patient’s 

health and care as it allows access to information and services that are 

convenient to the user. Digital marketing opens up communication channels 

and engages users but it is also important to both offline and online 

communications needs to be integrated for consistency.   

 

Digital marketing opens up the potential to have a two way conversation with 

the target audience and this type of communications is measurable, meaning 

that the CCG can monitor and review how messages are being received by the 

target audience. 

 

Digital and social media can help to remove the perceived barriers between the 

public and the CCG to provide a forum for open dialogue, honest feedback, and 

the true voice of the user being heard.   
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Social media is most commonly used by members of the community that have 

not usually expressed views through more conventional means of engagement. 

 

3. Digital marketing mechanisms 

 

 The mechanisms the CCG are looking at in terms of digital marketing are: 

 

 CCG website 

 Twitter 

 Facebook 

 LinkedIn 

 Email 

4. Objectives 

 

 The objectives of this strategy are: 

 

 To create genuine conversations from a diverse range of people across 

Sunderland 

 Ensure that there is a month on month increase of followers on Twitter 

and likes on Facebook 

 Encourage re-tweets where possible to increase reach 

 

 Please note that the different channels from the digital marketing strategy will 

be monitored on a month by month basis and an update will be provided in the 

communication and engagement steering group meetings. 

5. Website 

 

The CCG website has recently undergone significant redevelopment to make it 

more up to date and reflective of the work of the CCG, using our local branding 
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that was developed over the past year, and also to make it more interactive and 

informative for patients, partners and members of the public.   

 

There are a number of digital touch points (a tool to reach individuals through a 

digital media device to deliver your message) on the website.  These include: 

 

 email sign up – allows users of the site to sign up to receive email 

communications (this will be linked to My NHS) 

 Twitter feed – display recent tweets on the home page and increases 

awareness of social channels and engagement 

 Facebook integration – increases awareness of social channels and 

engagement 

 social sharing buttons – each relevant piece of content should have social 

sharing buttons to facilitate simple and effective syndication of content on 

social networks 

 surveys and polls – use survey and poll widgets on the home page to 

encourage feedback 

 

 All of the above touch points support the wider digital marketing strategy as 

they provide opportunities for the CCG to interact with individuals, facilitate 

engagement and create more useful content on the website itself.  The touch 

points help to build an engagement community and can increase the reach of 

our audience.  The audience of each digital and social channel has the 

potential to grow exponentially and with each communication comes the 

potential to reach a wider audience as the message is viewed, interacted with 

and shared. 

 

Through the implementation of this strategy, these digital touch points will be 

used to enhance the opportunities for engagement with the public and 

patients. 

6. Email 
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The use of email will be integrated into the website, particularly My NHS, to 

encourage communications with patients and the public.  My NHS is a 

sophisticated engagement tool that can be used to widen public and patient 

participation within a specific catchment area. It will provide a systematic, 

robust system that stands up to the scrutiny of the advanced ‘market research 

techniques’ for the clinical commissioning groups.  

 

How can email support the goals of the CCG? 

 email can be used as a personalised, education communication tool, 

giving the public and other stakeholders an insight into the CCG 

 engagement with the public and patients 

 support campaign messages 

 share public health messages 

 

How can this be achieved? 

 integrate email sign up as part of the website 

 encourage email sign up across offline touch points 

 create email communication plan as part of individual communications 

and engagement strategies 

 segment database 

 create email campaigns 

 measure effectiveness in relation to objectives 

7. Social media 

 

General principles 

 

When using social media, there are some general principles to be mindful of:  

 be accurate – check facts, spelling and grammar and check again  

 be respectful - know when to take the conversation offline, don’t divulge 

or encourage personally identifiable or sensitive information, treat others 

as you wish to be treated 
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 be responsible - messages proliferate quickly – make sure you’re willing 

to take responsibility for your content, act courteously and professionally 

 be time sensitive and respond to messages in a contextually relevant 

manner 

 

The recommended channels for the CCG are Twitter, Facebook, YouTube (for 

posting videos), and LinkedIn (for stakeholders).  Information about the general 

principles, how often it should be used, typical audience, kind of content that 

should be published and the golden rules for each platform are indicated below.  

 

8. Twitter 

 

Twitter is an online social networking services that enables users to send and 

read short 140-character text messages, called ‘tweets’ Registered users can 

read and post tweets, but unregistered users can only read them.  

 

The audience of Twitter is vast and has the potential to reach a number of 

different groups such as: 

 

 Public 

 Councils 

 Health care professionals 

 Health care bodies 

 Stakeholders 

 Staff 

 

The diagram on the following page helps to demonstrate the potential Twitter 

has: 
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The kind of content that should be published can include: 

 campaign messages - use hash tags appropriately 

 news stories 

 interviews 

 commentaries 

 videos 

 educational 

 public outreach - message frequency should increase proportionately to 

message importance 

 surveys and polls 

 disaster and crisis response 

 intelligent discussion 

 health promotion 

 

 The North East Leadership Academy has published guidance on how Twitter 

should be used by professionals and can be found here: Twitter guide for NHS 

professionals 

 

 

Golden Rules 

 

 There are also some gold rules that should be followed when using Twitter.  

These are: 

 tweet often 

 reply quickly – users will expect a near immediate response to 

emergency, critical questions 

 engage with relevant people – Twitter is an engagement tool 

 

9. Facebook 

 

 Facebook is an online social networking service and is open to anyone over 12 

years old.  Facebook provides an easy way for people to keep in touch and 

http://www.nelacademy.nhs.uk/sites/default/files/Twitter%20Strategy%20for%20NHS%20Professionals.pdf
http://www.nelacademy.nhs.uk/sites/default/files/Twitter%20Strategy%20for%20NHS%20Professionals.pdf
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allows individuals to have a presence online and you can interact directly with 

organisations.  

 

 Facebook has also has the potential to reach a large number of groups such as  

 public 

 councils 

 health care professionals 

 health care bodies 

 stakeholders 

 staff 

 

 The kind of content the CCG will be looking to publish on Facebook will 

include: 

 campaign messages 

 news stories 

 interviews 

 commentaries 

 videos 

 educational  

 public outreach (frequency proportionate to the message importance) 

 surveys and polls 

 disaster and crisis response 

 intelligent discussion 

 health promotion 

 

Golden rules 

 

  The golden rules with regards to Facebook are: 

 posts should be about quality, not quantity.   

 vary the content 

 used as the primary content marketing vehicle for online content and 

campaign messages (links, polls, surveys, videos, images etc.)  

 engage with the audience 
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 encourage an open dialogue, pose questions, ask for feedback, ask for 

opinion, offer commentary 

 monitor regularly – the CCG cannot allow messages or posts to go 

unseen and unanswered due to the potentially sensitive and critical nature 

of some messages. 

 

 

10. CCG TV (YouTube) 

 

 YouTube is a video sharing website which users can upload, view and share 

videos. This site will primarily be used to host videos that the CCG produces. 

 

YouTube audience includes: 

 public 

 councils 

 health care professionals 

 health care bodies 

 stakeholders 

 staff 

 

 The kind of content that should be published includes: 

 campaign messages 

 interviews 

 educational messages 

 public health messages 

 

The audience may comment on the videos and the CCG needs to be 

prepared to engage with these comments and users appropriately. 

 

 Golden rules 

 

  The golden rules with regards to YouTube are: 
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 be consistent and on-brand - videos should reflect the goals and purpose 

of the CCG 

 monitor regularly 

 address user comments as appropriate  

 support videos with quality content 

 remember to write descriptions and include relevant tags for all videos 

 

 

11. LinkedIn 

 

 LinkedIn is the world’s largest professional networking site and users have 

personal and organisations can maintain their own presence. In this instance, 

we are referring to LinkedIn for the CCG so that the organisation can maintain 

its presence. 

 

The audience for LinkedIn includes stakeholders, staff and the Local Authority. 

 

 The types of information that could be published on LinkedIn include:   

 recruitment updates 

 white papers 

 industry commentary 

 sector news 

 professional updates 

 

In terms of inbound communication, it is expected that we will receive 

recruitment enquiries, industry commentary opportunities, and organisation 

queries. 

 

 Golden rules 

 

 There are some key golden rules for staff to remember when using LinkedIn.  

These are: 

 remain professional at all times - staff are representing the CCG  
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 engage with relevant individuals, groups and organisations 

 CCG staff, stakeholders, professional bodies and affiliated organisations 

are present on LinkedIn – let’s join the conversation 

 

 

12. Integrating digital marketing with offline communications 

 

It is important that both online and offline communications are integrated. Both 

types of communications form an essential part of the CCG’s communications 

and engagement strategies and how they are being used is constantly evolving.   

 

Offline communications should reference digital and social channels where 

appropriate in order to promote the CCG’s usage of these.  Offline 

communications should also be supported by online channels, ensuring any 

key messages or pieces of information are being promoted to help reach a wide 

an audience as possible.     

13. Roles and responsibilities 

 

The CCG has a service line agreement in place with the North of England 

Commissioning Support Service (NECS) in relation to communications support.  

The NECS communications team will support the delivery of the digital 

marketing strategy as part of the delivery of the communications and 

engagement strategies.   

 

It will be the role of the head of corporate affairs, as chair of the 

communications and engagement steering group, to monitor and provide 

further content in relation to the work of the CCG and key developments.   

 

NECS has secured an online management tool (SocialSignIn) that will enable 

the management of the social media channels, allowing users to schedule 

tweets in advance to support the dissemination of information.  The CCG is 

currently using this tool.    
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14. Implementation  

 

Implementation of the communications and engagement strategies are 

underway and a detailed action plan has been developed as to support the 

delivery of these.  The implementation of the digital marketing strategy has 

been incorporated into this action plan, with some actions already been 

completed.  An example of this is the CCG’s Twitter site has now been 

developed and training for key members of staff has been arranged to ensure 

this is used appropriately. 

 

 

Helen Fox        

Senior Communications officer     

NECS          

 

D Cornell 

Head of Corporate Affairs 

 

June 2014 
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CATEGORY OF PAPER  

Proposes specific action  

Provides assurance   

 

GOVERNING BODY 
18th November 2014 

 

Report Title 

 

 

SCCG Assurance Report – November 2014 

 

Purpose of report 

 

To provide the Governing Body with the current 

position against the CCG Assurance Framework 

requirements and delivery against the CCG 

Operational Plan 2014/15 and the Delivery 

Dashboard in 2014/15. 

 

 

 

Key issues, assurances and risks 

 

 

Key performance Risks: 
 

 A and E 4 hour waits* 

 HCAI, particularly MRSA* 

 IAPT Access and Recovery* 

 AstroPU (not on the Delivery Dashboard 
but local issue)* 

 Cancelled Operations who were given a 
To Come In (TCI) date within 28 days of 
original appointment 

 Delayed Transfers of Care (Better Care 
Fund although not related to payment for 
performance) 

 18 Weeks – Over 52 Week Waiters 

 First Outpatient Attendances 
 

This report includes a more in depth report on 

the actions being taken to address the 

consistent high level risks above (denoted 

with asterisk).  
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Recommendation/Action Required 

 

 

The Governing Body is recommended to: 

 Note both the position against the  

Delivery Dashboard and progress to date 

against the CCG Operational Plan 

2014/15 

 Note the use of proxy measures within 

the Outcome Measures domain where 

published data is annual 

 

Note the predicted CCG Quality Premium 

payment in 2014/15.   

Sponsoring Governing Body member  

(where relevant) 
Debbie Burnicle 

Report Author 
Matt Thubron, Lynsey Caizley 

 

Governance and assurance  

 

Link to CCG corporate objectives* 

(please tick) 

CO1 CO2 CO3 CO4 CO5 CO6 

      

Any relevant legal/statutory issues No 

Are the identified risks on the Risk 

Register?  

(If so please include reference number) 

Yes re consistent  risks for Astro PU and A/E – 
IAPT is in the process of going on the register 
and HCAI is under review for the register. 
 

Any information governance issues  No 

If report has been previously reviewed 

please specify which Committee and 

date of meeting 

Executive Committee 04/11/2014 

Equality Impact Assessment completed 

(please tick)  
Yes  No  

Not 

relevant 
 

Key implications for the following: 

Any additional resources needed? 
 

No 

 

Has there been appropriate clinical 

engagement?  

Yes via the clinical leads and Executive GP 

leads 
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*CCG Corporate Objectives 

CO1 - Ensure the CCG meets it public accountability duties 

CO2 - Maintain financial control and performance targets 

CO3 - Maintain and improve the quality and safety of CCG commissioned services 

CO4 - Ensure the CCG involves patients and the public in commissioning and  

  reforming services  

CO5 - Identify and deliver the CCG’s strategic priorities 

CO6 - Develop the CCG localities 

 

Any impact on patient outcomes? 

Yes as per the Executive Summary and each 

programme update 

 

Has there been member/stakeholder 

engagement if needed?   

Yes via the Programme Boards which are multi 

agency and via specific operational groups and 

contract management meetings e.g. the HCAI 

group with CHS and the NTW contract meetings 

re IAPT 
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Governing Body 

NHS Sunderland CCG Assurance Framework – Executive Summary 

18th November 2014 

 

1. Purpose 
The purpose of this report is to provide the Governing Body with an update in relation 
to the current position for the CCG against the CCG assurance framework and 
progress with delivery of the operational plan transformation programmes for 2014/15.   

 
The Delivery Dashboard is now fully aligned to the national CCG Assurance 
Framework and contains the following: 
 

 NHS Constitution Indicators 

 Health Outcome and Quality Indicators including local indicators which are key risks 
to the CCG 

 Activity indicators submitted by providers via national returns 

 The Better Care Fund (BCF) indicators 

 Finance section covering 11 indicators 

 2014/15 quality premium schedule is included with an assessment against each 
area, where data is available.  

 
Please note that due to the availability of data so far in 2014/15 regarding the health 
outcomes domain and the quality premium, some indicators have no performance 
reported.  Data flows are currently being established and will be included when they 
become available.  These are highlighted in the delivery dashboard  

 
2. Proxy Measures 

Proxy measurement is a method of determining certain outcomes when you do not 
have the ability to measure the exact value, for one reason or another.   
 
Domain 3 of the interim assurance framework includes a number of longer term health 
outcome indicators which are not published routinely in the NHS.  They require a 
longer period of data and rely on national comparisons which are often not available in 
year and results are usually published 6 monthly, annually and bi-annually.   
 
These measures often have a very detailed and complex calculation definition and 
replication locally is sometimes not possible.  NECS have agreed, where possible to 
include within the standard datasets, a local interpretation of these definitions using 
data currently available to CCGs e.g. Secondary Care Data.  Secondary Care Data is 
available monthly but is refreshed annually to allow formal publication which is the 
main reason why most measures when calculated using local data, are classed as 
proxy measures. 
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The use of proxy measures within Domain 3 of the delivery dashboard gives us the 
ability to gauge the progress of the CCGs activities and predict the current position 
without having to wait for nationally published data.  This method however, is not 
recommended for all measures and detailed work is ongoing to understand the 
implications of using proxy data on a number of measures.   

 
Where proxy data has been used within the scorecard, a flag has been included so the 
Executive know which are proxy measures and which are nationally published.  Where 
any measures are rated as grey, proxy data is not available given the 
complexities of the calculations. 
 
The following measures are being reported using proxy data: 
 

 Unplanned hospitalisation for chronic conditions that should usually be treated 
outside of hospital 

 Unplanned hospitalisation for asthma, diabetes and epilepsy in under 19s 

 Emergency admissions for acute conditions that should not usually require hospital 
admission 

 Emergency readmissions to hospital within 30 days (local priority) 

 Emergency admissions for children with Lower Respiratory Tract Infections 
 

3. Changes since last report 
The following changes have been noted since the last report to the Governing Body 

 

 NHS Constitution Indicators  

 Referral to treatment (RTT) – Pressures remain in Urology and Gynaecology 
at CHS NHSFT.  CHS NHSFT has provided an updated action plan 
regarding the delivery of 18 weeks for these two specialties which is being 
reviewed by the Provider Management Group.  CHS NHSFT has given a 
commitment to achieving the RTT standard for Gynaecology by January 
2015 and the Trust are working on achieving the standards for Urology by 
the end of the financial year.  CHS are in the process of increasing physical 
capacity on site and are looking to sub-contract additional work to enable 
increased activity to deliver 18 weeks.  The Trust are also working with the 
directorate around recruiting additional staff, streamlining pathways 
 
CHS NHSFT submitted 14 over 52 week waiters in September for Urology 
which are not yet included within the Delivery Dashboard.  CHS NHSFT have 
undertaken a detailed review of waiting lists and provided assurance that 
these are the only patients who incorrectly had their pathways closed.  All 
patients have been contacted and out of the 14 patients: 
 

 4 patients were treated in September 

 2 patients no longer require treatment (e.g. circumcision and more 
invasive diagnostic than patient had anticipated and following review 
with their GP an alternative option was agreed) 

 8 patients have been given a To Come in Date (TCI) in October 
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Due to the issues on-going with Urology across a number of indicators, the 
Provider Management Group have requested a dedicated quality and 
performance session with CHS NHSFT into Urology and this is in the 
process of being arranged for November in conjunction with local 
commissioners and CHS NHSFT.  This “stocktake” session will allow the 
action plans to be reviewed and challenged and a clinical dialogue between 
commissioners and the Trust. 
 
The action plan for Urology also addresses particularly issues relating to 
cancer pathways, diagnostics and the issues identified relating to the over 52 
week waiters. 
 

 Contractually, CHS NHSFT failed to achieve the 95% standard for A&E 4 
hour wait for quarters 1 and 2.  Although CHS NHSFT agreed with Monitor 
the counting of Grindon Lane activity as their own activity due to the joint 
work between STFT and CHS NHSFT, this was not submitted nationally to 
Unify and as such, could not be accepted by NHS England and the CCG.  
Despite the inclusion of Grindon Lane activity, CHS NHSFT failed quarter 2 
outright. 
 
Pressures remain around the main corridor.  Weekly escalation meetings 
remain in place between commissioners, NEAS and CHS NHSFT.  
Ambulance handovers have shown an improvement in September due to a 
pilot at CHS NHSFT and the outcome will be presented at the next 
performance meeting.  
 
CHS NHSFT has met with ECIST as a follow up to the report produced in 
2012 on the 22nd and 23rd of October and the findings from this report are 
awaited.  As part of the visit, ECIST reviewed the full system action plan and 
plan to spend some time discussing the feedback with the CCG.  The 
Director of Nursing, Quality and Safety attended the feedback session and 
initial feedback is due to be discussed with the Urgent Care Board at the time 
of the writing of this report. 

 
The 3 GP Led Urgent Care Centres being operated by Northern Doctors 
Urgent Care (NDUC) are now operational and very early information shows 
very little impact on activity at CHS NHSFT due to the closure of Grindon 
Lane.  Overall activity for the City shows a decrease of approximately 50 
patients on average per day in September compared to the previous month 
and same period last year.  Activity at Pallion is on average, around 20 per 
day higher which is significantly lower than the levels which were expected.  
This continues to be monitored daily. 

 

 CCG Quality and Health Outcomes and Quality Premium Indicators 

 Proxy data included for a number of emergency admission indicators all of 
which are showing performance is on track.  As explained earlier in the 
report, this is proxy data only and must be approached with a degree of 
caution. 
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 A number of new indicators have been established relating to the Quality 
Premium for 2014/15 and the 5 year strategic plan.  Data flows are currently 
being established for these new indicators.   
 

 Friends and Family Test – A&E Response Rate (RR) was recorded at 18.7% 
for August, a 5.1% increase from July.  This is due to Sunderland Eye 
Infirmary increasing to 27.5% at site level, whereas Sunderland Royal 
Hospital site has decreased by another 3% to 11.7%.  Inpatient RR fell 
slightly by 3.1% to 54.8% against the 25% target. Both Sunderland sites 
decreased in RR for September, SRH by 2.8% and SEI by 14.2%.  The net 
promoter score remains one of the highest in the North East.   
 

 MRSA at CHS NHSFT – Remains at 2 cases based on nationally published 
data, 1 of which is a Sunderland resident and was related to Urology.  The 
HCAI Improvement Group has identified that more could have been done to 
prevent this case and as such have recommended to the Provider 
Management Group that the contractual financial sanction be applied.  1 
further case has been reported in August by CHS and this is currently being 
investigated and will be discussed at the next HCAI Improvement Group.  
Once the HCAI Improvement Group has reviewed the case in August, 
recommendations will be made to the Provider Management Group around 
the application of any contractual sanctions. 
 

 Astro PU –SCCG cost per ASTRO-PU has fallen in Aug-14 from £4.31 to 
£3.84. This fall in ASTRO-PU values in Aug-14 has been replicated in both 
the Area team and National figures. As a result, despite this decrease SCCG 
continues to show 9.1% variance to Area Team and 19.4% variance to 
National figures. There are considerable pressures on the prescribing budget 
as a consequence of: 
 

 case finding  

 treating appropriately  

 positive NICE Technology Appraisals 

 development of prescribing guidelines  

 transfer of care to GPs 

 new drugs being made available  

 category M price changes 

 NCSO (No cheaper stock available) 
 
The following actions are being taken to address the current issues: 

 Working towards a joint formulary with Secondary Care and have 
commissioned support to carry out the work associated with the Joint 
Formulary.  This has proved difficult over the past couple of months 
due to buy in from CHS NHSFT.  This has been addressed at Medical 
Director, Director of Commissioning and Chief Officer Level and 
progress is now being made. 
 

 Working collaboratively with other CCGs via NECS to produce local 
prescribing guidelines. 
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 Commissioned a Medicines Management service from Pharmacus to 
support prescribers, at practice level, to support the implementation of 
prescribing guidelines and bring about improvements in patient care, 
whilst releasing cost efficiencies where appropriate.   
 

 Developed a schedule of key QIPP initiatives to release cost 
efficiencies.  These are currently being worked up.  
 

 Developed a Medicines Optimisation section for the local incentive 
scheme for GPs in place during 2014/15 
 

 Recruited additional staff within the Medicines Optimisation team 
(Pharmacist 8b full time, Pharmacist 8a part time, Project Support 
band 4) on fixed term contracts until 31st March 2016.  Staff all now in 
place and are supporting the delivery of actions on the QIPP list. 
 

 Utilising the input of the Academic Practitioner working jointly with the 
University of Sunderland Pharmacy Department to support the 
delivery of cost efficiencies. 
 

 Continued to commission Pharmacist led medication reviews of 
patients in care homes focused on optimising medicines and bringing 
about cost savings, where appropriate. 
 

 Monitoring a series of high level and detailed indicators in order to 
provide feedback to practices and providers. 

 

 IAPT Access and Recovery - The CCG have a trajectory to achieve an 
access rate of 15% by the end of 2014/15 and in August, achieved a 
recovery rate of 50.6% which is particularly impressive when viewed in the 
context of an integrated service. Cumulatively, NTW are under the access 
trajectory months 1 and 5 but met the recovery target for month 5. Work is 
on-going with the provider and an action plan has been developed and is 
being reviewed on a monthly basis and via the contract review groups.  For 
example the service is being widely advertised and the CCG has increased 
support to enable more people with long term conditions to access the 
service which will increase access but will have a detrimental impact on the 
recovery.  NTW have also made links with Sunderland University and have 
agreed to provide in house groups for students.  Despite achieving the 
access target for July, August performance for access has dipped we are 
getting an explanation of seasonality / staff holidays for this dip.  
 

 In terms of recovery the tools used by NTW clearly show recovery is 
being achieved by those using the service, however they are not the 
tools accepted nationally in terms of the scoring although NTW/CCG 
are campaigning that they should be accepted as the goal is recovery.  
Equally the extension of the service is leading to more long term 
complex patients where recovery will take longer e.g. People with long 
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term conditions. 
 

 In light of the 50.6% recovery trajectory for August and the move 
nationally to review this particular indicator, in particular the definition 
of measurement to a reliable recovery measure, NTW are no longer 
going to review their service model. If national suggestions are put in 
place, the recovery rate in Sunderland will increase above the 50% 
consistently throughout the year. 
 

 Despite the dip in access performance for August, NTW are confident 
they will meet their 15% trajectory for activity.  NTW and the 
Contracting Team continue to review performance and the action plan 
to improve access and recovery rates based on current definitions of 
the indicators. 

 

 Better Care Fund Indicators 

 Delayed Transfers of Care (DTOCs) – Indicative information based on 
revised submission of the BCF in August.  The 2014/15 trajectory represents 
a 10% reduction on the baseline which is a stretching target.  Despite an 
increase in DTOCs over June and July, the August position has improved 
significantly and although this is above target, work continues to reduce 
DTOCs in Sunderland.   
 

 Activity Measures 

 The CCG were required to submit trajectories for Elective Admissions, First 
Outpatient Attendances and Non Elective Admissions.  The CCG also 
monitor this activity as part of the contracting information to which the CCG 
pay via the contract which is a different dataset to the dataset used to report 
performance against these activity trajectories.  So far for the first 5 months 
of the year, the CCG have over performed for First Outpatients each month 
and for July, have seen an increase in elective activity.  Non Elective 
admissions remain under trajectory and under the previous year. 

 
Elective admissions have shown an increase in July and this is consistent to 
the pressures being experienced in contract.  Pressures can be seen in 
Ophthalmology (mainly Lucentis), Vascular Surgery, Gastroenterology and 
Orthopaedics at CHS NHSFT and Orthopaedics and Breast Surgery at GH 
NHSFT.  The Contracting Team have formally written to CHS NHSFT as part 
of the contract reconciliation process querying a significant level of activity 
relating to these specialties, particularly Ophthalmology related activity.   
 
First Outpatients have been a pressure throughout the first 5 months of the 
year and activity is being reported as higher than the same period last year 
despite national referral information showing a reduction in referrals.  
Historically the quality of the data submitted as part of this return has been 
poor and the Business information Team have requested a further dataset 
from CHS NHSFT and STFT to help understand the areas of growth.  
Despite this over performance against trajectory in this indicator, the 
contracts the CCG have for first outpatients with providers are showing an 
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under performance against plan so although the CCG are over for this 
particular trajectory, financially this is not a risk at this time.  In terms of the 
contract, although overall the CCG is under performing, there are some 
areas of pressure which are being investigated such as; Urology, General 
Surgery, Vascular Surgery, Neurology, Paediatrics and Gynaecology.  The 
Business intelligence Team has escalated the request for additional 
information to the Contracting Team who are picking this direct up with the 
Trust via the Contracting route.  Information has been received from STFT 
which shows no significant increase in activity relating to community services 
so the focus is now on activity carried out by CHS NHSFT.  

 
Please note that a narrative is included within the main scorecard for each indicator. 

 
4. Quality Premium 

The CCGs current position against the Quality Premium 2014/15 is included further on 
in this report.  The total value for the CCG is £1,354,240 and will be available for 
spend in 2015/16 if achieved.  It is made up from a number of indicators from the 
delivery dashboard.  The 2014/15 Quality Premium is made up of the following 
indicators: 
 

 Reducing potential years of life lost through causes considered amenable to 
healthcare 

 Improving access to psychological therapies (IAPT Access)- new indicator 

 Reducing avoidable emergency admissions (composite emergency admissions 
indicator) 

 Friends and Family Test 

 Improving the reporting of medication related safety incidents – new indicator 

 Emergency readmissions (local measure) 
 

At this point, using a combination of proxy data and nationally published data, it is 
estimated that the CCG are achieving £203,136.  This is due to data not being 
available at this time for emergency readmissions, avoidable emergency admissions 
and medical related safety incidents.  Data is being sourced and will be reported when 
local data flows have been established. 

 
No adjustments have been made to the quality premium as the CCG are currently 
delivering 18 week RTT, cancer 2 week waits, category A red 1 ambulance calls and 
A&E, although A&E is a risk and the quality premium is rated as amber. 

 
Delivery of Operational Plan 2014/15 – Executive Summary 
Work continues to progress well on the transformational change programmes of work.   
 
Key areas of progress include: 
 
Integrated Community Locality Teams are progressing well and all practices have now 
signed a data sharing agreement to share information on the most high risk patients 
from their Direct Enhanced Service (Unplanned Admissions) with the CCG. This 
information will be used by the design teams to inform their proposed models for 
delivery of community integrated teams.   
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The Executive Committee are due to sign off the proposed use of the 1.4m ring-fenced 
by the CCG for proactive primary care which will support the delivery of the integrated 
teams programme.  This includes for example the data sharing agreement above as 
well as support to practice nursing development. 
 
The Design team are now in place with staff seconded from Northumberland Tyne and 
Wear FT, City Hospitals FT, South Tyneside FT and City of Sunderland Council Social 
Care Team. These members of staff are working alongside the CCG staff in 
Pemberton House and are key members of the locality design teams.  A key design 
team workshop was held at the Stadium of Light on the 25 September 2014 and each 
Locality is progressing their action plans as a result.  For example the East Locality are 
reviewing the  high risk patients from one practice using a multi-disciplinary approach 
to inform the skill set needed for the integrated team. 
 
The CCG Executive has signed off the roll out of Emis Community with STFT at its 
November meeting to all community nursing teams.  This will support the integrated 
locality teams, enabling nurses to access GP information and vice versa.  This will 
begin before April 2015 with completion within a few months.  This technology is a 
major enabler to the integration programme  

 
The Intermediate care hub workshop was held in early September and partners 
agreed in principle to the proposed enhanced model, which was also supported by the 
Out of Hospital Board.  This enhancement includes 24/7 services; pulling from A/E in 
addition to wards; more focus on step up care to prevent admissions as well as step 
down from  hospital and bringing all the key teams together on one site – co located 
and then integrated.  The move of the Urgent Care and 24/7 teams from Grindon Lane 
along with the Intermediate Care Contact Centre to Leechmere to co locate with the 
tele care service and equipment service managed by Sunderland Care and Support 
Service.  The new GP Out of Hours Service when procured will also be based in the 
same location.  This will enable key staff to work more closely together, sharing the 
skills and knowledge to reduce hand offs and improves communication with high risk 
patients, providing a city wide rapid response in crisis and to support discharge.  The 
service will be a key support to the planned and proactive integrated locality teams. 

 
Implementation of the strategy for reducing the numbers of procedures considered to 
be of limited clinical value continues to progress.  Following regional review of the 
policy, work is now progressing with how this can be implemented locally and 
effectively across Primary Care and in conjunction with City Hospitals Sunderland.  It 
is expected that most key milestones will still be delivered, including the full 
implementation of the policy by 1st April 2015.  This will involve consultation with GP 
Practices and the use of an incentive scheme with a proposal due to go to the 
December Executive Committee. 

 
The End of Life Care Operational Group held their first meeting on 23rd September 
2014.  The Terms of Reference was agreed with some amendments and comments 
were made with regard to the action plan, both will be amended appropriately.  The 
Deciding Right App has been legally approved and once this is available a 
communication will go out to GP’s. 
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Green Red Green

UCC ED HUB OoH

Procure and mobilise the integrated musculoskeletal service

Reduce procedures of limited clinical value

Implement end of life deciding right initiatives in practices

Mobilise GP led UCC’s and A&E Hub / Out of Hours integration

Improved community mental health pathways, access and waiting times for all mental health conditions

Development of dementia friendly communities

Improving healthcare in care homes in all localities

Better Health for Sunderland

Transformational Changes 2014-2016

7 Day Access

Community Integrated Locality Teams

Extension of intermediate care hub

Reduce years of life lost 

by 7% by 2019

Improve diagnosis of 

dementia to from 62% to 

68% by 2016

Transforming out of hospital care 

(through Integration and 7 day 

working)

Transforming in hospital care, 

specifically urgent & emergency care 

(7 day working)

Self Care and

Sustainability

Reduce Emergency 

Admissions by 15% by 

2019

Improve patient 

experience of out of 

hospital care by 16% by 

2019

Reduce Emergency Re-

admissions by 14% by 

2015

Increase no of people 

receiving treatment for 

IAPT from 12% to 16% by 

2016

Improve patient 

experience of hospital 

care by 7% by 2019

Improve health related 

quality of life for people 

with LTC by 12% by 2019

Enabled by 
Contract Management (CQUIN) 

Joint Commissioning 
Localities 

Medicines Optimisation 

Evidence based approach 
Research & Development 

Organisational Development 

Governed by 
System Wide Transformation Board 

CCG Governing Body 
Health & Wellbeing Board

Measured by 
Achievement of outcome ambitions 

Delivery of QIPP cost reduction plan 2016/17 –
2018/19 of £11m 

Values and Principles 

One system for health and Social Care 
Development of team based working across 

Sunderland 
Mental and Physical health .
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Management 

Lead
Executive Lead

2013/14 

Out Turn
Latest Data

Actual 

To Date

2014/15 

Target 

To Date

Risk to 

Year 

End

Comments

29 18 Week Referral to Treatment Waiting Times - Admitted (adjusted) pathways Scott Watson Chris Macklin 92.2% Aug-14 - YTD 92.0% 90.0%  

30 18 Week Referral to Treatment Waiting Times - Non-admitted pathways Scott Watson Chris Macklin 98.4% Aug-14 - YTD 98.8% 95.0%  

31 18 Week Referral to Treatment Waiting Times - Incomplete Pathways Scott Watson Chris Macklin 95.0% Aug-14 - YTD 95.7% 92.0%  

32 52 Week Referral to Treatment Waiting Times - Admitted Scott Watson Chris Macklin 2 Jul-14 - YTD 2 0
2 over 52 week waiters, 1 for Plastic Surgery and 1 for General Surgery.  Both of these are for CDDFT and both have been 

validated and are both data quality issues.  

33 52 Week Referral to Treatment Waiting Times - Non-admitted Scott Watson Chris Macklin 1 Jul-14 - YTD 0 0 

34 52 Week Referral to Treatment Waiting Times - incomplete pathway Scott Watson Chris Macklin 0 Aug-14 - YTD 0 0

Please note that CHS have identified 14 Urology patients who have breached 52 weeks and will be reported next month.  

The Trust have identified particular administrative issues and have implemented an action plan to mitigate the risk going 

forward.  Progress is being made for all patients to be treated within the next couple of weeks. 2 patients were treated in 

September, 2 patients did not require treatment and the remaining patients have been scheduled to be treated throughout 

October.



  

35 Patients waiting more than 6 weeks for 15 key diagnostic tests Scott Watson Chris Macklin 0.15% Aug-14 - YTD 0.72% 1.0%   
 

36 % patients spending 4 hours or less in A&E or minor injury unit - CCG Composite Scott Watson Ann Fox 96.2% Sep-14 - YTD 94.1% 95.0%  

36a % patients spending 4 hours or less in A&E or minor injury unit - City Hospitals Sunderland Scott Watson Ann Fox 94.4% Sep-14 - YTD 93.5% 95.0%  

36b % patients spending 4 hours or less in A&E or minor injury unit - South Tyneside NHS FT Scott Watson Ann Fox 98.6% Sep-14 - YTD 98.0% 95.0%  

36c % patients spending 4 hours or less in A&E or minor injury unit - Gateshead Health NHS FT Scott Watson Ann Fox Sep-14 - YTD 96.4% 95.0%  

36d % patients spending 4 hours or less in A&E or minor injury unit - Northern Doctors Urgent Care Scott Watson Ann Fox Sep-14 - YTD 100.0% 95.0% 

40 No waits from decision to admit to admission (trolley waits) over 12 hours Scott Watson Ann Fox 0 Sep-14 - YTD 0 0   


41 % patients seen within 2 weeks of urgent referral for suspected cancer Scott Watson Chris Macklin 94.8% Jul-14 - YTD 96.09% 93.0%   
 

42 % patients seen within 2 weeks of urgent referral for breast symptoms Scott Watson Chris Macklin 94.6% Jul-14 - YTD 97.15% 93.0%   
 

43 % patients treated within 31 days of cancer diagnosis Scott Watson Chris Macklin 98.4% Jul-14 - YTD 99.2% 96.0%   
 

44 Cancer diagnosis to treatment waiting times (31 day subsequent treatment surgery) Scott Watson Chris Macklin 99.38% Jul-14 - YTD 99.07% 94.0%   


45 Cancer diagnosis to treatment waiting times (31 day subsequent treatment drugs) Scott Watson Chris Macklin 100.0% Jul-14 - YTD 99.6% 98.0%   


46 Cancer diagnosis to treatment waiting times (31 day subsequent treatment radiotherapy) Scott Watson Chris Macklin 98.5% Jul-14 - YTD 100.0% 94.0%   
 

47 % patients treated within 62 days of urgent referral for suspected cancer Scott Watson Chris Macklin 85.0% Jul-14 - YTD 87.61% 85.0%
CHS have highlighted risks to delivery in September based on unvalidated performance.  This will be discussed with the 

provider at the next performance meeting.  

48 % patients treated within 62 days of urgent referral from NHS Cancer Screening Programmes Scott Watson Chris Macklin 97.94% Jul-14 - YTD 91.30% 90.0%
Under performance in May due to low numbers where 2 patients breached in May, this was due to patient choice and also 

a complex pathway relating to GHNHSFT and CHSNHSFT.  Performance has improved in June and July. 

49
62 day wait for first treatment for cancer following a consultants decision to upgrade the 

patient priority
Scott Watson Chris Macklin 75.0% Jul-14 - YTD 95.2% 85.0%

  
 

50 Ambulance: Cat A calls responded to <8 mins (Red 1 - Critical) Scott Watson Chris Macklin 82.2% Sep-14 - YTD 81.4% 75.0%   
 

51 Ambulance: Cat A calls responded to <8 mins (Red 2 - Serious) Scott Watson Chris Macklin 82.1% Sep-14 - YTD 78.7% 75.0%   
 

73 Ambulance: Cat A calls resulting in an ambulance arriving at the scene within 19 minutes Scott Watson Chris Macklin 98.4% Sep-14 - YTD 97.7% 95.0%   
 

52 Number of patient breaches of Mixed Sex Accommodation Scott Watson Chris Macklin 0 Sep-14 - YTD 0 0   


53
Cancelled operations for non clinical reasons who were given a TCI date within 28 days of the 

original appointment
Scott Watson Chris Macklin 1 Jul-14 - YTD 2 0

2 patients cancelled in June which is being discussed at the next Performance Review Group.  A full RCA has been 

requested for each of the cases and the CCG have applied financial sanction for these 2 patients as per the contract


54 No urgent operation to be cancelled for a 2nd time Scott Watson Chris Macklin 0 Jun-14 - YTD 0 0   


55 % patients discharged from Mental Health wards receiving follow up within 7 days Ian Holiday Debbie Burnicle 96.4% Aug-14 - YTD 96.6% 95.0%   
 

Urology remains the main pressure for the CCG, particularly at CHS.  CHS have an action plan to deliver 18 weeks by the 

end of 2014/15 which is being monitored as part of the Performance Group at CHS.  The CCG have also allocated 

additional funding alongside national RTT monies to further improve waiting times throughout July and August.  This 

should see an improvement for Urology and a number of other specialties.  Overall admitted performance for the CCG is 

showing improvements on 2013/14.

A&E remains a significant risk for 2014/15 due to continued under performance at CHS, particularly Type 1 performance at 

the main SRH Site.  Due to the consistent performance pressures, the CCG and CHS have instigated weekly escalation 

meetings on a Tuesday which will have representatives from NEAS to discuss actions needed to address the performance 

issues relating to A&E and Handovers.  Staffing and capacity remains an issue and CHS are actively looking at recruitment 

of staff and senior decision makers.  Grindon Lane MIU is now closed and the 3 GP Led UCCs are now live.  So far, activity 

levels in totality is around 50 per day (on average) lower than the same period last month.  Activity at Pallion however is 

starting to show a slight increase and is over average, 20 per day higher than the same period last month although 

significantly lower than the expected levels on the back of Grindon Lane closing.  The weekly escalation meetings 

continue to focus on the pressures and work is on-going between the CCG, CHS and NEAS to alleviate the pressures on 

A&E due to ambulance batching during peak hours.

NHS Constitution Measures

A&E waits

Cancer waits - 2 week

Mixed sex accommodation

Mental Health

Referral to treatment waiting times for non-urgent consultant-led treatment

Diagnostic test waiting times

Cancer waits - 31 days

RAG Rating : 2014-15 

performance vs target

Arrow Direction: performance 

vs same period in 2013/14 

Cancer waits - 62 days

Ambulance Response Times

Local Measure

Cancelled operations
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Management 

Lead

Executive 

Lead

Latest 

Data

Actual To 

Date

2014/15 

Target To Date

Risk to 

Year End
Comments

1 Potential Years of Life Lost from causes considered amenable to healthcare No new data 2,278 gggggggggggg

6 Health-related quality of life for people with long-term conditions No new data 67.6% gggggggggggg

10 Estimated diagnosis rate for people with dementia Wendy Kaiser Debbie Burnicle Sep-14 - YTD 65.4% 65.0%
Rated as amber for year end due to the stretching target of 67% for March, however, the CCG are 

only 55 cases away from achieving the year end target.  

13 Emergency readmissions to hospital within 30 days Scott Watson Debbie Burnicle Jul-14 - YTD 10.9% 11.0%

Proxy data provided by NECS.  Emergency readmissions continues to be under the trajectory based 

on proxy data.  The rate is slightly above the same period last year and continues to be monitored.


75 Avoidable Emergency Admissions Composite Indicator (8, 9, 12, 18) Ian Holliday Ann Fox No new data TBC gggggggggggg

19 Patient experience of primary care - GP services Sue Goulding Ann Fox No new data TBC gggggggggggg
20 Patient experience of primary care - GP Out of Hours services Sue Goulding Ann Fox No new data TBC gggggggggggg
21 Friends and Family - Patient Experience of Hospital Care (improvement score) Sue Goulding Ann Fox No new data TBC gggggggggggg

22a Friends and Family test - A&E Response Rate of 15% Achieved? Sue Goulding Ann Fox Aug-14 - YTD 18.7% 15.0% 

22b Friends and Family test - Inpatient Response Rate of 15% Achieved? Sue Goulding Ann Fox Aug-14 - YTD 54.8% 15.0% 

23 Number of MRSA infections for local CCG residents Sue Goulding Ann Fox Aug-14 - YTD 0 0 

24 Number of MRSA infections in local Hospitals Sue Goulding Ann Fox Aug-14 - YTD 3 0 

25 Number of Clostridium Difficile infections for local CCG residents Sue Goulding Ann Fox Sep-14 - YTD 40 51 

26 Number of Clostridium Difficile infections in local NHS FT Sue Goulding Ann Fox Aug-14 - YTD 14 21 

28 Prescribing costs per astro pu (distance from SHA ave %) Zahra Irannejad Geoff Stephenson Aug-14 - YTD 9.1% 5.0%

SCCG continues to show variance from the AT and National figures and actions are on-going to 

address this issue. The actions relate to agreement of a joint formulary, additional resources within 

the Medicines Optimisation Team, additional resource within the provider and work relating to QIPP 

initiatives.



75a  Medication-related safety incidents - City Hospitals Sunderland Sue Goulding Geoff Stephenson No new data TBC New indicators - Data is currently being sourced for use within the Delivery Dashboard gggggggggggg

75b  Medication-related safety incidents - NTW Sue Goulding Geoff Stephenson Aug-14 - YTD 26 73
This is a new data flow and reporting for months 1 to 5 appear to be very low compared with 

expectations.  This is being picked up via the Quality Review Group. gggggggggggg

75c  Medication-related safety incidents - Primary Care Sue Goulding Geoff Stephenson No new data TBC New indicators - Data is currently being sourced for use within the Delivery Dashboard gggggggggggg

56
Proportion of people with depression and/or anxiety disorders with access to 

psychological therapies
Ian Holiday Debbie Burnicle Aug-14 - YTD 5.7% 6.3%

August performance has shown an increase for access and NTW are confident they will meet their 

15% YTD.  NTW and the Contracting Team continue to review performance and the action plan to 

improve access and recovery rates based on current definitions of the indicators.


57 The number of people accessing IAPT who are moving to recovery Ian Holiday Debbie Burnicle Aug-14 - YTD 46.3% 50.0%

NTW have achieved the recovery target for M5, however YTD remains under target by 3.7%.  In light 

of the 50.6% recovery performance in August and the move nationally to review this particular 

indicator, in particular the definition of measurement to a reliable recovery measure, NTW are no 

longer going to review their service model. If national suggestions are put in place, the recovery 

rate in Sunderland will increase above the 50%.



CCG Outcome Measures

Although there have been no community acquired MRSA for this year, CHS have notified 

commissioners of 2 cases, 1 of which are Sunderland residents and 1 is a Durham resident.  These 

have been investigated by the HCAI Improvement Group and the consensus is that more could be 

done.  The CCG have been informed of a further case in August which is currently in the process of 

review and assignment of this will be determined after the clinical review.

C. difficile remains under trajectory for months 1 to 6 for both CHS and the CCG (Community).  As of 

July both indicators also remain below the same period last year showing continued improvement. 

Awaiting data for the composite indicator which is part of the 2014/15 Quality Premium.  Individual 

component indicators are being shown for information purposes.

A&E Response Rate (RR) was recorded at 18.7% for August, a 5.1% increase from last month. This 

is due to Sunderland Eye Infirmary increasing to 27.5% at site level whereas Sunderland Royal 

Hospital site has decreased by another 3% to 11.7%.  Inpatient RR fell slightly by 3.1% to 54.8% 

against the 25% target. Both Sunderland sites decreased in RR for this month, SRH by 2.8% and SEI 

by 14.2%

Director of Public Health

Director of Public Health

Avoidable Emergency Admissions 

2014-15 Trend

Preventing people from dying prematurely

Enhancing quality of life for people with long-term conditions

Helping people to recover from episodes of ill health or following injury

Ensuring people have a positive experience of care

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

Others - Mental Health
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Management 

Lead

Executive 

Lead
Latest Data Actual To Date

2014/15 Target 

To Date
Risk to Year End Comments

70 Number of Elective Inpatient Admissions Scott Watson Chris Macklin Aug-14 - YTD 22,293 22,580

Increase in activity in July which is consitent with contracts with 

pressures in Ophthalmology at CHS NHSFT (particularly Lucentis), 

Vascular Surgery, Gastroenterology and Orthopaedics at GH NHSFT.  

The Contract Team have raised these as issues and have requested 

further information from the Trust as to why activity has increased 

despite local information around referrals showing a decrease.



71 Number of Non Elective Inpatient Admissions Scott Watson Chris Macklin Aug-14 - YTD 12,573 13,074

Non Electives continue to be below trajectory and below last year 

despite a slight increase in activity in July.  All months this year are 

lower than the same period last year.


72 Number of First Outpatient Attendances Scott Watson Chris Macklin Aug-14 - YTD 43,299 40,296

First outpatient attendances continue to be above trajectory and 

last year despite contracts being significantly under plan.  Referrals 

taken from national data are also showing a reduction on the 

previous year.

The BI Team have requested further detail from CHS and STFT to 

allow the team to understand the activity levels in the national 

return and identify the areas of pressure.  In terms of the contract, 

first outpatient attendances are under plan in totality but some 

areas are over performing whicha re: Urology, General Surgery, 

Vascular Surgery, Neurology and Paediatrics.  Diabetology, 

Geriatric Medicine, Gynaecology and ENT all are significantly under 

plan.  The BI Team have escalated the request for additional 

information to the Contracting Team who are picking this direct up 

with the Trust via the Contracting route.



74 Number of A&E Attendances Scott Watson Chris Macklin

7 8 , 16 5 7 5 , 9 5 0

70 Number of Elective Inpatient Admissions Scott Watson Chris Macklin Aug-14 - YTD Forecast 54,948 55,156

71 Number of Non Elective Inpatient Admissions Scott Watson Chris Macklin Aug-14 - YTD Forecast 30,346 30,916

72 Number of First Outpatient Attendances Scott Watson Chris Macklin Aug-14 - YTD Forecast 101,613 96,828

73 Number of A&E Attendances Scott Watson Chris Macklin

RAG Rating : 2014-15 

performance vs target

Arrow Direction: 

performance vs same period 

in 2013/14 

Activity Trajectories - Full Year Forecast

Activity Trajectories - Year to Date

Activity Trajectories
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Management 

Lead

Executive 

Lead

Latest 

Data

Actual To 

Date

2014/15 

Target To Date

Risk to 

Year End
Comments

80 Delayed Transfers of care from hospital per 100,000 Ian Holliday Aug-14 - YTD 662.40 644.40

Indicative information based on revised submission of the BCF in August.  The 2014/15 trajectory 

represents a 10% reduction on the baseline.  April to August position is above the trajectory set for 

the BCF and delays in August reduced signficanctly compared to previous months. gggggggggggg

Permanent admissions for older people (aged 65+) to residential and nursing care 

homes, per 100,000
Ian Holliday No new data gggggggggggg

Proportion of older people (aged 65+) still at home 91 days after discharge from 

hospital into reablement / rehabilitation services.
Ian Holliday No new data ggggggggggg

81 Total Non Elective Admissions (Payment for Performance) Ian Holliday Ann Fox Aug-14 - YTD 4,556.90 4,778.90

This indicator is linked to the non elective indicator.  Activity continues to be under trajectory for 

non elective admissions gggggggggggg

10 Estimated diagnosis rate for people with dementia Wendy Kaiser Debbie Burnicle Sep-14 - YTD 65.4% 65.0%

Rated as amber for year end due to the stretching target of 67% for March, however, the CCG are 

only 55 cases away from achieving the year end target. g ggggggg

To be developed Ian Holliday No new data ggggggggggg

2014-15 Trend

Delayed Transfers of Care

Total Non Elective Admissions

Admission to residential and nursing care homes

Reablement / rehabilitation services

Patient/Service User Experience

Better Care Fund Measures

Local Metric
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Score Rating Green Amber Red Commennts

1 Plan - Year to date (variance to plan and % of YTD allocation) 0.03%

Green

Positive Variance to Plan or 

negative variance <=0.1%

0.1% > variance < 0.5% 

(negative variance)
Negative variance >= 0.5% Based on mth 6 reported position in Non ISFE Return.

2 Plan - Full year (vairance to plan as % of allocation) 0.00%

Green

Positive Variance to Plan or 

negative variance <=0.1%

0.1% > variance < 0.5% 

(negative variance)
Negative variance >= 0.5% Based on mth 6 reported position in Non ISFE Return.

3 QIPP - Year to date delivery 86.9%

Amber

>=95% of Plan <95% of plan >=75% of plan <75% of Plan

Based on mth 6 reported position as per Non ISFE Return to Area Team.

Deterioration in QIPP scheme for prescribing in month resulting in w orsening 

achievement. Further w ork is currently being undertaken to identify 

alternative QIPP schemes to mitigate the non achievement of prescribing 

QIPP. 

4 QIPP - Full year forecast 89.5%

Amber

>=95% of Plan <95% of plan >=75% of plan <75% of Plan

Based on mth 6 reported position as per Non ISFE Return to Area Team.

Deterioration in QIPP scheme for prescribing in month resulting in w orsening 

achievement. Further w ork is currently being undertaken to identify 

alternative QIPP schemes to mitigate the non achievement of prescribing 

QIPP. 

5
Clear identification of risks against financial delivery and 

mitigations
Mitigations >= risks

Green

Mitigations >= risks

Risks not fully mitigated and, if 

they were to materialise, the 

CCG would not be in deficit or 

would be in deficit up to 1% of 

allocations

Risks not fully mitigated and, if 

they were to materialise, the 

CCG would be in deficit greater 

than the 1% of allocation

Based on mth 6 reported position in Non ISFE Return.

6 Running Costs <=RCA

Green

<=RCA Not applicable >RCA
Forecast underspend of £700k for mth 6 as per mth 6 reported position in 

Non ISFE Return.

7 Underlying recurrent surplus on exit of 2014/15 3.0%

Green

>=2.5% >=0 and <2.5% <0% As per Q1 underlying position return. 

8
Financial Position meets the 2014/15 surplus planning 

requirement
4.20%

Green
>=1% >=0 and <1% <0%

Based on mth 6 reported position in Non ISFE Return. Plans currently in place 

to deliver surplus of £18.99m against allocation of £449.65m.

9
Planned usage of non recurrent headroom funds in line with 

business rules
2.50%

Green
>=2.5% >=1% to <2.5% <1%

Based on mth 6 reported position in Non ISFE Return. Plans in place for 2.5% 

non recurrent headroom in line w ith business rules.

10
BPPC performance - Invoices paid within Better Payment 

Practice Code
98.28%

Green
>=95% >=75% and <95% <75%

Based on mth 6 position to be reported to Governing Body of CCG. Average 

BPPC achievement across all 4 indicators = 98.28%

11 Cash utilisation
Green

TBC TBC TBC

Over-riding rule - Qualified audit opinion would lead to an overal RED rating

AMBER

Overall Risk Rating

AMBER

Indicator

Green

Amber

Red

SUPPORTING INDICATORS

To be defined.  However, an overall green rating can 

only be achieved if all primary indicators are 

individually rated green.  2 or more red primary 

indicators would lead to an overall red rating

DOMAIN RAG RATING
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Quality premium 2014/15 overview

Cumbria, Northumberland, Tyne and Wear Area Team

Sunderland CCG

Population*

Possible Quality Premium Funding (£5 per head)

Assumptions

Measure

Title of Measure
Percentage of Quality 

Premium
Value for CCG Threshold for success Numerator Numerator notes Denominator Denominator notes Data source

Measure 

Achieved

Eligible QP 

funding

Domain 1: Preventing people from dying prematurely: 

Reduction in Preventable Years of Life Lost (PYLL) from 

causes amenable to healthcare: adults, children and young 

people 15% £203,136

↓≥3.2% in the potential years of life lost 

(adjusted for sex and age) from 

amenable mortality in the calendar year 

2014 compared to 2013.

Baseline data for 2013 not 

available until autumn 2014

Detailed definition can be found in the 

technical guidance 

http://www.england.nhs.uk/wp- 

content/uploads/2013/03/qual-

premium.pdf

totals for each gender will 

be directly standardised 

against an England 

standard population for 

2012 and expressed as a 

rate per 100,000 population.

HSCIC Yes £203,136

Domain 2: Enhancing quality of life for people with long 

term conditions

Improving access to psychological  therapies

15% £203,136

Achieve IAPT access levels of at least 

15% by 31 March 2015.  

The number of people who 

receive psychological therapies.

Detailed definition can be found in the 

technical guidance 

http://www.england.nhs.uk/wp- 

content/uploads/2013/03/qual-premium.pdf

The number of people 

who have depression 

and/or anxiety disorders 

(local estimate based on 

the Adult Psychiatric 

Morbidity Survey 2000)

IAPT

Data supplied by 

HSCIC

No £0

Domain 2: Enhancing quality of life for people with long 

term conditions

Domain 3: Helping people to recover from episodes of 

ill health or following injury.

Avoidable emergency admissions 25% £338,560

Indirectly Standardised Rate (ISR) of 

avoidable emergency admissions in 

2014/15 ≤ ISR 2013/14

OR

ISR 14/15 < 1,000 admissions per 

100,000 population

Baseline data not available until 

summer 2014

Indirectly standardised rate of avoidable 

emergency admissions for 4 indicators

-chronic ambulatory care sensitive 

conditions

-asthma, diabetes and epilepsy in under 

19s

-acute admissions for acute conditions 

that should not usually require hospital 

admissions

-children with lower respiratory tract 

The rate will be indirectly 

standardised using the 

England rate in 2013/14

HES.

Data supplied by 

HSCIC

Domain 4: ensuring that people have a positive 

experience of care.

Friends and Family Test - Patient Experience of Hospital 

Care

15% £203,136

Improved average score achieved 

between 2013/14 and 2014/15 for one of 

the patient improvement indicators.

Awaiting 2013/14 FFT results 

and average score.

CCG should be assured that CHS FT 

have plans to reduce the proportion of 

people reporting a poor experience of 

care in line with the locally set levels of 

ambition. 

UNIFY2 FFT

collection

No £0

Domain 5: treating and caring for people in a safe 

environment and protecting them from avoidable harm.

Improved reporting of medication-related safety incidents

15% £203,136

Improved reporting of medication-related 

safety incidents from specified local 

providers for the period between Q4, 

2013/14 and Q4, 2014/15 and these 

providers achieve the specified 

increase.

AwaitingQ4 13/14 baseline and 

specfied increase.

Reporting is via the 

National Reorting and 

Learning System.  

Further details can ve 

found at 

http://www.nrls.npsa.

nhs.uk/patient-safety-

data/organisation-

Lo
ca

l

Local Priority 1 - Emergency readmissions within 30 days of 

discharge from hospital
15% £203,136

A rate of emergency readmissions of 

11% or less in 2014/15
3,996

The number of continuous inpatient spells 

that are emergency admissions within 0-

29 days of t he last, previous discharge 

from hospital. Some exclusions - see 

Outcome framework technical definition. 

Timeframe - full year 2014/15. Submitted 

numerator is based on baseline data - 

achievement will be measured using the 

calculated percentage not the submitted 

numerator.

36,316

The number of finished 

continuous inpatient spells 

within selected medical and 

surgical specialties, with a 

discharge date up to the 

31st March 2015. Some 

exceptions as detailed in the 

Outcome framework 

technical definition.

Published by HSCIC

Totals 100% £1,354,240 £203,136

NHS Constitution rights and pledges Adjustment to Quality Value of adjustment Threshold Numerator notes Denominator notes Measure Adjustment to QP 

Referral to treatment times (18 weeks) 25% -£338,560

≥92% patients on an incomplete 

pathway waiting ≤18 weeks on average 

in 14/15
Yes £0

A&E waits 25% -£338,560

≥95% patients seen within 4 hours of 

arrival at A&E (All types) over course of 

14/15

Yes £0

Cancer waits - 14 days 25% -£338,560

100% wait a maximum of two weeks 

(14 days) from urgent GP referral to first 

outpatient appointment for suspected 

cancer, over the course of 14/15.
Yes £0

Category A Red 1 ambulance calls 25% -£338,560

NEAS achieves ≥75% Category A Red 1 

ambulance calls responded to <8 mins 

over course of 14/15
Yes £0

TOTAL ADJUSTMENT 100% -£1,354,240 £0

REVISED TOTAL £203,136 £203,136

N
at

io
na

l

Total patients waiting 18 weeks or less on monthly RTT incomplete 

pathways snapshot. Sum of the 12 monthly returns.

Total patients waiting on an 18 week incomplete pathway on monthly RTT 

incomplete pathways snapshot. Sum of the 12 monthly returns.

Total patients where the patient spent less than 4 hrs in A&E from arrival to 

transfer, admission or discharge. Sum of weekly sitreps for 14/15

Data will be mapped from providers to CCGs using the proportion of activity 

of each provider (>1%) that can be attributed to a CCG. Please note only 

organisations submitting A&E activity to SUS will be able to be mapped, any 

type 3 units not submitting to SUS will not have their activity allocated to any 

CCG.

Total number of A&E attendances. Sum of all weekly sitreps for 14/15 

mapped in the same way as the numerator.

Total patients with urgent referrals from a GP waiting a maximum of 2 

weeks - calculated by summing data for the 4 quarters of 13/14

Total patients with urgent referrals from a GP calculated by summing data 

for the 4 quarters of 13/14

Total Category A Red 1 calls resulting in an emergency response arriving at 

the scene of the incident within 8 minutes in 14/15

Total Category A Red 1 calls resulting in an emergency response arriving at 

the scene of the incident in 14/15

Data Not Yet Available

Data Not Yet Available

Data Not Yet Available

Achievement

270,848

£1,354,240

The CCG manages within its total resources for 2014/15

There are no serious quality failures during 2014/15

Value Measure details
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Item: 10.2 

CATEGORY OF PAPER  

Proposes specific action  

Provides assurance   

 

GOVERNING BODY 
18th November 2014 

 
Report Title 
 

 
CCG Assurance Framework 2014/15 

 
Purpose of report 

 
To provide the Governing Body with an update 
on the revised CCG Assurance Framework 
issued for 2014/15 and to provide the Q1 
Assurance Report for information. 
 

 
Key issues, assurances and risks 
 

 
This report outlines the key changes to the CCG 
Assurance Framework for 2014/15.  There are 
no issues / risks identified in relation to these 
key changes. 
 

 
Recommendation/Action Required 
 

 
The Governing Body is recommended to note: 

 the key changes to the CCG Assurance 
framework for 2014/15 and  

 the outcome of the Quarter 1 Assurance 
of the CCG by the Area Team 

 

Sponsoring Governing Body member  
(where relevant) 

Debbie Burnicle 

Report Author 
Lynsey Caizley 
 

Governance and assurance  

 
Link to CCG corporate objectives* 
(please tick) 

CO1 CO2 CO3 CO4 CO5 CO6 
      

Any relevant legal/statutory issues No 
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*CCG Corporate Objectives 

CO1 - Ensure the CCG meets it public accountability duties 
CO2 - Maintain financial control and performance targets 
CO3 - Maintain and improve the quality and safety of CCG commissioned services 
CO4 - Ensure the CCG involves patients and the public in commissioning and  
  reforming services  
CO5 - Identify and deliver the CCG’s strategic priorities 
CO6 - Develop the CCG localities 
 

Are the identified risks on the Risk 
Register?  

(If so please include reference number) 

N/A 
 

Any information governance issues  No 

If report has been previously reviewed 
please specify which Committee and 
date of meeting 

N/A 

Equality Impact Assessment completed 

(please tick)  
Yes  No  

Not 
relevant 

 

Key implications for the following: 

Any additional resources needed? 
 

No 

 
Has there been appropriate clinical 
engagement?  

Yes the Executive Committee contributed to the 
evidence provided in the Quarter 1 Assurance 
report 

 
Any impact on patient outcomes? 

Yes, the purpose of the CCG Assurance 
Framework is to improve outcomes. 

 
Has there been member/stakeholder 
engagement if needed?   

Yes in that the work with stakeholders has 
informed the evidence in the Quarter 1 
Assurance report  
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Governing Body 
NHS England CCG Assurance Framework 

18th November 2014 
 
1. Purpose 

The purpose of this report is to provide the Executive with an overview of the key 
requirements outlined within the CCG Assurance Framework: 2014/15 Operational 
Guidance and supporting technical guidance and to present the outcome of the 
Quarter 1 Assurance of the CCG by the Area Team. 

 
2. Background 

Sitting alongside NHS England as fellow commissioners, NHS England have 
outlined the need for CCGs to secure quality today and transform services for the 
future. 
 
The CCG Assurance framework, initially published as an interim framework in 
2013/14, was developed by NHS England in order to monitor how well CCGs are 
performing against their plans to improve services and deliver better outcomes for 
patients. 
 
The framework is structured around the following six domains, which reflect the key 
elements of an effective clinical commissioner: 
 
Domain 1 Are patients receiving clinically commissioned, high quality services? 
Domain 2: Are patients and the public actively engaged and involved? 
Domain 3: Are CCG plans delivering better outcomes for patients? 
Domain 4:  Does the CCG have robust governance arrangements? 
Domain 5: Are CCG’s working in partnership with others? 
Domain 6: Does the CCG have strong and robust leadership? 
 
Both CCGs and Area teams are required to use the descriptions within each of 
these domains as a guide to inform ongoing judgements about CCG competence.  
There are three categories that can be applied to each assurance domain at the 
end of the assurance conversation: 
 
 Assured; 
 Assured with support; or 
 Not assured, intervention required 
 
The judgment of the assurance category can be based on a number of factors 
including the level of risk, the approach taken by the CCG in managing their position 
and the risk in the wider environment. 
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Where CCGs can demonstrate they are continuing to show good performance 
across the domains, the assessment should be that the domain is ’assured’. This 
includes CCGs that are performing well, or have some identified challenges but are 
proactively managing them. 
 
Where the CCG has performance concerns which can be mitigated by mutually 
agreed support with the area team, the assessment should be that the domain is 
’assured with support’. In both of these circumstances there should be no further 
intervention action taken at that time.   The difference between the two categories 
can be defined by the level of risk associated with the CCG’s current performance 
and if it is being actively managed and therefore gives assurance to NHS England.  
 
Where serious concerns with the CCG arise, NHS England has the ability to 
exercise statuary powers of intervention, the assessment should be that the domain 
is ’not assured’.   This should be in rare circumstances and with evidence that NHS 
England have tried all reasonable options available. However, nothing in the 
framework should prevent a CCG from acting to avoid a significant quality breach.   

 
3. CCG Assurance Framework 2014/15 

The 2013/14 framework has been refreshed to not only take account of updated 
national priorities, but also to reflect the experiences of CCG’s and Area Teams 
from the first year of undertaking the CCG Assurance process. 
 
The key changes to the guidance are outlined below: 
 
 Updated content on CCG development, the delivering an effective assurance 

process and culture and behaviours between NHS England and CCG’s; 
 Amended Domain descriptions to help set out what successful delivery would 

look like under each domain for CCGs to use as a guide for success and for 
area teams to use as an aid to assurance judgements; 

 Expanded requirements for assurance to cover the cross cutting themes of 
parity of esteem, inequalities and better care; 

 A revised delivery dashboard to replace the balanced scorecard and which is 
more contemporary and removes the rules associated with the previous 
balanced scorecard under the interim framework; 

 Additional guidance to further clarify the distinction between judgements of 
‘assured’ and ‘assured with support’; 

 New guidelines enacting the proposal to allow assurance meetings to take 
place less frequently where a CCG has continued to demonstrate strong 
delivery across the assurance framework; and 

 Revised timelines to allow more time for assurance conversations to take place. 
 

As a default, national guidance outlines each annual assurance cycle will continue 
to consist of four quarterly meetings, however, due to Sunderland CCG continuing 
to perform well and demonstrate continuing development across the domains, it has 
been agreed locally with NHS England that only three assurance meetings will be 
required in 2014/15. 
 
The delivery dashboard is a key element of the national insight which informs the 
assurance process.  It will be generated centrally to a consistent template and 
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should be used to supplement local considerations about areas for discussion 
through assurance. 

 
The delivery dashboard comprises four sections; each reflecting a specific area of 
insight based on the planning requirements set out in everyone Counts: Planning for 
patients 2014/15 to 2018/19 and key elements of statutory duties: 
 
 NHS Constitution; 
 Outcomes and Quality; 
 Better Care Fund ; and 
 Finance 

 
The full detail of the delivery dashboard for 2014/15 can be found at Appendix 1. 

 
4. Quarter 1 14/15 Assurance Outcome 

The Quarter 1 Checkpoint assurance pre meeting was held in September 2014 
where NHS England confirmed that the CCG were fully assured on all 6 domains.  
A copy of the supporting assurance report submitted by the CCG can be found at 
Appendix 2.  A full assurance meeting with the Executive was not required and will 
take place at Quarter 2 in November 2014. 

 
5. Recommendations 

The Governing Body is recommended to note: 
 
 the key changes to the CCG Assurance framework for 2014/15 and  
 the outcome of the Quarter 1 Assurance of the CCG by the Area Team 

 
 
 
Author   Lynsey Caizley 
    Planning & PMO Manager 
   
Sponsoring Director  Debbie Burnicle 
    Director of Commissioning, Planning & Reform 
 
Date:    29th October 2014 
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Appendix 2 

 

Sunderland CCG assurance report 

(Final version 17.9.14) 

Q1 2014/15  

Headline assessment  

Focus Assurance 
level 

Particular achievements noted / 
examples of good practice 

Issues identified Any issues 
identified requiring 
further action and 
actions agreed 

Domain 1 

Are patients receiving 
clinically commissioned, 
high quality service? 

 

 A system wide approach has been taken in 
the development of the strategic plan for the 
Sunderland Health & Care system driven by 
the System Wide Transformation Board, 
chaired by the CCG, which includes 
representation from the Health and 
Wellbeing board, GP Member practices, 
Sunderland City Council, CHSFT, STFT, 
NTWFT, NEAS FT, Healthwatch 
Sunderland and NHS England.   The key 
transformational changes which will lay the 
foundations for this 5 year plan are outlined 

A final review with 
partners is taking 
place before the plan 
is finalised in 
September 2014. 
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in the CCG 2 year operational plan. 

 

The new Dementia Unit at Monkwearmouth 
Hospital has received the Stirling University 
Gold standard accreditation which is the 
first NHS facility in the country to receive 
this award. 

 

The in depth and ongoing review process 
by the Quality Review Group led by the 
CCG Medical Director and the Director of 
Nursing following a number of mortality 
outlier flags at CHS has provided additional 
assurance on the quality of the services 
commissioned. 

Domain 2 

Are patients and the 
public actively engaged 
and involved? 

 

 As part of the development of the Strategic 
Plan:  

-the health challenges outlined within the 
JSNA were revisited and refreshed by 
Public Health colleagues.   

-Key themes received from engagement 
were identified and informed the 
prioritisation of key transformational 

The CCG are 
assessing a joint 
approach with the LA 
as part of the CCG’s 
model of engagement 
moving forward. 
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changes for the future. 

-Ensuring citizens are fully included in all 
aspects of service design and change has 
been a key driver and all transformation 
plans outline how engagement will be 
undertaken.   

 

To date in Q1 2014/15, the CCG have 
undertaken significant PPI work in order to 
inform the new MSK model including 
attendance at local clinics to liaise directly 
with patients using the existing service as 
well as public surveys, events with GP 
practices, and Local engagement events 
with the public.    

Work is also underway to inform the 
procurement of the new GP OOH’s service. 
For example Practices have been 
incentivised to contact patients who have 
used the service and asked them to 
complete telephone surveys. A survey 
monkey was also undertaken with over 100 
responses.  30 patient questionnaires were 
also received from the current OOH 
provider. The National patient survey OOH 
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question results for Sunderland will also be 
viewed.  Patients are expected to attend the 
Kaizen improvement event in September in 
addition to a patient specific event held 19th 
August which will inform the Kaizen event. 

 

The use of “My NHS” is being actively 
promoted to the public via the local press, 
CCG website, engagement meetings and 
events.  This information technology 
enables easy access for interested 
members of the public to be contacted to 
give their views on local health services. 

Domain 3 

Are CCG plans 
delivering better 
outcomes for patients? 

 

 The CCG is on track to deliver our priorities 
for 2014/15.  Our local priority is to reduce 
the number of emergency re-admissions 
within 30 days of discharge from hospital.  
We continue to make significant investment 
into reducing re-admissions with a 
downward trend being seen in this first 
quarter for the first time in 5 years and we 
are confident this trend will continue in 
15/16 following the impact assessment of 
our 10 transformational changes. 

The key performance 
issue remains for 
Sunderland A&E 
waits at City 
Hospitals.  

 

The CCG have 
supported CHS to 
allow additional 
staffing and capacity 
to help improve type 
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We have developed plans for the delivery of 
each of our transformational changes in 
2014/15 and understand the impacts they 
should have across the health system. 

 

Key metrics are being identified at a project 
level in order that effective tracking can be 
undertaken. 

 

The recent Sunderland case study by the 
Winterbourne View Joint Improvement 
Programme is now published on its website. 
Sunderland being one of a small number of 
best practice examples.  Key areas covered 
in the case study: 

 Long-standing pooled budget for people 
with learning disabilities with high level 
needs and established links between 
commissioning and care management 

 Regular contact with NHS specialised 
commissioning 

 Working together with people with 
learning disabilities and families through 

1 performance.  The 
Provider continues to 
face pressure in 
recruiting to senior 
nurse and consultant 
roles and is working 
continuously on 
recruitment.  
Throughout August 
and September the 
CCG will be working 
with CHS to mobilise 
the “big front door” 
model on the hospital 
site to provide 
additional capacity 
and improve flow 
through the system.   

The CCG have also 
supported the 
mobilisation of 3 GP 
Led Urgent Care 
centres in the city 
which will provide 
further integration 
around urgent care. 
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a Transforming Care Project Board 
which reports into the Health and 
Wellbeing Board 

 Community treatment team providing 
outreach and crisis support to maintain 
people in the community 

 Multi-agency children resolution group 
which agrees the commissioning of 
proposed new placements and reviews 
any issues with current placements.  

 

The CCG have 
agreed to fund a 
number of schemes 
via readmissions 
funding and systems 
resilience funding to 
help reduce the 
demand on 
secondary care 
services and flow 
through the system.  
These include RAID, 
7 day social care and 
diagnostics.  

 

Regional work 
continues re 
ambulance handover 
performance which 
affects A&E 
attendance.  A 
number of schemes 
are being considered 
regionally as part of 
the systems 
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resilience plan with 
an aim to improve 
ambulance 
handovers and taking 
patients to alternative 
dispositions.  Due to 
the pressure at CHS 
NHSFT, both 
providers have re-
instigated weekly 
operational meetings 
to help improve 
handovers. 

 

The CCG has also 
from w/c 
1stSeptember, held 
weekly Director level 
performance 
meetings with CHS 
on CHS site to 
ensure all possible 
options are being 
considered and 
agreed actions 
implemented. NEAS 
are also attending 
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these meetings. The 
weekly meetings will 
continue as long as 
necessary until 
improvement is 
assured. 

Domain 4 

Does the CCG have 
robust governance 
arrangements? 

 

 Our programme boards relating to our 
strategic objectives are an integral part of 
our planning process which has 
membership from the local authority, 
partners and providers. 

 

We have three seats on the HWBB (2 
clinical and 1 Chief Officer) and also 
actively engage with the Provider Forum 
under the Health & Wellbeing Board 
(HWBB) and have established a 
Transformation Board with key partners to 
oversee the delivery of the Transformation 
programmes. The Programme Boards 
provide highlight reports to the 
Transformation Board.   

We meet regularly with Healthwatch 
Sunderland who also has a place on our 
Programme Boards and the Transformation 

Enhanced 
arrangements need 
to be put in place to 
oversee the £160m in 
the BCF.  Draft 
proposals have been 
prepared that will 
enable lay 
membership from the 
CCG and Councillor 
membership from the 
LA.  Guidelines to 
support the 
management of the 
pooled budget are 
also under 
development.  The 
BCF will be effective 
from April 2015. 
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Board. 

 

The CCG has recently published its first 
annual report.  The report gives an 
overview of our achievements over the year 
as well as key challenges going forward.  
Part of the annual report includes an annual 
governance statement which outlines the 
controls and assurances put in place to 
mitigate any actual or potential risks.  

 

Our external auditors Mazars have issued 
the CCG an unqualified audit opinion for the 
2013/14 annual accounts.  They also issued 
an unmodified value for money assessment 
based on the good financial controls and 
governance arrangements in place for the 
CCG.  

Domain 5 

Are CCGs working in 
partnership with others? 

 

 A Sunderland Transformation Board has 
been developed to drive delivery of the 
Sunderland health and care system 
strategic plan, with membership from key 
health and care partners across 
Sunderland. 

Further development 
of the lead 
commissioner role is 
required, especially 
for ambulance 
services where the 
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All CCG programme boards are multi-
agency which facilitates partnership working 
across the Sunderland economy. 

  

Sunderland works with a variety of other 
health economies and these will differ 
subject to patient flows and contracts.  We 
particularly work closely with South 
Tyneside as we share a number of joint 
priorities including the development of 
integrated teams and the configuration of 
acute services.  The Executive Committees 
meet regularly throughout the year. 

 

The two main acute trusts in Sunderland 
and South Tyneside  have worked together 
in a number of areas to date including the 
development of an integrated service that 
provides 24/7 cardiology cover and an 
equitable revascularisation service for all 
patients across Sunderland and South 
Tyneside. 

CCG is one of four 
lead commissioners 
across the North 
East. 

 

The continued 
involvement of the 
Area Team on 
developing an 
approach to 
improving out of 
hospital services and 
primary care at scale 
e.g. next steps with 
the CCG expression 
of interest re co-
commissioning. 
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We are also part of the Northern CCG 
forum, meeting monthly with the aim of 
sharing practice and issues, and wherever 
possible, agreeing a whole health economy 
approach where it makes sense to do so for 
all parties.  An example is the work around 
reducing procedures of limited clinical 
value.  A clinically led regional group has 
been established to look at the policy and 
how it is effectively implemented in both 
Primary and Secondary Care.  The Group is 
supported by NECS, with the work 
programme to be implemented by CCGs on 
a local basis. 
 
There is a sub-group of the CCG Forum – 
the NE&C Contracting group, chaired by 
SCCG’s Chief Officer, which shares issues 
around contracting to ensure a common 
approach for all CCG’s across the NE & 
Cumbria. 
 
 

Domain 6 

Does the CCG have 
strong and robust 

 The CCG have developed a robust 
Organisational development plan in order to 
support the delivery of the 5 year strategic 

The review of primary 
care contractual 
arrangements to 
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leadership? 

 

plan and 2 year operational plan to deliver 
our vision and transformational changes 
and to improve health outcomes. 

 

A refresh of the clinical leads has been 
undertaken to ensure they are focused on 
our transformational changes and a Clinical 
lead development programme is in place 
including succession planning and action 
learning. 

 

A range of continuous development 
opportunities are in place across the CCG 
including Executive Development sessions, 
Governing Body sessions, staff 
development sessions, development 
sessions for locality teams including 
member practices to share learning and 
increase awareness of the local  and 
national picture.  

 

 A Leadership Development Framework has 
been agreed by the Executive Committee 
and sets out the expectation of any CCG 

ensure equitable 
funding by NHS 
England in 2014/15 
may have a 
significant impact on 
the income of some 
Sunderland member 
practices. The CCG 
Clinical Chair and 
Chief Officer/ Director 
of Commissioning are 
liaising closely with 
NHS England area 
team in relation to 
this review to ensure 
the resulting risks to 
delivery of the CCG 
priorities are 
managed and 
mitigated as 
effectively as 
possible.  Whilst 
there has been a 
national pause with 
the review, the 
communication with 
member practices 
needs to be 
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leader and evidences how development will 
be supported and monitored.  For example 
all Directors are undertaking 360 
appraisals. 

maintained. 

 

 

The need to ensure 
best value from the 
£1.4m ring-fenced 
monies to support 
proactive primary 
care and the £500k 
additional monies the 
CCG has protected 
for Primary Care to 
prepare for 
Winter/resilience. 

Cross cutting themes 

Parity of esteem 

 

 Parity of Esteem continues to be at the 
heart of our health and care for example: 

 Mental health as well as physical 
health are assessed at GP 
registration and in annual health 
checks; 

 Patients can now access treatment 
in secondary care within 4 weeks; 

 In the event of mental health crisis, 
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there is an initial response service  
(single point of contact) who will 
assess the level of need and 
organise the response; 

 There is a mental health rapid 
assessment interface discharge 
(RAID) team in A&E; 

 We now have evidence that services 
users of mental health services in 
Sunderland and member practices 
are very happy with the service they 
receive a very different response to 
when the CCG were first formed. 

 The key elements of the Choice 
agenda for Mental Health have been 
shared with the Mental Health 
Network.    NTW publish waiting 
times by CCG for their services on 
their website on a quarterly basis.  
There is a full service directory of all 
clinical services available on the 
NTW website.  Service Users in 
Sunderland are able to self-refer for 
all mental health services (with the 
exception of those detained under 
the MHA, Crisis appointments and 
other exemptions as listed in national 
guidance). 
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Focus on equality , 
reducing inequality 

 

 The CCG buys support for managing the 
Equality Delivery System from NECS and 
an in-depth consultation exercise was 
undertaken by NECS on behalf of the CCG 
with local stakeholders from the nine 
protected characteristic groups.  This 
feedback along with existing feedback from 
a prior consultation exercise undertaken in 
2012 was used to inform the development 
of the CCG’s equality objectives. 

An action plan has been developed to 
support the delivery of these objectives and 
progress is monitored by the Executive 
Committee.  

 

The CCG and NECS service line leads also 
meet regularly to review performance 
against the E&D service line specifications 
and statutory requirements.  Included in 
these discussions are updates and 
identification of any training needs. 

 

As part of the development of the CCG 
gateway process, a mechanism for partners 
to share ideas for innovation with us, we 
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have adopted the equality analysis toolkit   
to be completed alongside the business 
case. 

Better care 

 

 The Better Care development has been 
seen as a real opportunity within 
Sunderland to drive change through a 
system wide approach with a pooled budget 
of £24.778m identified in 2014/15 and 
£169m identified moving forward into 
2015/16 focused on transforming out of 
hospital care.   

 

Sunderland is one of five national 
exemplars and we have been given a rating 
of ‘Assured with Support ‘.  The support is 
noted as covering non material areas which 
we know can be concluded over the next 
few months. 
 

The vison for integrated services is being 
built around bringing together social care 
and primary / community health resources 
into co-located, community focused, multi-
disciplinary teams, linking seamlessly into 
hospital based services and wrapped 

The need to work 
with the LA to find 
joint efficiencies via 
the BCF rather than 
have to resort to cuts 
in adult social care 
services due to the 
scale of the 
efficiencies needed.  
Some of the potential 
cuts could impact 
negatively on health 
and wellbeing 
priorities, hence the 
need for a joint 
approach. 
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around GP Practices. 

 

The Accelerated Solutions 2 day event 
(June 2014) on the vision for integrated 
Health & Social Care services was well 
received by over 100 stakeholders.  This 
led to affirmation of the vision, a review of 
the 5 objectives and detailed work on each 
objective thus helping progress delivery.  
For example, work on the Intelligence Hub 
helped to define what was really required in 
terms of a shared record. 

 

 



 

 
 

Item: 10.3 

CATEGORY OF PAPER  

Proposes specific action  

Provides assurance   

 
GOVERNING BODY 
18 November 2014 

 
Report Title 
 

 
Sunderland CCG Financial Report – Month 6 
2014/15  
 

 
Purpose of report 

 
The purpose of this report is to present to the 
Governing Body a summary of the financial 
position of the CCG as at month 6 (for the 
period ending 30th September 2014). 
 

 
Key issues, assurances and risks 
 

 

 Key issue is to ensure the CCG meets its 
financial duties. 

 The report provides assurance that the 
year to date and forecast outturn position 
is in line to achieves those duties. 

 Risks to delivery are documented within 
the report. 

 

 
Recommendation/Action Required 
 

 
Members are asked to:  
 

 Note the financial position of the CCG as 
at 30th September 2014. 

 Approve the revised specific performance 
measurement thresholds for finance KPI 
metrics 
 

Sponsoring Governing Body member  
(where relevant) 

 
Chris Macklin, Chief Finance Officer 
 

Report Author 
 
David Chandler, Head of Finance  
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*CCG Corporate Objectives 
 
CO1 - Ensure the CCG meets it public accountability duties 
CO2 - Maintain financial control and performance targets 
CO3 - Maintain and improve the quality and safety of CCG commissioned 

services 
CO4 - Ensure the CCG involves patients and the public in commissioning and  
  reforming services  
CO5 - Identify and deliver the CCG’s strategic priorities 
CO6 - Develop the CCG localities 
 

Governance and assurance  

 
Link to CCG corporate objectives* 
(please tick) 

CO1 CO2 CO3 CO4 CO5 CO6 

√ √   √  

Any relevant legal/statutory issues None 

 
Are the identified risks on the Risk 
Register?  
(If so please include reference number) 
 

Yes  
 
649  
653  
990 

Any information governance issues  None  

If report has been previously 
reviewed please specify which 
Committee and date of meeting 

 
N/A 

 
Equality Impact Assessment 
completed 
(please tick)  

Yes  No  
Not 
relevant 

√ 

Key implications for the following: 

 
Any additional resources needed? 
 

 
None 
 

 
Has there been appropriate clinical 
engagement?  
 

N/A 

 
Any impact on patient outcomes? 
 

None 

 
Has there been member/stakeholder 
engagement if needed?   
 

N/A 
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NHS Sunderland CCG 
 

Financial Report for the period to 30th September 2014 (Month 6)  
 
 

1. Purpose of Report  
 
The purpose of this report is to present the Governing Body with the summary 
financial position for the CCG as at month 6.  
 

2. Summary Financial Performance 
 

The summary financial performance for the CCG against key financial 
performance indicators (KPI’s) is outlined below. The CCG is currently on track to 
deliver against the majority of financial KPI’s. There is a decline in the forecast 
achievement of QIPP plans for 2014/15 which is being investigated further within 
the QIPP Steering Group for improvement. Further detailed information is 
provided within this report on the performance against each KPI.    
 

Reporting Area Key Performance Indicator Target Achievement RAG RAG Colour

2014/15 

Target 

£000's

2014/15 

Forecast 

£000's

Forecast to achieve revised planned surplus (18,987) (18,987) → Green

Running costs to remain within allocation 6,730 6,025 → Green

Achievement of QIPP targets 2,850 2,543 ↓ Amber
Period End 

Target

Period End 

Position

Cash balance in bank account at period end <£1m £348k → Green

Better payment practice code average achievement >95% 98.28% → Green

Aged debts > £50k and > 90 days old 0 0 → Green

2014/15 

Target 

2014/15 

Forecast 

£000's

Headroom for mitigation of financial risks

Greater than 

zero

Greater than 

zero → Green

RAG Rating Key

↑ performance is on target and improving

→ performance is on target and has remained steady

↓ performance in on target and has declined

↑ performance is close to target and improving

→ performance is close to target and has remained steady 

↓ performance is close to target and declining 

↑ performance is off target but improving

→ performance is off target and has remained steady 

↓ performance is off target and declining

2014/15 

Income & 

Expenditure

Statement of 

Financial Position

Financial Risks & 

Mitigation 
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Please note that specific performance measurement for RAG rating of KPI 
indicators can be viewed in Appendix 1. It has been proposed where possible to 
align the proposed KPI’s to national indicators which form part of the CCG 
Assurance Framework. 

 
3. 2014/15 Income and Expenditure  

 
The summarised cumulative financial position of the CCG to 30th September 
2014 together with forecast outturn for the year is as follows:  
 
Sunderland CCG

Financial Position - Month 6 2014/15

CATEGORY

Budget 

(£000's)

Actual

(£000's)

Variance

(£000's)

Annual 

budget 

(£000's)

Outturn

(£000's)

Variance

(£000's)

ACUTE COMMISSIONING 110,246 110,751 505 221,425 222,340 915

AMBULANCE SERVICES 6,005 6,007 2 11,921 11,948 27

COMMUNITY SERVICES 13,285 13,402 117 26,444 26,723 279

MH COMMISSIONING 25,720 25,692 -28 51,508 51,467 -41

MISC COMMISSIONING 4,986 2,507 -2,479 15,125 10,897 -4,227

PACKAGES 16,502 17,351 849 31,215 33,306 2,091

PREMISES 1,142 1,142 0 2,283 2,283 0

PRESCRIBING 25,288 26,405 1,117 50,722 54,229 3,507

PRIMARY CARE 2,270 2,366 96 3,779 3,930 151

REABLEMENT 1,385 1,393 8 4,021 3,677 -344

OTHER 9,493 0 -9,493 23,929 3,290 -20,639

SUB TOTAL COMMISSIONING BUDGETS 216,323 207,016 -9,307 442,372 424,090 -18,282

RUNNING COSTS 3,251 3,013 -239 6,730 6,025 -705

TOTAL CCG 219,574 210,028 -9,545 449,102 430,115 -18,987

Sunderland CCG

Other Budgets Breakdown - Month 6 2014/15

CATEGORY

Budget 

(£000's)

Actual

(£000's)

Variance

(£000's)

Annual 

budget 

(£000's)

Outturn

(£000's)

Variance

(£000's)

2013/14 Carry Forward Surplus 9,493 0 -9,493 18,987 0 -18,987

2.5% Non Recurrent Reserve 0 0 0 2,699 1,047 -1,652

1/2% Contingency Budget 0 0 0 2,243 2,243 0

TOTAL 9,493 0 -9,493 23,929 3,290 -20,639

Year to Date Forecast

Year to Date Forecast

 
 

The CCG is reporting a year to date surplus of £9,545k which is in line with the 
revised planned forecast outturn surplus of £18,987k for 2014/15.   
 
The programme costs year to date position is £9,307k underspent against a year 
to date plan of £9,494k underspent.  

 
Based on the information available to date the CCG is forecasting the 
achievement of the revised planned surplus of £18,987k. Further detailed 
analysis is provided below on forecast movements from the month 5 report.  
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Sunderland CCG

Forecast Movement Mth 6 vs Mth 5

CATEGORY

Month 5 

Variance 

(£000's)

Month 6 

Variance 

(£000's)

Movement 

(£000's)

ACUTE COMMISSIONING 883 915 32

AMBULANCE SERVICES 28 27 -1

COMMUNITY SERVICES 335 279 -56

MH COMMISSIONING -41 -41 -0

MISC COMMISSIONING -2,681 -4,227 -1,547

PACKAGES 2,123 2,091 -32

PREMISES 0 0 0

PRESCRIBING 2,111 3,507 1,395

PRIMARY CARE 145 151 7

REABLEMENT -421 -344 77

OTHER -20,764 -20,639 125

SUB TOTAL COMMISSIONING BUDGETS -18,282 -18,282 0

RUNNING COSTS -705 -705 0

TOTAL CCG -18,987 -18,987 0

Forecast

 
 
There has been a significant deterioration in the forecast overspend for 
prescribing at month 6 based on month 4 prescribing data which has been 
mitigated in the main by uncommitted miscellaneous commissioning budgets. 
The prescribing forecast has increased by £1,395k from last month’s report due a 
significant increase in PPA drugs spend in month 4 of 2014/15 and additional 
Category M charges. Detailed reviews are currently being undertaken by the 
Medicines Optimisation Team to understand the reasons behind the increased 
spend and possible mitigation strategies for preventing any further deterioration 
in the forecast position for 2014/15.  
 
There are some minor movements on Acute Commissioning due in the main to 
the removal of an underspend in relation to the County Durham & Darlington 
Foundation Trust contract following amendment of the annual budget for the 
contract in line with the current contract plan as well as minor movements in NCA 
activity. The CCG is continuing to report an over performance against the acute 
contract with Gateshead Health Foundation Trust which is anticipated to continue 
throughout 2014/15. This over performance is contributing to a forecast 
overspend for acute contracts in total of £915k. The main acute contract with City 
Hospitals Sunderland Foundation Trust continues to be reported at breakeven.  
 
There are some minor movements in the forecast outturn for Ambulance 
Services and Community Services across small contract and grant areas.  
 
The packages of care budget is currently forecasting an overspend of £2,091k for 
2014/15 with a minor movement from month 5 in local authority recharges. The 
forecast overspend includes an estimate of £350k for those retrospective claims 
that the CCG rather than NHS England are responsible for.   
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The running cost forecast continues to be forecast at £705k underspent for 
2014/15. 
 
More detailed spend information and variance analysis is detailed in Appendix 1. 

 
QIPP / Resource Releasing Efficiency Savings 
 
The current forecast outturn assumes the CCG will achieve savings of £2,543k 
against the plan of £2,850k.  For the year to date, an achievement of £1,071k is 
reported against the plan of £1,225k. Following review of PPA data received for 
prescribing data in month 4 it is forecast that the prescribing scheme will no 
longer achieve savings. This has been partially offset by additional savings in 
mental health and community health services. The QIPP Steering Group is 
currently reviewing possible mitigating actions which can be taken to bring the 
forecast achievement back in line with the plan.   

 
The Executive Committee continue to review QIPP achievement on a monthly 
basis and takes appropriate corrective action where necessary.  
 

4. Statement of Financial Position  
 
Summary Statement of Financial Position  
 
A copy of the summary Statement of Financial Position (previously known as the 
Balance Sheet) as at 30th September 2014 shows current assets of £1,524k and 
current liabilities stood at £21,495k.  
 
 September August Movement

£000's £000's £000's

Non Current Assets Property, plant and equipment 139 146 (7)

Total Non Current Assets 139 146 (7)

Current Assets Trade and other Receivables 1,176 1,736 (560)

Cash and cash equivalents 348 721 (373)

Total Current Assets 1,524 2,457 (933)

Total Assets 1,663 2,603 (940)

Current Liabilities Trade and other payables (21,495) (22,286) 791

Total Current Liabilities (21,495) (22,286) 791

TOTAL ASSETS EMPLOYED (19,832) (19,683) (149)

Financed by Taxpayers Equity

Capital & Reserves General Fund (19,832) (19,683) (149)

TOTAL TAXPAYERS EQUITY (19,832) (19,683) (149)  
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Better Payment Practice Code (BPPC) 
 

BPPC can be summarised as a target to pay 95% of NHS and non-NHS trade 
creditors within 30 calendar days of receipt of goods or valid invoice (whichever 
is later) unless other payment terms have been agreed. The year to date 
performance is shown below:  

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

Non-NHS

Total Non-NHS Trade Invoices Paid in the Year 2,884 23,039

Total Non-NHS Trade Invoices Paid Within 30 Day Target 2,763 22,667

Percentage of Non-NHS Trade Invoices Paid Within 30 Day Target 95.80% 98.39%

NHS 

Total NHS Trade Invoices Paid in the Year 988 158,688

Total NHS Trade Invoices Paid Within 30 Day Target 978 158,628

Percentage of NHS Trade Invoices Paid Within 30 Day Target 98.99% 99.96%

98.28%  
 
Cash Management 

 
The CCG is expected by NHS England to proactively manage the cash it draws 
down each month and the amount it actually spends.  The target is to have no 
more than £1m left in the main bank account each month.  This target was 
achieved in September with £348k left in the bank at the end of the month. 
Performance for this month and last month is shown below: 

 
 Actual Actual

August September

£000's £000's

Income

Balance bfwd 83 721

DOH Income 29,170 32,191

Prescribing/Home Oxygen Therapy Charge to Cash Limit 4,217 4,588

Other Income 56 653

Total Income 33,526 38,153

Expenditure

Pay (307) (302)

NHS Payments including contracts (24,551) (28,275)

Other Payments -  BACS/CHAPS/Pos (3,634) (3,954)

Prescribing/Home Oxygen Therapy (4,217) (4,588)

Other (96) (686)

Total Expenditure (32,805) (37,805)

BALANCE CFWD 721 348  
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Aged Debts  
 
The CCG monitors aged debts on a monthly basis to ensure prompt recovery of 
all outstanding debts and avoidance of debt write offs. The current target is to 
have no outstanding debts over 90 days old and above £50k in value. This target 
was achieved in September with no aged debts over 90 days old and above £50k 
in value outstanding.  

 
5. Financial Risks & Mitigation  

 
The financial risks facing the CCG in 2014/15 which are not included in the 
current forecast have been assessed at £4,100k in a worst case scenario. The 
risks identified are as follows:  
 

 Acute contracts over performance £1,500k 

 Community cost per case contracts over performance £200k 

 Risk of continuing care client costs exceeding expected growth £1,000k 

 Risks of prescribing spend increasing above current forecast overspend 
£1,000k 

 Potential for other unknown financial liabilities £400k  
 

When adjusted for the likelihood of risks materialising the overall financial risk 
has been assessed at £2,400k. 

 
Mitigations in the form of uncommitted reserves and non-recurrent measures 
have been identified to offset financial risk in this reporting period.  This places 
the CCG in a relatively healthy position to manage financial risks for the 
remainder of 2014/15. 
 
Significant Under Spend  

 
As identified at the setting of budgets there is a risk that any surplus greater than 
the revised plan of £18,987k could be lost to the local health economy.  Reviews 
of forecast outturns based on various scenarios and corresponding mitigation 
plans will be produced to manage risk in this area. 

 
6. Recommendation  
 

The CCG Governing Body is asked to:  
 

 Note the Summary Financial Performance to 30th September 2014.  

 Approve the revised specific performance measurement thresholds for 
finance KPI metrics. 

 
 David Chandler  
 Head of Finance  
 Sunderland CCG 
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Appendix 1 –Performance Measurement Thresholds for KPIs 

Reporting Area Key Performance Indicator Green Blue Red

Status of 

Indicator

Forecast to achieve revised planned surplus

Forecast 

surplus 

greater than 

or within 

0.1% of plan. 

Forecast 

surplus less 

than plan by 

more than 

0.1% but less 

than 0.5%.

Forecast 

surplus less 

than plan by 

more than 

0.5%.

NHS England 

national 

assurance 

indicator.

Running costs to remain within allocation 

Running 

costs 

forecast 

equal to or 

less than 

allocation.

not 

applicable.

Running 

costs 

forecast 

above 

allocation.

NHS England 

national 

assurance 

indicator.

Achievement of QIPP targets

Forecast 

QIPP 

achievement 

greater than 

95% of QIPP 

plan.

Forecast 

QIPP 

achievement 

less than 95% 

but greater 

than 75% of 

QIPP plan.

Forecast 

QIPP 

achievement 

below 75% of 

QIPP plan.

NHS England 

national 

assurance 

indicator.

Cash balance in bank account at period end

Cash balance 

less than 

£1m at 

period end.

Cash balance 

greater than 

£1m but less 

than £1.2m at 

period end. 

Cash balance 

greater than 

£1.2m at 

period end.

Currently 

local 

Indicator - 

NHS England 

to introduce 

national 

indicator at 

Q3. 

Better payment practice code average achievement

BPPC 

average 

achievement 

greater than 

95%.

BPPC 

average 

achievement 

greater than 

75% but less 

than 95%.

BPPC 

average 

achievement 

less than 

75%.

NHS England 

national 

assurance 

indicator.

Aged debts > £50k and > 90 days old

No aged 

debts greater 

than £50k 

and older 

than 90 days. 

Number of 

aged debts 

greater than 

£50k and 

older than 50 

days  not 

greater than 

two in total.

Number of 

aged debts 

greater than 

£50k and 

older than 50 

days greater 

than two in 

total.

Local CCG 

indicator. 

Financial Risks & 

Mitigation 

Headroom for mitigation of financial risks

Mitigations 

are greater 

than or equal 

to risks 

identified.

Risks not 

fully 

mitigated 

and, if they 

were to 

materialise, 

the CCG 

would not be 

in deficit or 

would be in 

deficit up to 

1% of 

allocations.

Risks not 

fully 

mitigated 

and, if they 

were to 

materialise, 

the CCG 

would be in 

deficit 

greater than 

the 1% of 

allocation

NHS England 

national 

assurance 

indicator.

Statement of 

Financial Position

Rating Measurement

2014/15 

Income & 

Expenditure
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Appendix 2 – Budget Category Analysis 
 Acute Commissioning

Month 6 2014/15

CATEGORY

Budget 

(£000's)

Actual

(£000's)

Variance

(£000's)

Annual 

budget 

(£000's)

Outturn

(£000's)

Variance

(£000's)

CITY HOSPITALS SUNDERLAND NHSFT 89,790 89,820 31 179,580 179,648 68

GATESHEAD HEALTH NHSFT 7,362 7,740 378 14,724 15,500 776

NEWCASTLE TYNE HOSP NHSFT 4,491 4,498 7 8,982 8,997 14

CO. DURHAM & DARL NHSFT 3,109 3,074 -36 6,218 6,218 0

SPIRE HEALTHCARE LTD 1,810 1,810 0 3,619 3,619 0

NORTHERN DOCTORS 269 269 0 1,886 1,796 -90

SOUTH TYNESIDE NHSFT 579 542 -37 1,159 1,159 0

WASHINGTON WALK IN CENTRE 415 415 0 415 415 0

SOUTH TEES HOSPITAL NHSFT 247 307 60 493 577 84

NORTHUMBRIA HC NHSFT 159 169 10 319 329 10

NORTH TEES & HARTLEPOOL NHSFT 111 74 -37 223 161 -62

EXEMPT OVERSEAS VISITORS 35 35 0 70 70 0

WINTER PRESSURES 15 15 0 30 30 0

NON CONTRACT ACTIVITY NHS & NON NHS 1,853 1,982 129 3,707 3,822 115

TOTAL 110,246 110,751 505 221,425 222,340 915

YTD Notes

Overperformance on Gateshead FT contracts based on month 5 data received expected to continue throughout 2014/15. 

Minor overspend on CHS NCA invoices. Main contract with CHS continues to forecast at breakeven. 

Minor underspend on South Tyneside not expected to continue based on historic trends. 

Minor overspend at South Tees FT due to high charges for month 2 activity not expected to continue in 2014/15.

Mental Health Commissioning

Month 6 2014/15

CATEGORY

Budget 

(£000's)

Actual

(£000's)

Variance

(£000's)

Annual 

budget 

(£000's)

Outturn

(£000's)

Variance

(£000's)

NORTHUMBERLAND T/W NHST 25,475 25,458 -17 50,950 50,933 -17

TEES ESK/WEAR VAL NHSFT 130 127 -2 259 255 -4

MIND 145 135 -10 290 269 -21

OTHER -29 -28 1 9 10 1

TOTAL 25,720 25,692 -28 51,508 51,467 -41

YTD Notes

Contracts on track for 2014/15. Minor underspend on NTW contract relates to 2013/14 credit. 

Other relates in the main to MH Veterans funding from NHS England. 

Community Services

Month 6 2014/15

CATEGORY

Budget 

(£000's)

Actual

(£000's)

Variance

(£000's)

Annual 

budget 

(£000's)

Outturn

(£000's)

Variance

(£000's)

S TYNESIDE NHSFT 12,821 12,934 113 25,642 25,838 197

MSKCAT SERVICE 356 378 22 712 781 69

SUNDERLAND LA -295 -295 -0 -700 -700 0

OTHER CONTRACTS 403 385 -18 790 804 13

TOTAL 13,285 13,402 117 26,444 26,723 279

YTD Notes

Pressure on STFT contract due to overperformance on continence products spend based on Q1 recharge received. Currently 

under investigation with FT.

Sunderland LA category relates to income for CAMHS & Infection Control and expenditure on STFT pass through costs charged

above budget. 

Year to Date Forecast

Year to Date Forecast

Year to Date Forecast

 



 

 
Item: 11.1 

CATEGORY OF PAPER  

Proposes specific action  

Provides assurance   

 
GOVERNING BODY 
 18th November 2014 

 
Report Title 
 

 
Chief Officer’s Report 

 
Purpose of report 

To provide an update on activities undertaken by the 
CCG Chief Officer. 

 
Key issues, assurances and risks 
 

 
Reports on key stakeholder and other issues and 
activities undertaken by the Chief Officer. 
 

 
Recommendation/Action Required 
 

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

Sponsoring Governing Body member  
(where relevant) 

David Gallagher 

Report Author 
David Gallagher 
 

Governance and assurance  

 
Link to CCG corporate objectives* 
(please tick) 

CO1 CO2 CO3 CO4 CO5 CO6 
      

Any relevant legal/statutory issues Nothing Specific 

 
Are the identified risks on the Risk 
Register?  
(If so please include reference number) 
 

Not directly applicable 

Any information governance issues  Not directly applicable 

If report has been previously reviewed 
please specify which Committee and 
date of meeting 

Not reviewed elsewhere 
 
 
 

 
Equality Impact Assessment completed 
(please tick)  

Yes  No  
Not 
relevant 

 

Key implications for the following: 
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*CCG Corporate Objectives 
 
CO1 - Ensure the CCG meets it public accountability duties 
CO2 - Maintain financial control and performance targets 
CO3 - Maintain and improve the quality and safety of CCG commissioned services 
CO4 - Ensure the CCG involves patients and the public in commissioning and  
  reforming services  
CO5 - Identify and deliver the CCG’s strategic priorities 
CO6 - Develop the CCG localities 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 
Any additional resources needed? 
 

 
Not directly applicable 

 
Has there been appropriate clinical 
engagement?  
 

Not directly applicable 

 
Any impact on patient outcomes? 
 

Not directly applicable 

 
Has there been member/stakeholder 
engagement if needed?   
 

Not directly applicable 
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Governing Body Meeting 

Chief Officer’s Report 
18

th
 November 2014 

 

 

Integrated Teams Event 

 

I was pleased to be able to join this event at the Stadium of Light on 25th September to 

see and listen to the good progress being made with developing locality integrated 

teams with input from a range of key partners. I am struck by the willingness of all 

involved to move this important work forward to ensure better out of hospital services for 

the people of Sunderland. 

 

Local Engagement Board (LEB)  

 

The LEB at the Winter Gardens on 1st October focused discussion on the improvements 

we are facilitating in the urgent care system and sought views on the planned winter 

messages campaign. I always enjoy our conversations with local people and as ever we 

were helped by the feedback from the group. 

 

 Primary Care Workforce Planning 

 

One of our key challenges in Sunderland as we look to deliver our five year strategic 

plan and its ten transformational changes is ensuring we have the right number of the 

right people with the right skills to deliver services of the future. This is particularly 

challenging in the current environment of shortages in a number of health care 

professions. We have discussed this at our transformation board and have begun 

discussions specifically about the challenges in general practice and primary care with 

the LMC and NHS England to plan a way forward. 

 

 The Political Landscape 

 

As we move towards next year’s general election there is a risk that we become bogged 

down with speculation and supposition about what any of the political parties will do in 
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relation to health and social care should they remain in or come to power. We continue 

as an organisation to focus on what we know but it is important to also keep our radar 

on potential or likely changes so that we can plan and prepare for them. To help with 

this I attended a breakfast meeting hosted by the North East Leadership Academy with 

Alan Milburn, past Secretary of State for Health on 1st October and also an Association 

of North East Councils (ANEC) meeting in Durham on 30th October at which the 

Shadow Health Secretary, Andy Burnham spoke about his plans. Over the next few 

months we will take more opportunities to hear about the ambitions of the main parties. 

 

Health and Well Being Peer Review 

 

One of the things that have always fascinated me is how people approach challenges in 

different ways in different contexts. This is one reason I volunteered to take part in peer 

reviews of health and wellbeing boards with the Local Government Association (LGA).  

As a result I spent the week commencing 20th October as part of a peer review in 

Derbyshire, where, unlike the coterminosity we enjoy in Sunderland, they have the 

complexities of four and a half CCGs (one straddling the county border) two top tier 

local authorities, eight district councils and a layer of town and parish councils. 

 

State of the City Debate 

 

On the evening of 28th October I attended the City Council’s annual state of the city 

debate at the Stadium of Light. This is the third one I have been to now since I joined 

the CCG and it’s always useful to listen to the big issues for local people who turn up to 

this. 

 

North East Ambulance Service (NEAS) 

 

Sunderland CCG is one of four lead commissioners for ambulance services in the North 

East. On 31st October I met with the chief officers from the others and the new chief 

executive at NEAS, Yvonne Ormston as the start of regular strategic meetings with her 

to support improvements to ambulance services. 

 

North of England “Tripartite Meeting” 

 

I went to Leeds on 4th November with a large group of NHS leaders to listen to the three 

chief executives from NHS England, Monitor and the Trust Development Agency talk 

through the NHS Forward View, which was published in October. This included a sneak 

preview of some of the planning guidance from Barbara Hakin at NHS England. The 

Forward View fits with our strategic plan in Sunderland and as a governing body we will 

be looking at what it means for us in Sunderland. 
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Hopewood Park Hospital 

 

Finally, I was delighted to attend the official opening of this new mental health facility 

run by Northumberland Tyne and Wear NHS Trust (NTW) in Ryhope on 7th November. 

This is a superb facility for the people of Sunderland and beyond and for me symbolises 

the improvements to mental health services in Sunderland that NTW have delivered in 

recent years. 

 

David Gallagher 

Chief Officer 

November 2014 
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Item: 11.2 
 

Executive Committee Meeting 
Minutes of the meeting held at 12.30pm on Tuesday 7th October 

In the Joseph Swan Suite, Pemberton House 
 

Minutes 
 

Present:  David Gallagher (Chair) (DG) 
  Debbie Burnicle (DB) 
  Dr Geoff Stephenson (GS) 
  Dr Ian Pattison (IP) 
  Dr Henry Choi (HC) 
  Dr Jackie Gillespie (JG) 
  Gloria Middleton (GMi) 
  Florence Gunn (FG) 
  Chris Macklin (CM) 
  Dr Tracey Lucas (TL) 
 
In Attendance:  Deborah Cornell (DCo) (part) 
  Sue Goulding (for Ann Fox) 
  Wendy Kaiser (WK)   for item 6.3 
  Gillian Gibson (GG) (for Nonnie Crawford) 
  Roger Ford (RF) 
  Lynsey Caizley (LC)   for item 6.5, 6.8 & 6.9 
  Helen Turnbull (HT)   for item 6.5 
  David Chandler (DCh) 
  Matt Thubron (MT)    for item 5.2  
  Jan Thwaites (minutes) 
  Maxine Elstob (ME)   for item 6.1 & 6.2  
  Janice Martin (JM)    for item 6.1 & 6.2 
 
1. Welcome 
 

DG welcomed everyone to the meeting. 
 

2. Apologies 
 

Apologies were received from Nonnie Crawford, Ann Fox, Dr Val Taylor, and 
Dr. Gerry McBride. 

 
3. Declarations of Interest 
 

All Executive GPs declared an interest in item 6.3; in addition David Gallagher 
and Dr Gillespie declared an interest in item 6.4. 
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4. Minutes of the previous meeting held on 2 September 2014 
 

The minutes of the meeting were agreed as an accurate record subject to a 
number of amendments. 

 
4.1 Matters arising from the minutes and action log 
 

Action log 
 
1. FG met with Health Education North East (HENE) to discuss the health 

care assistant pilot. They agreed to support the pilot by providing some of 
the funding from various sources, particularly the mentorship and business 
infrastructure, with further discussion for the shortfall. HENE will contact 
with the response. They also had discussed the implementation of a care 
certificate within the pilot: this will be mandatory from April 2015. 

 
FG met with Dennis Little from City Hospitals Sunderland (CHS) who are 
currently piloting the certificate, he is eager to work with and support the 
CCG in the implementation and training. 
 
They further discussed training for existing health care assistants and the 
suggestion was to wait until the higher certificate was developed.  The 
Executive support the work with CHS and the continuation of the health 
care assistant. An update will be brought to the Executive Committee in 
December. IP questioned the practice nurse plans; these are still to be 
worked on. 

 
5.1      Finance report – Month 5 
 
  CM presented the financial report for month 5 noting that the RAG rating for 

the key performance indicators were all green.  CM would be meeting with the 
finance director from the Queen Elizabeth Hospital on 9 October 2014 to 
discuss the hospitals over performance.  

 
 There were national issues around the Category M prescribing fees which if 

they were increased would have a negative effect on pricing and if reduced 
would affect dispensing fees. Changes could add £300k onto the Sunderland 
prescribing budget overspend. 

 
 In relation to data flows for the packages of care budget these were more 

robust. 
 
 CM informed the committee that the CCG had to declare its year-end position 

on Tuesday 14 October 2014, any movement after this date would be lost to 
the system. CM had informed the Area Team that Sunderland had no plans to 
change the forecast but were under pressure to under plan to assist other 
CCGs. 

 
 RF asked, if in relation to the forecast surplus monies of £17m last year and 

£19m for this year this was a cumulative figure? CM responded by confirming 
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that the Governing Body had agreed to top up the surplus following a request 
from the Area Team due to pressures in other CCGs. 

 
 RF also asked if there was a risk with the drawdown being reduced to zero; 

CMs response was that the drawdown was controlled nationally by NHSE and 
the Treasury. The CCG had requested a drawdown of £3m for 2015/16 to 
support the modernisation and transformational agenda. Drawdown could be 
limited to those who were under target.  

 
 The Executive Committee NOTED the financial position and APPROVED the 

budget virements for month 5. 
 
5.2  SCCG Assurance report 
 

DB presented the report highlighting the key performance risks which included 
City Hospitals Sunderland (CHS) not achieving the A&E target of 95%. The 
committee were informed that CHS were being called to Monitor next week, 
their performance had dropped over the last 2 weeks. 
 
In response to IPs question around increased attendances at A&E following 
the closure of Grindon Lane it was confirmed that there had been very little 
impact on activity. Pallion had an increase of approximately 20 patients per 
day which was lower than the expected levels.  
 
GM asked about how the friends and family test scored as there was no 
information given around how to put your views forward.  
 
Action: MT to feedback this issue to CHS. 
 
TL noted the weekly escalation meetings with CHS and the 14 action points, 
the big front door working, a rise in D&V through A&E, paediatrics and minor 
injuries. 
 
HC noted the weekly reviews with the performance team in relation to urology 
and pressures with the 2 week waits. He also noted the re launch of the “Be 
clear on cancer” campaign from 30 October to the end of November and 
raised concerns over the number of consultants for each area. He questioned 
the possibility of a clinical lead undertaking some project work on urology. 
 
MT explained the monitoring group had spoken to CHS around urology and 
asked for a detailed report and had agreed to give them time to pull a detailed 
action plan together.  Progress to be fed back to the Executive Committee. 
 
GS added that discussions had been held in the Provider management group; 
there was a need to have a clinical dialogue.  
 
Action: MT/DB to feedback on progress 
 
DB updated the committee on the design event held with staff seconded from 
NHS NTW, CHS and Sunderland Council Social Care Team, district nurses 
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and community matrons. There had been positive feedback from each 
locality. 
Positive coverage had been received in the Sunderland Echo on the 
Dementia Friendly Communities pilot.  
 
The Executive Committee NOTED the position against the delivery dashboard 
and progress to date against the CCG Operational Plan and the use of proxy 
measures within the Outcome Measures domain where published data is 
annual. 

 
6.1 Procurement and Evaluation Strategy – Community and Intermediate            

Musculoskeletal Services in Sunderland 
 
 DB presented the proposed procurement and evaluation strategy for the 

Community and Intermediate Musculoskeletal Services in Sunderland. The 
Governing Body had previously approved the business case in September 
2014. 

 
 The contract terms, values and financial thresholds were outlined and DB 

confirmed a number of providers had shown interest. It had been determined 
that a contract term of three years with an option to extend for a further 2 
years had been agreed. 

 
 A user friendly process had been undertaken which would involve eTendering 

- an open procedure single submission. The process timetable was discussed 
noting the 4 November advert date.   

 The weighting on the evaluation model was explained including the “red flag” 
questions which required bidders to score a minimum of 50% to ensure their 
bid was compliant under the quality threshold. 

 
 DB confirmed that under section 16 patient involvements CCG had signed up 

to the PPI strategy and would seek engagement, lay members could also act 
as part of the evaluation panel.  

 TL asked how we proposed to utilise the lay members, DB responded by 
stating that they would work through the best way to do this but would ensure 
they were actively involved throughout the process 

 
 IP highlighted the commercial sensitivity of this paper and the commitment of 

the Executive that the information would not be discussed outside of the 
meeting. He also commented on the 5-6 month mobilisation and asked what 
the rationale behind this was. JM responded that the bidders had been asked 
and had come back with this timeframe due in part to the TUPE of staff. 

 
 The Executive Committee APPROVED the proposed procurement and 

evaluation strategy, including the contract term and financial thresholds, for 
the Community and Intermediate MSK Services and AGREED to provide the 
minute reference for the approvals requested.  
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6.2 Community Acquired Brain Injury Service 
 
 The report informed the Executive Committee of the outcome of the tender 

evaluations for the Community Acquired Brain Injury Service. The Executive 
Committee had previously approved the business case on 4 March 2014. 

 
 The committee were informed that there had been 24 organisations who had 

expressed an interest in the procurement but by the deadline on 7 July only 2 
bids had been submitted. 

 
 It had been agreed to attach a conditions precedent to the contract in relation 

to the need for further detail provided to Community Teams and Primary Care. 
The precedent would require the bidder to work with the CCG during 
mobilisation to develop a plan to reduce avoidable hospital admissions.  

 
 JG enquired if there was a risk of challenge to the procurement due to the 

proximity of the scores.  
 
 DB asked when we would be informed who had been given the contract. ME 

confirmed that a standstill letter would be issued on Wednesday 8 October 
2014 when bidders would be notified of the outcome of the procurement. 

 
The weighting on the evaluation model was explained including the “red flag” 
questions which required bidders to score a minimum of 50% to ensure their 
bid was compliant under the quality threshold. 
 
The Executive Committee APPROVED that bidder 2 be awarded a contract 
subject to the noted conditions precedent for the Community Acquired Brain 
Injury Service in the amount of £2.031m for the 3 year contract term with an 
option to extend for up to an extra 2 years, subject to satisfactory contractual 
performance review. The Executive Committee AGREED for the minutes to 
be forwarded to NECS for audit purposes 

 
6.3 Winter Assurance 
 
 The report was presented to the Executive Committee noting that a briefing 

plan had been shared with them on 5 August 2014. 
  
 The CCG had received information on the proposed allocation of £2.3m for 

emergency care from NHS England with a further £94k available for additional 
elective care capacity. WK informed the committee that CHS had identified 
150 more cases than could be covered by this funding, therefore the CCG had 
agreed to support this difference financially in order to achieve the 18 week 
wait and ensure stability in the winter period. 

 
 The Committee were informed that £500k of the system resilience monies had 

been identified to support access to primary care in the winter period. 
 
 TL asked how involved primary care was in relation to the winter plan. 
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GM asked how quickly locality approval would be sought and would the 
paramedics be ringing the hubs. In response it was noted that the paramedics 
would be ringing the individual practices through an information sharing 
agreement where EMIS web records would be accessed. 
 
IP asked how the paramedics ringing practices would be managed, was there 
a need for a conversation with the localities to manage this? 
DG suggested a wider discussion with the GP Executives to fine tune the 
detail with the localities and it was agreed to have this immediately after the 
meeting. 
 
RF recognised the work done but asked for his concerns to be recorded in 
that the Local Medical Council (LMC) had not been involved in this project. 
 
CM noted that the process taken for this project had been applauded by the 
local NHS Foundation Trusts. 
 
The Executive Committee APPROVED the system resilience plans for 
2014/15 and 2015/16, noting that the funding gap for 2015/16 will be 
addressed from either 2015/16 national systems resilience monies or from 
CCG contingency funds. 

 
6.4 Any Qualified Provider Accreditation 
 
 The report was presented to the Committee to seek approval on the 

commissioning of the AQP contract after the end of the accreditation period 
on 20 September 2015. 

  
 The background to the AQP contracts was explained and the options for the 

decision to be made going forward which were: 
 

 Decommission 

 Continue with current AQP  

 An alternate method 
 

CM suggested the CCG should go with option 2 and continue the current 
process 
 
Questions were raised about how worthwhile it was to the provider to see only 
15 patients: were they paid by item of activity? Concerns were raise over 
Specsavers audiology and their approach to recruiting patients. 
HC commented on the small numbers in relation to Carpal Tunnel service and  
FG – asked if practices could be made aware of the services available. 
 
Action MT: It was agreed to take a closer look at Specsavers; activities and 
review the specification for audiology services. 
 
CM confirmed there were concerns on the service; ratios would be added into 
the revised spec. 
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The Executive Committee APPROVED the participation in the North East 
wide procurement for AQP contracts and AGREED the procurement 
methodology 

 
6.5 Continuous Improvement Strategy 2014-19 
 
 The strategy was presented to the Executive Committee noting in particular 

how this approach would: 
  

 Define Continuous Improvement, Lean and the North East Transformation 
System (NETS) 

 Describe the SCCG approach to continuous improvement  and how this will 
fundamentally support the implementation and delivery of its transformation 
programmes and support the delivery of its statutory functions 

 Identify how the skills, expertise and resource already available within SCCG 
will be fully utilised and further strengthened  

 Provide an implementation plan for ongoing monitoring and success. 
 

Detailed analysis had been undertaken on the specific NETS training across 
the CCG. Further discussion is required with clinical leads to identify areas of 
further improvement. An event was being developed for January 2015 to 
specifically focus on this area. 
 
TL asked if there would be a simple guide to NETS produced, HT reaffirmed 
the session in January which would describe how this would be taken forward. 
 
The Executive Committee REVIEWED and APPROVED the proposed 
Continuous Improvement Strategy. 

 
6.6 Quality Premium 
 
 An update on the proposals for spend of the Quality Premium was presented 

to the Executive Committee; the estimated premium awarded to the CCG for 
performance is over £1m. The committee were appraised on the proposed 
spending. 

 
 An update on the public health “Your welcome” proposal in all GP practices in 

Sunderland whereupon capacity was in question was given. After 
consideration it was proposed to review what was required from practices, 
Public Health would undertake a mapping exercise to this end. 

 
 A proposal in relation to bowel cancer screening had been supported with a 

request for further information. Practices had been asked to obtain consent for 
patient’s mobile numbers to allow a reminder text to be sent to complete the 
screening pack that they would be receiving. This was agreed. 

 
 GM commented on the administration time the “Your Welcome” initiative took 

up in practice, also the lack of input from the young inspectors. 
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 The Executive Committee NOTED the updated spreadsheet, APPROVED the 
Bowel Cancer screening and Your Welcome & Social Isolation events and 
CONSIDERED further ideas for the use of the remaining money this year. 

 
6.7 Prescribing Report 
 
 GS presented the prescribing report highlighting the key issues which 

included overspends on the prescribing budget, the cost of ASTRO-PU above 
area team and national averages and the increase in prescribing cost and 
item growth. 

 
 GS thanked Cath McClelland for standing in for the Head of Medicines 

Optimisation whilst she is on sick leave. He also informed the committee that 
there had been 2 new pharmacists and a project support officer recruited into 
the team.   

 A comprehensive work plan had been put in place with the Pharmicus team 
working within the practices with a possibility of more pharmacist hours from 
other areas. 

 
 CM noted the early results from the new team were positive and would result 

in implementing resource releasing initiatives within the CCG. 
 
 GS noted one of the key issues was a joint formulary which needs to be put in 

place and adhered to; he also noted the addition to the risk register of poor 
attendance at the drug and therapeutic committee by consultants. DG noted 
that he has raised this with  Ken Bremner and would be meeting with John 
Lawler from NTW this week and would raise this issue with him. 

 
 TL asked if headline messages could be sent out to GPs, in response JG 

noted that there were regular meetings with pharmacies and practices, this is 
where the messages should be coming out. JG also noted the joint formulary 
with CHS is not working and has still to be finalised, it was hoped that it would 
be completed by the end of December 2014. 

 
 TL also asked if there was the possibility of a “deep dive” on prescribing. 
 DG noted to raise the profile and ensure the formulary was completed and 

that this committee could be used to support this.  
 
 DB suggested the addition of support with Medicines Optimisation issues be 

added to the highlight report to the Transformation Board. 
  
 Action: GS confirmed a report would be brought back to the Executive 

Committee in 2 months’ time. 
 
6.8 CCG Performance Management Framework 
 
 The report gave an overview of the proposed performance framework 

monitoring progress against the operational plan. 
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 The electronic dashboard had been taken to the Out of Hospital steering 
group for review with a revised version going to the Out of Hospital Board in 
October/November 2014. Work would then commence on the Urgent Care 
Board dashboard. 

 
 IP stated this was an important piece of work but pointed out that the “who”, 

“when”, key items and timelines needed to be included and to ensure the 
detail was right. 

 
 DB explained that the dashboard would be updated once a month and that the 

summary would be included in this report, more detail would be available on 
the share point site. 

 
 LC informed the committee that the team were running internal PMO 

workshops to explain what the department does and how for example to 
populate project plans. 

 
 The Executive Committee NOTED the proposal for the performance 

management framework and ADVISED on any specific requirements they 
would like to see in the framework. 

 
6.9 Project Management Framework 
 
 The purpose of the framework was to ensure a robust approach to managing 

projects within the CCG using best practice. 
 
 DB informed the committee that a project manager post would be going out to 

advert shortly and that 2 new members of staff had been seconded in from the 
Local Authority. 

 
 A toolkit had been developed which provided useful tools to support the 

delivery of a project, this had been recommended by the NHS Institute for 
Improvement and would be published on the CCG intranet site once this had 
been launched. 

 
 The Executive Committee REVIEWED and APPROVED the proposed Project 

Management Framework. 
 
6.10 Corporate Affairs Assurance Report Q1 2014/15 (incorporating an IG 

Toolkit update) 
 
 DC presented a new style report to the committee giving an update and 

assurance on corporate affairs for the period 1 April to 30 June 2014. 
  
 The report covered the following areas: 
  

Health and Safety – a management action plan had been attached. 
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Equality and Diversity – the strategy had been approved in July 2014 with an 
action plan in development – this would be brought to the December 
Executive Committee meeting. 
 
Action: The Equality and Diversity action plan to be placed on the agenda for 
the December 2014 meeting. 
 
Freedom of Information (FOI) – year to date information on FOI requests. 
 
IG Toolkit – summary of the assessment taken in 2013/14 and an initial 
assessment to establish the position for this year. 
 
Information Governance mandatory training update – 90% of staff had 
completed training as at 30 June 2014. 
 
Risk register process – concerns had been raised as to the level of support 
received from NECS for this area, an update on progress would be given in 
the next quarterly report. 
 
GM enquired as to the fire wardens on site – in response DC confirmed that 
there was a list of trained fire wardens on each floor of the building. 

 
The Executive Committee NOTED the activity during the quarter for 
assurance purposes IDENTIFIED any areas of concern/ further action needed 
and APPROVED the health and safety objectives on page 5 of the report. 

 
6.11 Policies for adoption 
 
 The Executive Committee were asked to formally approve the following 

policies. These policies had recently been reviewed to ensure they reflected 
the current position nationally. 

 
 Fire Safety Policy 
  
 The Fire Safety Policy was formally ADOPTED by the Executive Committee. 
  
  

Health and Safety Policy 
 
 The Health and Safety Policy was formally ADOPTED by the Executive 

Committee. 
 
 Moving and Handling Policy 
 
 The Moving and Handling Policy was formally ADOPTED by the Executive 

Committee 
 
 Security Policy 
 
 The Security Policy was formally ADOPTED by the Executive Committee. 
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7.1 Communications and Engagement Steering Group minutes August 2014 
(including the communications activity evaluation for Quarter 1 2014/15) 

 
 The minutes were RECEIVED for information. 
 
7.2 Locality Innovation Bids 
 
 The report was RECEIVED for information. 
 
7.3 Quarter 1 R&D report 
 
 The report was RECEIVED for information. 
 
8 Any other business 
 DB informed the meeting that the final proposal for the £5 per head had been 

emailed out to the Locality Practice Managers and asked that any ccomments 
to be returned by Friday 17th October to enable the first payments to take 
place in October. 

 
9 Date and time of next meeting 
 Tuesday 4 November 2014 at 12.30pm in the Joseph Swan Suite, Pemberton 

House. 
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Item: 11.3 

SCCG Audit Committee Meeting 

 

Minutes of the meeting held on Tuesday 02 September 2014 10.00-12.00 in the         
Steve Cram Meeting Room, Pemberton House, Sunderland. 

 

Present:            Pat Taylor, Lay Member Audit, Chair (PT) 

      Neil Weddle, Independent Lay Member (NW) 

In Attendance: Chris Macklin, Chief Finance Officer (CM) 

   David Chandler, Deputy Chief Finance Officer (DCh)re Lynda 

   Cameron Waddell, Director, Mazars LLP (CW)) 

Deborah Cornell, Head of Corporate Affairs, Sunderland CCG 

(DC) 

Paul Bevan, Counter Fraud Specialist, Internal Audit Svs (PB) 

Lynda Smith, PA to Chief Finance Officer (LS) 

Apologies:  Aileen Sullivan, Lay Member PPI (AS) 

Amanda Bellis, Interim Head of Internal Audit, SIAS (AB) 

 Diane Harold, Senior Manager, Mazars LLP (DH)  
  
 David Chandler, Deputy Chief Finance Officer (DCh)  there 
   
2014/49   Welcome and Introductions 

 PT welcomed everyone to the meeting.   
 
 

2014/50 Apologies for Absence 
Apologies for absence were received from: 
Aileen Sullivan, Lay Member PPI (AS), Amanda Bellis, Interim Head of 
Internal Audit, SIAS (AB), Diane Harold, Senior Manager, Mazars LLP 
(DH), David Chandler, Deputy Chief Finance Officer (DCh)   
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2014/51  Declarations of Interest 

 There were no declarations of interest noted from the group. 
 

 
2014/52 Minutes of the previous meeting held on 03 June 2014. 

  
The following typographical errors were noted for amendment. 
 
Page 1 - In Attendance list, amendment to Amanda Bellis title to reflect 
Interim Head of Internal Audit SIAS 
 
2014/43 – Annual Report - Comments raised in paragraph two need to 
be amended to reflect initials DCh not DC. 
 
2014/44 – External Audit Opinion – Comment to change to “NW asked 
what the average timeframe was for settling claims”. 
 
2014/44 – External Audit Opinion – Comment to change to “PT asked 
the Committee to formally consider and agree whether or not we wish 
to adjust for financial issue on P11 where we are noting that note 15 
does not include other payables from note 11”. 
 
2014/45 – Final Internal Audit Report 13/14 – Change the initials in the 
first paragraph to reflect DC. 
    
Following the completion of the amendments, the minutes were 
AGREED as a true and accurate record and were APPROVED by the 
Chair.   

 
 

2014/53        Matters arising from the minutes and action log 
 

2014/11– Internal Audit 2013/14 Position Statement – DC to check with 
Deanna Lagun, Head of Safeguarding whether the Designated Doctor 
post had been incorporated into the CHS contract. It was confirmed 
that this post has been incorporated into the CHS Contract. This item 
can be removed from the action log.  

2014/21 – Register of Interest: Financial Year 2013/14.  DC and CM 
informed the Committee that there were still outstanding practices who 
had not completed their Declaration of Interest forms.  Those 
outstanding have received a verbal reminder.  DG stated that he will 
draft a letter to those yet to submit their declarations.  This topic will be 
addressed as an agenda item. This can be removed from the action 
log. 
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2014/31 – Draft Annual Internal Audit Plan 2014/15.  CM met with AB 
who agreed a draft.  This was discussed at the Senior Team meeting 
and feedback will be received in the next week. DCh & CM have held 
discussions and confirmed that the appropriate level of assurance is 
apparent. This item can be removed from the action log. 

 
  Governance  
 
2014/54 Update of Assurance Framework 

 
DC presented an update of the Assurance Framework and confirmed 
that the front cover sheet of the report to reflect draft copy. It was noted 
that each of the corporate objectives has been reviewed by the 
Directors and cross checked with the risk register. 
 
The committee were asked to discuss and review the draft Assurance 
Framework. The following comments were discussed and highlighted.  
 
Corporate Objective 1: - “Ensure the CCG meets its public 
accountability duties” 
CM stated that additional commissioner responsibilities were high on 
the agenda for this month due to Primary Care and Co-commissioning 
of Primary Care and also the recent announcements cascaded from 
the Area Teams. 
At present it remains unclear as to whether any additional running 
costs resource will be available to cover. CM is currently seeking 
clarification of the impact this will have on the CCG’s.  
 
Corporate Objective 2: - “Maintain Financial Control and Performance 
Targets” 
The risk rating is highlighted as a high risk. It is a risk of missing 
financial and performance targets. Concerns were raised that no 
comments were noted under the gaps in control and gaps in assurance 
sections. PT confirmed that gaps in assurance would be recorded in 
the quality assurance reports. 
 
CM highlighted the possibility of splitting the finances from this section. 
Corporate Objective could be separated as (A) & (B). DC to capture 
details under performance so the detail could be split. 
  
Corporate Objective 3: – “Maintain and improve the quality and Safety 
of CCG Commissioned services” 
This risk rating is noted as a high risk. CM confirmed that Deanna 
Lagun was in the process of investing more time in assisting the Area 
Team with this commissioned service. This is no longer a requirement 
and has resulted in Deanna investing more time on Safeguarding to 
mitigate some of the highlighted risks. 
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Corporate Objective 4: – “Ensure the CCG involves patients and the 
public in commissioning and reforming services” 
This risk rating is highlighted as a moderate risk. DC highlighted the 
gaps in controls and assurance and noted that work is underway to 
capture patient experience. Some soft intelligence is being 
implemented to engage and join up across the CCG’s. 

 
Corporate Objective 5: – “Identify and deliver the CCG’s key strategic 
priorities” 
This risk rating is highlighted as a low risk with the Lead Director being 
noted as Debbie Burnicle. The majority of the gaps in controls and 
assurance have been identified. The two year plans have now been 
signed off, but no communication has been cascaded from the Area 
Teams in relation to the 5 year plan. 

 
Corporate Objective 6: - “Develop the CCG localities” 
This risk rating has been highlighted as a moderate risk. Three new 
managers have been appointed from the LA to work within the new 
integrated team structure.    
 
Corporate Objective 7: - “Integrating health and social care services, 
including the Better Care Fund” 
This risk rating has been highlighted as a high risk. A good 
infrastructure has been introduced around the “Health and Wellbeing 
Board”. This structure is not yet fully established. The submission was 
completed on Friday 29 August 2014 for the CCG with the intent of a 
quick turnaround. DCh is attending a BCF Fast Track conference today 
to progress this area of work for the CCG. 
 
Action: DC/CM 
CM & DC to check the final draft of the Assurance Framework 
document for accuracy prior to submission to the Governing 
Body on 23rd September 2014. 
 
The Audit Committee NOTED the suggestions and changes to the 
corporate objectives being segmented. The final document to be 
submitted to the Governing Body on 23rd September 2014 to seek 
FORMAL APPROVAL. 
 

2014/55 Declarations of Interest for Member Practices 
   

DC advised the committee members that the register for Declarations 
of Interest for Member Practices was reviewed in April 2014. A request 
for Practices to complete this piece of work was highlighted at the TITO 
Event. Practices have been contacted by telephone and letter in order 
to gain a response to the completion of this declaration of interest form. 
DC confirmed that 15 Practices to date have not responded, a list of all 
the outstanding Practices has been compiled. 
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PT raised a question to the amendment of the current document and 
asked the committee to consider the value of the interests to the CCG. 
A different format could be introduced to allow member practices to 
only complete where the lists of partners are salaried GP’s and not a 
role in influencing the practice. Should the CCG be only capturing the 
Practice position not necessarily individuals, Practice Lead information 
could be noted in the narrative section. 
 
PT suggested that a formal communication should be cascaded at the 
TITO Event on 17th September in relation to the completion of the 
Declaration of Interests form so the outstanding Practices are notified 
of the importance of this document. 
 
The auditors suggested seeking external organisation searches should 
this information not become available to the CCG.    
 
Action: DC  
DC to redraft the “Declarations of Interests Form” for member 
practices detailing all of the discussed changes. The redrafted 
form to be forwarded to PB who will review the content and 
requirements from an internal audit perspective for the CCG.     
 
Action: PT 
PT to discuss this issue with Dr Pattison & DG with regards to the 
communication at the TITO Event on 17th September to ensure all 
GP Practices are informed of the legalities of this specific 
“Declaration of Interests Form”. The auditors also expressed 
concerns and disappointment to the completion of this 
documentation for the CCG. 
  
The Audit Committee RECEIVED and NOTED the relevant changes to 
the document and AGREED the recommendations to address the 
statutory requirement in relation to Governance for the CCG.    
 

 
2014/56 Whistleblowing Policy 
   

DC stated that due to the change in legislation the “Whistle blowing” 
policy has now been reintroduced. The CCG have now incorporated 
this legislation document into the “Speaking Issues of Concern” policy. 
 
The chair confirmed that she was happy with the titles and names to be 
incorporated into this one complete document. 
 
The Audit Committee NOTED and APPROVED the policy and 
expressed thanks to DC for administering all the relevant changes to 
this document. 
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2014/57 QIPP and Financial Update   
   

CM informed the committee that DCh attends and chairs the QIPP 
Steering Group Meeting. The QIPP Steering group currently does not 
report into any specific executive group. 
 
Discussions were held and the committee agreed that this group 
should feed into the SCCG Audit Committee. The Terms of Reference 
for the QIPP Steering group will be presented at the next meeting on 
04 November 2014. 
 
PT confirmed that the QIPP Steering Group should be a standing 
agenda item under the QIPP and Financial update for future Audit 
Committee meetings. 
 
CM presented the QIPP and Financial Update for Month 4 and 
discussed the commissioned budgets and delivery to date. CM advised 
that the prescribing budget is being monitored for month 3 and that the 
CCG are still on target to deliver the revised plan.  
CM/DCh & TL has a half day meeting planned next week to look at the 
CCG budgets for month 5.  
 
From an Audit point of view the challenge will be around why the CCG 
are accumulating such a high surplus. This needs to be addressed by 
the Governing Body and it needs to be clear of the initiatives that are 
being supported and how the CCG are supporting the local and wider 
health authority.  
 
Action: CM 
CM to provide an update on the budgets for month 5, detailing the 
recommendations for the surplus income for the CCG. This will be 
presented at the next Audit Committee meeting on 04 November 
2014.  

 
  External Audit Assurance 
 
2014/58 SCCG Annual Audit Letter  

 
CW presented the Annual Audit Letter to the committee and confirmed 
the sign off and approval in June 2014 along with the VFM clarification. 

 
CW informed the committee members that there were no major 
changes in the financial statements for the current year. A weekly 
auditor communication is currently in circulation but CW advised that 
some of the content of the information is classed as confidential and 
therefore some of this information cannot be shared. CW advised that 
he would circulate the non-confidential to the Audit Committee 
members for information. 
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It was noted that the “Value for Money” was the main change within the 
guidance for September/October for current year 14/15. The qualified 
and unqualified details will remain unchanged. Once the guidance has 
been received CW confirmed that a presentation would be 
communicated to the Governing Body or Audit Committee. It was also 
noted that the fees have dropped back by 10% for this current year.  
The “Value for Money” document needs to be visible on the SCCG 
website. 
   
Action: DC 
DC to confirm the signed off Annual Audit Letter for SCCG is 
available to view on the SCCG Intranet Site. 
 
The Audit Committee NOTED the External Audit update.   
 

 
2014/59 External Audit Update  
 

Assurance was given to the Chair and Committee Members that a 6 
months Audit Assurance Report will be available from NECS in 
November 2014 for consideration by the committee members.  
 
CW advised that work is progressing with Risk Registers across all of 
Mazar’s CCG Clients.  A report will be published and communicated to 
the CCG to present the findings and content. 
 
The Chair confirmed that once the 6 monthly Assurance Report was 
received from NECS, the CCG would review the findings and then 
address any highlighted issues or concerns.  
 
The Audit Committee NOTED the External Audit update. 

 
 

       Internal Audit Assurance   
 
2014/60 Follow up of Internal Audit Recommendations 
 

PB presented the position statement on behalf of Amanda Bellis and 
highlighted the progress made against the annual audit plan 2014/15 
and progress in implementing the agreed findings of internal audit 
reports from 2013/14. 
(The outline of the Audit Plan is attached to the report). 
 

 2014/15 – Annual Audit Plan consists of 3 audits at the planning 
stage. 

o Developing the Strategic Vision 
o Risk management and Assurance Framework 
o Patient and Public Involvement 
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 2013/14 – Internal Audit Reports consist of 9 actions. All of these 
actions are to be implemented during September and October 
2014.  

 The one “High Risk” action relates to Business Continuity Plan 
which is due to be considered approved by the Governing Body in 
October 2014. 

 
It was noted that considerable progress has been made with the 
completion to the listed actions in relation to the Audit of SLA with 
NECS and it was highlighted that all the target dates should be met.  
 
 
Action: PB/DCh/TL  
PB to speak to DCh/TL in relation to the timing and schedule for 
Internal Audit for the CCG for 2014/15.    
 
The Audit Committee RECEIVED and CONSIDERED the update report 
and plans for 2014/15. 
 
 

2014/61   Counter Fraud Update 2014/15 
 

PB provided an update to the committee members and confirmed that 
Counter Fraud Investigations were quiet at this current time.  
  
The following areas were highlighted for discussion by committee 
members: 
 
Page 2: 
The Internal Audit Protocol will be formally reviewed by end of quarter 
3 – delay had been caused by Client Audit Manager being on maternity 
leave. 
 
The review of LCFS/LSMS memorandum of understanding for the 
CCG has not been completed. It was confirmed that the CCG has no 
requirement to have an LSMS, therefore the task is not relevant, it is 
required for the Providers. PT confirmed that therefore this needs to be 
removed from the contract.  
 
The remainder investigations have all been addressed and no issues 
are currently outstanding. 
 
PT raised a question on overseas visitors groups. PB confirmed that he 
has not seen any issues with this.   
 
PB offered to support DC with the work to be carried out for the 
Declarations of Interest for Members Practices.   
 
The Audit Committee NOTED the Counter Fraud update for 2014/15. 
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Items for Information 
 

2014/62 SCCG Audit Committee Forward Work Plan 2013/14 -2014/15 
 
  Action: All 

Committee Members to review the Sunderland CCG forward work 
plan for 2014/15 and identify any changes for discussion at the 
next Audit Committee meeting on 04 November 2014. 

 
 
2014/63 National Fraud Initiative 
 

The National Fraud Initiative document was attached for committee 
members to note for information. 
 
Action: PB 
PB to liaise with TL in Finance with regards to the organisation 
requirements for payroll submission in October 2014. 
 
 

2014/64 Any Other Business 
 
No any other business was raised by the committee members. 
 

  
2014/65  Date and Time of Next Meeting: 

 
The next Audit Committee Meeting will be held on 04 November 2014 
10:00-12:00pm, Steve Cram Meeting Room, Ground Floor, Pemberton 
House, Sunderland. 

 
 
 

Signed:    

      Pat Taylor, Chair, Audit Lay Member  

Date:   30 October 2014  


