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Meeting of the Governing Body 
 

To be held on Tuesday 22 October 2013 1.45-3.30pm  
in the Tansey Centre, Church Road, South Hylton,  

Sunderland, SR4 0QD. 
 
 

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 July 2013 
   
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 Report from the Quality, Safety and Risk Committee  Enclosure 
 A Sullivan 
 
9. Items of Governance and Assurance 
  
9.1 Assurance Framework       Enclosure 

D Gallagher 
 
9.2     SCCG Constitution amendments     Enclosure 
          G McBride 
 
9.3  Risk Register        Enclosure 
          D Gallagher 
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9.4     Equality Delivery System       Enclosure 
          D Gallagher 
 
9.5 Financial Scheme of Delegation – delegated limits   Enclosure 

D Gallagher 
 

9.6 Amendment to financial management arrangements and  Enclosure 
 Scheme of Delegation 
 D Gallagher 
 
9.7 Review of Value Based Clinical Commissioning Policies  Enclosure 

I Gilmour 
  

 
10. Items for Discussion and Assurance 

 
10.1    Performance and Planning Assurance Report   Enclosure  

C Macklin 
 
10.2   Sunderland Financial Report       Enclosure 

C Macklin 
 
10.3    Children with Complex needs: Individual Funding Report Enclosure 

D Burnicle 
 
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 3 September 2013 
 
11.3 Confirmed minutes of the Sunderland Health and Wellbeing  Enclosure 
           Board held on 26 July 2013. 
 
12 Any other business 
 
13 Date of next meeting 

Tuesday 17 December 2013, 1.45-3.30pm, venue to be confirmed. 
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Governing Body 

 
Minutes of the Meeting held on Tuesday 23 July 2013  

Winter Gardens, Sunderland. 
 

Present:  Dr Ian Pattison, Chair (IP) 
   Prof Mike Bramble, Secondary Care Clinician (MB) 
   Dr Henry Choi, Elected GP Member (HC) 
   Mr. David Gallagher, Chief Officer (DG) 
   Mrs Ann Fox, Director of Nursing, Quality and Safety (AF) 
   Mr. Chris Macklin, Chief Finance Officer (CM) 
   Dr Gerry McBride, Elected GP Member (GMc) 
   Mrs. Aileen Sullivan, Lay Member PPI (AS) 
   Dr Iain Gilmour, Elected GP Member, Clinical Vice Chair (IG)  
   Pat Taylor, Lay Member for Audit and Vice Chair (PT) 
   Neil Revely, Executive Director of Health, Housing and Social Care (NR) 
    
 

In Attendance: Mrs. Debbie Burnicle, Director of Commissioning & Reform (DB) 
   Dr Geoff Stephenson, Medical Director (GS) 

  Ms. Debbie Cornell, Head of Corporate Affairs (DC) 
   Nonnie Crawford, Director of Public Health (NC) 

  Mrs. Kathryn Headley- minutes (LS) 
    
   

2013/97 Welcome and Introductions 
 
IP welcomed everyone to the meeting and thanked 
everyone for attending. 
 

 

2013/98 Apologies for Absence 
 
Apologies for absence were received from Mrs Gloria 
Middleton, Executive Practice Manager Lead and Dr 
Jackie Gillespie, Elected GP Member. 
 

 

2013/99 Declarations of Interest 
 
There were no declarations of interest. 
 

 
 
 
 
 

2013/100 Minutes of the meeting held on 25 June 2013 
 
Some minor amendments were required to the previous 
minutes of 25 June 2013.  Subject to these amendments, 
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the Governing Body AGREED the minutes as a true and 
accurate record.   
 

 
 

2013/101 Matters arising from the minutes and action log 
 
 
2013/90 - Equality Delivery System update to be added to 
action log for October.  
 
2013/91 - Independent Funding Requests for Children 
with complex needs.  DB and CM were pursuing mapping 
of funding and will report back to the Governing Body in 
October.  
 
2013/93  - Director of Public Health Report.  NC to report 
on domestic violence needs assessment to the 
Governing Body in December.   
 
2013/45, 2013/53, 2013/56, 2013/68 and 2013/71 – these 
items were on the agenda and were to be removed from 
the action log. 
 

 
 
 
 

DC 
 
 
 

CM/DB 
 
 
 

NC 
 
 
 
 

KH 

2013/102 Question Time 
 
The Chairman invited questions, relevant to the agenda, 
from the members of the public. 
 
The Disabled and Advisory Group representative raised a 
question as to why SCCG bought in equality and diversity 
services from the North of England Commissioning 
Support service (NECS) and felt this may suggest 
equality and diversity were not a key priority for the 
organisation.  DG explained that was not the case and it 
was a very important issue for the CCG.  However, the 
limited resources and running costs of the CCG meant 
some services were sourced from specialist agencies. 
 
Mr Brian Nelson asked for an explanation as to why the 
plans for Sunderland Royal Hospital Accident and 
Emergency refurbishment and car park had been 
deferred.  He advised he had heard this was due to 
financial issues and land use.  DG advised that funding 
was not, as far as he was aware, a contributory factor.  
The project was a significant build for City Hospitals 
Sunderland (CHS) and as such had to follow due process 
and go out to tender.  The process for relocating the 
Minor Injuries Units would require a significant amount of 
work as there were many providers involved, and it was 
essential to simplify arrangements to ensure the 
procurement could proceed in a correct and safe way.  
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DG advised the CCG was working closely with CHS to 
assist by providing some short term solutions. 
 
No further questions were raised. 
 

 Items of Quality and Safety  

2013/103 Report from the Quality, Safety and Risk Committee 
(QSRC) 
 
AS presented the highlight report from the meeting held 
on 26 April 2013.  AS advised there had been a further 
meeting since then held on 28 June 2013, and while the 
detail had not been available in time for this paper, she 
would provide a verbal update on the key issues from that 
meeting also.    
 
Patient safety reporting problems.  A “deep dive” 
development session had been held. 
 
The work around Winterbourne, which had seen care 
plans implemented for those Sunderland residents 
affected, meant this risk had been addressed. 
 
A sub group of the QSRC had been established to look at 
provider performance on infection control issues in order 
to provide assurance on actions being taken to address 
these.  
 
Joint work with Sunderland City Council on Safeguarding 
Adults in Care Homes was progressing. 
 
DC advised that improvements had been made by City 
Hospitals Sunderland with regard to the reporting of 
serious incidents. 
 
PT thanked AS for her very helpful report. 
 
The Governing Body NOTED the content of the paper 
and the more recent updates from the Quality, Safety and 
Risk Committee. 
 
The Governing Body also noted that a review of meeting 
schedules was underway as part of a piece of work 
around reporting to improve overall content and 
timeliness of information coming to its meetings. 
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2013/104 Report of the Mid Staffordshire NHS Foundation Trust 
Public Enquiry: SCCG Action Draft Plan 
 
AF presented the CCG‟s draft action plan to provide the 
Governing Body with assurance on the progress made in 
response to the recommendations of the second Francis 
Report, published in 6 February 2013.  AF highlighted it 
was unusual to bring draft papers to the Governing Body, 
however it was felt that as this was such an important 
issue for commissioners, it was considered appropriate 
on this occasion. 
 
The draft action plan had been developed following 
consultation with other stakeholders to ensure that the 
process was open and transparent.  Some gaps were 
had been highlighted and work was ongoing to ensure 
these were addressed.  AF welcomed comments on the 
draft plan and advised a final version would be brought to 
the Governing Body in October. 
 
GMcB queried which task and finish group was 
developing this work.  AF advised it was a sub-group from 
the Quality, Patient Safety and Risk Committee.  She also 
advised that the group were engaging with Healthwatch 
and the public at every opportunity prior to finalising the 
action plan. 
 
The Governing Body RECEIVED the draft action plan and 
noted a final version would brought to the Governing 
Body meeting in October.   
 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

AF 

2013/105 Sealed Documents: Quarter 1 Report 
 
In line with the CCG Standing Orders, the CCG has an 
official seal for executing documents when required.  The 
use of the seal is then authenticated by those senior CCG 
managers with the appropriate delegated authority.   
 
DG presented the report which updated the Governing 
Body on use of the seal during the first quarter of 
2013/14. 
 
The Governing Body APPROVED the report. 
 

 
 
 
 
 
 
 
 
 
 
 
 

2013/106 Operational Scheme of Delegation 
 
DG presented the report to update the Governing Body 
on the final Operational Scheme of Delegation.  The 
Scheme had been produced by DG as Chief Officer and it 
outlined the delegated powers and duties in relation to 
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executive functions exercisable by the Chief Officer to 
appropriate CCG officers and executive clinical members.  
These delegated officers and executive clinical members 
would remain accountable to the Chief Officer for these 
delegated functions. 
 
DG advised an early version of the Scheme of Delegation 
had been presented to the Governing Body at its meeting 
on 26 April 2013.  The Scheme had been updated 
following this to reflect new appointments to the CCG.  
One final amendment was requested that the 
requirements for infection prevention and control were to 
be delegated to AF. 
 
MB suggested that a glossary of terms for public access 
would be helpful. 
 
PT commented that as Chair of the Audit Committee, she 
found this very helpful and an excellent tool. 
 
Subject to the above amendment, the Governing Body 
AGREED the Operational Scheme of Delegation. 
 
 

 
 
 
 
 
 
 
 
 
 
 
 

DC  
 
 

DC 

2013/107 Register of Interests 
 
DG presented the Register of Interests which provided 
details of all declarations of interest relating to the 
Governing Body, its committees and sub-committees.  
This was in accordance with the CCG‟s Constitution and 
Standards of Business Conduct and Declaration of 
Interest Policy. 
 
DG advised the register was updated annually, although 
IP highlighted any changes during the year would also be 
recorded when or if they arose. In addition, senior staff 
within the CCG (band 7 and over), were also requested to 
declare any interests. 
 
PT suggested some of the declarations on the register 
were not necessary and would not provide an opportunity 
to influence issues.  DC was asked to review the declared 
interests again for relevancy and remove as appropriate.  
 
PT felt the register provided positive assurance and 
reinforced the transparency of the CCG‟s approach to 
governance.  She noted the inclusion of Band 7 and 
above staff was further assurance of the level of 
responsibility in a small organisation.   
 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

DC 
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The Register of Interests was available on the CCG 
website. 
 
The Governing Body RECEIVED the Register of 
Interests. 
 
 

 Items for Discussion and Assurance  

2013/108 Performance and Planning Framework Assurance 
Report April – May 2013 
 
CM presented the report to provide assurance in relation 
to the CCG performance frameworks and the CCG‟s Plan 
on a Page initiatives.   
 
CM highlighted further work had been undertaken to 
revise the report to reflect how the CCG were to be 
assessed by the Cumbria, Northumberland and Tyne and 
Wear Area Team (Area Team) of NHS England in the 
forthcoming checkpoint meetings.   
 
The report continued to be a „work in progress‟ with 
issues around data quality and validation being worked 
through. 
 
CM explained the rationale behind some of the ratings as 
follows:    

 MRSA was a zero tolerance indicator.  1 case had 
already been identified therefore the best case 
scenario would be an amber/green rating overall.  
However work was continuing to prevent any 
further incidents. 

 Diagnostics were currently an amber rating.  There 
had been some capacity issues relating to these, 
although the June figures showed improvements 
were being made. 

 Cancer (62 day waits) was currently a red rating.  
This was another low tolerance target, however did 
equate to only two to three patients. 

 Financial performance was rated amber/green 
overall.  This rating related to a single issue which 
CM advised should be resolved in the near future 
and would enable the rating to become green. 

 Outcomes measures.  A number of indicators were 
red due to information not being available until 
July.  It was proposed that the Area Team would 
be ask if these indicators could excluded rather 
than provide estimations.  

 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

CM 
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CM advised the CCG was working with the Area 
Team to understanding the new complexities and 
seeking clarity on performance issues.  He was to 
attend a further meeting with the Area Team the 
following week and would raise these issues at 
that time. 

 
MB suggested adding a trend analysis to the report for 
ease of reference may be useful.  CM was asked to 
consider this. 
 
AF said that in light of the Keogh Review, it was likely that 
thresholds would remain low in order to set early trigger 
points. CM said that this could be mitigated against by 
providing robust action plans in response. 
 
NC noted the report did not include any Public Health 
lines and highlighted Sunderland Council may wish to 
suggest other measures to consider.  CM advised he 
would look into including this as an addendum to the 
CCG report. 
 
AS queried the content of the Locality Plans.  DB 
explained that plans varied across localities to provide 
flexibility for the local population needs.  Plans would be 
finalised by the end of July and shared with the Executive 
Committee for approval. 
 
DG assured the meeting that where indicators are red or 
amber there are actions plans in place.  It was important 
to use this reporting to manage the CCG‟s business and 
progress as well as it being useful to share with the Area 
Team. 
 
The Governing Body NOTED the content of the report 
and remedial actions in place against underperforming 
areas. 
 

 
 
 
 
 
 
 

 
CM 

 
 
 
 
 
 
 
 
 

CM 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

2013/109 Sunderland Financial Position 
 
CM presented the report which outlined details of the 
Financial Management Assurance ratings and a summary 
of the CCG financial performance as at Month 2 of the 
2013 financial year. 
 
CM highlighted the CCG was in a good financial position 
and advised that the Area Team had agreed the Quality, 
Innovation, Prevention and Productivity (QIPP) position 
as green. 
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CM updated the Governing Body that new guidance now 
required CCGs to deliver a minimum 1% surplus in year 1 
and for Sunderland, this figure was £4m.  
 
CM stressed the importance of taking a prudent approach 
to secure the financial position of the CCG for future 
years.   
 
As the successor body, the CCG had inherited £7.9m 
from Sunderland Primary Care Trust in line with 
Government requirements.  This was featured in the 
accounts and would show a surplus of £16.9m.  CM was 
progressing work on the phased return of funds to 
maximise the use of these monies. 
 
The Governing Body NOTED the financial assurance 
indicators and the summary financial performance.  
 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

2013/110 Director of Public Health update 
 
NC presented the report to provide assurance that Public 
Health within Sunderland City Council was taking account 
of the requirements of the CCG. 
 
The paper detailed the responsibilities of Public Health, 
which transferred to Sunderland City Council in April 
2013, and highlighted the shared service arrangement 
with Gateshead and South Tyneside, together with 
proposals on how public health requirements will be met 
in year 1.   
 
As Director of Public Health, NC played a key mediator 
role in infection control case reviews, as well as the 
emergency planning responder role.  The Public Health 
team also provided healthcare advice for Sunderland and 
South Tyneside populations and were also linked to 
locality and people boards to support the development of 
an integrated commissioning service for the benefit of 
patients.  NC advised she would bring a copy of the 
Public Health Plan on a Page to a future Governing Body 
meeting.  
 
NC highlighted that whilst the Health and Wellbeing 
Board and Public Health England provided an overview of 
the Emergency Planning system, CCGs links to this still 
needed to be clarified. 
 
NC confirmed that emergency exercises were held for all 
responders, although CCGs did not need to participate as 
they were not identified as category 1 responders.  Clarity 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

NC 
 
 
 
 
 
 
 
 
 
 

DG 
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was required around duties of category 2 responders and 
DG was asked for this to be raised at a meeting of the 
Resilience Group. 
 
The Governing Body RECEIVED the report and NOTED 
the actions underway. 
 
 

 
 
 
 

2013/111 Chief Officer’s Report 
 
DG presented his report to provide the Governing Body 
with an update on his activities undertaken as Chief 
Officer.  The report also included other items of interest in 
relation to the CCG and its partners. 
 
DG also highlighted that, since writing the report, 
Florence Gunn had been appointed to the role of 
Executive Practice Nurse to the Executive Committee and 
would complement the role of AF, Executive Nurse and 
Director of Quality and Patient Safety. 
 
A key area of focus for the CCG was the recently 
published „A Call To Action‟ document.  The document 
highlighted a number of actions for CCGs as 
commissioner and a series of engagement events were 
being scheduled to provide opportunities to involve 
partners and the public in developing this work.  DG 
advised that although this was a significant piece of work, 
it would fit with the agreed timescales to refresh the CCG 
plans. 
 
The Governing Body NOTED the content of the report. 
 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

2013/112 Any other business 
 
There were no further items of business and the Chair 
closed the meeting at 15.07. 

 

2013/113 Date and time of next meeting 
Tuesday 24th September 2013, 13.45 at the Tansy 
Centre, Church Road, South Hylton.  SR4 0QD 
 
 
 
Signed:    ……………………………………. 
      Dr Ian Pattison (Clinical Chair) 
 
 
Date:      ……………………………………… 
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NHS SCCG Governing Body Action Log     As at 15 October 2013 

 NHS Sunderland CCG Governing Body Action Log 22 October 2013  
 

Minute Reference Action Point Lead Timescale 
2013/70: 
Safeguarding End 
of Year Report 
2012/13 

Safeguarding Adults Annual report to be brought to 
the Governing Body meeting for assurance. 
 
 

A Fox 
 
 
 

Scheduled for agenda 
in October. 
(N.B. original date of 
September revised to 
October as no meeting 
in September).  
 

2013/73: 
Letter from Sir 
David Nicholson – 
severance 
payments and 
whistle blowing 

Wording of the letter for whistleblowing to be included 
in SCCG’s Constitution as per the appropriate review 
process set out by NHS England. 
 
 
 

D Cornell 
 
 
 
 
 

Scheduled for agenda 
in October.   
 
 
 
 

2013/74: 
SCCG Risk 
Register 

An update of the CCG risk register to be brought to 
the Governing Body meeting in October. 

 Scheduled for agenda 
in October. 

2013/90: 
Equality Delivery 
System 

Update on CCG responsibilities to be brought back to 
the Governing Body.  

D Cornell Scheduled for agenda 
in October. 
 

2013/91: 
Independent 
Funding Requests 
for children with 
complex needs 

CM to pursue mapping of funding would be brought 
back to Governing Body meeting in October 

C Macklin Scheduled for agenda 
in October. 

2013/93: 
Director of Public 
Health Report  

A report on domestic violence needs assessment to 
be brought to the Governing Body meeting in 
December.  

N Crawford Scheduled for agenda 
in December. 

2013/104: A final version of the plan to be brought to the A Fox Scheduled for agenda 
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NHS SCCG Governing Body Action Log     As at 15 October 2013 

 Report of the Mid 
Staffordshire NHS 
Foundation Trust 
Public Enquiry: 
SCCG Draft Action 
Plan 

Governing Body meeting in October.  in October.  

2013/106: 
Operational 
Scheme of 
Delegation 

Amendment to the Scheme to reflect that the 
requirements for infection prevention and control were 
to be delegated to AF and the possibility of a glossary 
of terms to be produced for public access. 

D Cornell To be completed by the 
next Governing Body 
meeting in October. 

2013/107: 
CCG register of 
Interests 

Register to reviewed for relevant declarations and 
amended as necessary. 

D Cornell To be completed by the 
next Governing Body 
meeting in October. 

2013/108: 
Performance and 
Planning 
Framework 
Assurance Report 
April-May 2103 

The possibility to exclude the outcome measures due 
to information not being available being explored with 
the Cumbria, Northumberland and Tyne and Wear 
Area Team. 
 
Consideration of a trend analysis to be incorporated 
into the report. 
 
Public Health addendum to be included in future 
reports.   

C Macklin An update to be 
provided at the 
Governing Body 
meeting in October. 

2013/110: 
Director of Public 
Health update 

Public Health Plan on a Page to be brought to a future 
Governing Body meeting.  
 
SCCG roles and responsibilities as category 2 
responders in emergency planning to be raised with 
the Resilience Group. 

N Crawford 
 
 
D Gallagher 

Scheduled for agenda 
in December. 
 
An update to be 
provided at the 
Governing Body 
meeting in October.  
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Governing Body Meeting    
22

nd
 October 2013  

 

 
Report Title: 
 

Highlight Report from the Quality, Safety and 
Risk Committee 

 
Purpose of report: 

The report gives a summary of the key issues 
discussed by the Committee at its formal and 
informal meetings.  The report aims to provide 
the Governing Body with assurance on work 
being undertaken to address quality and safety 
issues, any areas identified for improvement, as 
well as any areas of risk. 
 

 
Recommendation/Action Required: 
 

The Governing Body is asked to note the 
contents of the report and receive it as 
assurance that the Quality Safety and Risk 
Committee is discharging its responsibilities in 
line with the Terms of Reference. 
 
 

Sponsoring Governing Body member  
(where relevant) 

A Fox 

Report Author A Farrell 

Governance  

 
Link to CCG strategic objectives Treating and caring for patients in a safe 

environment 

Relevant legal/statutory issues  

Risk implications: 
(identified risks must be included on 
Risk Register) 

 

Information governance/data 
protection 

N/A 

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

Standing agenda item 

Equality Impact Assessment 
completed:  

Yes  No  
Not 
relevant 

 

Key implications for the following: 

 CATEGORY OF PAPER  

Proposes specific action  

Provides assurance   
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Any additional resources: 
 

 
None 
 

 
Appropriate clinical engagement?  Yes 

 
Patient outcomes: Improving Quality and Safety 

 
Member/stakeholder engagement: 

Covered in report. 
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Highlight Report from the Quality, Safety and Risk Committee (QSRC) 

 
 

1. Reporting arrangements 
 

The committee meets formally on a bi-monthly basis.  Development sessions are held 
in between the formal meetings to enable more focused work to be undertaken on key 
subjects.  At its meeting on the 9th April 2013, the Governing Body agreed to receive 
highlight reports from the work of the committee. Since the period reported to the 
previous Governing Body meeting, the committee has held two formal and two informal 
meetings. The highlights of these four meetings are detailed within the report below. 

 
2. Highlights informal meeting held on 30th May 2013 

Ann Fox delivered a power point presentation providing an overview of the Report of 
the Mid Staffordshire NHS Foundation Trust Public Inquiry (Feb 2013), the 
government’s response, Patients First and Foremost, (March 2013) and the CCG 
suggested priorities. The committee spilt into four groups to review the specific 
commissioner related recommendations, numbers 123-144 from the inquiry. The action 
plan produced as a result of this process will then be used to facilitate a programme of 
engagement and involvement across the CCG with member practices and patient 
groups. An update of progress will be provided to the June QSRC and engagement will 
continue throughout the summer months with the finalised action plan and then 
presented for approval to the CCG QSRC. 

 
3. Highlights of formal meeting held on 28th June 2013 

 

3.1.1 Winterbourne  
 
Alan Cormack presented an update report in the progress of implementation of the 
Winterbourne concordat. It was reported that reviews of those clients in specialist 
hospital had concluded there was no one inappropriately placed and the CCG had 
fulfilled current obligations. NHS North of England operates a clinical network for 
learning disabilities and Gloria Middleton, Ian Holliday/Alan Cormack represent 
Sunderland CCG and Jim Usher/Pippa Corner attend on behalf of Sunderland City 
Council.  NHS England has asked for a “stock take” to be undertaken through a 62 
question document to be signed off by the chair of the Health and Wellbeing Board. 
This will be brought to the Quality, Safety and Risk Committee to provide assurance in 
December 2013 

.  
3.2 Safeguarding 
 
Deanna Lagun presented a Safeguarding Highlight report to advise the committee of 
current safeguarding adult and children activity and any associated risks. She 
highlighted key points which included an update on recruitment, capacity and advised 
that the Multi-agency Safeguarding Hub (MASH) is planned to be fully operational in 
October 2013. The Designated Nurse has developed 2 composite action plans to 
ensure learning from the vulnerable baby cases referred into Sunderland Safeguarding 
Children’s Board (SSCB).  The Serious Case Review (SCR) will also identify any 
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learning from the recent death of a baby. Deanna Lagun is leading on this and will 
bring themes to the next Quality Safety and Risk Committee in August 2013. The terms 
of reference for Sunderland CCG/ South Tyneside CCG Strategic Safeguarding Group 
will also be presented to the next QSRC for approval.  

 
3.3 Health care associated infections  

 
Ann Fox presented Health Care Associated Infections (HCAI) Highlight Report. One 
MRSA case was discussed, attributable to City Hospitals Sunderland (CHS). There 
has been one further Cdiff case in the community – 11 cases year to date against a 
target of 10 cases however still within annual trajectory. The terms of reference for the 
newly named HCAI improvement Group will be brought to a future QSRC for approval. 
The HCAI action plan in place is appropriate but in order to ensure all areas for 
improvement have been explored it has also been agreed that Sunderland CCG/City 
Hospitals Sunderland would benefit from an independent review of the plan. 

 
3.4 Care Homes 

 
The annual report of care homes was shared which provided a summary of key 
activities during 2012/13. An update was given on recruitment to clinical quality posts 
to support quality improvement and assurance in care homes, one of which will be 
integrated with the local authority. More fulsome reports will be brought to future 
meetings of the Quality Safety and Risk Committee. Collaborative work has started 
with the care Quality Commission and local authority regarding care homes to share 
information/early intelligence and to raise awareness of what needs to monitored and 
be reported on. Ann Fox advised that in the absence of full assurance around reporting 
of quality in care homes this needs to be added to the risk register until the above 
developments are embedded. 

 
3.5 Serious Incidents (SIs) 
 
The updated Serious Incident (SI) framework from NHS England was shared. The 
purpose of the revised Framework explains the responsibilities and actions for dealing 
with serious incidents and the tools available to help the new commissioning system 
from April 2013. Debbie Cornell advised there were no significant changes in the 
revised framework; assurance is robust and SCCG are meeting targets. Debbie 
Cornell is in discussion with NECS to map out responsibilities for SI management. This 
will be brought to the Quality Safety and Risk Committee when mapped out. 

 
3.6 Meditech 
 
A verbal update was given on Meditech (hospital IT system) issues at CHS (in relation 
to delays in receipt of results from CH to GP practices). Debbie Cornell reported that 
CHS had upgraded the Meditech system at the end of May 2013.  This had affected 
Primary Care colleagues and had highlighted Information Governance issues around 
security permissions, which culminated in a formal complaint from a GP practice. 
Debbie Cornell has confirmed that this will be reported as a Serious Incident.  While it 
was acknowledged that staff at CHS were working hard to address the issue, concerns 
were expressed that there was still the risk for potential harm and it was agreed Geoff 
Stephenson would bring a full update report to the next meeting. It was also reported 
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that this issue has been discussed at the Cumbria Northumberland Tyne & Wear 
Quality Surveillance Group (QSG). 

 
3.7 Integrated Quality Report 
 
The purpose of this report was to provide Sunderland CCG with a quarterly assurance 
report relating to clinical quality and provide assurance that actions are being 
undertaken with providers where necessary.  
 
Sue Goulding advised this report had been co-written with North of England 
Commissioning Support Unit (NECS) and highlighted key points:  

 

 From a Primary Care point of view the reporting of serious incidents was 
good. There had been an increase in the number of serious incidents 
reported.  GPs are now using the DatixWeb which has proven to be positive.  

 Patient experience – of the 18 complaints received 100% were 
acknowledged within 3 working days.  15 complaints were received and 
closed within the quarter. 

 
Debbie Cornell advised there was currently no agreement with NECs to share complaints 
with CCGs. There is also no assurance to CCGs that CAS Alerts are being implemented 
as per NICE Guidance.  
 
Ann Fox reported initial discussions had been held with the CHS Director of Nursing 
around Commissioner Assurance visits, programmed and unannounced. The Area Team 
is working on the co-commissioning process of what to do if CCGs have a concern.  This 
will be shared with the Quality Safety and Risk Committee when clarity on this is received.  
 
3.8         Provider Quality Accounts 
 
This report briefed the Quality, Safety and Risk Committee on the Quality Accounts and 
the process that City Hospitals Sunderland, Northumberland Tyne & Wear NHS 
Foundation Trusts and Sunderland NHS CCG has put in place to assure patients, public 
and commissioners that trusts boards are regularly scrutinising the quality of their 
services..  This year this has been delayed due to the transition arrangements and it was 
acknowledged that there will be a very clear agreement with commissioners/co-
commissioners on how this process will be managed in the future. The committee agreed 
a commissioner statement for each provider acknowledging the quality improvements 
which had been achieved during 2012/13 and highlighted areas which still require further 
work largely HCAI’s. 

 
3.9         Quality Impact assessments 
 
This paper provided details of the outcomes of the process undertaken by Sunderland 
Clinical Commissioning group in relation to its duty to carry out a clinically led quality 
impact assessment of Foundation Trusts Cost Improvement Programmes (CIP’s.)  
 
Ann Fox highlighted that Sunderland CCG has held assurance reviews with City Hospitals 
Sunderland Foundation Trust and Northumberland Tyne and Wear Foundation Trust and 
formal correspondence has been provided to each organisation.  
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The Quality, Safety and Risk Committee noted the assurance in relation to the quality and 
safety assessment of and future arrangements for monitoring of provider CIP’s and the 
plans for in year monitoring to gain assurance and any exception reports via the Quality 
Review Groups.  
 
 
3.10       Risk Register (RR) 
 
Debbie Cornell presented the current Risk Register to the committee and highlighted key 
points. NHS SCCG is committed to ensure that risk management is part of an overall 
management approach that supports the organisation in achieving its objectives This is 
managed via the risk register process. There is a lack of support currently from NECS in 
monitoring the risk register which has been escalated to service line leads. The concerns 
re Meditech at CHS has changed to red until assurance is given by CHS that issues have 
been resolved. Ann Fox advised that Sunderland CCG needs to acknowledge it is 
responsible for care home assurance risk.  Also, there is lack of clarity relating to roles and 
responsibilities in relation to controlled drugs.  The controlled drugs Accountable Officer 
sits within the Area Team but Sunderland CCG needs to acknowledge the potential risks 
i.e. resource issues if responsibility is devolved to Sunderland CCG.   

 
The Quality, Safety and Risk Committee received the register for assurance purposes and 
noted the above changes/additions. 
 

4.  Highlights informal meeting held on 26th July 2013 

 
Debbie Cornell (DC) delivered a presentation to the group on the DATIX Risk 
management system.  DC explained that there were still some changes required to 
the form to make it relevant to SCCG for example drop down fields containing department 
names etc. DC will bring the upgraded system back to a formal meeting of the Quality 
Safety and Risk Committee. An action plan was developed as a result of the session 
which is being monitored by the QSRC. 

 
 
5. Highlights formal meeting held on 30th August 2013 

 

5.1   Patient Experience 
 

Sue Goulding shared a patient story to the group to illustrate how the patient voice could 
be incorporated into the work of the QSRC. It was acknowledged that this was an 
important strand of Patient Experience and Engagement Strategy which was in 
development and is due to presented to the QSRC in October. 

 
5.2         Risk register 
 
The updated version of the risk register for August 13 was reviewed item by item and risk 
ratings allocated were agreed by the Committee. The updated RR will be presented to the 
Governing Body. 
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5.3        Quality Reports 
 
The Integrated Quality Report and quality review group minutes were received for CHS, 
STFT NTW, Spire. Highlights include: 

 
City Hospitals Sunderland (CHS) 
 
Risks were highlighted as ongoing issues related to the Meditech system upgrade, A&E 
challenges and lack of pharmacy recruitment to support the HCAI action plan. It was noted 
there were a high number of pressure sore incidents and conversations had been held 
with CHS around what work needs to be done to improve this. There had also been quite 
a lot of work around reducing falls including assessment and providing appropriate 
footwear i.e. non-slip, slippers. This would be explored further at the October QRG. It was 
also noted that there had been a never event at City Hospitals Sunderland which was 
being managed via the Serious Incident process.  
 
Assurance was given that CHS had been re-accredited by the Joint Advisory group for 
Gastro-intestinal Endoscopy (JAG). Quality Assurance visits to City Hospitals Sunderland 
have been arranged. SCCG Executive Team have been invited to attend these which 
includes visiting wards and kitchens.  
  
A report was received by the Committee to provide an update on progress against the 
action plan drafted, following concerns in 2012 regarding delays in patient safety incident 
reporting by CHS. The item was removed from the action log as significant progress was 
noted and assurance gained. It was agreed therefore that this will be monitored through 
the Quality Review Group in future should any issues arise. 
 
Spire 
 
Risks were lack of information from CHS about Spire patients being readmitted. 
Assurance were lack of concerns raised at a CQC unannounced visit, and no SIs to 
report. 
 
North East Ambulance Service (NEAS) 
 
NEAS and NHS 111 Governance Committee minutes were received. Key risks were 
around poor publicity and confusion over directory of services for patients at home. 
Assurance was the establishment of a Clinical Quality Review Group by commissioners 
which will monitor the quality and safety of all services provided by NEAS. 
 
South Tyneside Foundation Trust (STFT) 
 
South Tyneside Foundation Trust (STFT) Quality Review Group minutes were received. 
The number of pressure ulcers reported was identified as a risk and noted this would be 
monitored by the SI process and the QRG led by South Tyneside CCG. 
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Northumberland Tyne & Wear (NTW) 
 
Assurance was gained from the one week CQC visit to NTW in July 2013 locally 13 of 
their registered units across NTW.  Out of the 13 units visited, 12 draft responses had 
been received with no major concerns. CQC had been impressed with the willingness of 
the staff and had said they were a credit to the organisation and services NTW provide. 
 
It was noted that in June 2013, the mental health charity Mind issued their report on 
Mental Health Crisis care: Physical restraint in crisis. The report sets out Mind’s findings 
on the use and impact of physical restraint in the 52 mental healthcare settings in 
England. The NTWFT incidents of restraint appeared to be higher than the national 
average especially those incidents involving face down restraint. However it is important to 
note that there was significant variation in terms of the number of Trust responses and the 
data completeness of those responses. This makes it extremely difficult to draw any solid 
conclusions from the data.  However, NTWFT stated that is important that they continue to 
review its approach to the Prevention and Management of Violence and Aggression to 
ensure the safety of their patients and staff. The actions set out the previous monthly 
report are on-going review and it is anticipated that this piece of work will take six months; 
further updates will follow as they are available 
 
The action log from NTW contract meeting was received by the Committee. There was 
discussion as to the presentation of the report and this was to be discussed and amended 
for future meetings.  
 
 
Cumbria Northumberland Tyne & Wear (CNTW) Quality Surveillance Report 
 
The Quality Surveillance Report was received by the Committee. The focus of the update 
was mainly on Pennines and Cumbria but it was noted that all CCGs within the CNTW 
area provide assurance and exception reports to the group and representatives attend 
from Healthwatch, Local Authorities and CQC. Geoff Stephenson identified that the group 
is embryonic and continues to develop. 

 
5.4 Safeguarding  
 
The terms of reference for the Strategic Safeguarding Group were presented to the 
Committee and approved. The most recent minutes of the group were also presented and 
highlighted the following:   
 

 Lack of assurance over uptake and provision of training in safeguarding 
for staff in primary care 

 Risk of the impact of cost improvement programmes (CIP) on discharging 
statutory safeguarding functions 

 Changes in staffing due to severance at Sunderland City Council (SCC) 
may result to risk to vulnerable groups 

 Risk of information governance breach as no secure portal for sharing 
information 

 Statutory requirements regarding looked after children (LAC) 
responsibilities are not being met by CCG 
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 A high profile case regarding either a vulnerable child or adult could 
result in reputational damage and scrutiny 

 
 

Mitigating actions are: 
 

 Alternative provision of training well established so all independent 
contractors have access to free training. Level 3 GP training monitored 
through Ofsted and CQC inspection 

 Dashboard developed to monitor key safeguarding activity in health 
providers 

 Monitored via risk register 

 Safeguarding children board sharing approved policy on electronic 
transfer of information 

 CCG reviewing looked after children specification with providers 

 Monitoring and audit of case files to ensure adherence to procedures 
 

 
A further Serious Case Review report is due for completion on August 30th  with regard to 
a vulnerable baby and findings and an extraordinary safeguarding children’s board 
meeting will take place on 28th November 2013 to approve the reports. An update will then 
be provided to the December QSRC. 

 
5.5 Care homes 
 
A verbal update was given by Sue Goulding on Care Homes. A Clinical quality officer has 
been appointed to post (Janet Farline) and commences in September which will 
strengthen the current assurance arrangements. 

 
5.6 Health Care Associated Infections 
 
HCAI Improvement Group minutes were received. Geoff Stephenson advised the 
Independent Review of the HCAI Action Plan was in progress and the report is expected 
back early September 2013. The confirmed minutes of the Joint Sunderland CCG/South 
Tyneside CCG HCAI Improvement Group held on 10 July 2013 were presented. A 
comprehensive composite action plan has been developed; with recommendations for all 
health providers and the local authority to facilitate prevention of HCAIs in all care settings, 
including care homes and individuals’ homes and to ensure that the control of infection 
continues to be a high priority within the CCG and for all providers of health care.  This 
action plan was reviewed at SCCG HCAI Improvement Group meeting, actions/rag ratings 
were updated and progress is being made. It was noted that assurance has been gained 
from the content and minutes of the meeting.  

 
5.7 Medicines management 
 
The Medicines Optimisation Prescribing report was presented to the Quality Safety and 
Risk Committee. Following concerns raised, it was agreed that Henry Choi and Geoff 
Stephenson would look at prescribing drugs from a patient safety point of view and report 
back to the Quality Safety and Risk Committee. 
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The Medicines Optimisation Annual Report was presented to the Quality safety and Risk 
Committee to provide a summary of key areas of work that the SCCG medicines 
Optimisation Team have carried out which the quality safety and risk agenda.  
 
 
5.8 National Reports 
 
Reports tabled for information were: 
 

o The Keogh Report 
o Berwick Report – Patient Safety Report 
o CQC consultation 
o The NHS Belongs to the people – A call to action. 

 

6.  Recommendation 

The Governing Body is asked to note the contents of the report and receive it as 
assurance that the Quality Safety and Risk Committee is discharging its responsibilities in 
line with the Terms of Reference. 

 
 
Report Sponsor: Ann Fox, Director of Nursing, Quality and Patient Safety 

Report Author: Angela Farrell, Clinical Quality Officer 

October 2013 
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CATEGORY OF PAPER  

Proposes specific action  

Provides assurance   

 

Governing Body 
22nd October 2013 

 

 

Report Title: 
 

 
Governing Body Assurance Framework 

 

Purpose of report: 
To ensure the CCG meets its statutory requirements 
in relation to governance, the attached document 
has been developed to provide assurance in relation 
to the CCG’s corporate objectives. 
 
The objectives were developed following a 
Governing Body development session held in July 
2013.  The principles risks and risk ratings have also 
been identified using the CCG risk register to ensure 
alignment of any existing risks to the corporate 
objectives.  
 
Work is ongoing around each of these objectives 
(with supporting action plans as appropriate) and it is 
proposed that a quarterly update is brought to the 
Governing Body to monitor progress and provide 
assurance in the delivery of the objectives.  The 
Chief Officer will maintain overall responsibility for 
delivering the assurance framework.     
 

 

Recommendation/Action Required: 
 

The Governing Body is asked to: 
 

 Note the assurance framework and the risks, 
controls and assurances identified; 

 Highlight any gaps or areas of concern; 

 Agree to receive quarterly updates on 
progress in delivery of the corporate 
objectives.  
  

Sponsoring Governing Body member  
(where relevant) 

D Gallagher, Chief Officer 

Report Author 
D Cornell, Head of Corporate Affairs  
 

Governance and assurance  

 
Link to CCG strategic objectives As specified in the Framework 



    

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

Relevant legal/statutory issues As specified in the Framework 

Risk implications: 
(identified risks must be included on Risk 

Register) 
As specified in the Framework 

Information governance/data protection As specified in the Framework 

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

 

Equality Impact Assessment completed:  Yes  No  
Not 
relevant 

 

Key implications for the following: 

 
Any additional resources: 
 

As specified in the Framework 

 
Appropriate clinical engagement?  As specified in the Framework 

 
Patient outcomes: As specified in the Framework 

 
Member/stakeholder engagement: As specified in the Framework 
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Governing Body Assurance Framework 2013/14  

Corporate Objective 1:  Ensure the CCG meets its public accountability duties  

Linked to Domain 2:      Are patient rights under the NHS Constitution being promoted 

Key Target Areas 
 

Principal Risks 
 

Key Controls 
 

Assurances 
 

Gaps in 
Controls 

Director Lead Risk Rating  
 

To ensure the CCG has robust systems 
in place to fulfill CCG assurance with 
NHS England and meets its public 
accountability duties by: 
 

- Ensuring the CCG is aware of 
all risks and has robust plans in 
place to minimise and mitigate 
against these. 

- Developing a robust annual plan 
to commission high quality 
services for the residents of 
Sunderland. 

- Ensure patients’ rights are 
delivered in commissioned 
services as specified in the NHS 
Constitution. 

Lack of robust risk 
management and 
support from 
NECS 
Commissioning 
Plan not in place 
Patient’s rights 
not adhered to. 
 

Risk register process 
established to review 
risks regularly 
 
Commissioning Plan 
and Locality Plans in 
place  
 
GP Executive Lead 
for Governance  
 
Transformational 
work programmes 
with GP executive 
and clinical leads 
 
CCG Constitution 
and governance 
structure terms of 
reference developed 
and ratified for all 
committees. 
 
Audit Plans 

SLA with NECS  
 
Reports to quality, 
Safety and Risk 
Committee and 
Governing Body on 
risk 
 
Reports to the 
Executive 
Committee and 
development 
sessions held 
 
Commissioning 
Plan  
 
CCG Constitution 
review  

Electronic 
risk register 
process not 
established  

 
 

David 
Gallagher 

 
 

Impact – 3 
Likelihood – 2 

Score = 6 
 
 
 
 

MODERATE 
 
  

 
 
 
 



    

Corporate Objective 2:  Maintain financial control and performance targets  

Linked to Domain 4:  Are CCGs commissioning services within their financial allocations 

Key Target Areas 
 

Principal Risks 
 

Key Controls 
 

Assurances 
 

Gaps in 
Controls 

Director 
Lead 

Risk Rating 

Ensure the CCG optimises the use of 
its financial and other resources to 
deliver the annual plan whilst 
maintaining financial balance and 
achieving national requirements from 
NHS England by: 
 

 Ensuring the CCG works 
within its running cost 
allowance 

 Meets the requirement of a 
2% non-recurrent spend 

 Ensure delivery of locally, 

regionally and nationally 

agreed and prescribed 

performance indicators  

Significant risk to 
trajectories for 
C.Difficle (36) and 
MRSA (0)  
 
Increased hospital 
activity  
 
Ambulance delays, 
including handover 
breaches 
 
Risk of 
commissioning 
overspend  
 

Financial Plan with 
contingencies identified. 
 
Regular review of 
investments/disinvestments 
 
Executive Committee 
development sessions  
 
 
Regular monitoring with 
Medical director and 
Clinical Leads  
 
Monthly quality and 
contractual meetings 
 
Infection, Prevention and 
control meeting 
 
In-house Finance and 
Performance teams  
 
 

Performance and 
finance reports to 
Executive 
Committee and  
Governing Body  
 
Audit Committee 
review  
 
Infection, 
Prevention and 
control reports 
meeting 
 
Reports to 
Quality Safety 
and Risk 
Committee  
 
  

 
 

 
 
 

Chris 
Macklin 

 
 

Impact – 3 
Likelihood – 4 

Score = 12  
 

HIGH 

 
 
 
 
 
 
 
 
 
 



    

Corporate Objective 3:  Maintain and improve the quality and safety of CCG commissioned services 

Linked to Domain 1:     Are local people getting good quality care 

Key Target Areas 
 

Principal Risks 
 

Key Controls 
 

Assurances 
 

Gaps in 
Controls 

Director 
Lead 

Risk Rating 

Ensure the safety of patients by 
commissioning safe and high quality 
services by: 
 

 Putting robust processes and 
mechanisms in place to monitor 
and manage patient safety, 
quality and experience. 

 Responding positively to 
national requirements set out in 
the Francis and Winterbourne 
Reports. 

High profile child 
protection/adult 
protection failure, 
reputational damage 
for CCG 
 
Non delivery of the 
Francis 
recommendations for 
CCGs as a 
commissioner 
 
Learning from 
incidents and 
complaints not acted 
upon  
 
 
 
 
 
 
 
 
 

SSCB and SSAB 
established with 
quality assurance 
processes in place 
 
Working in Partnership 
with other agencies  
 
GP Executive Lead for 
Quality  
 
Effective incident 
reporting processes in 
place and embedded 
across the health 
economy  
 
Francis Action Plan  
 
Monthly Quality 
Review meetings with 
providers  
 
Serious Incident 
process aligned with 
the contractual 
obligations.  
 
Service Line 
Agreement with NECS  

Audit of case 
files 
 
Reports to 
Quality, Safety 
and Risk 
Committee  
 
Reports to 
Governing 
Body 
 
Deep dive 
sessions with 
providers  
 
Serious 
Incident Panel 

Further 
assurance 
around 
provider 
complaints 
and patient 
experience 
information  

 
 
 
 

Ann Fox/ 
Geoff 

Stephenson 

 
 
 
 

Impact – 3 
Likelihood – 2 

Score = 6 
 
 

MODERATE 

 
P 
 
 
 
rincipal Organisational Objective 3 –Maintaining financial control 



    

Corporate Objective 4:   Ensure the CCG involves patients and the public in commissioning and reforming services 
 

Linked to Domain 2:      Are patients’ rights under the NHS Constitution being promoted 

Key Target Areas 
 

Principal Risks 
 

Key Controls 
 

Assurances 
 

Gaps in 
Controls 

Director 
Lead 

Risk Rating  
 

Ensure patients and the public are 
actively involvement in the 
commissioning and reforming of 
services by: 
 

- Establishing effective 
mechanisms to seek patients 
and carer views of services 
across all areas of health 
including, patient stories, 
complaints, including linking 
with Healthwatch 

- Ensuring a strategy is in place 
to deliver the patient and public 
involvement element of the 
NHS Constitution 

Patients and the 
public not actively 
engaged with the 
CCG  
 
Lack of 
understanding of the 
needs of Sunderland 
residents  
 
Links with partner 
agencies not 
established  

Monthly quality Review 
meetings with 
providers  
 
Structured approach to 
unannounced visiting 
programme across 
providers   
 
Joint Strategic Needs 
Assessment  
 
Communications and 
Engagement Steering 
Group in place  
 
Communications and 
Engagement Strategy  
 
Website development 
using ‘My NHS’ 
 
Regular meetings with 
Healthwatch 
 
Executive Practice 
Manager lead  

Reports to the 
Executive 
Committee 
 
Francis Action 
Plan 
monitored by 
Governing 
Body 
 
Serious 
Incident Panel 
 
Reports to 
Quality, Safety 
and Risk 
Committee 
 
Patient Stories 
collated  
 
SCCG 
Constitution  
 
 

Digital 
Marketing 
Strategy 
(including 
use of Social 
Media) 

 
 
 

Ann Fox 

 
 

 
Impact – 3 

Likelihood – 3 
Score = 9 

 
 

HIGH  

 



    

 
 

Corporate Objective 5:  Identify and deliver the CCG’s key strategic priorities  

Linked to Domain 3:  Are health outcomes improving for local people  

Key Target Areas 
 

Principal Risks 
 

Key Controls 
 

Assurances 
 

Gaps in 
Controls 

Director 
Lead  

Risk Rating  
 

Develop and deliver the annual plan to 
deliver the 2013/14 elements of the 5 
year Commissioning Plan and the CCG 
elements of the Joint Strategic Needs 
Assessment by: 
 

- Ensuring the plan meets NHS 
England requirements 

- Developing strategic 
partnerships with key 
stakeholders, including the 
Local Authority, Health and 
Wellbeing Board (HWBB) and 
NHS England. 

- Agreeing contracts and robust 
service line agreements (SLAs) 
with provider organisations and 
NECS to deliver the CCG’s 
strategic priorities. 

2013/14 Operational 
plan is not delivered  
 
Contracts not agreed 
and/or signed  
 
Support from NECS 
and other providers  
not sufficient to allow 
delivery of CCG 
strategic objectives   

Local Incentive 
Schemes, Quality 
Outcomes Framework, 
Quality Profiles   
 
Regular development 
sessions with 
Executive Committee  
 
Engagement at Time 
In Time Out events  
 
Integrated approach 
with Local Authority  
 
CCG representation 
on HWBB 
 
North East 
Commissioning Forum 
in place  
 
Service Line 
Agreement with NECS   

Commissioning 
Plan  
 
NHS England 
quarterly 
checkpoint 
meetings  
 
Signed contracts 
in place  
 
Reports to 
Executive 
Committee 
 
Reports to the 
Governing Body  
 
Transformational 
work 
programmes 

  
 
 
Debbie 
Burnicle  

 
 
 

Impact – 3 
Likelihood – 2 

Score = 6 
 
 

MODERATE 

 
 
 
 
 
 
 
 
 
 



    

Corporate Objectives 6:  Develop the CCG localities  

Linked to Domain 1:        Are local people getting good quality care 

Key Target Areas 
 

Principal Risks 
 

Key Controls 
 

Assurances 
 

Gaps in 
Controls 

Director 
Lead  

Risk Rating  

Develop the CCG localities to establish 
robust links with member practices to 
ensure the CCG demonstrates its 
accountabilities as set out in the CCG’s 
Constitution by: 

 Publishing the Constitution and 

meeting all of the statutory 

obligations 

 Meeting annually to publish and 

present the CCG annual report, 

including the annual accounts 

 Holding meetings of the 

Governing Body in public.  

Member practices 
not engaged with the 
CCG  
 
Annual report and 
accounts not 
published  

Locality Plans in place  
 
Monthly locality 
meetings  
 
Quarterly development 
sessions with locality 
teams 
 
Locality 
Commissioning 
Managers in post  
 
GP executive leads 
and locality practice 
managers in place for 
each locality 
 
Time In Time Out 
Events  
 
Engagement events in 
developing priorities 
for next year 
 
Clinical Leadership 
Development 
Programme  
 

Reports to 
Executive 
Committee 
 
Public 
Governing 
Body meetings 
(x5 per year) 
 
Annual 
General 
Meeting held  
 
SCCG 
Constitution 
 
Planning 
Framework 

  
 
 
Debbie 
Burnicle / 
David 
Gallagher  

 
 
 

Impact – 
Likelihood – 

Score = 
 
 
 

MODERATE 
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CATEGORY OF PAPER  

Proposes specific action  

Provides assurance   

Governing Body Meeting 
22nd October 2013 

 

Report Title: 
 

 
NHS Sunderland CCG Constitution Amendments 

 

Purpose of report: 
As part of the establishment of NHS Sunderland 
CCG, a Constitution was developed and approved 
by its Members on 30th August 2012.  Since 
approving the Constitution, a number of minor 
amendments need to be made to ensure the 
document is kept up to date to reflect current 
national requirements and the CCG governance 
arrangements.  NHS England has issued guidance 
on the process CCGs must adhere to when applying 
to change or amend their Constitutions.  There are 
two opportunities within the year to do so, June and 
November, and the CCG is intending to submit an 
application for the November deadline.  
 
The attached document gives a summary of the 
proposed amendments to the CCG’s Constitution.   
These include a change in reference from the NHS 
Commissioning Board to NHS England and an 
additional paragraph inserted in relation to 
whistleblowing as set out in Sir David Nicholson’s 
letter dated the 2nd May 2013.   
 
Please note that due to the minor nature of the 
amendments, the Constitution has not been attached 
given it is a lengthy document, however a copy can 
be made available upon request. 
 

 

Recommendation/Action Required: 
 

The Governing Body is asked to: 

 Note the proposed amendments to the CCG 
Constitution and the consultation with 
Members: 

 Formally approve the application to NHS 
England to amend NHS Sunderland CCG’s 
Constitution as per the stated amendments 
by the required deadline of 1st November. 
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Sponsoring Governing Body member  
 

Dr G McBride, GP Executive 

Report Author 
D Cornell, Head of Corporate Affairs 
 

Governance and assurance  

 
Link to CCG strategic objectives Ensure the CCG meets its public accountability duties  

Relevant legal/statutory issues As specified in the report 

Risk implications: 
(identified risks must be included on Risk 

Register) 
As specified in the Constitution 

Information governance/data protection As specified in the Constitution  

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

NHS Sunderland CCG Constitution previously 
approved by Members on 30th August 2012 

Equality Impact Assessment completed:  Yes  No  
Not 
relevant 

 

Key implications for the following: 

Any additional resources: 

 
None identified 
 

 
Appropriate clinical engagement?  As specified in the report 

 
Patient outcomes: As per the Constitution  

 
Member/stakeholder engagement: As specified in the report  
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NHS Sunderland CCG Constitution Amendments 
 
 

1. Introduction 
 
As part of the establishment of NHS Sunderland CCG (the CCG), a Constitution 
was developed and approved by its members on 30th August 2012.  The 
Constitution sets out the terms by which the CCG through its appointed members 
and Governing Body shall implement all statutory obligations, including but not 
limited to, commissioning of secondary health and others services in the locality.  
The Constitution contains the main governance rules of the CCG and its 
Governing Body.   
 

2. Context 
 
Since the approval of the Constitution, a number of small amendments now need 
to be made to ensure it is reflects current national requirements and the 
governance structures of the CCG.  NHS England has issued guidance on how 
applications to make changes to CCG constitutions can be made and have 
identified two points within the year, June and November, which CCGs can apply 
to make any such changes.  Therefore, the CCG is intending to submit an 
application to NHS England by the 1st November to update the Constitution as 
per the summary of amendments below. 

 
3. Summary of Amendments 

 
The following table gives a summary of the proposed amendments: 
 

Page 
No 

Paragraph 
Reference 

Summary of change made 

Front 
cover 

 Updated logo and local design for the CCG 

4 1.1 Insertion of ‘Sunderland’ and (the CCG) in the first 
line for clarification 

4 1.2 Updated wording as the CCG is now formally 
established. 

4 2 Insertion of the approval date of the Constitution 

21 26.2 Correction to the membership of the Executive 
Committee (Director of Commissioning, Planning and 
Reform omitted) 

25 30.1.4 Updated address and email address for CCG 
headquarters  

31 43 Insertion of new paragraph on whistleblowing in line 
with Sir David Nicholson’s (Chief Executive of NHS 
England) letter dated 02 May 2013  

31 44 Renumbering of Variation paragraph  

31 45 Renumbering of the Notice paragraph 

32 1.2 GP Executive details updated to reflect the 
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resignation of a GP Executive GP and the 
appointment of a new GP Executive 

32 1.3 Wording updated to reflect the CCG is now 
established as a statutory body 

49 Appendix 6 Insertion of updated governance structure 

73 Appendix 10 Updated Conflicts of Interest declaration form 

 
The main changes include updating all references from the NHS Commissioning 
Board to NHS England, a change to the GP Executives in January 2013 to reflect 
the appointment of a new GP Executive and an additional paragraph added in 
relation to whistleblowing as set out in Sir David Nicholson’s letter dated 2nd May 
2013 as follows: 

 
‘The CCG recognises and confirms that nothing in or referred to in this 
Constitution (including in relation to the issue of any press release or other public 
statement or disclosure) will prevent or inhibit the making of any protected 
disclosure (as defined in the employment Rights Act 1996, as amended by the 
Public Interest Disclosure Act 1998) by any member of the CCG, any member of 
its Governing Body, any member of any of its committees or sub-committees or 
the committees or sub-committees of its Governing Body, or any employee of the 
CCG or any of its members, nor will it affect the rights of any worker (as defined 
by the Act) under that Act.’ 

 
Due to the minor nature of the amendments, the Constitution has not been 
attached given it is a lengthy document.  However a copy can be made available 
upon request from the Head of Corporate Affairs, email dcornell@nhs.net , 
telephone 0191 5297027.  
 

4. Member consultation   
 
Members were advised of the forthcoming amendments at the CCG Annual 
General Meeting/Time In Time Out event held on 18th September 2013.  In 
addition a copy of the amendments has been emailed to all practices with a 
request for any queries, concerns or objections to the amendments to be raised 
with the GP Executive lead for Governance, Dr. G McBride, and for their formal 
agreement to submit the amendments to NHS England.   
 

5. Recommendation 
 
The Governing Body is asked to: 

 Note the proposed amendments to the CCG Constitution and the 
consultation with Members: 

 Formally approve the application to NHS England to amend NHS 
Sunderland CCG’s Constitution as per the amendments stated: 

 
D Cornell 
Head of Corporate Affairs 
October 2013 

mailto:dcornell@nhs.net
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CATEGORY OF PAPER  

Proposes specific action  

Provides assurance   

 

Governing Body 
22nd October 2013 

 

 

Report Title: 
 

NHS Sunderland CCG Risk Register 

 
 

Purpose of report: 
NHS Sunderland CCG (SCCG) is committed to 
ensure that risk management is part of an overall 
management approach that supports the 
organisation in achieving its objectives.  Risk 
assessment provides an effective management 
technique by identifying risks and developing 
mitigating actions.  This is managed via the risk 
register process. 
 
The attached report provides the Governing Body 
with the latest update of SCCG’s Risk Register.  The 
register is monitored as part of a continual process 
to ensure all identified risks are managed robustly 
and efficiently. Appropriate director and senior 
manager leads have been identified for each risk 
and they are responsible for ensuring appropriate 
actions are taken to mitigate the risk as far as 
possible.   
 

 

Recommendation/Action Required: 
 

The Governing Body is asked to: 

 Receive the attached register for assurance 
purposes 

 Make recommendations for further actions on 
the identified risks where necessary; 

 Identify any further risks to be included on the 
Register. 
 

Sponsoring Governing Body member  
(where relevant) 

D Gallagher, Chief Officer 

Report Author 
D Cornell, Head of Corporate Affairs 
 

Governance and assurance  

 
Link to CCG strategic objectives Ensure the CCG meets its public accountabilities  
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Relevant legal/statutory issues Statutory duties relating to governance 

Risk implications: Covered in the register 

Information governance/data protection n/a 

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

Previous versions reviewed by Governing Body in 
May and Quality, Safety and Risk Committee in 
August.  

Equality Impact Assessment completed:  Yes  No  
Not 
relevant 

 

Key implications for the following: 

 
Any additional resources: 
 

As per the register  

 
Appropriate clinical engagement?  As per the register 

 
Patient outcomes: As per the register 

 
Member/stakeholder engagement: As per the register 
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Ref Risk 
Type 

Description Risk 
level 

(initial) 

Controls in place Residual 
Risk 

Opened Date Last 
Updated 

Next 
Review 

Due 

Direct
or 

Lead 

Manager 
Lead 

Progress 

Corporate Governance          

CG01 Organi
sation
al 

Failure to safeguard 
clinical data leading to 
data protection breaches 
and monetary fines. 
Specifically failure to 
achieve Information 
Governance (IG) toolkit 
compliance targets. 

HIGH SCCG buying full 
service support from 
NECS on this. 
Review critical activities 
within Information 
governance and 
prioritise IG resource 
effectively; to focus on 
critical patient/clinical 
information safeguards.  
Will impact on overall IG 
Toolkit performance.  
On NECS issues log for 
on-going monitoring.  

MODER 20-Jun-
2011 

1-Oct-2013 8-Nov-
2013 

D 
Gallag
her 

D Cornell August update:  Work underway 
on IG toolkit submission to 
achieve Accredited Safe Haven 
(ASH) status for SCCG.  Meeting 
to be held 07/08/13 to review final 
submission.  Risk rating to remain 
the same until after the outcome 
of the submission.   
September update: work on-going 
around IG Toolkit.  Meeting with 
IG leads from NECS to be held on 
08/10/13 to assess evidence and 
agree submission date. 

CG02 
 

Organi
sation
al 

Completion of risk 
registers not appropriately 
supported by NECS.   
Lack of robust 
management of risk 
registers within SCCG as 
a result.    
 

HIGH On-going work to raise 
awareness of 
importance of alignment 
of risks.   
Internal CCG process in 
place to monitor 
progress (Quality, Safety 
& Risk 
Committee/Governing 
Body/Executive 
Committee).   
Transition to Datixweb to 
manage risk registers 
more robustly, training 
session planned with 
Datix in August 2013. 
Risk Summit held end 
March to review all 
aspects of register.  
Issue escalated within 
NECS to resolve support 
issue.  

MODER 1-Sep-
2012 

1-Oct-2013 8-Nov-
2013 

D 
Gallag
her 

D Cornell August Update:  Interim process 
now being established and 
implemented with support from 
NECS.  Risk still remains around 
sustainability of this going 
forward, particularly in relation to 
support for Datix going forward.   
September update - meeting held 
with risk lead within NECS and 
further assurances given around 
the management of the process.  
Review of the Datix and 
Safeguard system to take place 
during October with a view to roll 
out the electronic system mid-
November/early December.  
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CG03 Organi
sation
al 

Business continuity risk in 
relation to the 
management of incidents, 
SIs and complaints and 
appropriate support to the 
Datix Risk Management 
system.  Unclear what 
level of support will 
continue for Datix by 
NECS 

HIGH Roles and 
responsibilities clarified 
within the CCG 
structures. 
 
CCG Quality, Safety & 
Risk Committee 
established from Jan 13 
to monitor and provide 
assurance on these 
functions. 
Service line agreement 
with NECS re: support 
arrangements and key 
links in terms of staffing. 
 

MODER 1-Aug-
2012 

1-Oct-2013 8-Nov-
2013 

D 
Gallag
her 

D Cornell August Update: On-going risk, 
review again at the end of 
September. 
September update:  Meeting held 
with Clinical Quality team in 
NECS in relation to Datix.  
Support in place and training to 
be arranged for additional NECS 
staff.  Working group to be 
established with practices to 
review incident forms.  All SIs 
now on Datix and a further review 
of Safeguard being undertaken.  
Review again at the end of 
quarter 3.    

CG04 
(closur
e 
recom
mende
d) 
 

Organi
sation
al 

Concern relating to the 
lack of assurance from 
City Hospitals Sunderland 
(CHS) regarding the 
outcome of their internal 
and external Governance 
review 

HIGH Robust action plan 
received from CHS 
 
On-going dialogue with 
senior teams in both the 
CCG and CHS 
 
Monitoring via Quality, 
Safety and Risk 
Committee and 
Governing Body 

LOW 1-Feb-
2013 

24-Sep-
2013 

8-Nov-
2013 

D 
Gallag
her 

D Gallagher Risk downgraded following 
instigation of review process led 
by SCCG and involving Nursing 
and Medical Directors of both 
SCCG and CHS. This working 
group met on 23 July 2013 at 
which each section of the action 
plan was reviewed, updates 
received and assurance gained. 
Assurance was given that good 
progress is being made against 
the recommendations in the 
review.                                                       
September update: Propose to 
remove from risk register as risk 
fully mitigated. 

CG05 Organi
sation
al 

National lack of clarity 
about responsibility for 
primary care between 
CNTW and SCCG 

MODER Clarity being sought 
from CNTW and through 
the North East and 
Cumbria CCG Forum 

MODER 1-Mar-
2013 

1-Oct-2013 8-Nov-
2013 

D 
Gallag
her 

D Gallagher Aug Update:  no change, review 
again at the end of September. 
September update:  no clarity 
received as yet, review again at 
the end of November  

CG06  
(residu
al risk 
reduce
d to 
low) 

Organi
sation
al 

Delay in finalising SCCG 
move to new HQ in Rapier 
House inhibiting new ways 
of working in CCG 

MODER SCCG staff moved into 
new teams in Loftus and 
Pemberton House to 
help with adjacencies of 
teams. Discussion with 
Area Team director to 
ensure and speed up 
vacating of Rapier 
House by PCSA staff. 

LOW 1-Feb-
2013 

24-Sep-
2013 

8-Nov-
2013 

D 
Gallag
her 

C Macklin Sept Update: Alternative 
accommodation being explored 
with a view to potentially 
remaining at Pemberton House. 
Formal paper to go to SCCG 
Executive 1 Oct 2013 to seek 
agreement including the means to 
facilitate new ways of working. 
Risk reduced accordingly and to 
be reviewed at end of Oct 13.  
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CG07  
(residu
al risk 
rating 
reduce
d to 
low) 
 

Organi
sation
al 

Concerns with City 
Hospitals Sunderland 
(CHS) relating to access 
and use of the MEDITECH 
V6 Electronic Medical 
Record (EMR) by Primary 
Care colleagues.   

HIGH On-going dialogue with 
CHS to seek assurance 
the issue is being 
addressed. 
Formal letter from 
SCCG to CHS via 
contracting route to 
outline actions and 
assurance required.  
Issues to be reported as 
serious incidents 
(system failure and IG 
risk). 
 

LOW 17-Jun-
2013 

24-Sep-
2013 

8-Nov-
2013 

D 
Gallag
her 

D Cornell/ 
S Watson 

Sept Update: Issue mostly 
resolved. Some further issues 
emerging around pathology lab 
processes which have been 
highlighted by information issues. 

Finance, Contracting and Performance           

FCP01 Organi
sation
al 

Risk to delivery of 18 week 
access and NHS 
Constitutional rights for 
treatment 

HIGH Monthly monitoring in 
place to assess levels of 
risk and performance 
against the standard. 
Performance review 
meetings in place with 
providers, standing 
agenda item for review. 

HIGH 1-Apr-
2013 

1-Oct-2013 8-Nov-
2013 

Chris 
Mackli
n 

S Watson Current performance remains 
above trajectory, review risk 
ratings mid-year 
September update: Data issues 
still on-going due to Meditech V6 
implementation which is 
impacting on 18 week 
performance at specialty level.  
Particular issues relate to 
incomplete pathways.  CHS have 
a work programme in place 
around data quality due to be 
complete first week in October.   

FCP02 Organi
sation
al 

HCAI - C Difficile: 
Significant risk that 
CHSFT will breach its 
trajectory of 36 cases in 
2013/14 

EXTRE
M 

Regular monitoring 
meetings in place with 
Medical Director and 
Clinical Leads. 
Significant investment 
made within CHS to 
assist in delivering a 
reduction in the 
instances of HCAIs 
observed within the 
Trust. 
Nationally mandated 
"consequences of 
breach" agreed within 
the contract (£1.5m) 

HIGH 1-Apr-
2013 

8-Aug-2013 8-Nov-
2013 

C 
Mackli
n 

S Watson On-going management of 
performance, Provider continues 
to be over trajectory at month 4. 
Link with Medical Director and 
Director of Nursing to ensure 
there is a clinical focus on this.  
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FCP03 Organi
sation
al 

HCAI - MRSA: Significant 
risk that CHSFT will 
breach its trajectory of 0 
cases in 2013/14 

EXTRE
M 

Regular monitoring 
meetings in place with 
Medical Director and 
Clinical Leads 
Significant investment 
made within CHS to 
assist in delivering a 
reduction in the 
instances of HCAIs 
observed within the 
Trust 
Nationally mandated 
"consequences of 
breach" agreed within 
the contract (non-
payment of spell) 

HIGH 1-Apr-
2013 

1-Oct-2013 8-Nov-
2013 

C 
Mackli
n 

S Watson One case reported against a zero 
tolerance baseline - work on-
going via HCAI Improvement 
Group to deliver improvements 
Link with Medical Director and 
Director of Nursing to ensure 
there is a clinical focus on this.  
September update:  Now 3 cases 
of MRSA with 1 in August and 1 
further case in September. 

FCP04 Financ
ial 

Funding and risk share 
arrangements in support 
of disaggregation of 
contracts between NHS 
England (Specialised 
Commissioning) and 
SCCG 

MODER Monthly monitoring 
across contracts to take 
place to review financial 
performance 
Work to take place on 
designation of CHS as 
specialised 
Neurosciences Centre 

MODER 1-Apr-
2013 

8-Oct-2013 8-Nov-
2013 

C 
Mackli
n 

D Chandler October Update: Month 4 Risk 
Share Review proposal to return 
£7,732k to CCG for 13/14 which 
closes of the risk for this year. 
This is on Governing Body 
Agenda this month as part of the 
Finance Report.  Moderate Risk 
going into 14/15 that figures may 
change resulting in risk to CCG. 

FCP05 Organi
sation
al 

Continued significant risk 
with regard to the delivery 
of A&E 95% access 
standard 

HIGH Daily meetings in place 
within Provider, weekly 
telecom with 
Commissioner to 
update. 
Weekly reporting to 
continue until SCCG 
assured that risk is 
mitigated. 

MODER 01/04/201
3 
(reopened
) 

1-Oct-2013 8-Nov-
2013 

C 
Mackli
n 

S Watson CHSFT failed to deliver 95% 
target for quarter 1, SCCG 
however delivered overall 
trajectory.  
Significant work programme 
underway via Unscheduled Care 
Board to deliver resilience and 
additional capacity across urgent 
care providers. 
September Update:  CHS has 
delivered 95% target in quarter 2 
but continues to work under 
sustained pressure from 
increased demand across the city 
(+8%) 

FCP06 Organi
sation
al 

City Hospitals Sunderland 
- underperformance on 
Choose & Book Slot 
Issues 

MODER Monitored through 
Strategic Choose and 
Book meetings and 
monthly contract review. 
Formal action plan 
submitted by CHS 
Weekly reports by CHS 
performance manager to 
service managers 
around capacity and 

LOW 1-Jul-2011 1-Oct-2013 8-Nov-
2013 

C 
Mackli
n 

S Watson September update:  August 
performance now steady but still 
issues relating to capacity.  
Primary Care also flagging issues 
relating to slot availability in 
certain clinics.  Suggest that risk 
is still included until primary care 
issues are resolved by CGS. 
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demand. 
Enhanced quality 
requirements schedule 
developed including 
further sanctions for 
poor performance 
Expectation that PAS 
upgrade will assist in 
delivering better 
performance 

FCP07 
(residu
al risk 
reduce
d to 
moder
ate) 
 

Financ
ial 

SCCG risk of 
Commissioning 
Overspend 2013/14  

HIGH Review variances to 
budget on a monthly 
basis and update 
forecast outturn 
summaries. 
 
Financial position 
reported to Executive 
Committee and 
Governing Body.    

MODER 1-Apr-
2012 

8-Oct-2013 8-Nov-
2013 

C 
Mackli
n 

D Chandler August update:  CHS quarter 1 
expected to be break-even.  
Other contracts show variances- 
none of which appear 
unmanageable at this stage in the 
year.  NTW contract has around 
£75k overspend at month 3 due 
to high cost patients - being 
monitored monthly. 
 
October Update:   Financial 
Position at month 5 is on 
trajectory for a planned £16.9m 
underspend.   Overspends of 
c£500k on acute and mental 
health contracts being offset by 
underspends elsewhere.   
Contracts and variances continue 
to be closely managed and 
reported back to the Executive.  
Contingency fund in place to 
manage unexpected variances.  
Residual risk reduced to 
moderate as a result.  

FCP08 Financ
ial 

Increases in hospital 
activity, over and above 
those levels set out in the 
Commissioning Support 
Plan for Sunderland.  

HIGH Make use of the 
contingencies provided 
for in the Financial Plan. 
 
Revisit the balance of 
investments/disinvestme
nts using the local 
prioritisation process 
(assessment of impact 
and feasibility together 
with cost). 
Review activity planning 
assumptions in 2013/14 
contracts and ensure 
they are congruent with 
activity being delivered 

HIGH 1-May-
2012 

1-Oct-2013 8-Nov-
2013 

C 
Mackli
n 
D 
Burnicl
e 

S Watson August update: activity across 
providers is roughly on par with 
expectations, with exception of 
A&E.  See FCP05 regarding 
actions to mitigate. 
September update:  No change to 
risk, review again next month. 
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Activate contract levers 
(e.g. activity 
management review) if 
contracts are performing 
outwith expected levels 

FCP09 Organi
sation
al 

Future plans based on 
CSR assumptions.  Tight 
control totals reduce 
flexibility. 
Ability to manage/control 
secondary care demand 
and financial impact. 
RRIs deliver planned level 
of savings. 

HIGH Detailed financial 
planning identifies range 
of risks and 
contingencies 
Additional reablement 
funding to prevent 
admissions and speed 
up discharge 
Extend QIPP initiatives 
to generate further 
schemes to release 
efficiencies 
Contingency fund 

MODER 1-May-
2012 

8-Oct-2013 8-Nov-
2013 

C 
Mackli
n 

D Chandler October update:  Chief Finance 
Officer has begun producing 2 
year and 5 year plans to ensure 
SCCG is financially viable in the 
short and medium term 

FCP10 Organi
sation
al 

Concern relating to 
ambulance delays, 
including handover 
breaches 

HIGH On-going monitoring 
with providers and 
regular reporting of 
breaches to manage 
performance 

HIGH 1-Feb-
2013 

1-Oct-2013 8-Nov-
2013 

C 
Mackli
n 

S Watson Despite considerable 
improvement in the reduction of 
handover delays, issues remain 
within CHSFT. 
September update: Work on-
going between providers to 
resolve, additional capacity within 
system (FCP05) should assist in 
reducing issues 

FCP11 Financ
ial 

Underachievement of 
savings planned from the 
resource releasing 
initiatives.  

HIGH Regular monitoring to 
Governing Body and 
Executive Committee.   
Make use of 
contingencies proved for 
in the Financial Plan 
Revisit the balance of 
investments/disinvestme
nts using the local 
prioritisation process 
(assessment of impact 
and feasibility together 
with cost). 

HIGH 1-May-
2012 

8-Oct-2013 8-Nov-
2013 

C 
Mackli
n 

D Chandler June update:  Actions updated to 
include regular monitoring 
process.  
 
October Update:  Savings 
continue to be monitored and 
actual savings to date are very 
close to plan 

FCP12 Financ
ial 

Under realisation of the 
savings expected from the 
reduced national tariffs if 
local provider Trusts work 
to recoup those reductions 
through technical 
adjustments to contract 
charges rather through 

HIGH Make use of 
contingencies provided 
for in the Financial Plan. 
 
Revisit the balance of 
investments/disinvestme
nts using the local 
prioritisation process 

HIGH 1-May-
2012 

8-Oct-2013 8-Nov-
2013 

C 
Mackli
n 

D Chandler June update:  Monthly monitoring 
in place but too early to say if 
Trusts are recouping via technical 
adjustments.  Contracting team 
monitor this on an on-going basis.   
 
October update:  No evidence to 
suggest technical adjustments 
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true efficiency 
improvements.   

(assessment of impact 
and feasibility together 
with cost). 

offsetting efficiencies.   

FCP13                                                          
(closur
e 
recom
mende
d) 

Organi
sation
al 

Contracts not signed with 
main providers due to 
uncertainty about funding 
for specialised services 

HIGH NE-wide approach to 
specialised services 
agreed for 2013/14. 
NTW contract signed. 
CHS contract agreed 
and ready for signature. 

LOW 1-Feb-
2013 

30-Sep-
2013 

8-Nov-
2013 

C 
Mackli
n 

S Watson Current post in Contracting and 
Finance team has been amended 
to support this work across both 
contracting/finance and 
planning/reform. Internal senior 
managers day out to review 100 
commissioning intentions in Feb 
13 and condensed to 31 
transformational work 
programmes and agreed lead 
manager for each and where 
Localities could actively 
lead/support delivery.  Shared at 
development session with 
Locality teams in March 13. 
September update:  contracts 
signed, closure of risk 
recommended.  

FCP14 Organi
sation
al 

Inability to access to 
Patient identifiable 
information within SCCG 
due to national legal issue 

EXTRE
M 

Reported to NHSE via 
daily SITREP 
Temporary legislative 
measure put in place.  
NHS England working 
with Department of 
Health on permanent 
solution. 

HIGH 1-Apr-
2013 

1-Oct-2013 8-Nov-
2013 

D 
Gallag
her 

S Watson Link to ref: CG01 
September update: SCCG work 
to achieve Accredited Safe Haven 
(ASH) status on-going. 

Medicines Optimisation           

MO8 Organi
sation
al 

Lack of clarity relating to 
roles and responsibilities 
of SCCG and AT in 
relation to Controlled 
Drugs. The CD AO sits 
within Area Team but 
unknown if any potential 
responsibility associated 
with CDs to be devolved to 
SCCG.  Risk that 
additional responsibility for 
CDs may have resource 
issues for SCCG in terms 
of MO Pharmacist, Analyst 
and admin support. This 
may be compounded if 
there is an expectation 
that SCCG will support the 

HIGH Review of workload to 
be carried out once 
responsibilities are 
clarified. 
NECS have highlighted 
that there is a 3 month 
arrangement for 
supporting the LIN in 
place 

HIGH 09/06/201
0 
Reviewed 
and 
reopened 
05/04/201
3 

1-Oct-2013 8-Nov-
2013 

G 
Steph
enson 

Z Irannejad Not directly relevant to SCCG 
from 1st April except for lack of 
clarity around Local Area Teams 
and NHS SCCG and resources.                                                        
September update - NHS 
England has issued a letter that 
provides an outline of SCCG 
responsibilities in relation to 
Controlled Drugs. SCCG will have 
monitoring responsibilities, 
representation at the LIN, and be 
required to support the Controlled 
Drugs Accountable Officer in 
investigations. However there 
continues to be a lack of clarity on 
the precise requirements. 
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CD agenda for the LA.  
Also CCGs are not 
allowed to recall 
prescription for controlled 
drugs any longer. This sits 
with LAT. But currently, 
there is no arrangement 
for this. As the potential 
identified prescriptions 
with questionable issues 
cannot be recalled and 
investigated, there could 
be potential patient safety 
issues  

MO9 Organi
sation
al 

Risk in relation to 
instalment and supervised 
consumption of substance 
misuse services. In 
Sunderland the 
prescribing is carried out 
within the substance 
misuse service. An LA 
commissioned service so 
SCCG may have carry 
some risk if provides 
medicines optimisation 
service to the LA.  

HIGH GPs do not normally do 
instalment dispensing in 
Sunderland for 
substance misusers. 

MODER 12-Oct-
2011 

1-Oct-2013 8-Nov-
2013 

G 
Steph
enson 

Z Irannejad No further progress as EMIS has 
not provided assurance that this 
problem has been resolved in 
EMIS Web system as yet.   
No further progress on 
development of guidance due to 
competing priorities and capacity 
issues within the medicines 
management team. 
September update:  risk still 
remains and monitoring 
continues.  No change at present.    

MO11 
(closur
e 
recom
mende
d) 

Organi
sation
al 

Change of legislation 
required post 1st April 
2013 for sign off of SOTW 
patient group directions 
(PGDs). Concern re 
process for sign off as 
organisation changes 
progress. 

MODER On-going discussions 
within the CCG to 
develop an interim 
process. 

MODER 17-Dec-
2012 

9-Aug-2013 8-Nov-
2013 

G 
Steph
enson 

Z Irannejad September update:  Guidance 
received and responsibility now 
lies with NHS England.  Closure 
of risk recommended.  

MO12 Financ
ial 

Increases in either volume 
or price of prescribing over 
and above what is 
included in the 
Commissioning Support 
Plan for Sunderland. 

HIGH Make use of the 
contingencies provided 
in the Financial Plan.  
 
Revisit the balance of 
investments/disinvestme
nts using the local 
prioritisation process 
(assessment of impact 
and feasibility together 
with cost). 

MODER 1-May-
2012 

1-Oct-2013 8-Nov-
2013 

G 
Steph
enson 

Z Irannejad September update - At June 2013 
(most recent data available) 
SCCG is forecast an overspend 
on the prescribing budget.  
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MO13     Financ
ial 

Delay in provision of 
pharmaceutical support to 
all the practices by the 
provider due to 
recruitment issues. This 
may increase the financial 
risk due to inability to 
achieve the planned 
savings in those practices 
with reduced or no 
support.  There also could 
be a potential impact on 
the quality of prescribing. 

MODER Discuss with provider to 
submit an action plan on 
how and when the issue 
will be resolved ad 
monitor progress with its 
achievement. 

MODER 9-Aug-
2013 

1-Oct-2013 8-Nov-
2013 

G 
Steph
enson 

Z Irannejad September update - In addition to 
contract monitoring meetings, 
SCCG has met with the provider 
in September. The provider has 
provided assurance that the full 
service will be delivered from 
October 2013 and that the 
shortfall will be delivered by 
February 2014. The outcome of 
this is that the provider will meet 
the contractual obligation within 
year but that the potential impact 
of activity that should have, 
ideally, been delivered July 13 to 
February 14 will not be realised 
until later in the financial year. 
This may contribute towards a 
potential overspend on the SCCG 
prescribing budget. 
 

Nursing, Quality and Safety          

NQS01 
(risk 
closed) 

Organi
sation
al 

Potential patient safety 
concerns in A&E - CHSFT 
reported a cluster of 'red' 
incidents linked to A&E 
when trust experienced 
very high volumes of 
activity. 

HIGH CHSFT shared high 
level information of red 
incidents and RCA 
undertaken.  
 
A&E performance 
subject to weekly review 
through contracting 
team.   
 
Outcome of RCA shared 
and reviewed through 
quality group.  
 
Reform lead attended 
quality group to share 
data and information 
about initiatives.   
 
Breakdown of any 'red' 
incidents and actions 
taken will be shared 
through monthly quality 
review meetings/Urgent 
Care Network 
 
On-going monitoring 

MODER 20-Jun-
2011 

8-Aug-2013 8-Nov-
2013 

A Fox A Fox September update:  risk closed 
due to change of nature of risk 
and new risk opened (NQS11) to 
reflect the appropriate current 
risk.  
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NQS02 Organi
sation
al 

Quality of care within non-
NHS nursing homes has 
been and continues to be 
the subject of significant 
concern receiving 
substantial political and 
media attention.   
Post remains unfilled in 
the CCG at present.  

HIGH Post holder will be 
responsible for the 
overall development and 
management of Quality 
and Safety assurance 
programmes in services 
which are 
commissioned, including 
non-NHS services (e.g. 
CHC, FNC and 
residential care). 
 
 

MODER 24-Jan-
2013 

1-Oct-2013 8-Nov-
2013 

A Fox Sue 
Goulding 

September update: Band 7 now 
in place and assurance reviews 
commenced.  

NQS04 
(closur
e 
recom
mende
d) 
 

Organi
sation
al 

Lack of assurance in 
relation to quality and 
patient safety issues 
around the implementation 
of the NHS 111 Service 

HIGH Meeting to be held with 
out of hours providers to 
establish key issues 
 
Meeting held with NHS 
111 Programme Director 
to seek assurance 
 
Progress to be 
monitored by Executive 
and Governing Body 

MODER 1-Feb-
2013 

1-Oct-2013 8-Nov-
2013 

D 
Gallag
her/ 
A Fox 

D Cornell September update:   North East 
Ambulance Service Quality 
review group now established 
therefore monitoring now in place 
through the governance 
structures.  Recommend closure 
of risk as assurance mechanisms 
in place.  

NQS05 
 

Organi
sation
al 

Risk to the CCG in 
obtaining assurance that 
all staff who have contact 
with adults and children 
receive the correct level of 
Safeguarding training and 
refresher training for their 
respective roles.   Lack of 
clarity that provide training 
for practices as staff in 
Primary Care are the 
responsibility of the NHS 
England Local Area 
Teams through the 
contract.   

HIGH Alternative provision of 
training well established 
via Local Safeguarding 
Children Board and 
Local Safeguarding 
Adult Board so there 
should be no 
Independent Contractor 
who cannot access 
safeguarding training 
free of charge.  
Additional level 3 GP 
training Safeguarding 
children currently 
delivered quarterly by 
the Designated 
Professionals 

LOW 1-Jun-
2013 

30-Sep-
2013 

8-Nov-
2013 

A Fox D Lagun July update: - discussions on-
going regarding responsibilities of 
AT and HEE re training for 
Independent Contractors. 
September update: Further 
training available to GPs for 
safeguarding children until March 
2014.   Named GP for 
Safeguarding Adults commences 
in post on October 1st and will 
undertake a training needs 
assessment around safeguarding 
adults in conjunction with the 
Designated Nurse. 
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NQS06              Organi
sation
al 

A high profile child 
protection/adult protection 
failure with the death of a 
child or vulnerable adult 
could result in reputational 
damage to the CCG and 
intensive media/political 
scrutiny 

EXTRE
M 

SSCB and SSAB quality 
Assurance processes for 
monitoring adherence to 
procedures and auditing 
case files     
Well established SCR 
processes in place with 
media strategies 
developed with all key 
partners when 
safeguarding tragedies 
occur. 
Media training to be 
provided to CCG 
spokesperson if required      
Ofsted Inspection - 
children                 
CQC inspection of adult 
arrangements 

High 17-Jul-
2013 

30-Sep-
2013 

8-Nov-
2013 

A Fox D Lagun CCG and all health providers 
support both Boards Case 
Review and QA sub-committees, 
undertaking regular audits and 
reviews as required.  Training well 
established via both Boards and 
in-house to ensure lessons 
learned are shared.  Plans in 
place to monitor impact on 
practice Inspection Planning/ 
preparation in place.       
September update: - unable to 
reduce residual risk as a further 
baby death is currently being 
reviewed by agencies. 

NQS07                   Organi
sation
al 

Risk that Cost 
Improvement Programmes 
in provider organisations  
may impact on  discharge 
of statutory safeguarding 
functions and multi-agency 
collaboration   

High Monitored via risk 
register for SSCB.    
Dashboards developed 
to monitor key 
safeguarding activity in 
health providers - review 
process established via 
CCG Strategic 
Safeguarding 
Committee. 
Links being established 
with Area Team 
regarding safeguarding 
risks   
CQC Inspection 

MODER 17-Jul-
2013 

30-Sep-
2013 

8-Nov-
2013 

A Fox D Lagun Dashboards developed and 
shared with all providers.  NECS 
looking at how these can be used 
re performance management and 
to be included in contracts/service 
specifications.  Recent challenge 
to STFT regarding their 
safeguarding review and how this 
would impact on their co-
operation and collaboration has 
seen an amended structure 
released  SSCB have received 
assurance financial contributions 
for 13/14 are maintained - will 
need reviewing as to CCG status 
early 2014                September 
update: - risk remains moderate - 
awaiting confirmation of the 
safeguarding arrangements in 
STFT 
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NQS08                 Organi
sation
al 

Transformational change 
within SCC to a "Peoples 
Directorate"  and 
associated changes in 
staffing due to severance 
may result in risk to 
vulnerable groups during 
the transition 

HIGH Monitored via risk 
register for SSCB and 
SSAB. 
SSCB chair letter to 
Director of Children 
Services (DCS) 
regarding an assurance 
test, robust challenge to 
DCS and Lead Member 
by SSCB. 
MASH development to 
improve response to 
children protection 
referrals. 
Changes to SA model 
agreed at SSAB July 
2013 
Communications/briefing
s to all stakeholders  
Monthly highlight report 
to CCG   
Links being established 
with CNTW regarding 
risks 

MODER 17-Jul-
2013 

30-Sep-
2013 

8-Nov-
2013 

A Fox D Lagun New structure shared with SSCB 
in June        Regular updates to 
SSCB                                   
MASH to "go live" October 2013                          
Learning/missed opportunities 
identified in a recent case being 
reviewed by both boards shared 
with Exec Director of Adult 
Services who will take over 
responsibilities for children's 
services from 01/08/13                                         
September update: Remains 
moderate:  MASH "go live" 
deferred until 16/12/13 due to 
recruitment delays in SCCG and 
STFT.  Strategic Group 
developed to monitor vulnerable 
babies following death of a further 
baby known to agencies.                                      

NQS09               Organi
sation
al 

Risk of an information 
breach as there is no 
secure portal for sharing 
multi-agency Child 
Protection/Adult Protection 
reports or consistent 
methods of sharing 
confidential information 
when there are 
safeguarding concerns 
between statutory 
agencies 

HIGH SSCB information 
sharing policy agreed 
which contains clear 
guidance re electronic 
transfer of 
confidential/restricted 
information     Feasibility 
study being undertaken 
by SSCB on developing 
a secure portal                                                        
Robust system in place 
between senior 
managers in all statutory 
agencies using 
GCSX/CJSM or nhs.net 
accounts                                  
Ofsted Inspection - 
children                CQC 
inspection of adult 
arrangements                                                                          

MODER 17-Jul-
2013 

30-Sep-
2013 

8-Nov-
2013 

A Fox D Lagun Whilst many health practitioners 
have access to nhs.net this is not 
all and many council staff still do 
not have secure email  
Audit of SSCB information 
Sharing Protocol to be 
undertaken Autumn 2013. 
September update: - audit not yet 
undertaken and work continues 
regarding development of a 
secure portal so no reduction in 
residual risk as yet 
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NQS10            Organi
sation
al 

Risk that strategic 
statutory requirements 
regarding Looked After 
Children (LAC) 
responsibilities are not 
being met by the CCG 

MODER Reviewing LAC 
specification with 
Providers                                                
Designated Dr LAC in 
post with draft JD & 
taking on Strategic 
responsibilities                                      
Designated Nurse LAC 
in post and monitoring in 
process re her capability 
to ensure strategic 
responsibilities are being 
met           Potential to 
review current provider 
re LAC nurse role 
(STFT) dependent on 
new safeguarding 
framework (currently in 
consultation process) 

Low 17-Jul-
2013 

30-Sep-
2013 

8-Nov-
2013 

A Fox D Lagun Head of Safeguarding monitoring 
nursing provision and supporting 
Designated Dr LAC in strategic 
responsibilities. 
September update: - monitoring 
continues.  SSCB to increase its 
monitoring of Looked After 
Children in light of new inspection 
arrangements. 

NQS11 Organi
sation
al 

Potential patient safety 
concerns in A&E in City 
Hospitals due to 
performance issues  

HIGH Weekly monitoring of 
A&E performance 
targets 
Unscheduled Care 
programme Board 
focussed on full 
integrated work plan 
Winter/surge plans and 
assurance peer review  

HIGH 1-Sep-
2013 

30-Nov-
2013 

08/011/20
13 

A Fox S Goulding September update:  Full review of 
surge/capacity plans completed.  
Deep dive into A&E patient 
experience planned for the 
Quality Review Group with City 
Hospitals.  

Commissioning, Planning and Reform          

CPR01 Organi
sation
al 

Sufficient high quality 
commissioning support to 
deliver the breadth of the 
agenda. (Both directly 
provided and purchased 
commissioning support) 
 

HIGH Completing the 
recruitment to the 
internal structure 
following Phase 5 of HR 
policy.         
Communication plan 
with directly employed 
staff in place for regular 
feedback e.g. quarterly 
half days, monthly 
briefings, team 
meetings, individual 
supervision and 
appraisal.  
Concluding version 2 of 
the Service Level 
Agreement (SLA) with 
NECS and support to 

MODER 1-May-
2012 

17-Sep-
2013 

8-Nov-
2013 

D 
Burnicl
e 

D Burnicle August Update: In light of national 
strategy regarding procuring 
Commissioning Support, 
development session held with 
Executive, NECS and senior 
managers. Agreed stability was 
priority and to advocate any 
procurements to be delayed until 
2015. Directors reviewing directly 
provided support and looking to 
increase financial commissioning 
support and 
contracting/performance 
management in light of additional 
requirements coming from NHS 
England and bedding down initial 
structure. Chief Finance Officer 
confirmed manageable within 
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SCCG senior manager 
to link with equivalent in 
NECS for service lines.     
Establishment of formal 
and informal networks 
between CCGs and with 
NECS.   
Review directly provided 
structure and NECS 
services under review 
(monthly performance 
meetings and risk log).                                                                                                                                                                                                                                                                                                               

current running costs allowance 
and future efficiency 
requirements.               
September update: reviewed 
governance support and the 
service from NECS and have 
increased the support via 
governance assistant now in post 
and within Running Cost 
Allowance.  Following national 
consultation on commissioning 
support NHS England area 
allowing CCGs to extend any SLA 
with their commissioning support 
by a further year until April 2015.  
An update will be provided at the 
1st October Executive. 

CPR02 Organi
sation
al 

Potential additional 
commissioning 
responsibilities given to 
SCCG as the new 
commissioning 
architecture is embedded 
across the country. 
 
 

HIGH Discuss and share the 
potential approach with 
other CCGs; CNTW and 
NECS via the North East 
Commissioning Forum.    
Keep the structure under 
review, capacity within 
Running Cost Envelope.   
Some additional 
responsibilities may be 
accompanied by 
resources  
Develop good 
relationship with Local 
Authority and develop a 
joint commissioning 
infrastructure model 
which may assist 
additional 
responsibilities. 

LOW 1-May-
2012 

17-Sep-
2013 

8-Nov-
2013 

D 
Burnicl
e 

D Burnicle September update: See above 
update re CPR01 
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CPR03        Organi
sation
al 

The 2013/14 Operational 
Plan is not delivered 

HIGH Informal and formal 
regular meetings in 
place with CNTW.  
Planning framework to 
support delivery of the 
Plan for the 5 Health 
Domain areas and the 5 
Locality Plans.   
Quarterly development 
sessions with Locality 
Teams  
Incentive schemes e.g. 
Local Incentive Scheme, 
Quality Outcomes 
Framework, Quality 
Profiles in 13/14 will 
focus on delivery of 
SCCG priorities.  
New framework for 
performance reporting to 
Governing Body, 
Executive and Localities 
being developed.  
Reviewing leadership of 
the 31 transformational 
work programmes to 
include GP Executive 
Lead and Clinical Lead. 

MODER 1-Apr-
2013 

17-Sep-
2013 

8-Nov-
2013 

Debbi
e 
Burnicl
e 

Lynsey 
Caizley 

August Update: Programme 
Boards agreed by Executive 
including links with Clinical Leads. 
Locality Plans in place linked to 
the Operational Plan and locality 
development session planned to 
share plans and review way of 
working. Monthly assurance 
reports on progress with the Plan 
to the Executive and Governing 
Body.  First pre meeting with Area 
Team in July on the balanced 
scorecard and positive feedback 
received.   
September update: Locality 
development session well 
received and resulted in some 
Localities planning to work 
together to deliver outcomes. 
Options developed for linking 
Localities to Programme Boards 
for further debate. Monthly 
performance meetings held with 
Senior managers on each 
indicator in the balanced 
scorecard.                                         

CPR04       Organi
sation
al 

Delays or non-delivery of 
Minor Injuries Unit (MIU) 
procurement inhibits 
progress with reforming 
urgent care in Sunderland 

HIGH Public consultation 
complete with support to 
proceed.  
Business case agreed 
by Governing Body.  
Programme evaluated 
positively by Gateway 
Review.  
Residual risk around 
programme steering 
group and project team. 

HIGH 1-Feb-
2013 

1-Oct-2013 8-Nov-
2013 

Debbi
e 
Burnicl
e 

Scott 
Watson 

September update: Procurement 
Group continues to meet and 
strategy is under development, 
expectation that additional public 
and market engagement will be 
undertaken in coming months 
with a view to contract 
commencement in 
August/September 2014 
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CPR05 Organi
sation
al 

SCCG dependant on 
STFT to provide a 
Continuing Healthcare 
(CHC) Nurse Assessment 
Service. Provider 
management function will 
be undertaken by NECS.  
External and internal 
review highlighted a failure 
of the service to meet 
required activity 
performance standards 
and rigidity of process not 
felt to be person-centred. 
STFT stance is the service 
is under-resourced and 
are reluctant to engage in 
a proposed new service. 

HIGH Proposed service review 
to seek clarity on team 
capacity. 
Forthcoming 13/14 
contractual negotiation 
presents opportunity to 
review the CHC 
contractual service 
specification. 
Consider revised activity 
and performance 
expectations including 
potential incentives (via 
CQUIN) and penalties. 
Future robust 
performance 
management 
arrangements required 
from NECS. 

HIGH 2-Apr-
2012 

16-Sep-
2013 

8-Nov-
2013 

D 
Burnicl
e 

I Holliday August Update: Current 
performance data not yet 
available via NECs. 
CCG continue to work with LA to 
develop future integrated model 
for CHC. 
September update: Joint meeting 
established with Gateshead and 
South Tyneside to include NECS 
to clarify provider management 
arrangements. 
 

CPR06 Organi
sation
al 

SCCG needs to 
demonstrate effective 
governance arrangements 
within these formal 
agreements (previously 
informal joint 
arrangements)  
Section 75 agreement with 
Local Authority (LA) for the 
lead commissioning of 
CHC placements and care 
packages needs to be 
finalised. 

HIGH On-going discussions to 
formalise and 
appropriate resource 
these arrangements. 
Contracting function to 
be positioned within a 
single organisation 
within the CCG area. 

LOW 24-Jan-
2013 

16-Sep-
2013 

8-Nov-
2013 

D 
Burnicl
e 

I Holliday August Update: CCG/Local 
Authority (LA) Working Group 
continues to develop formal 
arrangements - aim to be 
operational in Quarter 3.  
September update: Positive work 
continues with LA to finalise 
content and scope of Section 75 
agreement 

CPR07 Organi
sation
al 

CCG needs to understand 
the personalisation 
approach and potential 
impact on strategic 
commissioning.  
Need to build on the Lead 
Commissioning 
arrangement with LAs and 
utilise the thorough 
understanding of 
personalisation and 
personal budgets within 
LAs to support 
implementation. 

HIGH On-going discussions 
and implementation plan 
to be developed in 13/14 

MODER 14-Jan-
2013 

16-Sep-
2013 

8-Nov-
2013 

D 
Burnicl
e 

I Holliday August Update: No progress to 
date, to be included within joint 
developmental action plan with 
LA. 
September Update: Agreement 
with LA to include within scope of 
Section 75 agreement 
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CPR08 
(closur
e 
recom
mende
d) 

Organi
sation
al 

Concern relating to staff 
retention within SCCG - 
currently carrying a risk 
whilst flux in the system.  
Need to ensure knowledge 
is retained and there is 
continuity within and 
across teams 

MODER On-going 
communication with all 
staff and staff updates to 
be held regularly.  On-
going support 
mechanisms within 
teams and for 
individuals as required.  
Annual appraisal, PDP 
and 6 month reviews for 
all staff.  Ensure regular 
team meetings and 1:1s 
are held 

LOW 20-Mar-
2013 

1-Oct-2013 8-Nov-
2013 

D 
Gallag
her 

C Nesbit August Update - All staff 
objectives completed by end July. 
Staff accessing Leadership 
courses Staff time outs held and 
agreed forward plan. Team 
meetings and 1:!s happening in 
teams. 
September update: staff survey 
being circulated, closure 
recommended as risk now 
minimal.   

CPR09 
(residu
al risk 
reduce
d to 
low) 

Organi
sation
al 

Risk to delivery of SCCG 
objectives if we do not 
ensure locality 
engagement and an 
integrated approach to 
ways of working 

HIGH Regular SCCG 
development sessions 
with Locality Practice 
Managers and Practice 
Nurses in attendance.   
Locality Commissioning 
Managers working with 
localities to develop 
locality action plans.   
Regular dialogue and 
robust monitoring of 
delivery of SCCG 
objectives in relation to 
locality action plans.   
Engagement via TITO 
events  
Integrated approach with 
the Local Authority etc. 
in relation to delivery.  
Executive Director at 
attend each locality 
meetings on a regular 
basis. 

LOW 20-Mar-
2013 

1-Oct-2013 8-Nov-
2013 

D 
Burnicl
e 

C Nesbit  August update: appointed of 
locality commissioning manager 
to the North and realignment in 
place further locality development 
day planned for 10th September. 
September update:  session held 
and positive feedback received.  
Further place in place to take this 
work forward.  

CPR10 
(closur
e 
recom
mende
d) 

Organi
sation
al 

Concern in relation to 
Clinical Leads 
understanding the clinical 
areas they need to lead on 
and how this fits with the 
delivery of the SCCG 
priorities.  Ensuring we 
have sufficient clinical 
leadership in all areas 

HIGH Development of a 
clinical leadership 
development 
programme to address 
understanding of good 
clinical commissioning 
Assessment of clinical 
Lead areas and 
ensuring there are 
sufficient clinical Leads 
to support delivery of 
SCCG priorities. 
Engagement and 
commitment from 

MODER 20-Mar-
2013 

1-Oct-2013 8-Nov-
2013 

D 
Burnicl
e/ 
G 
Steph
enson 

C Nesbit August Update - successful 
clinical leads development day 
held and action plan agreed - 
clinical leads development 
strategy including proposals to be 
agreed to be presented on 3rd 
September executive committee 
further development day planned 
for 17th September.  
September update:  Strategy 
approved by the executive on 
03/09/13 and implementation 
underway.  Closure 
recommended as risk mitigated.  
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Clinical Leads 

CPR11 
 

Organi
sation
al 

Continuing Healthcare 
(CHC): The retrospective 
review process presents a 
considerable risk both 
operationally and 
financially. 
The number of restitution 
cases for Sunderland has 
risen significantly and 
there is a high risk that 
SCCG will be unable to 
manage the increased 
demand.   

HIGH Negotiate 
comprehensive service 
to sit within STFT CHC 
team with robust 
oversight function from 
CCGs outside of 
contractual provider 
management. 

HIGH 1-Apr-
2013 

16-Sep-
2013 

8-Nov-
2013 

D 
Burnicl
e 

I Holliday Risk reopened due to continued 
risk for SCCG. 
August Update: CCG Resource 
identified and negotiations 
reaching conclusion with STFT to 
deliver comprehensive service. 
Aim to complete all retrospective 
reviews by March 2016. 
Sept Update: Agreement reached 
with STFT via contract variation to 
complete the work. 
Implementation monitoring group 
to be established jointly with 
South Tyneside and Gateshead. 

            
            
Glossary of 
Terms 

          

            
A&E  Accident and Emergency Department         
C.Diff  Clostridium Difficile          
CHS  City Hospitals Sunderland NHS Foundation Trust        
CNTW  Cumbria, Northumberland, Tyne and Wear Area Team (of NHS England)       
HCAI  Healthcare Acquired 

Infection 
         

LIN  Local Intelligence Network          
MASH  Multi Agency Safeguarding Hub         
MRSA  Methicillin-Resistant Staphylococcus Aureus        
NECS  North East Commissioning Support Service        
NTW  Northumberland, Tyne and Wear NHS Trust         
PAS  Patient Administration 

Service 
         

SCCG  NHS Sunderland Clinical Commissioning Group        
SSAB  Sunderland Safeguarding Adults Board        
SSCB  Sunderland Safeguarding Children’s Board        
STFT  South Tyneside NHS Foundation Trust         
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GOVERNING BODY MEETING 

 
22

nd
 October 2013 

  
 

 

Report Title: 
 

Equality Delivery System (EDS): Equality 
Objectives 2013/14 

 

Purpose of report: 
 
 

Further to the report considered by the Governing Body 
at its meeting on 25 June 2013, this paper provides an 
update on the outcome of the stakeholder engagement 
exercise recently undertaken with regards to identifying 
equality objectives for the CCG.  This is a statutory 
requirement and the Equality Delivery System (EDS) is 
the tool used to develop these objectives. 
 
North of England Commissioning Support has 
undertaken the consultation exercise on behalf of the 
CCG with local stakeholders from the nine protected 
characteristics groups.  This feedback, along with existing 
feedback from a prior consultation exercise in 2012, has 
been used to inform the development of the CCG’s 
equality objectives as outlined in section 5.1 of the 
enclosed report.  
 
The Executive Committee approved the objectives on 
behalf of the Governing Body at its meeting on 1st 
October 2013.  This enabled the CCG to meet the 
required deadline to publish the objectives on its website 
by the 13th October.   
 
This work has been undertaken in line with the current 
legislative requirements and ensures the CCG is meeting 
its statutory responsibilities in relation to equality and 
diversity. 
 

 

Recommendation/Action Required: 
 

 
The Governing Body is asked to 

 note the actions to date in fulfilling the CCG’s 
statutory responsibilities relating to equality and 
diversity and in particular the approach to the 
EDS and developing the CCG’s equality 
objectives; 

 approve the equality objectives for 2013/14 as 
described in 4.2 above on behalf of the 

CATEGORY OF PAPER  

Proposes specific action  

Provides assurance   
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Governing Body’  

 approve the publication of the agreed objectives 
on the CCG website. 

 

Sponsoring Governing Body member 
(where relevant) 

D Gallagher, Chief Officer 

Report Author B Murphy, Senior Governance Manager, North of 
England Commissioning Support (NECS)/ D Cornell, 
SCCG Service Line lead. 

 

Governance and Assurance  

Link to CCG strategic objectives  Ensure the CCG meets its public accountabilities 

Relevant legal/statutory issues  Statutory duties relating to equality and diversity 

 
 Risk implications 
 

Covered in the report 

 
Information governance/data protection 
 

Covered in the report 

 
Are there Clinical /staff engagement 
implications? 
 

Covered in the report 

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

Equality Delivery System process considered by the 
Governing Body on 25th June 2013 and objectives 
approved by the Executive Committee on 1st October 
2013 

   

Equality Impact Assessment completed:  Yes  No  
Not 
relevant 

 

Key implications for the following: 

 
Any additional resources: 
 

None identified  

 
Appropriate clinical engagement?  Covered in the report 

 
Patient outcomes: Covered in the report 

 
Member/stakeholder engagement: Covered in the report  
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Equality Delivery System:  Equality Objectives 2013/14 
 

 
1. Purpose 
 

Further to the report considered by the Governing Body at its meeting on 25 
June 2013, this paper provides an update on the outcome of the stakeholder 
engagement exercise recently undertaken with regards to identifying the 
equality objectives for the CCG  as outlined in the Equality Delivery System 
(EDS).     

 
2. Background 
 
2.1 Under the Equality Act 2010, CCGs must, in the exercise of their functions 

and have due regard to the need to: 
 

 eliminate unlawful discrimination harassment and victimisation and 
other conduct prohibited by the 2010 Act;  

 advance equality of opportunity between people who share a protected 
characteristic and those who do not;  

 foster good relations between people who share a protected 
characteristic and those who do not. 

 
2.2 There are nine protected characteristics which are defined as age, disability, 

gender reassignment, pregnancy and maternity, race, religion or belief, sex, 
sexual orientation and, for the elimination of discrimination element of the duty 
only, marriage and civil partnership. 
 

2.3 In addition to meeting the general public sector equality duty, the CCG has 
specific obligations which include requirements to: 
 

 publish, at least annually, sufficient information to demonstrate 
compliance with this general duty across all functions; 

 prepare and publish specific and measurable equality objectives, 
revising these at least every four years. 

 
 
3. Approach and actions to date 
 
3.1 The Equality Delivery System (EDS) is a toolkit that can help NHS 

organisations to improve the services they provide for their local communities, 
consider health inequalities in Sunderland and provide better working 
environments, free of discrimination, for those who work in the NHS. 
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3.2 Under the Public Sector Equality Duty of the Equality Act 2010, the CCG is 
required to produce its equality objectives as outlined above.  The purpose of 
setting specific, measurable equality objectives is to help the CCG to meet the 
general equality duty, focusing on the outcomes to be achieved. 
  

3.3 The equality objectives help the CCG to focus attention on the priority equality 
issues within the organisation in order to deliver improvements in policy 
making, service/function change, service delivery, employment, and resource 
allocation.  

 
4. Actions to date 
 
4.1 The CCG has undertaken a number of actions in respect of the EDS as follows: 
 

 An executive lead has been identified (the Chief Officer) 

 A review and self-assessment of the EDS framework to establish gradings 
(based on a red, amber, green rating) and supporting evidence for each of 
the 18 outcomes.  The review was undertaken initially by the Equality and 
Diversity team within NECS and the outcomes agreed with the relevant 
leads within the CCG. 

 Shared the outcome of the self-assessment, together with the supporting 
evidence, with local stakeholders from each of the protected characteristic 
groups for their views and comments on the gradings. 

 
4.2 The comments received from the protected groups have been incorporated into 

the final gradings for each of the 18 outcomes and a copy of these is attached at 
Appendix 1.   

 
4.3 The comments have also been used to verify the proposed equality objectives 

for the CCG for 2013/14.  A consultation exercise had already taken place during 
the latter part of 2012 across the South of Tyne and Wear area.  This was 
undertaken by the former PCT cluster Equality and Diversity lead and comments 
received during this consultation were also used to inform the development of 
the proposed objectives.   

 
 
5. Outcomes 
 
5.1 Following the outcome of the above consultation exercises, the following 

equality and diversity objectives for 2013/14 are being recommended:  
 

 Work with partners to improve the safety and quality of commissioned 
services across Sunderland; 

 Ensure all patients and carers can be involved and that patient 
experience is captured and acted upon to inform service change and 
delivery where possible; 

 The CCG has sufficient organisational data to demonstrate staff from 
all protected groups are paid equally and in line with pay levels for the 
organisation as a whole and appropriate training has been given on 
equality and diversity matters; 
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 The Governing Body receives adequate assurance around equality and 
diversity including the equality objectives, strategy and progress 
towards achievement. 

 
5.2 The objectives were approved by the Executive Committee at its meeting on 

1st October 2013 in order to meet the deadline for them to be published on the 
CCG website by the 13th October.  An action plan to meet these objectives will 
now be developed and monitored by the Executive Committee on behalf of 
the Governing Body.  Regular updates on progress will also be submitted to 
the Governing Body for assurance purposes.   

 
6. Recommendations 
 
6.1 The Governing Body is asked to: 
 

 Receive the report for assurance purposes on actions taken to date to ensure 
the CCG fulfils its statutory responsibilities relating to equality and diversity 
and in particular the approach to the EDS and developing the CCG’s equality 
objectives; 

 Formally note the approval of the equality objectives for 2013/14 as described 
in 5.1 by the Executive Committee on behalf of the Governing Body at its 
meeting on 1st October 2013.  

 
 
 
Ben Murphy 
Senior Governance Manager 
North of England Commissioning Support 
 
D Cornell 
Head of Corporate Affairs 
NHS Sunderland CCG 
 
23 September 2013 
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 Appendix 1 

NHS Sunderland Clinical Commissioning Group 

Equality Delivery System Grades 
 

Goal Narrative  Outcome Grade  

u
n
d

e
v
e
lo

p
e
d

 

D
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e
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in

g
 

A
c
h
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v
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E
x
c
e
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n
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1.  
Better 
health 
outcomes 
for all 

The NHS 
should achieve 
improvements 
in patient 
health, public 
health and 
patient safety 
for all, based on 
comprehensive 
evidence of 
needs and 
results 

1.1 Services are commissioned, designed and procured to meet 
the health needs of local communities, promote well-being, and 
reduce health inequalities     

1.2 Individual patients’ health needs are assessed, and resulting 
services provided, in appropriate and effective ways 

    

1.3 Changes across services for individual patients are discussed 
with them, and transitions are made smoothly 

    

1.4 The safety of patients is prioritised and assured. In particular, 
patients are free from abuse, harassment, bullying, violence from 
other patients and staff, with redress being open and fair to all 

    

1.5 Public health, vaccination and screening programmes reach 
and benefit all local communities and groups 

    

2.  
Improved 
patient 
access and 
experience 

The NHS 
should improve 
accessibility 
and 
information, 
and deliver the 
right services 
that are 
targeted, 
useful, useable 
and used in 
order to 
improve patient 
experience 

2.1 Patients, carers and communities can readily access services, 
and should not be denied access on unreasonable grounds 

    

2.2 Patients are informed and supported to be as involved as they 
wish to be in their diagnoses and decisions about their care, and 
to exercise choice about treatments and places of treatment 

    

2.3 Patients and carers report positive experiences of their 
treatment and care outcomes and of being listened to and 
respected and of how their privacy and dignity is prioritised 

    

2.4 Patients’ and carers’ complaints about services, and 
subsequent claims for redress, should be handled respectfully and 
efficiently  

    

3. 
Empowered, 
engaged 
and well-
supported 
staff 
 

The NHS 
should Increase 
the diversity 
and quality of 
the working 
lives of the paid 
and non-paid 
workforce, 
supporting all 
staff to better 
respond to 
patients’ and 
communities’ 
needs 

3.1 Recruitment and selection processes are fair, inclusive and 
transparent so that the workforce becomes as diverse as it can be 
within all occupations and grades 
 

    

3.2 Levels of pay and related terms and conditions are fairly 
determined for all posts, with staff doing equal work and work 
rated as of equal value being entitled to equal pay 
 

    

3.3 Through support, training, personal development and 
performance appraisal, staff are confident and competent to do 
their work, so that services are commissioned or provided 
appropriately 
 

    

3.4 Staff are free from abuse, harassment, bullying, violence from 
both patients and their relatives and colleagues, with redress 
being open and fair to all 
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3.5 Flexible working options are made available to all staff, 
consistent with the needs of the service, and the way that people 
lead their lives. (Flexible working may be a reasonable adjustment 
for disabled members of staff or carers.) 
 

    

3.6 The workforce is supported to remain healthy, with a focus on 
addressing major health and lifestyle issues that affect individual 
staff and the wider population 
 

    

4.  
Inclusive 
leadership 
at all levels 

NHS 
organisations 
should ensure 
that equality is 
everyone’s 
business, and 
everyone is 
expected to 
take an active 
part, supported 
by the work of 
specialist 
equality leaders 
and champions 

4.1 Boards and senior leaders conduct and plan their business so 
that equality is advanced, and good relations fostered, within their 
organisations and beyond 

    

4.2 Middle managers and other line managers support and 
motivate their staff to work in culturally competent ways within a 
work environment free from discrimination 

    

4.3 The organisation uses the “Competency Framework for 
Equality and Diversity Leadership” to recruit, develop and support 
strategic leaders to advance equality outcomes 
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Governing Body 
22nd October 2013 

 

 

Report Title: 
 

Financial Scheme of Delegation – Delegated Limits 

 

Purpose of report: 
The purpose of this report is to update the Governing 
Body on the delegated limited authority the Chief 
Officer has made to officers of the CCG to raise 
requisitions and process invoices on his behalf. 
 
This scheme of delegation is made by the Chief 
Officer as the accountable officer of Sunderland 
Clinical Commissioning Group (the CCG).  The 
Scheme delegates powers and duties in relation to 
executive functions exercisable by the Chief Officer, 
particularly to officers and to executive clinical 
members, for which they will be accountable to the 
Chief Officer.  It has been produced in conjunction 
with the Scheme of Delegation within the CCG’s 
Constitution which delegates powers and duties in 
relation to executive functions to the Chief Officer. 
 

 

Recommendation/Action Required: 
 

The Governing Body are asked to: 
 

 Consider the levels and boundaries of 
delegated authority issued by the Chief 
Officer. 

 Approve the levels and boundaries if 
considered appropriate. 
 

Sponsoring Governing Body member  
(where relevant) 

David Gallagher, Chief Officer 

Report Author 
David Chandler, Head of Finance 
 

Governance and assurance  

 
Link to CCG strategic objectives 

Maintaining financial control and performance 
targets 

Relevant legal/statutory issues Standing Financial Orders/Policies 

CATEGORY OF PAPER  

Proposes specific action  

Provides assurance   
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Risk implications: 
(identified risks must be included on Risk 

Register) 

Risks mitigated as far as possible by the delegated 
limited authority levels. 

Information governance/data protection n/a 

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

n/a 

Equality Impact Assessment completed:  Yes  No  
Not 
relevant 

 

Key implications for the following: 

 
Any additional resources: 

 
 

 

 
Appropriate clinical engagement?   

 
Patient outcomes:  

 
Member/stakeholder engagement:  
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Scheme of Delegation – Financial Approval Limits 
 
 
1. Purpose of the Report 

 
1.1 The purpose of this report is to update the Governing Body on the delegated 

limited authority the Chief Officer has made to officers of the CCG to raise 
requisitions and process invoices on his behalf. 

 
1.2 The Scheme of Delegation is made by the Chief Officer as the accountable 

officer of NHS Sunderland Clinical Commissioning Group (CCG).  The scheme 
delegates powers and duties in relation to executive functions exercisable by the 
Chief Officer, particularly to officers and executive clinical members, for which 
they will be accountable to the Chief Officer.  It has been produced in conjunction 
with the Scheme of Delegation within the CCG’s Constitution which delegates 
powers and duties in relation to executive functions to the Chief Officer. 

 

 
2. Delegated Authority: Financial Approval Limits 
 
2.1 The CCG Detailed Financial Policies (DFPs) outline the financial responsibilities, 

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

 
2.2 The DFPs state that the Chief Officer and Chief Financial Officer are accountable 

for financial control but will, as far as possible, delegate their detailed 
responsibilities. 

 
2.3 The original Financial Scheme of Delegation delegated authority to exercise 

executive functions down to director Level.  
 
2.4 In order to allow the CCG to function effectively the Chief Officer has delegated 

further financial authority to appropriate members of staff below director level to 
approve orders for good and services on behalf of the CCG.  This applies to 
budgets approved by the Governing Body or by officers of the CCG with authority 
to exercise executive functions as listed in the CCG Scheme of Delegation. 

 
2.5 Authority to approve requisitions and authorise invoices where a budget exists 

has been allocated within the revised Financial Scheme of Delegation as shown 
in Appendix 1 

  
2.6 The Chief Officer has also set additional invoice approval limits in the Oracle 

Finance System to allow certain nominated officers of the CCG to authorise and 
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process invoices for good and services within the electronic finance system.  
These invoices will relate to orders that will have been approved by the 
appropriate officer in line with Financial Scheme of Delegation.  These 
exceptions as documented in Appendix 2 

 
2.7 One of the exceptions above is to set up in the Oracle Finance System the Chief 

Officer, the Director of Commissioning Planning & Reform, the Chief Finance 
Officer and his deputy with the ability to approve and process large invoices 
against budgets that will have been approved by the Governing Body in line with 
the Scheme of Delegation.   Typically organisations set this value as unlimited in 
the system but the Chief Officer has set this at £200m being a value that is 
unlikely to be exceeded.  The current contract value for our largest contract is 
£171m and this is paid on a monthly basis. 

 

2.8 It is important that officers of the CCG are aware and continually reminded that 
requisitions and invoices can only be authorised against an approved budget.  
The Chief Finance Officer will ensure education and training is in place to support 
this.  

 
 

3. Recommendation 

 
The Governing Body is as to: 
 

   Consider the levels and boundaries of delegated authority as specified:  

 Approve the levels and boundaries if considered appropriate. 
 
 
David Chandler 
Head of Finance 
NHS Sunderland CCG 
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FINANCIAL SCHEME OF DELEGATION FOR CLINICAL COMMISSIONING GROUP OFFICERS AND FUNCTIONS 
 
The following are the financial limits up to which officers of NHS Sunderland Clinical Commissioning Group may exercise 
executive functions. 
 

Administrative Budgets 

Admin Manager (Band 5) Amounts up to £1,000 

Managers (Band 7 to 8a)  Amounts up to £5,000 

Senior Managers (Band 8b-d) Amounts up to £25,000 

Individual Directors Amounts up to £200,000 

Accountable Officer plus the Chief Finance Officer. Amounts up to £500,000  

Accountable Officer plus the Chief Finance Officer. plus the Chair of the CCG Governing Body Amounts up to £1,000,000 

Executive Committee  Amounts up to £1,999,999 

CCG Governing Body Amounts above £2,000,000  

Commissioning Budgets and Functions 

Nominated North East Commissioning Support (NECS) Officers for Non Contract Activity & Individual 

Funding Requests 

Amounts up to £1,000 

Managers (Band 7 to 8a)  Amounts up to £5,000 

Senior Managers (Band 8b-d) Amounts up to £25,000 

Commissioning Manager (Band 8d) for individual mental health and continuing care cases Amounts up to £104,000 
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Individual Directors Amounts up to £200,000 

Accountable Officer plus the Chief Finance Officer. Amounts up to £1,000,000 

Accountable Officer plus the Chief Finance Officer plus the Chair of the CCG Governing Body Amounts up to £2,000,000 

Executive Committee Amounts up to £4,999,999 

CCG Governing Body Amounts above £5,000,000  
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Appendix 2 
 

Maximum Authorisation Limits for approving invoices in the Oracle Finance Ledger System 
 

 
Officers of the Sunderland Clinical Commissioning Group have the authority to authorise invoices in the Oracle 
Finance System in line with the Financial Scheme of Delegation in Appendix 1 
 
In addition the following officers have been set up in the Oracle finance system with additional authority to allow the 
processing and authorising of invoices in the finance ledger system.  These exceptions only apply for orders that 
have been approved in line with the Financial Scheme of Delegation. 
 
 
Officer    Invoice Limit   Rationale 
 
D Gallagher   £200,000,000   requires ability to approve large invoices  
Chief Officer (CO) 
 
D Burnicle     £200,000,000   requires ability to approve large invoices  
Director of Commissioning, 
Planning & Reform 
  
C Macklin    £200,000,000   requires ability to approve large invoices  
Chief Financial Officer  
(CFO) 
 
D Chandler    £200,000,000   emergency cover for the above officers 
Head of Finance  
 
 
A Cormack   £25,000    to approve continuing care invoices 
Contracting Manager 
 
Lee Cooper   £25,000    to approve continuing care invoices 
Contracting Officer 
 
S Watson    £50,000    receives a number of large invoices 
Head of Contracting,  
Performance and  
Business Intelligence 
 
Z Irannejad   £40,000    receives a number of large invoices 
Head of Medicines  
Optimisation 
  
M Thubron    £25,000    receives a number of large invoices 
Deputy Head of Contracting,  
Performance and 
Business Intelligence 
 
C Miller & L Robson  £25,000    receives a number of large invoices 
Contract Managers 
 
S Clarkson   £1,000    miscellaneous invoices/administration  
Assistant Accountant       rights required 
 
L Smith    £1,000    cover for Admin Manager Band 5 
Senior Admin         
 
Judith Brown 
Contract Support Officer  £5,000    to approve continuing care invoices   
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Governing Body  
22nd October 2013 

 
Report Title: 
 

 
Proposed Amendments to Financial Management 
Arrangements and the CCG Scheme of Delegation  

 
 
Purpose of report: 

The purpose of this paper is to propose amendments 

to NHS Sunderland Clinical Commissioning Group’s 

(the CCG) Financial Management Arrangements and 

Scheme of Delegation to reflect the current 

arrangements for the appropriate delegated authority 

to open tenders and the use of electronic systems in 

procurement activity.   

 
 
Recommendation/Action Required: 
 

 
The Governing Body is asked to: 
 

 Consider the above proposed amendments 
for the financial Management Arrangements 
and approve if considered appropriate: 

 Consider the proposed amendments to the 
Scheme of Delegation and approve if 
considered appropriate 

Sponsoring Governing Body member  
(where relevant) 

D Gallagher, Chief Officer 

Report Author 

T Hickman, Head of Healthcare Procurement and 
Market Management,  
North of England Commissioning Support  
 

Governance and assurance  

 
Link to CCG strategic objectives Maintain financial control and performance targets 

Relevant legal/statutory issues 
Financial Management Arrangements and CCG 
Scheme of Delegation 

Risk implications: 
(identified risks must be included on Risk 
Register) 

n/a 

Information governance/data protection n/a 

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

n/a 

Equality Impact Assessment completed:  Yes  No  
Not 
relevant 

 

CATEGORY OF PAPER  

Proposes specific action  
Provides assurance   



 NHS Protect Item: 9.6 

2 

Key implications for the following: 

 
Any additional resources: 
 

 
None identified 

 
Appropriate clinical engagement?  n/a 

 
Patient outcomes: n/a 

 
Member/stakeholder engagement: n/a 
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Amendments to Financial Management Arrangements and  
Scheme of Delegation  

 
 

1. Introduction 

 

The purpose of this paper is to propose amendments to NHS Sunderland 

Clinical Commissioning Group’s (the CCG) Financial Management 

Arrangements and Scheme of Delegation to reflect the current arrangements 

for the appropriate delegated authority to open tenders and the use of 

electronic systems in procurement activity.   

 

2. Background 

 

Under the current arrangements, the CCG outsources procurement support 

as detailed below: 

 

 Healthcare procurement – support procured from the North of England 

Commissioning Support Service (NECS). 

 

 Non-Healthcare procurement – support procured from NHS Shared 

Business Services (SBS). 

 

Although the use of electronic systems is not currently mandated for 

conducting procurement activity, there is some suggestion that it may become 

mandatory in the future.  In the meantime, electronic tendering and evaluation 

is considered best practice as it enables a full audit trail and supports the EU 

procurement obligations of transparency, equal treatment, non-discrimination 

and proportionality.  It is also the approach taken by both the providers of 

procurement support. 

 

There is currently no provision for the use of electronic systems within the 

Financial Management Arrangements, so the proposed amendments below 

are set out to provide flexibility in continuing to allow tenders to be submitted 

using paper based systems and to include the option of using electronic 

systems. 
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A further amendment is also required within the Scheme of Delegation to 

allow providers of procurement support to open electronic tenders on behalf of 

the CCG under the delegated authority of the CCG Chief Officer. 

 

 

3. Financial Management Arrangements  

 
It is proposed that the following amendments are made to the Financial 
Management Arrangements: 

 
Replace paragraph 10.5.1 (ii) with the following: 

 
(ii) Tenders must be submitted either: 
 

 by means of a secure electronic system, providing that the chosen 

system allows: 

 
(a) each tender to contain all information necessary for its evaluation; 

(b) the anonymity and confidentiality of tenders to be maintained prior 

to their opening 

(c) the confidentiality of tenders to be maintained pending their 

evaluation; 

(d) tenders to be opened by a designated officer only after the deadline 

for their submission has expired;  

(e) any electronic issue and/or submission of tenders to be subject to a 

full audit trail; and 

(f) the details of the officer and time and date of opening to be 

recorded as part of the electronic audit trail 

 
or  
 

 in a plain sealed package or envelope bearing a pre-printed label 

supplied by the CCG or their nominated representative (or the word 

“tender” followed by the subject to which it is related) and the latest 

date and time for the receipt of such tender addressed to the 

Accountable Officer or nominated representative.  The tender 

envelope/package shall not bear any names or marks indicating the 

sender.  The use of courier/postal services must not identify the sender 

on the envelope or on any receipt so required by the deliverer. 

 
 All procurement procedures will require the use of either electronic or paper-

based systems and adopt a consistent approach for all bidding organisations. 
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Replace paragraph 10.5.2 with the following: 
 
 10.5.2 Receipt and safe custody of tenders  
 

The Accountable Officer or his/her nominated representative will be 
responsible for the receipt and safe custody of tenders received until the time 
appointed for their opening, whether they are received by electronic or other 
means. 
 
The date and time of receipt of each tender shall be endorsed on the tender 
envelope/package.  Where electronic tendering is used this information will be 
recorded by the system. 

 
Replace paragraph 10.5.3 (i) with the following: 

 
(i) As soon as practicable after the date and time stated as being the 

latest time for receipt of tenders, they shall be opened by a minimum of 

one officer In the case of electronic tenders or two senior  

officers/managers for paper based systems, as designated by the 

Accountable Officer.  The designated officer/officers will not be from the 

originating department. 

 
 
Replace paragraph 10.5.3 (ii) with the following: 
 
(ii) For paper-based submissions, a member of the CCG Governing Body 

will be required to be one of the two approved persons present for the 

opening of tenders.  The rules related to the opening of tenders will 

need to be read in conjunction with any delegated authority set out in 

the CCG’s Scheme of Delegation. 

 
Remove paragraph 10.5.3 (iv) 
 

 
4. Scheme of Delegation 

 
It is proposed that the following amendments are made to the Scheme of 
Delegation: 

 

 Page 6 - additional detail required in ‘delegated to others’ column as 
follows: 

 
Policy Area Decision Delegated to others 

Regulation 
and Control 

Exercise or delegation of 
those functions of the clinical 
commissioning group which 

NHS North of England Commissioning 
Support Service and/or NHS Shared 
Business Services - receipt and safe 
custody of tenders received 
electronically which have been 
undertaken on behalf of the clinical 



 NHS Protect Item: 9.6 

6 

commissioning group. 
 

NHS North of England Commissioning 
Support Service and/or NHS Shared 
Business Services – opening of 
electronic tenders and 
development/maintenance of a  tender 
register for all tenders undertaken on 
behalf of the CCG. 

 
 
 

5. Recommendation 
 
The Governing Body is asked to: 
 

 Consider the above proposed amendments for the financial 
Management Arrangements and approve if considered appropriate: 

 Consider the proposed amendments to the Scheme of Delegation and 
approve if considered appropriate.  

 
 
 
T Hickman 
Head of Healthcare Procurement and Market Management,  
North of England Commissioning Support Service 
October 2013 
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 CATEGORY OF PAPER  

Proposes specific action  

Provides assurance   
 

 

Governing Body Meeting  
22nd October 2013 

 

 

Report Title: 
 Review of Value Based Clinical Commissioning 

Policies  
 

 

Purpose of report: 
An explicit approach to priority setting and a consistent 
approach to implementing these priorities are essential 
working practices for any commissioner. The Value Based 
Clinical Commissioning (VBCC) Policies were developed in 
August 2012, in response to a desire from PCTs and 
shadow CCGs for a common approach to procedures 
considered low clinical value.  
 
The Northern CCGs have collectively agreed to commission: 

 an audit of the North of England Commission Support 
(NECS) hosted Individual Funding Request process 

 case-based education package for GPs- focusing on 
common clinical problems covered by VBCC Policies 

 a review of the potential approaches to procedures 
covered by NICE Interventional Procedures Guidance 

 
The northern CCGs have collectively agreed to commission: 

 an audit of the NECS hosted Individual Funding 
Request process 

 case-based education package for GPs- focusing on 
common clinical problems covered by VBCC Policies 

 a review of the potential approaches to procedures 
covered by NICE Interventional Procedures Guidance 

 
 

Recommendation/Action 
Required: 
 

 The Governing Body is asked to : 

 support the attached Value Based Clinical 
Commissioning policy and decision making 
framework (appendices A and B) 

 ensure these are included in 2014/15 commissioning 
round with local providers 

 ensure these are considered at the most relevant 
local clinical policy forums 

 agree the Terms of Reference for the funding panel 
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(appendix C) 
 

Sponsoring Governing Body 
member  
(where relevant) 

Dr I Gilmour 

Report Author D Gallagher / Mark Lambert 
 

Governance  

Link to CCG strategic 
objectives 

Activities support delivery of objectives 

Relevant legal/statutory issues As noted above  

Risk implications: 
(identified risks must be included 

on Risk Register) 
None identified 

Information governance/data 
protection 

Covered by the systems and process for IFR. 

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

Report discussed and agreed in principle by the Northern 
CCG Forum on 5th October 2013. 

Equality Impact Assessment 
completed:  

Yes  No  
Not 
relevant 

 

Key implications for the following: 

 
Any additional resources: 

 
No. 

 
Appropriate clinical 
engagement?  

Public health leads and CCG individual funding request decision 
makers have been involved in the updating of this policy. 

 
Patient outcomes: 

Updates protocol and decision making for individual funding 
requests. 

 
Member/stakeholder 
engagement: 

This report was produced with input from CCG decision makers 
for IFR across the north east and Cumbria and agreed in principle 
at the Northern CCG Forum 
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Governing Body Meeting  
22nd October 2013 

 
Review of Value Based Clinical Commissioning Policies 

Report to the Northern CCG Forum 
5th October 2013 

Background and approach 

An explicit approach to priority setting and a consistent approach to implementing 
these priorities are essential working practices for any commissioner. The Value 
Based Clinical Commissioning Policies were developed in August 2012, in response 
to a desire from PCTs and shadow CCGs for a common approach to procedures 
considered low clinical value.  

There are two principal mechanisms for ensuring implementation of these policies- 
inclusion in the contracting process and the web-based IFR system, which provides 
support to referrers in confirming which procedures are eligible for NHS funding. 

This most recent revision to the policies was requested by CCG Decision Makers in 
June 2013, and this version has been produced by  

 feedback from decision makers and administrators on topics requiring 
attention 

 review of new national guidance (NICE Clinical Guidelines and Royal College 
of Surgeons Commissioning Guidance) 

 consideration of Cumbria CCG Evidence-Based Referrals Policy 

 review of topics coming through IFR system 

 review of NHS England’s Generic Clinical Commissioning Policies 

 review of prescribed Specialist Services- handbook and policies 

The public health community across the North East and Cumbria has contributed to 
the prioritisation and policy review over the summer months- culminating in a 
consultation meeting with CCG decision makers on September 26th 2013. Those 
present agreed to endorse the approach to date and to commend the policies to the 
CCG Forum. 

The main policy debates were around the response to recent Clinical Guidelines 
from NICE. In response to these we recommend an increase in the age eligibility for 
NHS fertility treatment- albeit under tight clinical criteria. And, whilst we have 
removed the requirement for conservative varicose vein treatment, we have made no 
other substantial changes to eligibility for varicose vein interventions. The detail of 
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other policy changes and their rationale are outlined in the document log at the start 
of the policy.  

Not all proposed policy amendments could be dealt with in the available time. These 
are collated in the log presented in the Appendix 1 to this paper. One of these is 
worth highlighting- the lack of an agreed approach to NICE Interventional Procedure 
Guidance which considers safety and efficacy but not cost or potential effects in 
usual care settings. The simplest (permissive) approach to these would suggest that 
if a NICE IPG then the CCGs should fund. This saves on the technical consideration 
of whether prosthetic intervertebral discs (for example) should be part of routinely 
commissioned services. But it risks ‘breaking’ the bank on treatments that might 
otherwise have received low priority.  
 

Recommendations 

CCG representatives are asked individually to: 

 support the attached VBCC policy and decision making framework 

 submit these to their governing bodies for endorsement 

 ensure these are included in 2014/15 commissioning round with local 
providers 

 ensure these are considered at the most relevant local clinical policy forums 

 consider what education would be supportive for local referrers 

CCG representatives are asked consider collectively to commission: 

 an audit of the NECS hosted Individual Funding Request process 

 case-based education package for GPs- focusing on common clinical 
problems covered by VBCC Policies 

 a review of the potential approaches to procedures covered by NICE 
Interventional Procedures Guidance 

 

Dr Mark Lambert, Consultant in Public Health Medicine, Sunderland City Council, on 
behalf of the development group.  

Local Authorities from across the North East and Cumbria have supported this 
process in fulfilment of its obligations to provide Public Health Advice to NHS 
commissioners. 
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Appendix 1- Residual Policy review proposals 
 

Topic Concern  Response 

Breast augmentation Not in Cumbria policies There are limited grounds for this policy- 
retain current NE policy 

Breast augmentation No policy on use of autologous 
tissue 

Evidence base not evaluated 

Breast augmentation 
and asymmetry 

N Panel requesting that policy 
should indicate that either record 
of professional bra fitting or a 
clinical measurement is required 

Policy does not specify to this level of 
detail- monitoring of new policy required 

Hernia repair One of Cumbria policies, not in NE 
policies. There is significant 
variation so warrants 
consideration.  

Cumbria policy and RCS draft 
commissioning guidance reviewed. Key 
systematic literature review (Mizrahi and 
Parker 2012) suggest patient oriented 
decision for management of 
asymptomatic inguinal hernia- therefore 
difficult to draft a policy and funding 
criteria. 

Policy on scarring  Suggestion from N Panel that a 
policy specifically on scarring 
would be helpful, rather than 
relying on skin resurfacing policy. 

Focus of benign skin lesion policy 
increased to include keloid and scarring 
more explicitly 
 

Weight related 
policies e.g. breast 
reduction, 
abdominoplasty 

Consideration of evidence base for 
impact of weight reduction on 
symptoms as an alternative to 
surgery 

Evidence base not reviewed- not 
prioritised 

Tonsillectomy Suggestion to include halitosis as 
eligibility criterion  

Suggestion made N Panel- to debate 
relative priority with  CCGs  
Evidence base not evaluated 

NICE interventional 
procedure guidance 

How to deal with NICE IPGs- 
either  
A) a blanket Yes for those 
assessed as requiring normal 
clinical governance arrangements 
(low initial cost high financial risk) 
or 
B) consider these policy by policy 
(higher initial cost, financial risk 
minimized)  

Debate on approach to IPGs is required 

Botox for 
hyperhidrosis 

Addition of BMI threshold- 
concerns that weight influences 
symptom severity 

Suggestion made by S Panel- to debate 
relative priority with CCGs 
Evidence base not evaluated 

Breast reduction Apparent inconsistency in the 
guidance offered to GPs and the 
size guides used for validation 
Review of criteria is required and 
some consideration of how they 
should be applied in clinical 
practice, discussion with plastic 
surgeons 

Guidance simplified- requires on-going 
monitoring 

Prosthetics Need for a review of service 
specification in light of recurrent 
requests for exceptionality 

Not prioritised in this round of changes 

Wigs Need for a review of 
commissioning arrangements in 
light of requests for exceptionality 

Not prioritised in this round of changes 

Assessment of obesity  Concern expressed about use of 
BMI rather than waist:hip ratio 

Not prioritised in this round of changes 
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Document History 

 

Revision History 
Date of creation:   January 2012 

Date of this revision:  September 2013 

 

Revision 

date Summary of Changes 

May 2012 Removed the policy on Gender Reassignment surgery in Adults as this is included in 

Specialised Services Commissioning for Mental Health Services. 

Removed the reference to Gender Reassignment in the policy on the treatment of 

hirsutism. 

Modified the criteria for orthodontic treatment in line with DH guidance. 

Clarification of the criteria for mastopexy. 

Clarification of the criteria for Pre-implantation Genetic Diagnosis. 

August 2012 BMI criteria specified to one decimal point. 

BMI added as a criterion for mastopexy- as excess weight is likely to be a contributing to 

the magnitude of the problems experienced. 

BMI added as a criterion for thigh lift- as excess weight is likely to be a contributing to 

the magnitude of the problems experienced. 

Excimer laser laser for refractive error limited to patients when all other conservative 

interventions have failed. This moves the policy in line with prevailing clinical practice 

Clarification is offered on the rationale for age limits for pinnaplasty.   

Laser treatment for hirsutism limited to face and neck only- bringing the wording of the 

policy in line with decision precedents. 

December 

2012 

Cosmetic surgery – inclusion of a general statement applying to a number of 

procedures. 

Breast augmentation replacement needing a new funding application. 

Breast reduction – clarifying the degree of neck ache, back ache and intertrigo; 

rewording the assessment of breast size. 

Gynaecomastia – endocrine problems treated before referral 

Pinnaplasty – removed age criteria. 

Repair of ear lobe - clarifying the timing of surgery following trauma. 

Varicose veins – inclusion of progressive skin changes due to venous insufficiency. 

Resurfacing procedures – clarification of criteria 

Removal of benign skin lesions – one change in the order of the wording.   

September 

2013 

See table below 
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Topic Action  

Varicose veins Policy reviewed in light NICE guideline (CG168) published in July 2013 
and discussed with chair of the cardiovascular network. 

Recommended interventions include the newer treatments: endothermal 
(radiofrequency) ablation endovenous laser treatment of the long 
saphenous vein and ultrasound-guided foam sclerotherapy. The policy 
now refers to Interventional rather than surgical treatment 

the removal of the criterion for patients to have tried at least 6 months of 
conservative management, for lack of an evidence base 

BMI criterion for safe surgery Consideration of evidence base for this criterion- all weight related 
eligibility criteria reviewed 

Tonsillectomy Complete new criterion based policy(s) based on RCS guidance (section 
on sleep disordered breathing in adults remains 

Fertility treatment  Policy revised in light of NICE guidelines- age limit raised (in restricted 
circumstances) but priority for families where both parents are childless 
remains 

The policy covers eligibility for fertility treatments as covered in NICE 
guidelines. There are further elements of guidance that require 
consideration, particularly embryo transfer and fertility preservation. 
Further analysis on these topics is available on request. 

Hyperhidrosis Added link to CKS best practice guidance 

Added criteria based on CKS medical management of hyperhidrosis 

Collagen cross-linking for 
corneal irregularities including 
keratoconus  

specialised service commissioned by NHS England, policy removed 



 4 

Topic Action  

Hirsuitism Eligibility for treatment restricted, no longer available routinely for those 
with excessive facial hair 

Excimer laser for corneal 
erosions   

specialised service commissioned by NHS England, policy removed 

Ophthalmology- correction of 
refractive error 

Policy removed as not in Cumbria policy and not considered as a 
priority- NE and Cumbria policies now consistent 

Rhinophyma Included Cumbria policy 

Decision making framework Framework reviewed in light of NHS England policies 

Vulvoplasty Clarification that this is not usually funded 

Keloid scarring Included Cumbria policy within Benign skin lesions policy 

Breast asymmetry Default to breast reduction- as in Cumbria policy- new policy guidance 
and clearer criteria- as distinct from breast augmentation policy 

Breast prosthesis removal or 
replacement 

NHS funding position on part payment clarified 

Gynaecomastia Changed default to not routinely funded- primary consideration is 
already of exceptionality  

Pre-implantation genetic 
diagnosis 

specialised service commissioned by NHS England, policy removed 

Reversal of male sterilisation Clarification that this is not normally funded 

Reversal of female 
sterilisation 

Clarification that this is not normally funded 
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Value Based Clinical Commissioning Policies 

Introduction 
 
Across the country most, if not all, CCGs have a set of policies and procedures for limiting 
the number of low clinical value interventions. The Audit Commission‟s report 'Reducing 
expenditure on low clinical value treatments'1 analyses variation on approaches to this 
work.  The report is supported by an online tool2 that looks at expenditure on treatments of 
limited clinical value.  The tool is in turn based on the 'Save to Invest' programme 
developed by the London Health Observatory3 incorporating the 'Croydon List' of 34 low 
priority treatments.  

 
Historically, PCTs in the North East developed a similar set of policies in 2010 with a view 
to adoption by commissioners across the region.  These were reviewed in 2012 with a 
view to ensuring consistency. While reviewing the original 2010 set of policies, any 
intervention covered by a NICE Technology Appraisal were removed as there is an 
obligation for NHS bodies to implement their recommendation.  A list of relevant 
recommendations from NICE can be found in Appendix 2. Procedures prescribed as 
Specialist Services and therefore the remit of NHS England has also been removed.  A list 
of these services (as at August 2012) is included in Appendix 3.  
 
There are other national and regional guidelines, and reviews of the effectiveness and 
cost-effectiveness of treatments, where the mandate for the NHS is less clear cut.  These 
include Interventional Procedure Guidance produced by NICE, technology assessments 
by bodies other than NICE, and guidance from professional bodies.  These therefore need 
some clarification about what procedures NHS funding will routinely be available for, and 
under what circumstances.  
 
The following document lists the interventions that the NHS commissioners in the North 
East have agreed to adopt as policies for limiting low clinical value interventions. The list 
includes procedures where there is evidence that they are not clinically effective, 
procedures where there is a lack of evidence for their effectiveness, and procedures that 
are effective for some patients and not others.  We have included the funding policies for 
infertility and pre-implantation genetic diagnosis.  The reason for their inclusion here is that 
CCGs have agreed to limit funding for these interventions to those who will gain the most 
benefit and not about their value as a clinical intervention. 
 
The purpose of this document is to support a consistent approach to decommissioning 
treatments of low clinical value across the North East.  The aim is to make it easier for 
GPs and consultants to use in clinical practice, and to ensure that the policies are applied 
consistently across all CCGs.  These policies will be included in contracts between 
commissioners and providers and will be regularly monitored by the contracting teams. 
 
 

                                            
1
Reducing expenditure on low clinical value treatments. Audit Commission, April 2011..  http://www.audit-

commission.gov.uk/nationalstudies/health/financialmanagement/lowclinicalvalue/Pages/Default.aspx 
2
Reducing PCT expenditure on treatments with low clinical value online tool.  http://www.audit-

commission.gov.uk/nationalstudies/health/financialmanagement/lowclinicalvalue/pages/lowclinicalvaluetool.a
spx 
3
Save to Invest: Developing criteria-based commissioning for planned health care in London. Malhotra N. 

Jacobson B. 2007.  http://www.lho.org.uk/Download/Public/11334/1/Save%20To%20Invest%20-
%20Commissioning%20for%20Equity.pdf 
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The mechanisms available for supporting local implementation of these policies include 
audit, monitoring within the Quality Schedules of contracts with NHS Trusts, service 
specifications, contract review meetings, incentive schemes, and service reform initiatives.  
The application of these tools will be at the discretion of each CCG.  There is further 
information about the decision making process in the Q&A section in Appendix 4.   

Contributions 

The first north East policy document was drawn up by Sue Gordon, Mark Lambert, Mike 
Lavender and Toks Sangowawa representing the four Primary Care Trust clusters. 

The 2013 review has included Sue Gordon, Dawn Scott, Wendy Burke, Jane Mathieson, 
Mark Lambert, Mike Lavender, Pam Lee, Toks Sangowawa, Gillian O‟Neill (fertility), Liz 
Lingard (varicose veins), Craig Blundred (fertility preservation) as well as Ros Berry, 
Sharon Cornwell and Elspeth Godwin (comparison with Cumbria policies) and was co-
ordinated by Mark Lambert, using the PHINE online platform to enable group 
communications and access to resources. 

Acknowledgements: 

We are indebted to colleagues in other parts of the country for advice and information. In 
particularly we are grateful to the Health Commission Wales for permission to base our 
work on published National Public Health Service of Wales guidance. We would like to 
thank the following colleagues for their suggestions and comments on specific policies: 

Tonsillectomy: Mr Sean Carrie, Consultant ENT Surgeon, Newcastle upon Tyne NHS 
Foundation Trust 
 

Infertility  
Professor Alison Murdoch, Consultant Gynaecologist, Newcastle upon Tyne NHS 
Foundation Trust 

And Dr Jane Stewart, Consultant Gynaecologist, Newcastle upon Tyne NHS Foundation 
Trust 
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Value Based Clinical Commissioning Policies 

Cosmetic Surgery 

Surgery for primarily cosmetic reasons is not eligible for NHS funding. A significant degree 
of exceptionality must be demonstrated before funding can be considered outside of these 
policies. Specifically, psychological factors are not routinely taken into consideration in 
determining NHS funding. 

Whilst some degree of distress is usual among people who consider aspects of their 
physical appearance as undesirable, the degree of this will not routinely be taken into 
account in any funding decision. Further, it is expected clinicians consider the possibility of 
psychological problems including Body Dysmorphic Syndrome (NICE Clinical Guideline 
31), assess for these and ensure appropriate management before considering any referral 
for plastic surgery.  
 
This guidance applies to many of the following policies, in particular:  
 
Breast augmentation (Breast enlargement)   
Breast prosthesis removal or replacement   
Breast reduction          
Gynaecomastia       
Inverted nipple correction    
Mastopexy  
Revision mammoplasty   
Blepharoplasty     
Pinnaplasty              
Repair of lobe of external ear        
Rhinoplasty          
Orthodontic treatments 
Varicose veins  

Circumcision  
Vaginoplasty, Labial Vulvoplasty and Vulvar 
lipoplasty  
Hirsutism  
Removal of tattoos 
Resurfacing procedures 
Abdominoplasty or Apronectomy   
Face lift or brow lift  
Liposuction          
Removal of benign skin lesions  
Removal of lipomata    
Thigh lift, buttock lift and arm lift 
Hair grafting - Male pattern baldness        

 

Carpal Tunnel Syndrome     (OPCS Code: A65.1 A65.8) 
 

Background: Evidence from observational studies shows that symptoms resolve 
spontaneously in some people: good prognostic indicators are short duration of symptoms, 
a young age, and carpal tunnel syndrome due to pregnancy. 

There is good evidence that surgical treatment relieves the symptoms of carpal tunnel 
syndrome (CTS) more effectively than splinting. However splinting is effective in about 
50% of people in the short term. 

Carpal tunnel surgery is a low priority procedure for patients with intermittent or mild to 
moderate symptoms.  The exception to this are patients who have not responded to 3 
months of conservative management, including:  

 At least 8 weeks of night-time use of wrist splints and/or 

 Corticosteroid injection in appropriate patients 

Referral guidance: Consider referral for electromyography and nerve conduction studies 
if the diagnosis is uncertain. 

http://www.nice.org.uk/CG031
http://www.nice.org.uk/CG031
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Policy: Carpal tunnel surgery will be funded if the following criteria are met: 

 Symptoms persist or recur after conservative therapy with either local corticosteroid 
injections and/or nocturnal splinting 

OR 

 There is neurological deficit, for example sensory blunting, thenar muscle wasting or 
motor weakness 

OR 

 There are severe symptoms that significantly interfere with daily activities. 
 
Implementation  
 
Web based system entry? YES 
Other implementation interventions? To be agreed 
 

References: 

1. NHS Clinical Knowledge Summaries http://www.cks.nhs.uk/carpal_tunnel_syndrome#337731001 
2. Marshall SC, Tardif G, Ashworth NL. Local corticosteroid injection for carpal tunnel syndrome. Cochrane 

Database of Systematic Reviews 2007, Issue 2. Art. No.: CD001554. DOI: 
10.1002/14651858.CD001554.pub2. 

3. ScholtenRJPM, Mink van der Molen A, Uitdehaag BMJ, Bouter LM, deVet HCW. Surgical treatment 
options for carpal tunnel syndrome.CochraneDatabase of SystematicReviews 2007, Issue 
4.Art.No.:CD003905.DOI: 10.1002/14651858.CD003905.pub3. 

4. O‟Connor D, Marshall SC, Massy-Westropp N. Non-surgical treatment (other than steroid injection) for 
carpal tunnel syndrome. Cochrane Database of Systematic Reviews 2003, Issue 1. Art. No.: CD003219. 
DOI: 10.1002/14651858.CD003219. 

5. Verdugo RJ, Salinas RA, Castillo JL, Cea JG. Surgical versus non-surgical treatment for carpal tunnel 
syndrome. CochraneDatabase of Systematic Reviews 2008, Issue 4. Art. No.: CD001552. DOI: 
10.1002/14651858.CD001552.pub2. 

Breast augmentation (Breast enlargement)    (OPCS Code: B31.2) 

Background: Breast augmentation/enlargement is the most popular cosmetic procedure.  
It involves inserting artificial implants behind the normal breast tissue to improve its size 
and shape.  It should not be carried out for “small” but normal breasts or for breast tissue 
involution (including post partum changes). Breast implants have a „life span‟ of viability 
and any approval granted is for one course of treatment and any complications of that 
initial treatment.  Should there be a desire for implant replacement, this will need 
consideration as a new application. 

This policy includes those who have congenital absence of breast tissue or who have had 
a mastectomy for high risk of breast cancer 

Policy: Breast augmentation will only be funded in accordance with the criteria 
specified below.  

Surgery for primarily cosmetic reasons is not eligible for NHS funding- see p 6. 

For women:  

 with a complete absence of breast tissue unilaterally or bilaterally;  
 
 

http://www.cks.nhs.uk/carpal_tunnel_syndrome#337731001


 10 

Breast asymmetry 
 
Concerns about breast size and shape are common. Only those instances where there are 
large demonstrable differences in breast size will be considered for NHS funding. Where  
correction of asymmetry is requested, consideration will be made for reduction of the 
larger breast. 

Referral guidance: 
Include the cup size of each breast in your referral letter 

Policy: Correction of breast asymmetry will only be funded in accordance with the 
criteria specified below.  

Surgery for primarily cosmetic reasons is not eligible for NHS funding- see p 6. 

For women:  
 

 with of a significant degree of asymmetry of breast shape of two or more cup sizes 
(as assessed by a difference in breast measurement of at least 2 inches). 

 

Breast prosthesis removal or replacement    (OPCS Code: B30.-) 

Background: breast prosthesis may have to be removed after some complications such 
as leakage of silicone gel or physical intolerance or social unacceptability by the individual. 
It may have to be replaced after the „life span‟ of the implant is over.  

Policy: Breast prosthesis removal or replacement will only be funded in accordance 
with the criteria specified below.  
 

Surgery for primarily cosmetic reasons is not eligible for NHS funding- see p 6. 
 

 Revision surgery will only be considered if the NHS commissioned the original 
surgery.  If revision surgery is being carried out for implant failure, the decision to 
replace the implant(s) rather than simply remove them should be based upon the 
clinical need for replacement and whether the patient meets the criteria for 
augmentation at the time of revision. 

 

 For patients who had original surgery carried out privately, removal to make safe 
only will be provided.  Further treatment will only be commissioned in light of 
appropriate evidence being provided to prove that the patient meets the criteria for 
breast augmentation at the time of application based on their original breast size 
before private implants were inserted. 

 

 For any patients meeting these above criteria, no departure will be made from the 
principle of mixed funding for procedures. If patients choose to subsequently 
undergo insertion of prosthesis, this will not be eligible for NHS funding. 

Breast reduction         (OPCS Code: B31.1)   

Background: excessively large breasts can cause physical and psychological problems.  
Breast reduction procedure involves removing excess breast tissue to reduce size and 
improve shape.  
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As excess weight is likely to exacerbate symptoms associated with large breasts, it is 
assumed that patients going forward for surgery will be near normal weight. 

Assessing eligibility for surgery is problematic not least because there are several 
recognised approaches to measuring bra size http://www.wikihow.com/Measure-Your-Bra-
Size, some of which relate to historical manufacturing standards.  

The following approach to calculating cup size is recommended for standardisation 
(extracted from Modern Sizing section of above reference): subtract band size (below the 
breast) from the bust size (at the widest point). The difference between the two numbers 
determines cup size: 
Less than 1 inch difference = AA 
1 inch difference= A 
2 inches = B 
3 inches = C 
4 inches = D 
5 inches = DD 
6 inches = DDD (E in UK sizing) 
7 inches = DDDD/F (F in UK sizing) 
8 inches = G/H (FF in UK sizing) 
9 inches = I/J (G in UK sizing) 
10 inches = J (GG in UK sizing) 

 

Policy: Breast reduction will only be funded in accordance with the criteria specified 
below.  

Surgery for primarily cosmetic reasons is not eligible for NHS funding- see p 6. 

For women:  

 suffering from chronic or repeated neck ache or, backache or intractable intertrigo;  
AND 

 wearing a professionally fitted brassiere has not relieved the symptoms;  
AND 

 has a preoperative body mass index (BMI) of less than 27.0 kg/m2.  
 

 
As a guide, at least 500gms of tissue will be removed from each breast. The table below 
indicates how this relates to band and bust measurement.    

 
Band size 
(inches) 

  Minimum cup size 

32 / 34   >= E 

36 
  >= EE (approx 6.5 inches difference between breast 

and  bust measurement) 
38   >= F 

40/42*   >F 
*once women have reached this size, they are likely to have a significant 
weight  problem which should be addressed prior to surgery. 

http://www.wikihow.com/Measure-Your-Bra-Size
http://www.wikihow.com/Measure-Your-Bra-Size
http://www.aafp.org/afp/2005/0901/p833.html
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Gynaecomastia         (OPCS Code: B31.1)  

Background: Gynaecomastia (ICD-10 Code: N62X) is benign enlargement of the male 
breast.  Most cases are idiopathic.  For others endocrinological disorders and certain 
drugs such as oestrogens, gonadotrophins, digoxin, spironolactone, cimetidine and proton 
pump inhibitors could be the primary cause.  Obesity can also give the appearance of 
breast development as part of the wide distribution of excess adipose tissue.   

Full assessment of men with gynaecomastia should be undertaken, including screening for 
endocrinological and drug related causes and necessary treatment is given prior to 
request for NHS funding. 

Policy: Surgery to correct gynaecomastia will not be routinely funded  
 

Inverted nipple correction      (OPCS Code: B35.6)    

Background: the term inverted nipple (ICD-10 Code: N64.5) refers to a nipple that is 
tucked into the breast instead of sticking out or being flat. It can be unilateral or bilateral. It 
may cause functional and psychological disturbance.  Nipple inversion may occur as a 
result of an underlying breast malignancy and it is essential that this be excluded.  

Policy: Surgery for the correction of inverted nipple for cosmetic reasons will not be 
funded.  

Surgery for primarily cosmetic reasons is not eligible for NHS funding- see p 6. 

Mastopexy        (OPCS Code: B31.3)    

Background: breasts begin to sag and droop with age as a natural process.  Pregnancy, 
lactation and substantial weight loss may escalate this process.  This is sometimes 
complicated by the presence of a prosthesis which becomes separated from the main 
breast tissue leading to “double bubble” appearance.   

Policy: Mastopexy will only be funded in accordance with the criteria specified 
below.  

 Whilst this is routinely part of treating breast asymmetry and reduction it is not 
available for purely cosmetic/aesthetic purposes, such as postlactational ptosis.  
The presence of a prosthesis does not change eligibility for mastopexy. 

 Criteria for asymmetry or breast reduction should be met to qualify for mastopexy 
including a preoperative body mass index (BMI) of less than 27.0 kg/m2. 

Surgery for primarily cosmetic reasons is not eligible for NHS funding- see p 6. 

Revision mammoplasty    (OPCS Codes: B31.4, B30.2) 

Background: the term mammoplasty refers to breast reduction or augmentation 
procedures.  Revision mammoplasty may be indicated if desired results are not achieved 
or as a result of problem with implants.  

Policy: Revision mammoplasty will only be funded in accordance with the criteria 
specified below.  
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 Revisional surgery will only be considered if the NHS commissioned the original 
surgery.  If revisional surgery is being carried out for implant failure, the decision to 
replace the implant(s) rather than simply remove them should be based upon the 
clinical need for replacement and whether the patient meets the policy for 
augmentation at the time of revision.   

Surgery for primarily cosmetic reasons is not eligible for NHS funding- see p 6. 

Autologous Serum Eye Drops 
 

Background:  Autologous serum eye drops treat severe keratoconjunctivitis sicca (dry 
eye).  Dry eyes can be helped with intensive treatment with artificial teardrops however for 
some patients the symptoms are not completely relieved.  The National Blood Service has 
developed an alternative to these artificial drops.   Autologous serum eye drops are a last 
resort measure where all other conservative interventions have failed.  

Policy: Autologous serum eye drops will only be funded in accordance with the 
criteria specified below. 

 Patients have been treated with maximal tolerated artificial tear therapy (preservative 
free). 

 Indefinite NHS funding will be subject to the submission of a progress report following a 
5 month trial. 

 

Excimer laser for cases with poor refraction after corneal transplant or 
cataract surgery       (OPCS Codes: C46.1.) 

Background:  This is a last resort measure where all other conservative and surgical 
interventions have failed. 

Policy: This procedure will only be funded if all other conservative and surgical 
interventions have failed. 

Blepharoplasty        (OPCS Code: C13.)  

Background: blepharoplasty is a surgical procedure performed to correct puffy bags 
below the eyes and droopy upper eyelids. It can improve appearance and widen the field 
of peripheral vision. It is usually done for cosmetic reasons.  Consideration should be given 
to whether blepharoplasty or brow lift is the more appropriate procedure, particularly in the 
case of obscured visual fields. 

Policy: Blepharoplasty will only be funded in accordance with the criteria specified 
below.  

 Impairment of visual fields in the relaxed, non-compensated state; 

 Clinical observation of poor eyelid function, discomfort, e.g. headache worsening 
towards end of day and/or evidence of chronic compensation through elevation of 
the brow. 

Surgery for primarily cosmetic reasons is not eligible for NHS funding- see p 6. 
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Pinnaplasty        (OPCS Code: D03.3)                 

Background: pinnaplasty is performed for the correction of prominent ears or bat ears 
(ICD-10 Code: Q17.5).  Prominent ears are a condition where one's ears stick out more 
than normal. This condition does not cause any physical problems but may lead to 
significant psychosocial dysfunction for children and adolescents and impact on the 
education of young children as a result of teasing and truancy. 

However, correction is considered to primarily a cosmetic procedure. Surgery for primarily 
cosmetic reasons is not eligible for NHS funding- see p 6. 

This policy does not cover other congenital abnormalities of the external ear.  These 
should be managed by plastic surgeons and do not need prior approval through the IFR 
process. 

Policy: Pinnaplasty will not normally be funded. 
 

Repair of lobe of external ear     (OPCS Code: D06.2) 

Background: the external ear lobe can split partially or completely as result of trauma or 
wearing ear rings.  Correction of split earlobes is not always successful and the earlobe is 
a site where poor scar formation is a recognised risk. 

Policy: Repair of lobe of external ear will only be funded in accordance with the 
criteria specified below.  

 If the totally split ear lobes is a result of direct trauma and the treatment is required 
at the time of, or soon after the acute episode and before permanent healing has 
occured. 

 

Surgery for primarily cosmetic reasons is not eligible for NHS funding- see p 6. 

Rhinoplasty    (OPCS Codes: E02.3, E02.4, E02.5, E02.6) 

Background: rhinoplasty is a surgical procedure performed on the nose to change its size 
or shape or both.  People usually ask for this procedure to improve self image.   

Policy: Rhinoplasty will only be funded in accordance with the criteria specified 
below.  

 Problems caused by obstruction of the nasal airway; 
OR 

 Objective nasal deformity caused by trauma; 
OR 

 Correction of complex congenital conditions e.g. cleft lip and palate.  

Surgery for primarily cosmetic reasons is not eligible for NHS funding- see p 6. 
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Tonsillectomy        (OPCS Code: F34.-)      

Background: Tonsillectomy is one of the most common surgical procedures in the UK.  
There is good evidence for the effectiveness of tonsillectomy in children but only limited 
evidence in adults. 

Policy: Tonsillectomy will only be funded in accordance with the criteria specified below.  

Patients must meet the criteria for one of the three groups  

 
1. For recurrent severe sore throat in adults and children in the following circumstances: 

 
The sore throats are due to acute tonsillitis;  
 
AND 
 
The episodes of sore throat are disabling and prevent normal functioning 
 
AND 
 
Seven or more well documented, clinically significant, adequately treated episodes of 
sore throat in the previous year;  
 
OR 
 
Five or more such episodes have occurred in each of the preceding two years 
 
OR  
 
Three or more such episodes have occurred in each of the preceding three years.  

 
OR 
 
2. For management of Infective complications of tonsillitis such as quinsy  

 

OR 

 

3. For specific conditions and syndromes which require a tonsillectomy as part of their 

clinical management including severe tonsillar bleeding, severe neck infection 

 
OR  
4. For sleep disordered breathing (apnoea) in children if primary and secondary care 

assessments confirm large tonsils  

 
AND 
 
Impact on development, behaviour and quality of life. 
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References:   
1. Commissioning Guide for tonsillectomy. Royal College of Surgeons and ENTUK. 

2013 http://www.rcseng.ac.uk/providers-commissioners/nscc/docs/tonsillectomy-

guide-out-for-consultation-17-may-5-july-2013- due to be published in August 2013 

Apicectomy        (OPCS Code: F12.1) 

Background: Apicectomy is a surgical procedure involving the removal of infected tip of 
the root of a tooth and a small amount of surrounding bone and tissue. The success rate of 
apical surgery on molar teeth is low and should not be routinely undertaken.  It is also 
sufficiently destructive that it may also compromise the chances of a subsequent dental 
prosthesis. 

Policy:  Apicectomy will only be funded in exceptional clinical circumstances based 
on the following criteria.  

 presence of periradicular disease, with or without symptoms in a root filled tooth, 
where non surgical root canal re-treatment cannot be undertaken or has failed, or 
where conventional re-treatment may be detrimental to the retention of the tooth.  
For example, obliterated root canals, small teeth with full coverage restorations 
where conventional access may jeopardise the underlying core. It is recognised that 
non-surgical root canal treatment is the treatment of choice in most cases;  

OR 

 presence of periradicular disease in a tooth where iatrogenic or developmental 
anomalies prevent non surgical root canal treatment being undertaken; 

OR 

 where a biopsy of periradicular tissue is required;  
OR 

 where visualisation of the periradicular tissues and tooth root is required when 
perforation, root crack or fracture is suspected; 

OR 

 where procedures are required that require either tooth sectioning or root 
amputation; 

OR 

 where it may not be expedient to undertake prolonged non surgical root canal re-
treatment because of patient considerations. 

References   
1. British Association Oral and Maxillofacial Surgeons. Referral guidelines.  Apical surgery.  Available 

at:  http://www.baoms.org.uk/CD- ROM/guidelines/Apical%20surgery.pdf.  Accessed 3
rd

 October 
2007.   

2. Royal College of Surgeons of England. Guidelines for surgical endodontics. RCS 2001. Available 
at: http://www.rcseng.ac.uk/fds/clinical_guidelines/documents/surg_end_guideline.pdf  [Accessed 
1st Oct 2007] 

Dental implants       (OPCS Code: F11.5) 

Background:  An endosseous dental implant is a surgically implanted device which 
replaces the lost roots of a tooth and which can offer the possibility of a stable prosthesis 
for individuals who have suffered extensive loss of oral tissue.  Osseointegrated dental 
implants have been shown to be a successful and predictable treatment for replacing 
missing teeth by providing support for fixed bridge prostheses, individual crowns, and 
overdentures.  They are also useful to provide support for maxillofacial prostheses 
providing a functional dentition for patients with the severe disfiguring oral and dental 

http://www.rcseng.ac.uk/providers-commissioners/nscc/docs/tonsillectomy-guide-out-for-consultation-17-may-5-july-2013-
http://www.rcseng.ac.uk/providers-commissioners/nscc/docs/tonsillectomy-guide-out-for-consultation-17-may-5-july-2013-
http://www.baoms.org.uk/CD-
http://www.rcseng.ac.uk/fds/clinical_guidelines/documents/surg_end_guideline.pdf
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pathology that may result from developmental conditions, major trauma or following the 
resection of malignancies.  

The technique relies on the principle of osseointegration.  The titanium implants become 
integrated within the jaw bone giving the implant stability and permitting the attachment of 
prostheses to the implant(s). 

Policy:  Dental implants will only be funded in accordance to the criteria specified 
below. 

Implants should be considered for NHS funding in the following groups, where there is no 
practical alternative and other alternatives have been demonstrably explored and 
excluded: 

 Patients with maxillofacial and cranial defects. 
OR 

 Individuals with considerable amounts of missing hard tissue and/or teeth, which 
may result from developmental disorders or tumours.  These include: 

o Clefts of the hard and / or soft palate 
o Major maxillary / mandibular resections 
o Extensive alveolar ridge deformities 
o  

 Patients with anodontia (congenital absence of all teeth), or oligodontia (≥6 
congenitally missing teeth). 

OR 

 Patients who have suffered major trauma 
OR 

 Dental implants would not normally be considered where there is significant risk of 
failure because of: tobacco smoking, misuse of drugs or alcohol, severe psychiatric 
problems, or medical conditions of the bone or bleeding disorders, poor oral 
hygiene, uncontrolled dental caries, untreated periodontal disease, bruxism or other 
parafunctional habits, participation in contact sports. 

OR 

 Dental implants are not suitable for those who are still growing. 

References 
1. NHS North East Criteria for Provision of Dental Implants. Sandra Whiston – SpR in Dental Public 

Health, November 2010. 
2. The guidelines for selecting appropriate patients to receive treatment with dental implants: Priorities 

for the NHS.  Faculty of Dental Surgery, National Clinical Guidelines, Royal College of Surgeons of 
England, 1997. 

3. Dental Implants.  Scottish Needs Assessment Report, 2004. 
4. The SAC classification in implant dentistry.  Dawson, A. et al.  Ed.by A. Dawson and S. Chen.  

Quintessence Publishing Co., 2009. 

Orthodontic treatments for essentially cosmetic nature (OPCS Codes: 
F14.-, F15.-) 

Background: Orthodontic dentistry specialises in aligning crooked teeth.  The treatment 
involves wearing braces.  Quite often this treatment is undertaken for cosmetic reasons.  
The Index of Orthodontic Treatment Need (IOTN) is used to assess a patient‟s need for 
orthodontic treatment and the Peer Assessment Rating (PAR) to quantify the severity of a 
malocclusion both before and after treatment so that the quality of the outcome of 
treatment can be measured. The need for orthodontic treatment is evaluated both in terms 
of dental health and aesthetics. There are two components to the IOTN index:  
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 Dental health component (DHC)  

 Aesthetic component (AC) 

Policy: Orthodontic treatments for cosmetic reasons will only be funded in 
accordance with the criteria specified below. 

NHS treatment will normally be limited to patients with  

 A DHC of 4 or 5 (1 being no need for treatment and 5 being great need)  

OR 

 A DHC of 3 with an AC of 6 or more (the AC is based on a 10 point scale).  

Surgery for primarily cosmetic reasons is not eligible for NHS funding- see p 6. 

References   
1. Brook PH, Shaw WC. The development of an index of orthodontic treatment priority. European 

Journal Orthodontics 1989; 11: 309-20.   
2. Richmond S; Shaw WC; Stephens CD et al. Orthodontics in the general dental service of England 

and Wales: Critical assessment of standards. Br Dent J 1993; 174: 315.  
3. Strategic Commissioning of Primary Care Orthodontic Services. Department of Health 2006 

http://www.dh.gov.uk/en/Publicationsandstatistics/Publications/PublicationsPolicyAndGuidance/DH_
4139176 

Cholecystectomy (for asymptomatic gall stones) (OPCS Code: J18.-)  

Background:  Cholecystectomy is the surgical removal of the gall bladder. Prophylactic 
cholecystectomy is not indicated in most patients with asymptomatic gallstones (Code: 
K80.2). Possible exceptions include patients who are at increased risk for gallbladder 
carcinoma or gallstone complications, in which prophylactic cholecystectomy or incidental 
cholecystectomy at the time of another abdominal operation can be considered.  Although 
patients with diabetes mellitus may have an increased risk of complications, the magnitude 
of the risk does not warrant prophylactic cholecystectomy. 
 
Policy: Cholecystectomy (for asymptomatic gall stones) will only be funded in 
exceptional clinical circumstances through an Individual Funding Request.  

References:   
1. Afdhal N.  Approach to the patient with incidental gallstones. Webpage. [Cited 19

th
 Sept 2007] Up-

To-Date.   Available at: http://patients.uptodate.com/topic.asp?file=biliaryt/8759  

 
 
Varicose veins in the legs (OPCS Codes: L84.-, L85.-, L86.-, L87.-, L88.-)   

Background 
Varicose veins are dilated, often palpable subcutaneous veins with reversed blood flow. They are 
most commonly found in the legs. Estimates of the prevalence of varicose veins vary. Visible 
varicose veins in the lower limbs are estimated to affect at least a third of the population. Risk 
factors for developing varicose veins are unclear, although prevalence rises with age and they 
often develop during pregnancy. 

In some people varicose veins are asymptomatic or cause only mild symptoms, but in others they 
cause pain, aching or itching and can have a significant effect on their quality of life. Varicose veins 
may become more severe over time and can lead to complications such as changes in skin 
pigmentation, bleeding or venous ulceration. It is not known which people will develop more severe 
disease but it is estimated that 3–6% of people who have varicose veins in their lifetime will 
develop venous ulcers. 

http://patients.uptodate.com/topic.asp?file=biliaryt/8759
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Referral to a vascular service guidance1 
Refer people with bleeding varicose veins to a vascular service4 immediately. 

Referral guidance: Refer people to a vascular service1 if they have any of the following: 

 
 History of bleeding from a varicosity and are at risk of bleeding again 

 Ulceration which is progressive and/or painful despite treatment 

 Active or healed ulceration and/or progressive skin changes that may benefit from surgery 

 Recurrent superficial thombophlebitis 

 Discomfort attributable to varicose veins having a severe impact on quality of life.   

Assessment and treatment in a vascular service1 

Assessment 
Use duplex ultrasound to confirm the diagnosis of varicose veins and the extent of truncal reflux, 
and to plan treatment for people with suspected primary or recurrent varicose veins. 

Interventional treatment 
For people with confirmed varicose veins and truncal reflux: 

 Offer endothermal ablation and Endovenous laser treatment of the long saphenous vein  

 If endothermal ablation is unsuitable, offer ultrasound-guided foam sclerotherapy  

 If ultrasound-guided foam sclerotherapy is unsuitable, offer surgery. 

If incompetent varicose tributaries are to be treated, consider treating them at the same time. 

Non-interventional treatment 
Compression hosiery to treat varicose veins is not recommended unless interventional treatment is 
unsuitable for clinical reasons or patient choice. 

Policy 

Interventional treatments for varicose veins outlined above will only be funded in 
accordance with the criteria specified below. 

 

 Persistent ulceration that is painful or progressive (ICD-10 Codes: I83.0, I83.2)  

OR 

 Recurrent superficial thombophlebitis (ICD-10 Codes: I83.1, I83.2) where there is significant 
pain and disability  

OR 

 Progressive skin changes that suggest potential ulceration due to venous insufficiency 

OR 

 Significant haemorrhage from a ruptured superficial varicosity 

OR 

 Patients with significant discomfort likely to be due to varicose veins 
 
 

Uncomplicated varicose veins that are asymptomatic or cause only mild symptoms 

                                            
4
A team of healthcare professionals who have the skills to undertake a full clinical and duplex ultrasound 

assessment and provide a full range of treatment. 
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Patients whose primary concern is cosmetic will not be funded for surgical treatment.  Surgery for 
primarily cosmetic reasons is not eligible for NHS funding - see page 10. 
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3. NICE Interventional Procedure Guideline for Endovenous laser treatment of the long saphenous vein 
(IPG52), March 2004 (available at: http://guidance.nice.org.uk/IPG52) 

4. NICE Interventional Procedure Guideline for Ultrasound-guided foam sclerotherapy for varicose veins 
(IPG440), February 2013 (available at: http://guidance.nice.org.uk/IPG440) 

5. NHS Clinical Knowledge Summaries http://www.cks.nhs.uk/varicose_veins#337903004 

6. Recommendations for the referral and treatment of patients with lower limb chronic venous insufficiency 
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Reversal of male sterilisation        (OPCS Codes: N18.1)   

Background: Reversal of male sterilisation is a surgical procedure that involves the 
reconstruction of the vas deferens.  

Sterilisation procedure is available on the NHS and couples seeking sterilisation should be 
fully advised and counselled (in accordance with RCOG guidelines) that the procedure is 
intended to be permanent.  

Policy: Reversal of sterilisation will not be routinely funded.  

Reversal of female sterilisation      (OPCS Codes: Q29.-, Q27.-)   
 

Background: Reversal of sterilisation is a surgical procedure that involves the 
reconstruction of the fallopian tubes.  

Sterilisation procedure is available on NHS and couples seeking sterilisation should be 
fully advised and counselled (in accordance with RCOG guidelines) that the procedure is 
intended to be permanent.   

Policy: Reversal of sterilisation will not be routinely funded.  

Circumcision       (OPCS Code: N30.3)  

Background: Circumcision is a surgical procedure that involves partial or complete 
removal of the foreskin of the penis.  It is an effective procedure and confers benefit for a 
range of medical indications.   

Policy: Circumcision will only be funded for specific medical reasons in accordance 
with the criteria specified below.   

Medical reasons for funding circumcision include:    

 Phimosis in children with spraying, ballooning and/or recurrent infection;  

http://publications.nice.org.uk/varicose-veins-in-the-legs-cg168
http://guidance.nice.org.uk/IPG8
http://guidance.nice.org.uk/IPG52
http://www.cks.nhs.uk/varicose_veins#337903004
http://www.rsm.ac.uk/academ/downloads/venous_referral_guidelines_jan11.pdf
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 Adult Phimosis;   

 recurrent balantitis;  

 Balanitis xertotica obliterans; 

 Paraphimosis; 

 Suspected malignancy; 

 Dermatological disorders unresponsive to treatment; 

 Congenital urological abnormalities when skin is required for grafting;  

 Interference with normal sexual activity in adult males. 
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2.    Lerman SE, Liao J: Neonatal circumcision. Paediatric Clinics of North America 2001; 48: 1539-57  
3.    Rickwood AMK.  Medical indications for circumcision. British Journal Urology International 1999; 

83(Suppl): 45-51  
4.    Gatrad AR,  Sheikh A,  Jacks H.  Religious circumcision and the Human Rights Act. Archives  

Diseases Childhood 2002; 86; 76-80  
5.    English Court of Appeal – Re J (Specific Issue Orders: Child's Religious Upbringing and 

Circumcision) Journal of Law and Med 2000; 9: 68 -75   
6.    Siegfried N, Muller M, Volmink J, Deeks J, Egger M, Low N, et al. Male circumcision for prevention 

of heterosexual acquisition of HIV in men. Cochrane Database of Systematic Reviews 2003, Issue 3. 
Available at: 
http://www.mrw.interscience.wiley.com/cochrane/clsysrev/articles/CD003362/pdf_fs.html [Accessed 
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14: 179 

Vaginoplasty, Labial Vulvoplasty and Vulvar lipoplasty (OPCS Codes: 
P21.3)   

Surgery for Vaginoplasty, Labial Vulvoplasty and Vulvar lipoplasty are all cosmetic 
procedures. This policy does not cover vaginal repair following delivery and is part of 
obstetric or gynaecological treatment. 

Surgery for primarily cosmetic reasons is not eligible for NHS funding- see p 6. 

Policy: Vaginoplasty will not routinely be fundedo.   

 

Hirsutism       (OPCS Codes: S09.2.1, S60.6,) 

Background: Laser treatment is increasingly being used as a cosmetic intervention to 
remove body hair.  Patients with excessive body hair are described as having hirsutism. 
Hair depilation (for the management of hypertrichosis – code L68) involves permanent 
removal/reduction of hair from face, neck, legs, armpits and other areas of body usually for 
cosmetic reasons.  Hair depilation is most effectively achieved by laser treatment.  

Policy: Hair depilation will only be funded in accordance with the criteria specified 
below.  

One course of treatment will be funded for those patients:  

o Who are undergoing treatment for pilonidal sinuses to reduce recurrence,   
OR 

http://www.cmaj.ca/cgi/reprint/167/5/532-a
http://www.mrw.interscience.wiley.com/cochrane/clsysrev/articles/CD003362/pdf_fs.html
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o For patients with excessive hair who have undergone reconstructive surgery 
leading to abnormally located hair-bearing skin.  

 

Surgery for primarily cosmetic reasons is not eligible for NHS funding- see p 6. 

Removal of tattoos    (OPCS Codes: S60.1, S60.2, S60.3) 

Background: A tattoo (ICD-10 Code: L81.8) is a mark made by inserting pigment into the 
skin.  People choose to be tattooed for various cosmetic, social, and religious reasons.  It 
carries certain health risks such as infection and allergic reaction.  A tattoo can be 
removed by laser, surgical excision, or dermabrasion.   

Policy: Tattoo removal will only be funded in accordance with the criteria specified 
below.  

 Where the tattoo is the result of trauma, inflicted against the patient‟s will (“rape 
tattoo”); 

OR 

 The patient was not Gillick competent, and therefore not responsible for their 
actions, at the time of the tattooing.  

Surgery for primarily cosmetic reasons is not eligible for NHS funding- see p 6. 

Resurfacing procedures: Dermabrasion, chemical peels and laser 
treatment       (OPCS Codes: S60.1, S60.2, S09.-, S10.3, S11.3)    

Background: dermabrasion, involves removing the top layer of the skin with an aim to 
make it look smoother and healthier.  Scarring and permanent discolouration of skin are 
the rare complications.    

Policy: Procedures requested  for primarily cosmetic reasons are not eligible for NHS 
funding- see p 6. Resurfacing procedures including dermabrasion, chemical peels 
and laser will only be funded in accordance with the criteria specified below.  

 

 Post-traumatic scarring (including post surgical) and severe acne scarring on 
the face and neck once the active disease is controlled. 

OR 

 Capillary Haemangiomas (Port Wine Stains):  Laser treatment of capillary 
haemangiomas on the face and neck will be supported.   

OR 

 Symptomatic Facial telangiectasia following rosacea or severe rhinophyma will 
be supported, but only after confirmation of the diagnosis by an experienced 
dermatologist. Treatment for facial telangiectasia and vascular complications 
following other conditions will not be supported. 
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Abdominoplasty or Apronectomy      (OPCS Codes:  S02.1, S02.2) 

Background: abdominoplasty (also known as tummy tuck) is a surgical procedure 
performed to remove excess fat and skin from mid and lower abdomen. Many people 
develop loose abdominal skin after pregnancy or substantial weight loss.  However, 
surgery is not part of the usual response to these normal, physiological processes.  

Policy: Abdominoplasty or Apronectomy will only be funded in accordance with the 
criteria specified below.  

o Stable BMI between 18 and less than 27.0 Kg/m2  
AND 

o be suffering from severe functional problems that interfere with activities of daily 
living. 

 
IN ADDITION the patient must fulfil ONE of the following criteria: 

o Scarring following trauma or previous abdominal surgery;  
OR 
o Required as part of abdominal hernia correction or other abdominal wall surgery.  

OR 
o Correction of problems associated with poorly fitting stoma bags: 

OR 
o Those who are undergoing treatment for morbid obesity and have excessive 

abdominal skin folds.  To fulfil this criteria the patient must also: 
o Have achieved a loss of 10 points in BMI scale 

AND 
o Have maintained their weight loss for at least 2 years from the date they 

have achieved the 10 point BMI loss. 

Surgery for primarily cosmetic reasons is not eligible for NHS funding- see p 6. 

Face lift or brow lift       (OPCS Code: S01.-) 

Background: these surgical procedures are performed to lift the loose skin of face and 
forehead to get firm and smoother appearance of the face. These procedures will not be 
funded to treat the natural processes of ageing. 

Policy: Face lift or brow lift will only be funded in accordance with the criteria 
specified below.  

These procedures will be considered for treatment of: 

 Congenital facial abnormalities (Code: Q18) ; 

 Facial palsy (congenital or acquired paralysis) (Code: G51.0); 

 As part of the treatment of specific conditions affecting the facial skin eg. Cutis 
laxa, pseudoxanthoma elasticum, neurofibromatosis; 

 To correct the consequences of trauma; 

 To correct deformity following surgery; 

 In some cases of impaired visual fields, where it may be a more appropriate 
primary procedure than blepharoplasty 

Surgery for primarily cosmetic reasons is not eligible for NHS funding- see p 6. 
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Liposuction       (OPCS Codes: S62.1, S62.2) 

Background: Liposuction (also known as liposculpture), is a surgical procedure performed 
to improve body shape by removing unwanted fat from areas of the body such as 
abdomen, hips, thighs, calves, ankles, upper arms, chin, neck and back. Liposuction is 
sometimes done as an adjunct to other surgical procedures.    

Policy:  Liposuction simply to correct the distribution of fat will not normally be 
funded. 

Removal of benign skin lesions including scars (OPCS Codes: S04.-, 
S05.-, S06.-, S09.-, S10.-, S11.-)    

Background: benign skin lesions include wide range of skin disorders such as sebaceous 
cyst, dermoid cyst, skin tags, hirsutism, milia, molluscum contagiosum, seborrhoeic 
keratoses (basal cell papillomata), spider naevus (telangiectasia), warts, sebaceous cysts, 
xanthelasma, dermatofibromas, benign pigmented moles, comedones and corn/callous. 
Disfiguring scars and keloid whether arising from prior injury or surgery are also included 
in the scope of this policy.   

Mostly these are removed on purely cosmetic grounds.  The risks of surgical scarring must 
be balanced against the appearance of the lesion. 

Policy: Removal of benign skin lesions will only be funded in accordance with the 
criteria specified below.  

Patients with large, prominent lesions that cause significant facial disfigurement 

lesions in other parts of the body where they interfere with the physical functioning of the, 
specifically: 

 when the lesion becomes infected; 
OR 

 subjected to recurrent trauma.  

This guidance covers benign skin lesions only.   

Where the lump is rapidly growing or abnormally located, specialist assessment should be 
sought. 

Surgery for primarily cosmetic reasons is not eligible for NHS funding- see p 6. 

Removal of lipomata  

Background: Lipomata (ICD-10 Codes: D17, E882) are benign tumours commonly found 
on the trunk and shoulder.  These are removed mostly on cosmetic grounds.  Patients with 
multiple subcutaneous lipomata may need a biopsy to exclude neurofibromatosis.     

Policy: Removal of lipomata will only be funded accordance with criteria specified 
below.  

 the lipoma (-ta) is / are symptomatic; 
OR 

 there is functional impairment. 
OR 

 for diagnostic purposes to exclude the possibility of malignancy 
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Surgery for primarily cosmetic reasons is not eligible for NHS funding- see p 6. 

Thigh lift, buttock lift and arm lift, excision of redundant skin or fat    
         (OPCS Code: S03.-) 

Background: These surgical procedures are performed to remove loose skin or excess 
fat to reshape body contours.  As the patient groups seeking such procedures are similar 
to those seeking abdominoplasty (see above), the functional disturbance of skin excess in 
these sites tends to be less and so surgery is less likely to be indicated except for 
appearance, in which case it should not be available on the NHS. 

Policy: These procedures will only be funded accordance with criteria specified 
below.  

If there is documented evidence of: 
o significant interference with normal daily activities  
OR 
o intractable intertrigo.  

AND 
o a stable preoperative body mass index (BMI) of less than 27.0 kg/m2 

Surgery for primarily cosmetic reasons is not eligible for NHS funding- see p 6. 

Hair grafting - Male pattern baldness  and hair transplantation  
 (OPCS Code: S33.-) 

Background: male pattern baldness (ICD-10 Codes: L64.8, L64.9) is a common type of 
hair loss and for many men it is a normal process at whatever age it occurs.  Almost all 
men have some baldness in their 60s.  Hair grafting is mostly done for aesthetic reasons.  

Policy: Hair grafting for male pattern baldness will not be funded. Hair 
transplantation will not normally be funded 

Surgery for primarily cosmetic reasons is not eligible for NHS funding- see p 6. 

Hyperhidrosis treatment with Botulinum Toxin  (OPCS Code: S53.2) 

Background: Hyperhidrosis (ICD-10 Code: R61) is a condition characterised by excessive 
sweating, and can be generalised or focal. Generalised hyperhidrosis involves the entire 
body, and is usually part of an underlying condition, most often an infectious, endocrine or 
neurological disorder. Focal hyperhidrosis is an idiopathic disorder of excessive sweating 
that mainly affects the axillas, the palms, the soles of the feet, armpits and the face of 
otherwise healthy people.  The principal management strategies for hyperhidrosis are 
medical http://cks.nice.org.uk/hyperhidrosis#!scenario.  

BTX-A is only licensed for the treatment of severe axillary hyperhidrosis and it‟s cost 
effectiveness compared to other treatment options is yet to be established.  

Policy: Botulinum Toxin will only be funded in management severe axillary 
hyperhidrosis in accordance with the criteria below: 

Search for an underlying cause has been exhausted 

AND 

http://cks.nice.org.uk/hyperhidrosis#!scenario
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Advice on lifestyle management has been followed (Use an antiperspirant frequently, 
Avoid tight clothing and manmade fabrics, wear white or black clothing to minimize the 
signs of sweating, consider dress shields to absorb excess sweat) 

AND 

20% aluminium chloride hexahydrate has failed or is contraindicated.  

AND  

Any underlying anxiety has been identified and managed 

AND 

In the opinion of an experienced determatologists, other treatment options ahve been 
exhausted 

Ganglia         (OPCS Code: T59.-, T60.-) 

Background: Ganglia are benign fluid filled, firm and rubbery lumps attached to the 
adjacent underlying joint capsule, ligament, tendon or tendon sheath.  They occur most 
commonly around the wrist, but also around fingers, ankles and the top of the foot. They 
are usually painless and completely harmless. Many resolve spontaneously especially in 
children (up to 80%).  Reassurance should be the first therapeutic intervention.  Aspiration 
alone can be successful but recurrence rates are up to 70%.  Surgical excision is the most 
invasive therapy but recurrence rates up to 40% have been reported.  Complications of 
surgical excision include scar sensitivity, joint stiffness and distal numbness.   

Referral guidance 

 Include reference to the degree of pain and restriction of normal activities caused 
by the ganglion. 

Policy: Surgical treatment for ganglia will only be funded in accordance with the 
criteria specified below.   

 The ganglia are symptomatic; 
OR 

 There is functional impairment. 

References: 
1. Vroon P, Weert , van HCPM, Scholten RJ.  Interventions for ganglion cysts in adults.  Cochrane 

Database of Systematic Reviews 2005, Issue 2.  Available at: 
http://www.mrw.interscience.wiley.com/cochrane/clsysrev/articles/CD005327/pdf_fs.html [Accessed 
2nd Oct 2007]  

2. FD Burke; Melikyan EY; Bradley MJ et al. Primary care referral protocol for wrist ganglia.  
Postgraduate Medical Journal 2003 79:329-331   

3. Bandolier.  Wrist ganglia. Webpage. [Cited 19
th
 Sept 2007]. Available at: 

http://www.jr2.ox.ac.uk/bandolier/booth/miscellaneous/wristgang.html     

 
 
 
 
 

 

http://www.mrw.interscience.wiley.com/cochrane/clsysrev/articles/CD005327/pdf_fs.html
http://www.jr2.ox.ac.uk/bandolier/booth/miscellaneous/wristgang.html
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Infertility Treatment  

This policy describes the eligibility criteria for NHS funded infertility treatment including: 

 In vitro fertilisation;  

 Intracytoplasmic sperm injection; 

 Intra-uterine insemination; 

 Donor insemination; 

 Follicle Stimulating Hormone.  

 Ovulation induction using gonadotrophins 

 

Background:  The Clinical Guideline on fertility assessment and treatment was published 
by NICE in February 2013 (NICE CG156, 2013) and covers all clinical 
procedures/pathways relating to fertility assessment and treatment.   

This document provides a single infertility specific commissioning policy for the NHS with 
the aim to ensure consistency in the application of the guideline across the North East 
region.   

Over 80% of couples in the general population will conceive within 1 year if: 

 the woman is aged under 40 years and 

 they do not use contraception and have regular sexual intercourse (every 2 – 3 days). 

Of those who do not conceive in the first year, about half will do so in the second year 
(cumulative pregnancy rate over 90%). [NICE 2004, amended 2013] 

The estimated prevalence of infertility is one in seven couples in the UK.  A typical Clinical 
Commissioning Group can expect about 230 new consultant referrals (couples) per 
250,000 head of population per year (NICE CG11, 2004). 

All couples are eligible for consultation and advice from the specialist service. 

Definition of infertility:  

A woman of reproductive age who has not conceived after 1 year of unprotected vaginal 
sexual intercourse, in the absence of any known cause of infertility, should be offered 
further clinical assessment and investigation along with her partner. 

Offer an earlier referral for specialist consultation to discuss the options for attempting 
conception, further assessment and appropriate treatment where: 

 the woman is aged 36 years or over  

 there is a known clinical cause of infertility or a history of predisposing factors for 
infertility. 

The main causes of infertility in the UK are (% approximate prevalence)  

 Unexplained infertility (25%) 

 Ovulatory disorders (25%) 

 Tubal damage (20%) 

 Factors in the male causing infertility (30%) 

 Uterine or peritoneal disorders (10%) 

 In about 40% of cases disorders are found in both the man and the woman 
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Definition of a full cycle: 

This term is used to define a full IVF treatment, which should include 1 episode of ovarian 
stimulation and the transfer of any resultant fresh and frozen embryo(s). 

Policy: IVF treatment will be funded in accordance with the criteria specified below.  

 

Ref Eligibility criteria 
for treatment 

Definition Additional Notes 

1. Female Age – 
under  40 years 

In women aged under 40 
years who have not 
conceived after 2 years of 
regular unprotected 
intercourse or 12 cycles of 
artificial insemination 
using partner‟s sperm or 6 
cycles of donor sperm 
(where six or more are by 
intrauterine insemination), 
offer 3 full cycles of IVF, 
with or without 
intracytoplasmic sperm 
injection (ICSI).  If the 
woman reaches the age of 
40 during treatment, 
complete the current full 
cycle but do not offer 
further full cycles. 

For people with 
unexplained infertility, mild 
endometriosis or 'mild 
male factor infertility', who 
are having regular 
unprotected sexual 
intercourse: do not 
routinely offer intrauterine 
insemination, either with 
or without ovarian 
stimulation (exceptional 
circumstances include, for 
example, when people 
have social, cultural or 
religious objections to IVF) 
advise them to try to 
conceive for a total of 2 
years before IVF will be 
considered. 

 

 

3 full cycles of IVF 

Inform people that normally a 
full cycle of IVF treatment, with 
or without ICSI should comprise 
1 episode of ovarian stimulation 
and the transfer of any resultant 
fresh and frozen embryo(s) 

The age limit also applies to all 
treatments including those using 
gonadotrophins for fertility 
treatment including ovulation 
induction and for donor 
insemination. 

 
Access to three cycles is not an 
automatic right – the outcome of 
any previous cycle will be taken 
into account. Treatment must be 
medically indicated at the start 
of each cycle. 
  
As IVF success rates decline 
significantly after 3 cycles, 
previous cycles received 
irrespective as to whether they 
were funded by the NHS or 
privately will be taken into 
account. 

 
If patients have funded 3 or 
more IVF cycles privately they 
will not be entitled to any NHS 
funded cycles.  
 
If patients have funded 2 cycles 
privately they will be entitled to 
1 NHS cycle. 
 
If patients have funded 1 cycle 
privately they will be entitled to 
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Ref Eligibility criteria 
for treatment 

Definition Additional Notes 

 
2 NHS cycles 

2. Female Age – 40 to 
42 years 

In women aged 40–42 
years who have not 
conceived after 2 years of 
regular unprotected 
intercourse or 12 cycles of 
artificial insemination 
using partner‟s sperm or 6 
cycles of donor sperm 
(where 6 or more are by 
intrauterine insemination), 
offer 1 full cycle of IVF, 
with or without ICSI, 
provided all the following 4 
criteria are fulfilled: 

 They have never 
previously had IVF 
treatment 

And 

 Evidence of good 
ovarian reserve as 
identified by specialist 
clinician 

And 

 There has been a 
discussion of the 
additional 
implications of IVF 
and pregnancy at this 
age 

And 

 Specialist clinical 
opinion that there is 
no likelihood of 
pregnancy with 
expectant 
management e.g. 
confirmed tubal 
blockage (absolute 
infertility) 

 

1 full cycle of IVF 

(Including associated 
frozen/thaw transfers) provided 
that all other criteria are met.   

 

 

 

 

 

 

Ovarian reserve testing  

The aim is to select those with 
at least 10% chance of 
successful treatment. The 
criteria remain under review. At 
present use the following criteria 
to predict the likely ovarian 
response to gonadotrophin 
stimulation in women who are 
eligible for IVF treatment. - 

 total antral follicle count of 
more than or equal to 4 

 

 and 

 

 anti-Müllerian hormone of 
more than or equal to 5.4 
pmol/l. 

3. Minimum length of 2 years of regular Unexplained infertility is a 



 30 

Ref Eligibility criteria 
for treatment 

Definition Additional Notes 

unexplained 
infertility 

unprotected intercourse 
and unexplained infertility 
at time of treatment.  

 

diagnosis made by exclusion in 
couples who have not 
conceived and in whom 
standard investigations 
including semen analysis, tubal 
patency tests and assessment 
of ovulation have not detected 
any abnormality.  

 

4. Female Body Mass 
Index (BMI)  

BMI greater than 19.0 and 
lower than or equal to 30.0 
at the start of treatment.  

This applies to all 
treatments including those 
using gonadotrophins for 
fertility treatment including 
ovulation induction and for 
donor insemination. 

This criterion reflects the 
increased efficacy of infertility 
treatment in this weight range. 

Women with a BMI of 30 or 
above should be informed that: 

 They are likely to take longer 
to conceive 

 If they are not ovulating then 
losing weight is likely to 
increase their chance of 
conception 

Women who have a BMI less 
than 19 and who have irregular 
menstruation or are not 
menstruating should be advised 
that increasing body weight is 
likely to improve their chance of 
conception 

5. Male Body Mass 
Index (BMI) 

If the male partner has 
mild male factor infertility 
which, after clinical 
assessment could be 
improved should weight 
be reduced, then the male 
partner should be re-
assessed for fertility once 
weight has reduced to a 
BMI of 30 or below 

 

Men who have a BMI of 30 or 
over should be informed that 
they are likely to have reduced 
fertility 

6. Existing children Treatment will only be 
offered to couples where 
neither partner has any 
living children from current 
or previous relationship  

This criterion includes adopted 
children, but excludes fostered 
children.   



 31 

Ref Eligibility criteria 
for treatment 

Definition Additional Notes 

This applies to all 
treatments including those 
using gonadotrophins for 
fertility treatment including 
ovulation induction and for 
donor insemination. 

7. Smoking Status Both partners should be 
non-smokers when 
referred for IVF.  This is 
part of primary care 
general assessment 
procedure.  Assessment 
of smoking status will be 
through the use of carbon 
monoxide monitors in 
primary care or stop 
smoking services. 

This applies to all 
treatments including those 
using gonadotrophins for 
fertility treatment including 
ovulation induction and for 
donor insemination. 

Women who smoke should be 
informed that this is likely to 
reduce their fertility 

Women who smoke should be 
offered a referral to a smoking 
cessation programme to support 
their efforts to stop smoking 

Women should be informed that 
passive smoking is likely to 
affect their chance of conceiving 

Men who smoke should be 
informed that there is an 
association between smoking 
and reduced semen quality 

8. Same sex couples Treatment will only be 
offered where the partner 
wishing to become 
pregnant is sub-fertile 

Evidence for subfertility is 
either no live birth 
following donor 
insemination for up to six 
cycles over two years or 
absolute infertility 
documented after clinical 
investigation. 

Treatment is offered to couples 
irrespective of sexual 
orientation.   

The NHS does not fund donor 
insemination to establish fertility 
in same sex couples. 

9. Previous 
Sterilisation 

No previous sterilisation 
history in either partner. 

This applies to all 
treatments including those 
using gonadotrophins for 
fertility treatment including 
ovulation induction and 
induction of 
spermatogenesis, and for 
donor insemination. 
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Ref Eligibility criteria 
for treatment 

Definition Additional Notes 

10. Length of time 
resident in 
catchment area 

Both partners should be 
patients registered for one 
year with a GP practice 
that is itself a member of 
one of the Clinical 
Commissioning Groups 
subscribing to these 
policies 

This applies to all 
treatments including those 
using gonadotrophins for 
fertility treatment including 
ovulation induction and for 
donor insemination. 

This excludes short term 
students who are otherwise 
eligible for NHS treatment.   

11. Residence in UK Must be eligible for free 
hospital treatment in line 
with the Overseas Visitors 
Charging Regulations. 

This applies to all 
treatments including those 
using gonadotrophins for 
fertility treatment including 
ovulation induction and for 
donor insemination. 

 

 
Additional background notes to accompany policy are available on request. 

 
Abbreviations 
IVF - In vitro fertilisation (IVF)  
ICSI - Intracytoplasmic sperm injection 
NICE - National Institute for Health and Clinical Excellence 
BMI - Body Mass Index 
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Appendix 1. NICE Technology Appraisals and Clinical 
Guidelines 
As at 10 October 2011 

In the alphabetical order that they appear: 

Included: 

Elective interventions or procedures 

Surgical interventions or devices 

Excluded: 

Pharmacological interventions 
Guidance on management of chronic conditions in primary and secondary care (eg 
diabetes foot care or retinopathy) 

Treatments for cancer or pre-malignant disease 
Choice or timing of interventions or technologies by specialist teams (eg 
implantable cardiac defibrillators, ECT, stapled haemarrhoidopexy) this criterion 
probably applies to ALL TAs 

 
Technology assessments 

TA167 Abdominal aortic aneurysm - endovascular stent-grafts  

TA73 Angina and myocardial infarction - myocardial perfusion scintigraphy 
TA166 Hearing impairment - cochlear implants 

TA44 Hip disease - metal on metal hip resurfacing 

TA2 Hip disease - replacement prostheses 

TA71 Ischaemic heart disease - coronary artery stents 
TA78 Menstrual bleeding - fluid-filled thermal balloon and microwave endometrial 
ablation 

TA159 Pain (chronic neuropathic or ischaemic) - spinal cord stimulation  

TA139 Sleep apnoea - continuous positive airway pressure (CPAP) 

TA1 Wisdom teeth - removal 

 
Clinical guidelines 

CG13 Caesarean section 

CG85 Glaucoma 

CG44 Heavy menstrual bleeding 

CG30 Long-acting reversible contraception 

CG88 Low back pain 

CG97 Lower urinary tract symptoms 

CG43 Obesity 

CG31 Obsessive compulsive disorder (OCD) and body dysmorphic disorder (BDD) 

CG59 Osteoarthritis 

CG126 Stable angina 

CG60 Surgical management of otitis media with effusion OME 

CG40 Urinary incontinence 

 

http://guidance.nice.org.uk/TA167
http://guidance.nice.org.uk/TA73
http://guidance.nice.org.uk/TA166
http://guidance.nice.org.uk/TA44
http://guidance.nice.org.uk/TA2
http://guidance.nice.org.uk/TA71
http://guidance.nice.org.uk/TA78
http://guidance.nice.org.uk/TA78
http://guidance.nice.org.uk/TA159
http://guidance.nice.org.uk/TA139
http://guidance.nice.org.uk/TA1
http://guidance.nice.org.uk/CG13
http://guidance.nice.org.uk/CG85
http://guidance.nice.org.uk/CG44
http://guidance.nice.org.uk/CG30
http://guidance.nice.org.uk/CG88
http://guidance.nice.org.uk/CG97
http://guidance.nice.org.uk/CG43
http://guidance.nice.org.uk/CG31
http://guidance.nice.org.uk/CG59
http://guidance.nice.org.uk/CG126
http://guidance.nice.org.uk/CG60
http://guidance.nice.org.uk/CG40
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Appendix 2. Specialised Services Commissioning 
 

Specialised cancer services (adult) 

Specialised services for blood and marrow transplantation (all ages) 

Specialised services for haemophilia and other related bleeding disorders (all ages) 

Specialised services for women's health 

Assessment and provision of equipment for people with complex physical disability 

Specialised spinal services (all ages) 

Specialised rehabilitation services for brain injury and complex disability (adult) 

Specialised neurosciences services (adult) 

Specialised burn care services (all ages) 

Cystic fibrosis services (all ages) 

Specialised renal services (adult) 

Specialised intestinal failure and home parenteral nutrition services (adult) 

Specialised cardiology and cardiac surgery services (adult) 

Cleft lip and palate services (all ages) 

Specialised immunology services (all ages) 

Specialised allergy services (all ages) 

Specialised services for infectious diseases (all ages) 

Specialised services for liver, biliary and pancreatic medicine and surgery (adult) 

Medical genetic services (all ages) 

Specialised mental health services (all ages) 

Specialised services for children 

Specialised dermatology services (all ages) 

Specialised rheumatology services (all ages) 

Specialised endocrinology services (adult) 

Specialised respiratory services (adult) 

Specialised vascular services (adult) 

Specialised pain management services (adult) 

Specialised ear services (all ages) 

Specialised colorectal services (adult) 

Specialised orthopaedic services (adult) 

Specialised morbid obesity services (all ages) 

Specialised services for metabolic disorders (all ages) 

Specialised ophthalmology services (adult) 

Specialised haemoglobinopathy services (all ages) 

http://www.specialisedservices.nhs.uk/doc/specialised-cancer-services-adult
http://www.specialisedservices.nhs.uk/doc/specialised-services-blood-marrow-transplantation-all-ages
http://www.specialisedservices.nhs.uk/doc/specialised-services-haemophilia-other-related-bleeding-disorders-all-ages
http://www.specialisedservices.nhs.uk/doc/specialised-services-women-s-health
http://www.specialisedservices.nhs.uk/doc/assessment-provision-equipment-people-with-complex-physical-disability-all-ages
http://www.specialisedservices.nhs.uk/doc/specialised-spinal-services-all-ages
http://www.specialisedservices.nhs.uk/doc/specialised-rehabilitation-services-brain-injury-complex-disability-adult
http://www.specialisedservices.nhs.uk/doc/specialised-neurosciences-services-adult
http://www.specialisedservices.nhs.uk/doc/specialised-burn-care-services-all-ages
http://www.specialisedservices.nhs.uk/doc/cystic-fibrosis-services-all-ages
http://www.specialisedservices.nhs.uk/doc/specialised-renal-services-adult
http://www.specialisedservices.nhs.uk/doc/specialised-intestinal-failure-home-parenteral-nutrition-services-adult
http://www.specialisedservices.nhs.uk/doc/specialised-cardiology-cardiac-surgery-services-adult
http://www.specialisedservices.nhs.uk/doc/cleft-lip-palate-services-all-ages
http://www.specialisedservices.nhs.uk/doc/specialised-immunology-services-all-ages
http://www.specialisedservices.nhs.uk/doc/specialised-allergy-services-all-ages
http://www.specialisedservices.nhs.uk/doc/specialised-services-infectious-diseases-all-ages
http://www.specialisedservices.nhs.uk/doc/specialised-services-liver-biliary-pancreatic-medicine-surgery-adult
http://www.specialisedservices.nhs.uk/doc/medical-genetic-services-all-ages
http://www.specialisedservices.nhs.uk/doc/specialised-mental-health-services-all-ages
http://www.specialisedservices.nhs.uk/doc/specialised-services-children
http://www.specialisedservices.nhs.uk/doc/specialised-dermatology-services-all-ages
http://www.specialisedservices.nhs.uk/doc/specialised-rheumatology-services-all-ages
http://www.specialisedservices.nhs.uk/doc/specialised-endocrinology-services-adult
http://www.specialisedservices.nhs.uk/doc/specialised-respiratory-services-adult
http://www.specialisedservices.nhs.uk/doc/specialised-vascular-services-adult
http://www.specialisedservices.nhs.uk/doc/specialised-pain-management-services-adult
http://www.specialisedservices.nhs.uk/doc/specialised-ear-services-all-ages
http://www.specialisedservices.nhs.uk/doc/specialised-colorectal-services-adult
http://www.specialisedservices.nhs.uk/doc/specialised-orthopaedic-services-adult
http://www.specialisedservices.nhs.uk/doc/specialised-morbid-obesity-services-all-ages
http://www.specialisedservices.nhs.uk/doc/specialised-services-metabolic-disorders-all-ages
http://www.specialisedservices.nhs.uk/doc/specialised-ophthalmology-services-adult
http://www.specialisedservices.nhs.uk/doc/specialised-haemoglobinopathy-services-all-ages
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Appendix 3. Guide for making referrals 

This guide has been developed to assist clinicians answer questions in relation to 
individual funding requests (IFRs).   At the end of this guide you will find quick links to 
qualifying criteria of individual policies contained within the Value based clinical 
commissioning Treatment Policies document. 

FAQs (hyperlink to responses) 
1. Why do we need policies? 
2. What do these policies cover? 
3. Who are they for? 
4. How has the list been compiled? 
5. How have they been developed? 
6. Do I need approval before referring for plastic surgery? 
7. Can you give any general guidance about what is in the policies? 
8. Is securing funding a guarantee of treatment?  
9. What if funding is declined? 
10. Who tells the patient if funding is declined? 
11. What about treatments that have already started under private arrangements? 
12. What if I have a patient whose needs are exceptional? 
13. What about psychological considerations? 
14. Are photographs helpful? 
15. What if GPs make referrals outside the criteria outlined these policies? 
16. What if surgeons undertake procedures outside the indications in these policies? 
17. Where can I find out more? 

1. Why do we need policies? 

NHS resources come under ever greater pressures each year.  Ensuring that treatment 
and care is focused where it can make the biggest difference is a key part of making best 
use of these resources.  This is a key challenge for all NHS organisations, and a prime 
focus for commissioning among CCGs.  These policies help clinicians identify 
interventions with limited benefit, thereby providing potential for reinvesting elsewhere, 
where potential benefits are greater. 

The alternative to having policies of this kind is to leave each decision to individual GPs, to 
manage individual dilemmas without guidance and without the context of the health needs 
of the wider population.  

2. What do these policies cover? 

These cover interventions where there is significant risk that patients undergoing them will 
gain little health benefit.  

The procedures have low rather than no clinical value. Some may be effective, but may 
have low value because other (medical) treatments could be tried first. Other effective 
procedures may provide large benefits for some patients but less to those with few 
symptoms, where risks and benefits are closely balanced. There are interventions which 
are effective in some but give no clinical value in others. Finally, there are those 
interventions that whilst effective, are undertaken for primarily cosmetic reasons, which 
commissioners often consider as providing low clinical value. 
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3. Who are they for? 

They are to assist GPs in making referral decisions, where the principal reason for referral 
is for surgical intervention.  

They are also to assist providers of surgical services- a statement about what the NHS will 
pay for. 

4. How has the list been compiled? 

The list of procedures is a historical one, starting with declarations about plastic surgery 
and IVF, and have grown with greater understanding about health benefits from surgical 
intervention, publication of authoritative national guidelines and unexplained variations in 
clinical practice. 

5. How have they been developed? 

Every effort has been made to get an up to date view of practice. However, some will 
contain contentious criteria- for example among eligibility for plastic surgery and IVF.  

We aim to take account of the most up to date clinical evidence, legal precedent and gain 
consensus before publication. A full review of these policies is currently underway, led by 
public health staff across the North East. And keeping these up to date will require 
significant ongoing efforts.  

6. Do I need approval before referring for plastic surgery? 

Where your patient meets the criteria in the policy, you can assume that NHS funding is 
available; authorisation is NOT required before referral is made. Some providers may still 
ask for confirmation of funding.  

7. Can you give any general guidance about what is in the policies? 

Here is some general advice about those policies which are most commonly referred to. 

For procedures that are often carried out for cosmetic reasons: breast surgery (reduction 
or augmentation), benign skin lesions or lipomata, you should consider extent to which 
the individual deviates from the normal range, and the impact of any anomaly on activities 
of daily living.  

Unhappiness is common experience among people wanting plastic surgery who do not 
receive NHS funding. This unhappiness is not, on its own, sufficient to make an individual 
exceptional. 

Much varicose vein surgery undertaken in England is for cosmetic reasons, so you 
should also consider the impact on activities of daily living before referring. 

For IVF- there is an age limit for starting treatment that is based on the probability of 
success. Treatment must start by the patient‟s 40th birthday.  Please alert couples about 
the lead time to establish infertility (two years) and to undertake relevant investigation and 
medical treatment. Age and lack of understanding of the pathway are not exceptional 
reasons for access to IVF. 
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8. Is securing funding a guarantee of treatment? 

Approval for NHS funding is NOT the same as a guarantee of treatment. Funding (the role 
of the commissioner for a whole population) is often requested before specialist 
assessment. However, the ultimate decision about safety and appropriateness of 
treatment is clinical one, which must be done with the patient. 

9. What if funding is declined? 

If there are individual circumstances to be considered, and the decision is to decline 
funding, you will be sent details of how to appeal. 

10. Who tells the patient if funding is declined? 

We will tell the referring clinician, who remains responsible for ongoing treatment and care. 
The correspondence lays out this responsibility, and any time scales for action. 

11. What about treatments that have already started under private arrangements? 

If treatments have already been started under private arrangements, the assumption is 
that a whole package of care has been purchased and its potential complications taken 
account of. Therefore, it would be unreasonable to expect the NHS to pick up the costs 
associated with private treatment unless there is a medical emergency, or some other 
exceptional circumstance. Running out of funds, whilst unfortunate, is not exceptional. 

12. What if I have a patient whose needs are exceptional? 

We welcome Individual Funding Requests- either for patients who are clearly different from 
the group of patients covered by the policy- or for those with very unusual conditions or 
clinical presentations. Please: 

 check the policies (see list below), 

 use the referral forms and guidance that are available on the CCG‟s website to 
indicate how your patient is exceptional. 

13. What about psychological considerations? 

Some CCGs have taken account of psychological factors in arriving at a decision about 
eligibility for NHS funding. But this is hard to do in a clear and fair way. These 
considerations have been removed from the current draft of these policies. 

NICE guidance indicates that clinicians should consider the possibility of Body Dysmorphic 
Syndrome when making referral for plastic surgery (NICE Clinical Guideline 31).  

14. Are photographs helpful? 

Photographs are not used in consideration of exceptionality- and handling them presents 
significant risks of compromising confidentiality. Please do NOT submit photographs. Any 
photographs received will be returned to sender upon receipt. 

15. What if GPs make referrals outside the criteria outlined these policies? 

The implication is that there is no guarantee of payment, although the level of detail in 
these policies is not fully reflected in financial agreements with hospital providers. 

 

http://www.nice.org.uk/CG031
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16. What if surgeons undertake procedures outside the indications in these 
policies? 

The implication is that there is no guarantee of payment, although legally binding contracts 
govern financial transactions. 

17. Where can I find out more? 

The National Prescribing Centre provide further guidance on this topic: 
http://www.npc.co.uk/faqs_ldm.php 

If you have any questions or comments about these policies then contact one of the 
working group members.  Contact details are in Appendix 1. 

 

http://www.npc.co.uk/faqs_ldm.php
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1 INTRODUCTION 
 
1.1 The NHS Constitution is a declaration of rights that are underpinned in law. It confirms that patients 

have the right to expect local decisions about the funding of medicines and treatments to be made 
rationally following a proper consideration of the evidence. 
 
“You have the right to expect local decisions on funding of other drugs and treatments to be made 
rationally following a proper consideration of the evidence. If the local NHS decides not to fund a 
drug or treatment you and your doctor feel would be right for you, they will explain that decision to 
you.” 1 

 
1.2  All NHS commissioning bodies need to identify the best use of the public funds available to them. 

Each Clinical Commissioning Group (CCG) is required set out clearly within its constitution the way 
in which decisions will be made2. This includes the responsibility to make decisions for treatment 
and funding requests which do not fall under existing contracts and service level agreements, and 
where the affordability of a package of care places the organisation at financial risk. CCGs must 
ensure that decisions are made which are legally defensible and also that are equitable and balance 
the interests of the whole of the population as well as address the needs of individual patients. 

 
1.3 CCGs are responsible for ensuring that a full range of services are available to meet the health 

needs of the population within their delegated area of commissioning responsibility. When 
commissioning services, CCGs aim to provide services that meet the population‟s health need, 
providing only treatments which are expected to be clinically effective and provide the best value in 
terms of efficient use of resources. CCGs therefore commission services and treatments in line with 
but not limited to, the National Institute for Health and Clinical Excellence (NICE) guidance, Map of 
Medicine pathways, national and network guidance and clinical „best practice‟. 

 

1.4 CCGs commission a range of services from primary, community, independent, voluntary and 
secondary care providers in line with these requirements and are signed up to the provision of out of 
area treatments available via the „Choice‟ network accessible through and Choose and Book. 
Protocols and processes have been implemented to manage treatment requests outside of this 
range of commissioned services 

 
2 INDIVIDUAL FUNDING REQUESTS 
 
2.1 An Individual Funding Request (IFR) is a request to fund, for an individual, an episode of healthcare 

that currently falls outside existing commissioning arrangements. The request may be for any type 
of healthcare: a service, a piece of equipment/aid or a specific treatment or medicine where the 
CCG is the responsible commissioner. The clinician might consider that the patient has a condition 
that needs treatment where: 

 

 The CCG does not have a commissioning policy in place for a type of healthcare (an individual 
request). This may be because it is a treatment for a very rare condition for which the CCG has not 
previously needed to make provision for, or there is only limited evidence for use of the treatment in 
the requested application, or the treatment has not been considered before because it is a new way 
of treating a more common condition. 
 

 The CCG does have an established commissioning policy but where the requested individual 
treatment is not in the CCG policy or the patient does not meet the criteria (an exceptionality 
request). 

 

                                                 
1
 Department of Health (2009) The NHS Constitution. www.dh.gov.uk/en/publicationsandstatistics/publications/ 

publicationspolicyandguidance/dh_093419 

 
2 Department of Health (2012) The Functions of Clinical Commissioning Groups 
http://www.dh.gov.uk/health/2012/06/ccg-functions/ 

http://www.dh.gov.uk/health/2012/06/ccg-functions/
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2.2 Individual funding request commissioning is an important issue for CCGs because of the need to 
demonstrate clear and fair decision making and the risk of challenge and possible resort to litigation. 
The adoption of a common set of principles for decision making in respect of Individual Funding 
requests has ensured greater consistency across the North East and Cumbria. 

 
2.3 CCGs in the North East have agreed to develop a single policy and process for IFRs across the 

region and will adopt a single decision making framework as part of the agreed process. 
 
3 DUTIES AND ACCOUNTABILITY 
 
3.1 Each CCG is required to specify within their constitution how decisions on requests for Individual 

Funding Requests will be made.  
 
3.2 The Health and Social Care Bill encourages collaboration and makes provision to enable CCGs to 

establish appropriate collaborative arrangements with other CCGs3. However, a CCG will always 
retain legal responsibility for the exercise of its functions. This can never be delegated. The 
statutory position for clinical commissioning groups is different to that of Primary Care Trusts.  

 
3.3 Clinical commissioning groups cannot establish a joint committee which in itself has delegated 

decision-making authority. Each CCG may however grant in its constitution, delegated authority to 
members or employees participating in those joint arrangements to make decisions on its behalf 
(the CCG retaining liability for the decision). It is therefore the individual member/employee who has 
the delegated authority to make a decision rather than any joint arrangement.  

 
3.4 Each CCG has agreed to the implementation of an Individual Funding Requests Panel to support 

the overall decision making process. CCG delegated decision makers, along with a Non-Executive 
Chair and support from appointed commissioning services, will review requests for funding in line 
with the agreed Terms of Reference. This process will support a recommended decision for 
endorsement by the lead CCG individual with responsibility to make this decision on behalf of the 
CCG. 

 
3.5 The panel arrangements in place have been developed in line with the Department of Health 

guiding principles to support local decision making. Members who are part of the panel 
arrangements in place have the appropriate range of skills to support decision making and the 
overall process has an appeals process in place. 

 
3.6 The composition of the panel arrangements are such that they have an appropriate mix of clinical 

and managerial members. Each CCG will also be represented on the panel by the individual with 
delegated responsibility for making decisions about IFRs as per the Terms of Reference in place. 

 
4 PRINCIPLES 
 
4.1 It is important that CCGs have a consistent approach to guide the allocation of resources in both 

population based and individual commissioning decisions. All commissioning decisions made 
should take account of the following principles:  

 

 Legality – the treatment is lawful and within CCG‟s remit.  

 Safety – „first do no harm‟. 

 Evidence of clinical effectiveness before NHS resources are invested in the treatment.  

 Evidence of cost effectiveness before NHS resources are invested in the treatment. 

 Affordability within the resources available to the CCG. 

 The extent to which the individual or patient group will gain a benefit from the treatment. 

 The balance between the needs of each individual with the needs of the community. 

 Relevant national standards and authoritative guidance  

                                                 
3 NHS Commissioning Board (2012) Towards Establishment: Creating responsive and accountable clinical 
commissioning groups http://www.commissioningboard.nhs.uk/files/2012/09/towards-establishment.pdf 

http://www.commissioningboard.nhs.uk/files/2012/09/towards-establishment.pdf


 

Version 2 September 2013   Page 5 of 13 
 

 Accessibility and patient choice as to where a treatment is delivered. 
 

In additions decisions should:   
 

 Comply with relevant national policies, local policies and priorities and clinical commissioning 
policies that have been adopted by CCGs concerning specific conditions or treatments. 
 

 Be based on the available evidence concerning the clinical and cost effectiveness of the 
proposed treatment, including any NICE publications. 
 

 Be taken without undue delay; a pragmatic approach may need to be taken when dealing with 
urgent requests i.e. where a delay in reaching a decision to fund adversely affects the clinical 
outcome. 

 
5 EQUALITY AND DIVERSITY 
 
5.1  CCGs have a duty to have regard to the need to reduce health inequalities in access to health 

services and health outcomes achieved as enshrined in the Health and Social Care Act 2012. CCGs 
are committed to ensuring equality of access and non-discrimination, irrespective of age, gender, 
disability (including learning disability), gender reassignment, marriage and civil partnership, 
pregnancy and maternity, race, religion or belief, sex (gender) or sexual orientation. In carrying out 
its functions, CCGs will have due regard to the different needs of protected equality groups, in line 
with the Equality Act 2010. This document is compliant with the NHS Constitution and the Human 
Rights Act 1998. This applies to all activities for which they are responsible, including policy 
development, review and implementation. 
 

5.2 The annual commissioning cycle is the mechanism through which investment and disinvestment 
decisions are taken. CCGs should not expect to introduce any health care intervention in year 
outside this process since to do so risks ad hoc decision making and will take resources from 
previously identified priorities. Consideration of new drugs/technologies will take place within the 
annual planning framework and individual funding requests can not be used as a means of 
introducing in year service developments. 

 
6 EXCEPTIONALITY 
 
6.1 For the purposes of funding decisions exceptionality is defined as: 
 

“The patient or their circumstances are significantly different to the general population of  patients 
with the condition in question. The patient is likely to gain significantly more benefit from the 
intervention than might normally be expected for patients with that  condition.”  

6.2 If an individual funding request is on the basis of the patient having exceptional clinical 
circumstances the process should focus on the following issues: 

 

 Are there any clinical features of the patient‟s case which makes the patient significantly different 
to the general population of patients with the condition in question at the same stage of 
progression? 
 

 Would the patient be likely to gain significantly more clinical benefit from the requested 
intervention than might be normally expected for the general population of patients with the 
condition at the same stage of progression? 

 
6.3 The fact that a treatment is likely to be efficacious for a patient is not, in itself, a basis for 

exceptionality. 
 
6.4 Assessing the significance of psychological distress for interventions can be problematic. Because 

of these problems and the difficulties associated with obtaining normative values for the majority of 
patients for whom an intervention is not available and in the interests of equity, exceptionality claims 
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will be based solely on individual clinical circumstances explicitly ruling out consideration of non-
clinical (i.e. social and personal) circumstances4. 

 
6.5 Where the rationale for treatment is principally psychological it is assumed that the psychological 

problem will be addressed out with the scope of this framework. It is inappropriate for CCGs to take 
responsibility for funding of cosmetic surgery based on the principle as outlined above and the 
appropriate response from NHS services is to offer support and assistance with coping strategies, 
support and counselling to improve self-image. 

 
6.6 If a patient is one of a group of patients for whom a treatment is not made available by the CCG 

under CCG‟s existing policies the appropriate process for obtaining funding for the requested 
treatment should be for CCGs to review the policy. Such a change should happen through the 
annual commissioning process. The IFR process is not the procedure to implement a service 
development. 

 
6.7  the cut off between cases which require a policy before a treatment is funded and those that can be 

funded by way of an IFR request where there are likely to be five or more patients across the North 
East and Cumbria or the financial commitment is likely to result in expenditure of more that 
£100,000 per year. 

 
7 THE DECISION MAKING PROCESS 
 
7.1  The decision-making framework will be used for each referral which includes an ethical framework.  
  An example of such a framework is detailed in Appendix 1. 
 
7.2 The referring clinician is responsible for demonstrating exceptionality and is required to set out a 

clinical history and present state of the patient‟s medical condition, the nature of the treatment 
requested and the anticipated benefits of the treatment. In determining whether a patient is 
exceptional the panel will compare the patient to other patients with the same presenting medical 
condition at the same stage of progression. 

 
7.3 The panel will avoid adopting the approach described in the “the rule of rescue”. The fact that a 

patient has exhausted all NHS treatment options available for a particular condition is unlikely, of 
itself, to be sufficient to demonstrate exceptional circumstances. Equally, the fact that the patient is 
refractory to existing treatments where a recognised proportion of patients with same presenting 
medical condition at this stage are, to a greater or lesser extent, refractory to existing treatments is 
unlikely, of itself, to be sufficient to demonstrate exceptional circumstances. 

 
7.4 Once a decision has been reached it will be recorded and there is an agreed process and timescale 

for corresponding with the referring clinician. 
 
7.5 Following a panel decision that the circumstances are not exceptional and the IFR is not approved, 

new evidence or information may come to light. In these circumstances the case may be re-
submitted for reconsideration as per the appeals process in place. 

 
7.6  CCGS would not normally expect to pick up the funding of ongoing treatments following the 

completion of clinical trials. Only exceptional cases will be considered through the IFR process. 
 
7.7  Excess treatment costs for clinical trials will not be funded through the IFR process. 
 
7.8 In cases where providers initiate treatment that may require funding through the IFR process before 

funding approval is sought 
 
7.9  If treatments have already been started under private arrangements, the assumption is that a whole 

package of care has been purchased and its potential complications taken account of. Therefore, it 

                                                 
4
 North West Medical and Treatment Group Exceptionality Statement, October 2009 
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would be unreasonable to expect the NHS to pick up the costs associated with private treatment 
unless there is a medical emergency, or some other exceptional circumstance. Running out of 
funds, whilst unfortunate, is not exceptional. 

 
7.10  CCGs have no liability to pay the provider under the acute services contract.  In the event that prior 

approval or pick-up funding is not agreed, responsibility for providing on-going access to a treatment 
is the responsibility of the provider trust in which treatment was initiated. 
 

8 CO-OPERATION OF PROVIDER TRUSTS 
 
8.1  Provider trusts and clinicians are required to take the NE and Cumbria Value Based Clinical 

Commissioning Policies into account in the advice and guidance given to patients prior to making 
the decision to treat a patient. CCGs should ensure that the management of provider trusts have 
oversight of this process.  
 

9  POLICY CONSULTATION, RATIFICATION AND APPROVAL 
 
9.1 This document has been produced by the North of England Commissioning Support Team (NECS) 

and lead officers of the CCGs.  
 
9.2 The policy will be equality impact assessed by each CCG. 
 
9.3 The policy will be ratified and approved by each CCG. 
 
10 TRAINING, DISTRIBUTION AND IMPLEMENTATION 
 
10.1 The effectiveness of this document relies upon a high level of staff and referrer awareness of the 

process. Training will be available for staff to enable them to use the online system and information 
will be disseminated to referrers as appropriate. 

 
10.2 Further help and support will be provided by the Individual Funding Request Administrators. 
 
10.3 This document is available for all staff and clinicians. 
 
11  MONITOR AND COMPLIANCE 
 
11.1 Responsibility for monitoring the arrangements to ensure that they are properly adhered to will lie 

with each CCG.  
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Appendix 1: Decision Framework Document  
 
(adapted from NHSCDD Decision Framework Document for the Exceptional Cases Committee) 

 
 
IN STRICTEST CONFIDENCE: IFR DECISION FRAMEWORK DOCUMENT 
 
 
PANEL MEETING 
 
 
DATE__________________________________________PATIENTNo:______________________________________ 
 

 
STRICTLY PRIVATE & CONFIDENTIAL – NOT FOR RELEASE OUTSIDE THE PANEL 

 
All attendees should be aware the compliance with the Freedom of Information Act. The minutes and papers from this meeting could be published on the 
Publication Scheme and be made available to the referring clinician and patient. 
 
 
Notes of Guidance: 
 

1. A copy of this form is to be provided to each panel member for each person in respect of whom an application is being considered. 
 

2. The copies will, at the end of the meeting, be collected and retained by the IFR Administrator. 
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Panel Members: 
 
 
 
 
 
Intervention Requested: 
 
 
 
 
 
Documents pertaining to the case: 
 
 
 
 
 
 
 
Brief background to intervention requested: 
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Points for consideration  
 

Discussion notes 

Do the CCGs have a policy to cover the 
treatment which is made available to 
patients with the medical condition of the 
patient? 

 

Did the panel reach the view that the 
patient had demonstrated exceptional 
clinical circumstances in this individual 
case? 

 

Does the panel consider that there is 
sufficient evidence of the clinical 
effectiveness of this drug/intervention? 

 

Is there sufficient evidence that this 
drug/intervention has been or will be 
effective in this individual case and that 
they will gain significantly greater clinical 
benefit than other patients with the same 
clinical condition and stage of disease? 

 

Does the panel consider that there is 
enough evidence to make a decision 
regarding the cost effectiveness of this 
drug/intervention? (NICE, Appraisals) and 
does that evidence indicate the treatment 
requested will be cost-effective in this 
individual case? 

 

What are the absolute costs involved in 
funding this treatment, in relation to the 
overall resources of the CCG for health 
care? 

 

What will the anticipated impact be on the 
rest of the patient population should this 
treatment be funded? 

 

Will it be equitable to the wider population 
to fund this treatment after consideration 
of the clinical needs of this patient? 

 

Are there any other factors which were  
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considered relevant by the Panel? 
 

 
Summary 

Funding recommended: 
 
 
 
 
 

Any conditions / review mechanisms 
required. 

Outcome measures to be monitored and 
date of review. 

Funding not recommended: 
 
 
 
 
 

Reasons  
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APPENDIX 2: Glossary 
 
Treatment means any form of healthcare intervention which has been proposed by a clinician and is 
proposed to be administered as part of NHS commissioned and funded healthcare.  
 
An individual funding request is a request received from a provider, or a patient with explicit support from 
a clinician, which seeks funding for a single identified patient for a specific treatment.  
 
Clinical circumstances means a full history of the patient‟s medical condition, a full description of the 
patient‟s present medical condition and as comprehensive an assessment of the patients future medical 
condition and prognosis as the Clinical Team treating the patient is able to provide.  
 
Case by case decision making, in the context of priority setting, occurs when a decision maker decides to 
allocate NHS resources for a specified treatment for one or more specified patients as a substitute for 
policy making. This is generally regarded as poor practice because it avoids making an explicit policy.  
 
Exceptional clinical circumstances refers to a patient who has clinical circumstances which, taken as a 
whole, are outside the range of clinical circumstances presented by a patient within the normal population 
of patients with the same medical condition and at the same stage of progression as the patient.  
 
Rule of rescue is the observation that human beings, in situations where an individuals life is at risk, have 
the proclivity to take action to rescue the individual regardless of the cost and the chances of success. 
Action taken, therefore, is in part about meeting the emotional needs of the decision maker. In the 
healthcare setting the term has been used in a number of ways.  
 
Experimental and unproven treatments are medical treatments or proposed treatments where there is 
no established body of evidence to show that the treatments are clinically effective. The reasons may 
include the following:  
 

 The treatment is still undergoing clinical trials for the indication in question. 

 The evidence is not available for public scrutiny.  

 The treatment does not have approval from the relevant government body. The treatment does not 
conform to an established clinical practice in the view of the majority of medical practitioners in the 
relevant field.  

 The treatment is being used in a way other than that previously studied or for which it has been 
granted approval by the relevant government body.  

 The treatment is rarely used, novel, or unknown and there is a lack of evidence of safety and 
efficacy.  

 There is some evidence to support a case for clinical effectiveness but the overall quantity and 
quality of that evidence is such that the commissioner does not have confidence in the evidence 
base and/or there is too great a measure of uncertainty over whether the claims made for a 
treatment can be justified.  

 
A service development is any aspect of healthcare which the CCG has not historically agreed to fund and 
which will require additional and predictable recurrent funding. The term refers to all new developments 
including new services, new treatments (including medicines), changes to treatment thresholds and quality 
improvements. It also encompasses other types of investment that existing services might need, such as 
pump-priming to establish new models of care, training to meet anticipated manpower shortages and 
implementing legal reforms. Equitable priority setting dictates that potential service developments should be 
assessed and prioritised against each other within the annual commissioning round. However, where 
investment is made outside of the annual commissioning round, such investment is referred to as an in-
year service development.  
 
An in-year service development is any aspect of healthcare, other than one which is the subject of a 
successful individual funding request, which the CCG agrees to fund outside of the annual commissioning 
round. Unplanned investment decisions should only be made in exceptional circumstances because, 
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unless they can be funded through disinvestment, they will have to be funded as a result of either delaying 
or aborting other planned developments.  
 
A policy variation occurs when an existing policy is changed. When there is a proposal which would result 
in increased access to a treatment (for example by lowering the threshold for treatment or adding a new 
indication for treatment) the policy variation is a service development and will be treated as such.  
 
A Similar Patient refers to the existence of a patient within the patient population who is likely to be in the 
same or similar clinical circumstances as the requesting patient and who could reasonably be expected to 
benefit from the requested treatment to the same or a similar degree. The existence of one or more similar 
patients indicates that a policy position is required of the CCG. 
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Appendix C Item: 9.7       

  
 

INDIVIDUAL FUNDING REQUESTS PANEL 
 

TERMS OF REFERENCE 
 
 
1. Constitution 
 
1.1 The Governing Body of NHS Sunderland CCG hereby resolve to establish an Individual Funding 

Request Panel (The Panel) which will report to the Governing Body of NHS Sunderland CCG. 
 
2. Principal Functions 
 
2.1 The main functions of the Individual Funding Request Panel (The Panel) are as follows: 
 

2.1.1 To consider all Individual Funding Requests and decide whether to support or not support these 
individual requests on the basis of the information provided with the request to the Individual 
Funding Request Panel. Requests will be assessed for access to services within the 
commissioning authority of the CCG. 
 

2.1.2 To develop and agree protocols for accessing services or treatment not within contract, either 
for NHS or non-NHS providers where a service level agreement or contract does not exist. 

 
3. Membership 

 
3.1 The Individual Funding Request Panel shall collectively assess requests across CCG locality areas as 

per Appendix 1. The collective CCG Panel will have a membership which comprises: 
 

o Chair (Nominated CCG lay member) 

o CCG decision maker (two nominated from each CCG area for cover arrangements. At least one 

CCG rep from any area of the panel to be in attendance. If no CCG decision maker from patient 

area in attendance, decision sent to CCG representative for endorsement) 

o Clinical Advisors from the respective CCG areas (in attendance to offer advice and technical 

support) 

o Medicines Management representative (in attendance to offer advice and technical support) 

o Mental Health and Learning Disabilities representative (in attendance to offer advice and 

technical support) 

o Contracting/Commissioning representative (in attendance to offer advice and technical support) 

o Local IFR Administrator (if not already acting in the capacity of contracting representative) 

3.2 Decisions will be made based on the discussion held at each meeting by members of the Panel. 
Ultimate accountability however lies with the CCG decision maker as they have the delegated authority 
from the Governing Body of NHS Sunderland CCG to make funding decisions on behalf of such Board. 

 
4. Quorum and Voting 
 
4.1 No business shall be transacted at a meeting unless at least a Chair, two CCG decision makers and a 

Clinical Advisor is present. The IFR Administrator must also be in attendance and will support the 
presentation of cases where required and take notes of each meeting. 
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4.2 An Officer in attendance for an Executive Director (Officer Member) but without formal acting up status 

may not count towards the quorum. 
 

4.3 If the Chair or a panel member has been disqualified from participating in the discussion on any matter 
and / or from voting on any resolution by reason of a declaration of a conflict of interest that person 
shall no longer count towards the quorum.  If a quorum is then not available for the discussion and / or 
the passing of a resolution on any matter, that matter may not be discussed further or voted upon at 
that meeting.  Such a position shall be recorded in the minutes of the meeting.  The meeting must then 
proceed to the next business. 
 

  4.4 Whilst it is expected that members of the Panel will seek to reach a consensus on all issues, the fact 
that the Panel is empowered to make decisions that are binding on the NHS Sunderland CCG 
Governing Body necessitates the establishment of formal voting arrangements.  Decisions will be 
decided through majority voting arrangements. The CCG decision maker will have ultimate decision 
making power however, as they are the delegated decision maker of the NHS Sunderland CCG 
Governing Body. 

 
5. Frequency of meetings 

 
5.1 Meetings will be convened monthly, at a time to be agreed, with the ability to call an extra Panel in the 

event of a backlog of cases or stand down a Panel in the event of no cases. This will be reviewed in the 
light of the number of applications received and the development of protocols which define criteria for 
approving or rejecting requests.  

 
6. Remuneration 
 

Remuneration for those representatives that undertake this duty outside of existing roles will be made 
at the agreed rate in line with the relevant CCG policy or individual CCG rate as agreed with the 
individual concerned. 

 
7. Urgent Requests 

 
7.1  If an urgent decision is required outside of a scheduled meeting and the request cannot be heard by the 

alternative out of area panel or an exceptional Panel cannot be convened, the application information 
will be communicated to members of the Panel via secure e-mail. 

 
7.2  The information will be anonymised and communicated to each of the Panel members via NHSnet or 

safehaven facsimile in line with the agreed process and a decision will be made within 1 week of 
receipt. 

 
7.3  A decision will be made by receiving a minimum of three matching responses, one of which must be 

from a CCG decision maker as they hold ultimate accountability. 
 
7.4  The decision will be securely communicated by e-mail, facsimile, telephone or via the electronic system 

in place with confirmation by letter and the outcome communicated formally heard at the next available 
Funding Panel meeting. 

 
8. Appeals  
 
8.1 Requests for funding for exceptional treatments will not be considered twice by the IFR Panel. In the 

event that the referring medical practitioner (on behalf of the patient) wishes to appeal against the 
decision the appeals procedure needs to be followed (Appendix 3). 
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8.2 An appeal request should be made within three months of original decision, via documented 
correspondence stating why the appeal is being made and must include any new information / 
evidence. 

 
8.3 On receipt of an application for appeal, the IFR Administrator will screen the original application, the 

notes of the Panel decision, all correspondence, any new information and the appeal request. 
 
8.4 Where a recommendation is made to the CCG Decision Maker that valid grounds for an appeal have 

not been established, applicants will be informed in writing. 
 
8.5 Where it is evident that substantial new information has been made available over and above the 

contents of the original request, a recommendation will be made to the CCG Decision Maker that the 
case is referred back to the IFR Panel for reconsideration in line with the agreed meeting schedule. 
Where this is the case, it will not be taken as part of an appeals process, i.e. the clinician’s right to 
appeal will not have been exhausted at this point. 

 
8.6 Where there are grounds for an appeal hearing, i.e. where there is evidence that the Decision 

Maker/Panel may not have acted in accordance with the agreed IFR process, considered the relevant 
evidence, considered material factors only or appropriately applied the criteria in making this decision, a 
recommendation will be made to the CCG Decision Maker to send the case to the appeals panel. 

   
8.7 Panel members who were present at the original IFR Panel hearing are not eligible to sit on the appeals 

panel, therefore an appeal hearing must be undertaken by the out of area IFR Panel for reconsideration 
in line with their agreed meeting schedule. The CCG responsible for the case should ensure a decision 
maker attends the appeals panel but this must be an alternative CCG decision maker to the original 
hearing. 

 
8.8 The outcome of the appeal panel is the final decision and will be communicated by written 

correspondence usually within 5 working days of the appeals panel meeting.  For all cases the IFR 
Admin as role of co-ordinator, will write on behalf of the CCG and Funding Panel, to the referring 
clinician, with the decision(s) and reason(s) for the decision(s) reached by the Panel. It is expected that 
the referring clinician will then discuss the outcome of the Panel with the patient(s) concerned. 

 
9. Reporting 
 
9.1 The minutes of the Panel shall be formally recorded and submitted to the Board in its private section of 

the meeting. The Chair of the Panel shall draw the attention the Board to any issues that require 
disclosure to the full Board. 

 
10 Other Matters 

 
10.1 The Panel shall be supported administratively by the IFR Admin, whose duties in this respect will 

include: 
 

o agreement of the agenda with the chair and the collation of the papers 
o taking the minutes and keeping a record of matters arising and issues to be carried forward 
o Advising the Panel on pertinent matters 
o A register of all applications considered and the outcome of each is maintained (via the 

electronic system in place) 
o The IFR Admin, as role of co-ordinator, will write on behalf of the CCG and Funding Panel to the 

referring clinician with the decision(s) and reason(s) for the decision(s) reached by the Panel. 
o Minutes of the meeting will be compiled by the IFR Admin and circulated to all Panel members; 

confirmation of the minutes is required from the Chair and Clinical Advisor/CCG decision maker 
prior to the decision letter being sent to the referring clinician. 
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11 Review of Terms of Reference 
 

11.1 The Board will review these Terms of Reference annually. 
 

Appendix 1 
 
Panel Arrangements 
 

Panel Cluster Area CCG 

South Panel Tees NHS Hartlepool and Stockton on Tees Clinical 
Commissioning Group 

NHS South Tees Clinical Commissioning Group  

Durham NHS Durham, Dales, Easington and Sedgefield Clinical 
Commissioning Group 

NHS North Durham Clinical Commissioning Group  

NHS Darlington Clinical Commissioning Group 

North Panel North of Tyne NHS Northumberland Clinical Commissioning Group 
 

NHS Newcastle West  Clinical Commissioning Group 
 

NHS North Tyneside Clinical Commissioning Group 
 

NHS Newcastle  North and East Clinical 
Commissioning Group 

South of Tyne NHS South Tyneside Clinical Commissioning Group 

NHS Sunderland Clinical Commissioning Group 

NHS Gateshead Clinical Commissioning Group 

Cumbria 
Panel 

Cumbria NHS Cumbria Clinical Commissioning Group 
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Appendix 2 
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Appendix 3 
 
Flow chart for appeals process 
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CATEGORY OF PAPER  

Proposes specific action  

Provides assurance   

 

Governing Body 

22
nd

 October 2013  

 

Report Title: 

Performance and Planning Assurance Report 

 

Purpose of report: 

To provide the Governing Body with the current 

position against the CCG Assurance Framework 

requirements and delivery against the CCG plan on 

a page. 

 

Recommendation/Action Required: 

 

The Governing Body is asked to note the position, 

specifically in relation to areas of high risk and agree 

actions to resolve these. 

Sponsoring Governing Body member  

(where relevant) 
Chris Macklin, Debbie Burnicle 

Report Author Scott Watson,  Matt Thubron, Lynsey Caizley 

Governance and assurance  

Link to CCG strategic objectives  

Relevant legal/statutory issues  

Risk implications: 

(identified risks must be included on Risk 

Register) 

Yes – covered in the report 

Information governance/data protection  

If report has been previously reviewed 

please specify which Committee and date of 

meeting 

No 
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Equality Impact Assessment completed:  Yes  No  
Not 

relevant 
 

Key implications for the following: 

 

Any additional resources: 

 

 

 

 

 

Appropriate clinical engagement?  
 

 

Patient outcomes: 
 

 

Member/stakeholder engagement: 
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Performance and Planning Framework – Assurance Report 

For the period April – August 2013 

1. Purpose of this report 

The purpose of this report is to provide the Governing Body with assurance in 

relation to key areas of delivery across the CCG Planning and Performance 

Framework.  The report provides an update in relation to the key areas of delivery 

for the period April – August 2013.   
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2. CCG Assurance Framework – Balanced Scorecard 

AMBER/GREEN

This Balanced Scorecard is based on data currently available.  The NHS England final Q1 Balanced Scorecard has now been 

published and this scorecard reflects the changes made at a national level.  Please note that some indicators are local 

indicators and are not taken into account when it comes to overall Domain ratings.  These are highlighted in the commentary.

Domain 5: Are conditions of CCG 

authorisation being addressed and removed 

(where relevant)

GREEN

NHS Sunderland Clinical Commissioning Group 

Balanced Scorecard

Rated as Amber/Green due to MRSA and CDIFF at CHS NHSFT 

and STFT due to Never Events. Clarification received that SUI 

measure will not be part of the Q1 assessment.

This is currently rated as Amber/Green as per the Interim CCG 

Assurance Framework guidance.  Although the Cancer 62 Upgrade 

indicator is rated as Amber, this has no national operational 

standard.  Other pressures related to Cancer 62 waits are also 

present. Ambulance Handovers are also rated as red and are not 

included within the Q1 assessment.  A&E 4 Hour Waits at CHS are 

the main area of risk.

Rated as Amber/Red due to a number of indicators being off track 

although data for a number of indicators are out of date due to 

none availability of current data.  Alternative data sources are 

being investigated and the BI Team are working with NECS to 

resolve this.  HCAI areas are the main areas of risk

Domain 4: Are CCGs commissioning services 

within their financial allocations?
GREEN

Rated as Green

Domain 3: Are health outcomes improving for 

local people?
AMBER/RED

Domain 1: Are local people getting good 

quality care?
AMBER/GREEN

Domain 2: Are patient rights under the NHS 

Constitution being promoted?
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Are local people getting good quality care?

Rating
Action Plan 

Mitigates Risk?
Rating

Action Plan 

Mitigates Risk?
Rating

Action Plan 

Mitigates Risk?
Rating

Action Plan 

Mitigates Risk?
Rating

Action Plan 

Mitigates Risk?
Rating

Action Plan 

Mitigates Risk?

Has local provider been subject to enforcement action by the CQC?    No N/A No N/A No N/A No N/A No N/A No N/A

Has local provider been flagged as as a 'quality compliance risk' by Monitor and/or are requirements in 

place around breaches of provider licence conditions?
No N/A No N/A No N/A No N/A No N/A No N/A

Has local provider been been subject to enforcement action by the NHS TDA based on 'quality' risk? No N/A No N/A No N/A No N/A No N/A No N/A

Does feedback from the Friends and Family test (or any other patient feedback) indicate any causes for 

concern?
No N/A No N/A No N/A No N/A No N/A No N/A

Has the provider been identified as a 'negative outlier' on SHMI or HSMR?    No N/A No N/A No N/A No N/A No N/A No N/A

Do provider level indicators from the National Quality Dashboard show that:

the provider has reported more MRSA cases are above zero    Yes Yes No N/A Yes Yes No N/A No N/A No N/A

the provider has reported more C difficile cases than trajectory Yes Yes No N/A Yes Yes No N/A No N/A No N/A

the provider has reported more MSA breaches are above zero    No N/A No N/A No N/A No N/A No N/A No N/A

Does the provider currently have any unclosed Serious Untoward Incidents (SUIs)?    Yes Yes Yes Yes Yes Yes No N/A Yes Yes Yes Yes

Has the provider experienced any 'Never Events' during the last quarter?    Yes Yes No N/A No N/A No N/A No N/A No N/A

Rating
Action Plan 

Mitigates Risk?
Lead

Does the CCG have any outstanding conditions of authorisation in place on clinical governance? No N/A Debbie Cornell

Has the CCG self-assessed and identified any risks associated with the following:

Concerns around quality issues being discussed regulary by the CCG governing body No N/A

Concerns around the arrangements in place to proactively identify early warnings of a failing service No N/A

Concerns around the arrangements in place to deal with and learn from serious untoward incidents and 

never events
No N/A

Concerns around being an active participant in its Quality Surveillance Group No N/A

If there was an emergency event in the last quarter, has the CCG self-assessed and identified any areas 

of concern on the arrangements in place for dealing with such an event?
No N/A David Gallagher

Has the CCG self-assessed and identified any risk to progress against its Winterbourne View action 

plan?
No N/A Alan Cormack

DOMAIN RAG RATING
Green - All 'NO' responses

Amber/Green - One or more 'YES' responses but action plan in place that sucessfully mutigates patient 

risk

Amber/Red - One or more 'YES' responses but no action plan in place / plan does not  sucessfully 

mutigate patient risk

Red - Enforcement action is being undertaken by the CQC, Monitor or TDA and the CCG is not engaged 

in proportionate action planning to address patient risk

Clinical Governance

CCG

Lead

Clinical Governance

Gateshead Health NHS FTSpire Healthcare LTDSouth Tyneside NHS FT
Northumberland Tyne and 

Wear NHS FT

Debbie Cornell / 

Sue Goulding

Overall Risk Rating

AMBER/GREEN

NHS Sunderland CCG

AMBER/GREEN

AMBER/GREEN
Clinical Governance

Providers

Matt Thubron

Debbie Cornell

Sue Goulding

Contract Team

City Hospitals Sunderland NHS 

FT
Inidicator

AMBERGREEN AMBERGREEN AMBERGREEN GREEN AMBERGREEN

North East Ambulance Service

AMBERGREEN
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Management Lead Executive Lead Latest Data Actual To Date 2013/14 Target Risk to Year End Comments

29
18 Week Referral to Treatment Waiting Times - Admitted (adjusted) patients treated within 18 

weeks
Scott Watson Chris Macklin Jul-13 92.8% 90.0%

30 18 Week Referral to Treatment Waiting Times - Non-admitted patients treated within 18 weeks Scott Watson Chris Macklin Jul-13 98.3% 95.0%

31
18 Week Referral to Treatment Waiting Times - patients on an incomplete pathway treated 

within 18 weeks
Scott Watson Chris Macklin Jul-13 93.3% 92.0%

32 52 Week Referral to Treatment Waiting Times - Admitted Scott Watson Chris Macklin Jul-13 - YTD 0 0

33 52 Week Referral to Treatment Waiting Times - Non-admitted Scott Watson Chris Macklin Jul-13 - YTD 0 0

34 52 Week Referral to Treatment Waiting Times - incomplete pathway Scott Watson Chris Macklin Jul-13 - YTD 0 0

Diagnostic test waiting times 35 Patients waiting more than 6 weeks for 15 key diagnostic tests Scott Watson Chris Macklin Jul-13 100.0% 99.0%

36a % patients spending 4 hours or less in A&E or minor injury unit - City Hospitals Sunderland Scott Watson Ann Fox Aug-13 - YTD 94.1% 95.0%

36b % patients spending 4 hours or less in A&E or minor injury unit - South Tyneside NHS FT Scott Watson Ann Fox Aug-13 - YTD 98.8% 95.0%

36 % patients spending 4 hours or less in A&E or minor injury unit - CCG Composite Scott Watson Ann Fox Aug-13 - YTD 96.2% 95.0%

38 % patients spending 4 hours or less in major A&E department- Sunderland Royal Hospital Scott Watson Ann Fox Aug-13 - YTD 91.2% 95.0%

40 No waits from decision to admit to admission (trolley waits) over 12 hours Scott Watson Ann Fox Jun-13 - YTD 0 0

41 % patients seen within 2 weeks of urgent referral for suspected cancer Scott Watson Chris Macklin Jul-13 - YTD 96.1% 93.0%

42 % patients seen within 2 weeks of urgent referral for breast symptoms Scott Watson Chris Macklin Jul-13 - YTD 93.3% 93.0%

43 % patients treated within 31 days of cancer diagnosis Scott Watson Chris Macklin Jul-13 - YTD 99.3% 96.0%

44 Cancer diagnosis to treatment waiting times (31 day subsequent treatment surgery) Scott Watson Chris Macklin Jul-13 - YTD 100.0% 94.0%

45 Cancer diagnosis to treatment waiting times (31 day subsequent treatment drugs) Scott Watson Chris Macklin Jul-13 - YTD 100.0% 98.0%

46 Cancer diagnosis to treatment waiting times (31 day subsequent treatment radiotherapy) Scott Watson Chris Macklin Jul-13 - YTD 97.4% 94.0%

47 % patients treated within 62 days of urgent referral for suspected cancer Scott Watson Chris Macklin Jul-13 - YTD 82.5% 85.0%

62 Days was under the required standard of 85% for July.  This is the second month 

out of 4 this has been under the standard.  As with previous months, breaches can 

be seen at CHS and NUTH due to complex pathways and patient choice.

48 % patients treated within 62 days of urgent referral from NHS Cancer Screening Programmes Scott Watson Chris Macklin Jul-13 - YTD 100.0% 90.0%

49
62 day wait for first treatment for cancer following a consultants decision to upgrade the 

patient priority
Scott Watson Chris Macklin Jul-13 - YTD 100.0% 85.0%

There is currently no operational standard set for this indicator, however NHS 

England national team are monitoring against an 85% target, as is CHS. This is 

currently not measured as part of the overall domain on a monthly basis but will be 

considered at the end of the year

50 Ambulance: Cat A calls responded to <8 mins (Red 1 - Critical) Scott Watson Chris Macklin Jul-13 - YTD 82.2% 75.0%

51 Ambulance: Cat A calls responded to <8 mins (Red 2 - Serious) Scott Watson Chris Macklin Jul-13 - YTD 78.9% 75.0%

73 Ambulance: Cat A calls resulting in an ambulance arriving at the scene within 19 minutes Scott Watson Chris Macklin Jul-13 - YTD 97.1% 95.0%

Mixed sex accommodation 52 Number of patient breaches of Mixed Sex Accommodation Scott Watson Chris Macklin Jul-13 - 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 Jul-13 - YTD 0.0% 100.0%

54 No urgent operation to be cancelled for a 2nd time Scott Watson Chris Macklin Jul-13 - YTD 0 0

Mental Health 55 % patients discharged from Mental Health wards receiving follow up within 7 days Ian Holiday Debbie Burnicle Jun-13 - YTD 94% 95.0%

Ambulance Handovers 58
All handovers between ambulance and A & E must take place within 15 minutes and crews 

should be ready to accept new calls within a further 15 minutes
Scott Watson Chris Macklin Aug-13 - YTD 543 0

543 breaches at Sunderland Royal Hospital.  Please note that this indicator is not 

included in the overall Domain 2 rating as part of the assurance framework.

AMBER/GREEN

Sub Measure

Red - Performance below the lower threshold OR same indicator has Amber performance for two consecutive quarters

Performance is currently rated as Green for All Types based on the new 

methodology of calculating A&E performance.  This is being reviewed nationally 

and could change.  Regardless of the calculation of performance, A&E is still 

experiencing significant pressures, particularly Type 1 attendances at Sunderland 

Royal Hospital.  Performance of all types at CHS for Q2 is still at risk although if 

performance remains above 95.6% for the remaining weeks of September, CHS 

should achieve the 95% standard.

MIU reprocurement on schedule for implementation in July 2014 and plans 

progressing on the provision of extra capacity at Pallion which could start as early 

as October.

Please note that the Type 1 indicator is not included in the overall domain rating

NHS Constitution Measures

Referral to treatment waiting times for non-

urgent consultant-led treatment

A&E waits

Cancer waits - 2 week

Category A ambulance calls

Overall Risk Rating

AMBER/GREEN

AMBER/GREEN

Cancer waits - 31 days

Cancer waits - 62 days

Cancelled operations

Green - All 'NO' responses

Amber/Green - One or more 'YES' responses but action plan in place that successfully mitigates patient risk

Amber/Red - One or more 'YES' responses but no action plan in place / plan does not  successfully mitigate patient risk

Red - Enforcement action is being undertaken by the CQC, Monitor or TDA and the CCG is not engaged in proportionate action planning to address patient risk

DOMAIN RAG RATING

INDICATOR RAG RATING

Green - Performance at or above the standard

Amber - Performance between the standard and the lower threshold
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Management Lead Executive Lead Latest Data Actual To Date 2013/14 Target Risk to Year End Comments

1
Potential Years of Life Lost from causes considered amenable to 

healthcare
2,632 No deterioration

2 Deaths from cardiovascular disease per 100,000 population 2008/10 78.5 No deterioration

3 Deaths from respiratory disease per 100,000 population 42.2 No deterioration

4 Deaths from liver disease per 100,000 population 68.2 No deterioration

5 Deaths from cancer per 100,000 population 2008/10 143.2 No deterioration

6 Health-related quality of life for people with long-term conditions 64.8% No deterioration
Currently awaiting data from NECS. Unable to accurately assess year end risk at this 

time

7
People with a long-term condition feeling independent and in 

control of their condition
Ian Holliday Debbie Burnicle Q2 2012/13 87.4% No deterioration

8
Unplanned hospitalisation for chronic conditions that should usually 

be treated outside of hospital
Ian Holliday Debbie Burnicle Jun-13 98.1 No deterioration

Q4 12/13 performance shows significant increase on previous quarters.  Awaiting 

full 12/13 annual data to use as a baseline for performance for 13/14.

9
Unplanned hospitalisation for asthma, diabetes and epilepsy in under 

19s
Ian Holliday Debbie Burnicle Oct-12 57.8 No deterioration

Currently awaiting data from NECS.  Unable to accurately assess year end risk at 

this time

10 Estimated diagnosis rate for people with dementia Wendy Kaiser Debbie Burnicle Mar-13 57.7% 60.5%
Annual collection, currently working with NECS to include a local data collection to 

receive more timely data

11
People with COPD and Medical Research Council (MRC) Dyspnoea 

Scale ≥3 referred to a pulmonary rehab programme 
Ian Holliday Debbie Burnicle Jun-13 21.0% 22.6%

Please note NECS are still currently in the process of collecting Qtr1  data.  This 

position does not include all practices performance.  Improvement has been seen in 

the first quarter and it is anticipated that the year end target will be met

12
Emergency admissions for acute conditions that should not usually 

require hospital admission
Ian Holliday Ann Fox Jun-13 152.0 No deterioration

Currently awaiting data from NECS. Unable to accurately assess year end risk at this 

time

13 Emergency readmissions to hospital within 30 days Scott Watson Debbie Burnicle May-13 10.8% 13.0%
Please note that this is proxy data taken from local datasets calculated using 

technical guidance definitions.  Awaiting published data.

14 Total health gain assessed by patients for hip replacements Sue Goulding Geoff Stephenson Apr12 - Dec12 39.2% No deterioration

15 Total health gain assessed by patients for knee replacements Sue Goulding Geoff Stephenson Apr12 - Dec12 28.1% No deterioration

16 Total health gain assessed by patients for groin hernia Sue Goulding Geoff Stephenson Apr12 - Dec12 9.8% No deterioration

17 Total health gain assessed by patients for varicose veins Sue Goulding Geoff Stephenson Apr12 - Dec12 1.7% No deterioration

18
Emergency admissions for children with Lower Respiratory Tract 

Infections
Scott Watson Debbie Burnicle 545 No deterioration

Currently awaiting data from NECS. Unable to accurately assess year end risk at this 

time

19 Patient experience of primary care - GP services Sue Goulding Ann Fox 90.7% Awaiting data

20 Patient experience of primary care - GP Out of Hours services Sue Goulding Ann Fox 68.7% Awaiting data

21 Patient Experience of Hospital Care Sue Goulding Ann Fox Awaiting data

22
Friends and Family test - Combined Inpatient and A&E Response Rate 

of 15% Achieved?
Sue Goulding Ann Fox Jul-13 24.1% YES

22a Friends and Family test - A&E Response Rate of 15% Achieved? Sue Goulding Ann Fox Jul-13 12.7% YES

22b Friends and Family test - Inpatient Response Rate of 15% Achieved? Sue Goulding Ann Fox Jul-13 43.9% YES

23 Number of MRSA infections for local CCG residents Sue Goulding Ann Fox Jul-13 0 0

24 Number of MRSA infections in local Hospitals Sue Goulding Ann Fox Jul-13 1 0

25 Number of Clostridium Difficile infections for local CCG residents Sue Goulding Ann Fox Aug-13 41 36

26 Number of Clostridium Difficile infections in local NHS FT Sue Goulding Ann Fox Aug-13 19 15

27 Repeat dispensing as % of all items prescribed Zahra Irannejad Geoff Stephenson Jun-13 27.0% 27.5%

28 Prescribing costs per astro pu (distance from SHA ave %) Zahra Irannejad Geoff Stephenson Jun-13 8.4% 5.0%

56
Proportion of people with depression and/or anxiety disorders with 

access to psychological therapies
Ian Holiday Debbie Burnicle Aug-13 4.8% 5.0%

57 The number of people accessing IAPT who are moving to recovery Ian Holiday Debbie Burnicle Aug-13 49.7% 50.0%

AMBER/RED

Sub Measure

Quality Premium Measure

DOMAIN RAG RATING

Green - All relevant indicators on track for achievement of Quality Premium

Amber/Green - Not all indicators on track for achievement of Quality Premium

Amber/Red - At least one indicator statistically significantly off track for achievement of the Quality Premium

Red - All indicators statistically off track for achievement of the Quality Premium

Others - Mental Health

Improvement on current 

performance

Treating and caring for people in a 

safe environment and protecting 

them from avoidable harm

CCG Outcome Measures

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

Director of Public Health

Director of Public Health

Ensuring people have a positive 

experience of care

Overall Risk Rating

AMBER/RED

Currently awaiting data from NECS. Unable to accurately assess year end risk at this 

time.

Awaiting Q4 published data

1 case in April with CHS.  This was a complicated case and a PIR has been carried 

out.  Please note that 2 cases have now been reported (although not published).  

Both cases are attributable to CHS although one could be regarded as 

contamination rather than true MRSA BSI.  The other however was a definite MRSA 

BSI

Continued pressure for both CCG and Provider Cdiff.  Actions plans are discussed in 

the HCAI Improvement group each month.

Combined performance is now about the 15% standard for CHS up to and including 

July.  Pressures still exist in A&E where the response rate is lower than 15% but is 

increasing.  Revised CQUIN guidance has been released and will be included within 

contracts.  Work is ongoing around the implementation of Maternity and discussions 

take place regularly via the Quality Review Group on the actions needed around FFT.

SCCG continues to show an increase in repeat dispensing (RD) However; further 

work is required to be carried out in order to reach the target. When the data is 

reviewed at practice level it is apparent that, while some practices are performing 

very well, some have not engaged fully in the RD process. SCCG has directed the 

MO Provider to work with these practices to support initiation and increased uptake 

of RD.  Prescribing Analyst, Thursday, August 22, 2013

Currently reporting an under performance against trajectory although July and 

August were above the 1% individual monthly trajectory.  Issues are also present 

with the newly publsihed IAPT dataset.  This is being picked up with providers and 

the LAT
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Primary / Supporting 

Indicator
Score Rating Green Amber / Green Amber / Red Red Commennts

1 Underlying recurrent surplus Primary 4.0% GREEN

GREEN

>=2% 1% - 1.99% 0-0.99% 0%

2 Surplus - year to date performance Primary 4.0% GREEN

GREEN

>=1% >=0.8% >=0.5% <0.1%

3 Surplus - full year forecast Primary 4.0% GREEN

GREEN

>=1% >=0.8% >=0.5% <0.1%

4 Management of 2% NR funds within agreed processes Supporting TBC TBC

TBC

Yes No

5 QIPP ** - year to date delivery Primary 95.0% GREEN

GREEN

>=95% of Plan >=80% of Plan >=50% of Plan <50% of Plan

Year to date achievement of 95% is reported how ever it should be noted 

that it is not possible to assess delivery of all our schemes at this point in 

time and for now  w here no data is available no delivery is assumed

6 QIPP ** - full year forecast Primary 100.0% GREEN

GREEN

>=95% of Plan >=80% of Plan >=50% of Plan <50% of Plan

The forecast outturn assumes the CCG w ill achieve savings of £4,529k in 

full.  Risk of non-delivery of QIPP has been assessed at £450k and a 

mitigation plan is in place should this occur.  Full delivery of the QIPP 

programme w ill require concerted efforts by secondary care, community 

care & prescribing leads.

7 Activity trends - year to date Supporting 104% RED

RED

<101% of Plan <102% of Plan <103% of Plan <104% of Plan

8 Activity trends - full year forecast Supporting 101% AMBER/GREEN

AMBER/GREEN

<101% of Plan <102% of Plan <103% of Plan <104% of Plan

9 Running costs Primary <=RCA GREEN

GREEN

<=RCA >RCA

Running costs for month 2 show  an under spend of £112k reflecting 

vacancies in pay and low  costs to date against non-staff costs.  How ever it 

should be noted that approximately £50k of costs for non-executives, GP 

leads & Clinical Leads are outstanding for payment. Non staff spend to date 

is low  in part due to the diff iculties faced in processing orders and paying 

suppliers at present.

10
Clear identification of risks against financial delivery and 

mitigations
Primary Met In Full GREEN

GREEN

Met in Full
Indicator partially met - 

limited uncovered risk

Indicator partially met - 

material uncovered risk
Not Met

11
This covers Internal and external audit opinions, and an 

assessment of the timeliness and quality of returns
Supporting TBC TBC

TBC
To be defined To be defined To be defined To be defined

12 Balance sheet indicators including cash management and BPCC Supporting TBC TBC
TBC

To be defined To be defined To be defined To be defined

Over-riding rule - Qualified audit opinion would lead to an overal RED rating

The CCG is reporting a year to date surplus of £2,956k w hich is in line w ith 

a planned forecast outturn surplus of £16,988k.

GREEN

Overall Risk Rating

GREEN

Current performance show s an over performance against trajectory.  

Signif icant data issues have been identif ied and the Area Team are aw are 

of this.  Data returns for months 1 to 5 are innaccurate and current 

performance includes activity for the CCG w hich should be attributed to NHS 

England and the Local Authorities.  It is anticipated that once data is re-

submitted, performance w ill improve signif icantly, particularly for Outpatients 

and Non Electives

Indicator

DOMAIN RAG RATING

Green

Amber/Green

Amber/Red

Red

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

FINANCIAL PERFORMANCE

FINANCIAL MANAGEMENT
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Outcome Aspirations are grey where no data for the current year is available.  Data flows are currently being established and agreed with NECS.

NHS Sunderland CCG Plan on a Page 2012-17
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• MSK Programme (3)
• Consider the outcomes of the review of the Out of hours Palliative care service (2)

• Explore variation in outpatient referrals (2)

• Reduce procedures of limited clinical value (2)
• Review national guidance re: commissioning services for maternity and newborn (3)

• Continue implementation of the Dementia strategy including:
-Care in  hospital / home

-Early diagnosis

-Anti-psychotic prescribing (5)

• Development of  a range of ambulatory care pathways (6)
• Implement review of MIU Urgent care integrated service (6)

• Explore innovative options for same day access to GP services (6)

• Implementation of Mental Health Liaison within A&E (6)
• Continued CCG Leadership of whole system Model of Care Programme including Support in the 

Community  & Urgent Crisis (2)
• Review GP Out of Hours service and re-procure (3)

• Community nursing teams review (5)
• District nursing review (4)

• Improve self management including: Telehealth & Psychological therapies (5)

• Carers Programme (5)
• Review acute pathways re: Length of Stay for diabetes (4)

• Implementation of Rehabilitation pathways including Pulmonary rehab; Cardiac Rehab; 
Neurological rehab (4)

• Maximise medicines optimisation in  collaboration with Community pharmacy (3)
• Improve Prescribing for vulnerable patients (5)

• Implement prescribing guidelines re: Primary care (4)

• Mobilisation of new medicines management programme (3)
• Deliver 4 work programmes re ASTRO PU (2)

• Further development of primary care mental health services (5)
• Continued support to NTW PRIDE Project  delivering new build  and reconfigured inpatient 

environments at Monkwearmouth in 2013 and Ryhope in 2014 (2)

• Further development of children and young peoples mental health services (6)
• Implementation of  Winterbourne recommended actions (5)

• Physical health checks for those with severe mental health and learning disabilities (4)

• Review of Endoscopy capacity (4)
• Practices to implement North East Cancer Network  Pathways (4)

• Care Homes Programme (bringing together care home initiatives across Mental Health, Long term 
conditions, urgent care etc) (7)

• Continue implementation of models for Integrated community teams (2)

• Development of Intermediate care hub including intermediate care hub, admission avoidance & 
early supported discharge (4)

• Joint working with Sunderland City Council and 3rd sector in care homes and at home (1)
• Care Homes Programme (Education of Care Homes staff) (7)

• Monitoring of prescribing antibiotics (1)

Cross Cutting 
Programmes
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Decrease  potential years of life lost from causes 
amenable to healthcare

Reduce under 75 mortality rate from cancer 

Reduce unplanned hospitalisation for chronic 
ambulatory care sensitive conditions

Increase the number of people with COPD and Medical 
Research Council (MRC) Dyspnoea Scale ≥3 referred to a 

pulmonary rehab programme

Improve the Diagnosis rate for people with Dementia

Increase the  number of  people with depression 
referred for psychological therapies receiving it

Reduce emergency admissions for acute conditions that 
should not usually require hospital admission

Ensure achievement of A&E 4 hr waits

Ensure timely ambulance handovers

Reduce emergency readmissions within 30 days of 
discharge from hospital

Reduce incidence of HCAI – Cdiff and MRSA

Reduce prescribing costs per Astro PU

Increase repeat dispensing as a% of all items prescribed

Outcome Aspirations
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3. Transformational Changes Progress Update 

Plans are progressing and at this stage there are no major risks to delivery identified against the 

main programmes of work for 2013/14. However, timescales for the review of the falls pathway 

have slipped due to lack of reform within the Reform Team.  A review of the key priorities has 

been undertaken and additional project support via the CCG Programme Management Office is 

now in place for those programmes deemed to be high priority such as the Unscheduled Care 

work programmes, Care Homes Programme etc.   

The Programme Board Structure to provide assurance against these plans has now been agreed 

with the first role of these Boards being to assure themselves that these plans will deliver the 

required outcomes.  All Programme Boards are now in place with the exception of the Prevention 

and Planned Care Board, which will meet for the first time on 30th October 2013. 
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Governing Body 

22nd October 2013 
 

 
Report Title: 
 

Sunderland Financial Position Report – Month 5 
2013/14 

 
Purpose of report: 

The purpose of this report is to present to the 
Governing Body a summary of the CCG 
financial position as at Month 5 2013 

 
Recommendation/Action Required: 
 

1. Note the Summary Financial Position 

Sponsoring Governing Body member  
(where relevant) 

Chris Macklin, Chief Finance Officer 

Report Author Chris Macklin, Chief Finance Officer 

Governance  

 
Link to CCG strategic objectives 

Yes – covered in the report 

Relevant legal/statutory issues Yes – covered in report 

Risk implications: 
(identified risks must be included on 
Risk Register) 

Yes – covered in the report 

Information governance/data 
protection 

No 

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

 

Equality Impact Assessment 
completed:  

Yes  No  
Not 
relevant 

x 

Key implications for the following: 

 
Any additional resources: 
 

 
No 
 

 
Appropriate clinical engagement?  No 

 
Patient outcomes: No 

 CATEGORY OF PAPER  

Proposes specific action  

Provides assurance   
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Member/stakeholder engagement: 

No 
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Finance Report 
 

Month 5 2013/14 
 
1. Purpose of the Report 
 
The purpose of this report is to present the Governing Body with the Summary 
Financial Position for the CCG as at Month 5. 
 
2. Summary Financial Position 
 
The summarised cumulative financial position of the CCG to 31st August 2013 
together with forecast outturn for the year is out-lined below: 

Sunderland CCG

Financial Position - Month 5 2013/14

CATEGORY

Annual budget 

(£)

Budget 

(£)

Actual

(£)

Variance

(£)

Outturn

£

Variance

£

ACUTE COMMISSIONING 210,746,580 87,811,026 88,342,949 531,923 210,746,580 0

AMBULANCE SERVICES 12,388,329 5,188,629 5,122,686 -65,943 12,388,329 0

COMMUNITY SERVICES 29,459,584 12,270,724 12,247,094 -23,630 29,459,584 0

MH COMMISSIONING 50,536,462 21,056,847 21,112,557 55,710 50,536,462 0

MISC COMMISSIONING 6,960,592 1,345,914 1,289,918 -55,996 6,960,592 0

PACKAGES 29,125,809 12,135,745 12,073,989 -61,756 29,125,809 0

PREMISES 2,651,000 1,104,580 1,084,110 -20,470 2,651,000 0

PRESCRIBING 50,160,370 20,975,221 20,931,100 -44,121 50,160,370 0

PRIMARY CARE 3,759,725 1,566,545 1,304,639 -261,906 3,759,725 0

REABLEMENT 5,186,776 433,051 431,233 -1,818 5,186,776 0

OTHER 24,170,773 7,078,326 0 -7,078,326 7,182,773 -16,988,000

SUB TOTAL COMMISSIONING BUDGETS 425,146,000 170,966,608 163,940,276 -7,026,332 408,158,000 -16,988,000

RUNNING COSTS 6,770,000 2,688,210 2,589,495 -98,715 6,770,000 0

TOTAL CCG 431,916,000 173,654,818 166,529,770 -7,125,048 414,928,000 -16,988,000

Year to Date Forecast

 

Sunderland CCG

Other Budgets Breakdown - Month 5 2013/14

CATEGORY

Annual budget 

(£)

Budget 

(£)

Actual

(£)

Variance

(£)

Outturn

£

Variance

£

1% Surplus 4,079,000 1,699,578 0 -1,699,578 -4,079,000

12/13 Carry forward Surplus (from STPCT) 7,909,000 3,295,417 0 -3,295,417 -7,909,000

Additional Surplus agreed with Area Team 5,000,000 2,083,333 0 -2,083,333 -5,000,000

2% Non Recurrent Reserve 5,141,773 0 0 0 5,141,773 0

1/2% Contingency 2,041,000 0 0 0 2,041,000 0

TOTAL 24,170,773 7,078,328 0 -7,078,328 7,182,773 -16,988,000

Year to Date Forecast

 
The CCG is reporting a year to date surplus of £7,125k which is in line with a 
planned forecast outturn surplus of £16,988k.   
 
The Programme Cost year to date position is £7,026k underspent against a year to 
date plan of £7,078k underspent.  The CCG is reporting overspends against a 
number of acute contracts which is due to over performance on contracts from 
providers such as County Durham & Darlington Foundation Trust and Spire Ltd.  The 
main acute contract with City Hospitals Sunderland is reporting break-even. The 
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reported overspend on acute commissioning is offset by underspends on other areas 
of spend including a £262k underspend on the 2013/14 Enhanced Services Budget. 
 
Prescribing is reporting an underspend at month 5 of £20k based on month 3 
prescribing data.  The month 4 and 5 accrual is based on an improved position in 
June.  The June prescribing spend reduced by £380k in comparison to the May 
prescribing spend.  There is a risk to the CCG that spend may return to levels 
incurred in May and as such is being closely monitored by prescribing leads and 
finance.  
 
The Packages of Care Budget is reporting a £60k underspend to date.  Reported 
spend includes a significant accrual for costs not yet invoiced and as such presents 
financial risk to the CCG if actual costs are significantly different to the accrual.  
Detailed monitoring of actuals against accruals continues with the Continuing Care 
Team. 
 
Commissioning Reserves currently stand at £3,746k. A review of these and other 
CCG reserves in line with the highlighted risks above is on-going. As we approach 
the “winter months” we are already aware of the need for increased capacity in a 
number of services we commission. The reserves held will be used to support our 
winter plans and it should be noted the CCG Executive approved a number of 
schemes when they met on 1st October 2013. 
 
More detail on variances in shown in Appendix 1. 
 
The reported Running Costs position for month 5 is an underspend of £98k which is 
due to vacancies and low spend to date against non-staff costs.   
 
Based on the information available to date the CCG is continuing to forecast a 
planned surplus of £16,988k made up as follows: 
 

 1% Planned Surplus £4,079k 

 In Year Surplus £5,000k 

  2012/13 Sunderland TPCT Carry Forward Surplus £7,909k  
 
 
QIPP / Resource Releasing Efficiency Savings 
 
The forecast outturn assumes the CCG will achieve savings of £4,529k in full.  For 
the year to date, an achievement of £2,827k is reported against the plan of £2,873k.  
The risk of non-delivery of QIPP has been assessed at £450k and a mitigation plan 
is in place to manage this risk.  Full delivery of the QIPP programme will require 
concerted efforts by secondary care, community care & prescribing leads. 
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Sunderland CCG

QIPP Delivery - Month 5 2013/14

CATEGORY

Gross Savings

(£) 

Plan

(£)

Actual

(£)

Variance

(£)

Outturn

£

Variance

£

Long Term Conditions -780,000 -325,000 -275,000 50,000 -780,000 0

Urgent Care -367,000 -152,917 -200,000 -47,083 -367,000 0

Mental Health -1,451,000 -1,451,000 -1,451,000 0 -1,451,000 0

Other -160,000 -66,667 -52,000 14,667 -160,000 0

Planned Care -881,000 -367,083 -162,000 205,083 -881,000 0

Community Services -240,000 -240,000 -416,667 -176,667 -240,000 0

Prescribing -650,000 -270,833 -270,500 333 -650,000 0

0 0 0 0 0 0

TOTAL -4,529,000 -2,873,500 -2,827,167 46,333 -4,529,000 0

Year to Date Forecast

 
3. Balance Sheet 
 
Summary Balance Sheet 
 
A copy of the Summary Balance Sheet (also known as the Statement of Financial 
Position) as at August 31st 2013 shows Current Assets of £731k following a 
managed reduction in the amount of cash being held in the CCG’s bank account.  
Current Liabilities stood at £16,797k an increase of £1,964k. 
 
There will be a transfer of balances exercise mid-year whereby balances from the 
former PCT will transfer formally into the CCG’s accounts.  This will add most 
notably some fixed assets and a provision for continuing care restitution claims.  To 
date there has been no additional financial risks identified to the CCG as a result of 
this exercise. 
 
STATEMENT OF FINANCIAL POSITION August July Movement

£000's £000's £000's

Current Assets Trade and other Receivables 79 359 -280 

Cash and cash equivalents 652 538 114

Total Current Assets 731 897 -166 

Total Assets 731 897 -166 

Current Liabilities Trade and other payables (16,797) (14,833) (1,964)

Total Current Liabilities (16,797) (14,833) (1,964)

Non-Current Assets plus/less Net Current 

Assets/Liabilities

(16,066) (13,936) (2,130)

TOTAL ASSETS EMPLOYED (16,066) (13,936) (2,130)

Financed by Taxpayers Equity

Capital & Reserves General Fund (16,066) (13,936) (2,130)

Revaluation Reserve 0 0 0

Other reserves 0 0 0

TOTAL TAXPAYERS EQUITY (16,066) (13,936) (2,130)  
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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. 
 
BPPC Year to Date Performance 
 

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

Non-NHS

Total Non-NHS Trade Invoices Paid in the Year 1476 12,727

Total Non-NHS Trade Invoices Paid Within 30 Day Target 1435 12,287

Percentage of Non-NHS Trade Invoices Paid Within 30 Day Target 97.22% 96.54%

NHS 

Total NHS Trade Invoices Paid in the Year 218 123,170

Total NHS Trade Invoices Paid Within 30 Day Target 211 123,139

Percentage of NHS Trade Invoices Paid Within 30 Day Target 96.79% 99.97%

 
The CCG is reporting the achievement of BPPC on all four indicators despite 
teething problems between new systems and processes which have resulted in 
payment issues.  
 
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 5% of the monthly draw down left in the main bank account each month.  This 
target was achieved in August with 2% of draw down in the bank at the end of the 
month.   
 
 
4. Financial Risks & Mitigations 
 
The Governing Body Budget Setting Paper of 9th April 2013 identified a number of 
known financial risks that require careful in year management: 
 
Over Spending Budgets, Consequences of Transition & QIPP Under-delivery 
 
Financial risk facing the CCG in 2013/14 has been assessed at £7,715k in a worst 
case scenario.   
 
The worst case scenario is based on the following risks 
 
• Acute Contracts over performance £5,000k 
• Continuing Care Restitution costs exceeding provision £265k 
• QIPP Slippage of 10% £450k 
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• Transition Risks from major NHS upheaval £2,000k 
 
When adjusted for the likelihood of risks materialising the overall financial risk has 
been assessed at £3,291k. 
 
Mitigations in the form of uncommitted reserves totalling £4,184k have been 
identified to offset financial risk in this reporting period.  This places the CCG in a 
relatively healthy position to manage financial risks in 2013/14.  Further detail around 
the assessment of the individual financial risks and the mitigations offsetting them 
can be found in Appendix 2. 
 
Specialised Commissioning 
 
Within the budget paper approved by the Governing Body on 9th April 2013 I 
highlighted a risk around the complicated “financial transition” arrangements for 
Specialised Commissioning. Due to the changes in the portfolio for Specialised 
Commissioning there were many inflows and outflows of resources. To assist in the 
wider North East Management of risk all CCG’s agreed to use their 0.5% 
contingency to support this issue. 
 
We are now gaining a much better understanding of these issues and it is clear we 
will need to make a contribution from the 0.5%. Final amounts are still under 
discussion although indications for Sunderland are that they may be marginally less 
than the 0.5% and whether or not this adjustment needs to be recurrent. Final 
numbers and whether or not a recurrent adjustment is required will be available for 
discussion at the December 2013 Governing Body Meeting.    
 
 
Significant Under Spend  
 
As identified at the setting of budgets there is a risk that any surplus greater than the 
plan of £16,988k could be lost to the local health economy.  A month 6/7 review of 
forecast out-turns and corresponding mitigation plans to manage pressures and 
financial risk is being constructed for discussion at the Executive and Governing 
Body Meetings in December 2013. 
   
 
5. Recommendation 
 
The CCG Executive Committee is asked to: 
 

1. Note the Summary Financial Position of the CCG.  
. 

 
 
Chris Macklin 
Chief Finance Officer 
Sunderland CCG 
 
Appendix 1 – Budget Category Analysis 
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Appendix 1

Sunderland CCG - Budget Category Detailed Analysis

Sunderland CCG

Acute Commissioning - Month 5 2013/14

CATEGORY

Annual budget 

(£)

Budget 

(£)

Actual

(£)

Variance

(£)

Outturn

£

Variance

£

CITY HOSPITALS SUNDERLAND NHSFT 172,372,295 71,821,780 71,834,802 13,022 172,372,295 0

GATESHEAD HEALTH NHSFT 14,621,850 6,092,436 6,083,350 -9,086 14,621,850 0

NEWCASTLE TYNE HOSP NSHFT 9,052,600 3,771,911 3,769,292 -2,619 9,052,600 0

CO. DURHAM & DARL NHSFT 5,765,855 2,402,435 2,651,368 248,933 5,765,855 0

SPIRE HEALTHCARE LTD 2,831,954 1,179,980 1,347,404 167,424 2,831,954 0

SOUTH TYNESIDE NHSFT 1,366,880 569,530 569,530 -0 1,366,880 0

WASHINGTON WALK IN CENTRE 1,057,000 440,416 439,952 -464 1,057,000 0

SOUTH TEES HOSPITAL NHSFT 500,000 208,331 208,331 0 500,000 0

NORTHUMBRIA HC NHSFT 203,000 84,581 84,581 0 203,000 0

NORTH TEES & HARTLEPOOL NHSFT 203,000 84,581 84,472 -109 203,000 0

EXEMPT OVERSEAS VISITORS 71,000 29,580 10,001 -19,579 71,000 0

NON CONTRACT ACTIVITY NHS & NON NHS 2,701,146 1,125,466 1,259,867 134,402 2,701,146 0

TOTAL 210,746,580 87,811,027 88,342,949 531,923 210,746,580 0

YTD Notes

Overspend of £532k made up of overspend at CDDFT of £249k & £167k at Spire

City Hospitals Sunderland reporting Month 5 YTD position as break-even bar a minor overspend for miscellaneous items

Non Contract Activity - overspend of £134k relates to 3 months of Lifeline Transport costs for patients with renal conditions of £85k 

and pressure on non NHS non contract activity.  This is being investigated by the contracting and the mental health teams.

Year to Date Forecast

 

Mental Health Commissioning

Month 5 2013/14

CATEGORY

Annual budget 

(£)

Budget 

(£)

Actual

(£)

Variance

(£)

Outturn

£

Variance

£

NORTHUMBERLAND T/W NHST 49,653,267 20,688,860 20,823,860 135,000 49,653,267 0

TEES ESK/WEAR VAL NHSFT 564,045 235,017 194,824 -40,193 564,045 0

MISC 0 0 6,734 6,734 0 0

MIND 209,150 87,140 87,140 0 209,150 0

IMHA 110,000 45,830 0 -45,830 110,000 0

TOTAL 50,536,462 21,056,847 21,112,557 55,710 50,536,462 0

YTD Notes

NTW reporting Month 5 YTD over performance of £135k relating to high cost patients (based on M4 data)

Offset by continued underspend on TE&VW contract & un-needed budget for IMHA

Year to Date Forecast
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Community Services

Month 5 2013/14

CATEGORY

Annual budget 

(£)

Budget 

(£)

Actual

(£)

Variance

(£)

Outturn

£

Variance

£

S TYNESIDE NHSFT 28,311,173 11,792,228 11,872,252 80,024 28,311,173 0

MSKCAT SERVICE 716,723 298,630 304,249 5,619 716,723 0

SUNDERLAND LA INCOME -514,226 -214,260 -214,260 0 -514,226 0

OTHER CONTRACTS 945,914 394,126 284,853 -109,273 945,914 0

TOTAL 29,459,584 12,270,724 12,247,094 -23,630 29,459,584 0

YTD Notes

MSK CAT Service is reporting an underspend of £11k as at Month 4 relating to lower than planned activity.

Other Contracts includes an underspend on PCG Private Patient Physio of £106k following the commissioning of Connect 

Year to Date Forecast

 
 
Appendix 2 – Risk Management 
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Risks relate to values NOT covered by the 2013/14 I&E Plan

Description of risks                                                

Events that may happen which have 

not been built into PCT's expenditure 

plans. Full  value 

of risk

£'000s

Probabilit

y of risk 

being 

realised

(75 / 50 

/25)%

Potential 

value of 

risk 

£'000s

Commentary - Source of the Risks

Acute SLAs
5,000 50% 2,500.00

Demand management initiatives not 

working / continuation of over 

performance trends

Community SLAs -

Mental Health SLAs -

Continuing Care
265 25% 66.00

Restitution Costs higher than expected 

by 5%

QIPP Under-Delivery 450 50% 225.00 10% slippage on QIPP plan for 13/14

Performance Issues -

Others…
2,000 25% 500.00

National transition issues arising which 

may require "local" assistance to to 

resolve??

TOTAL RISKS 7,715 3,291.00

Description of mitigations

Actions that could be implemented or 

uncommitted funds Full value 

of 

mitigating 

action

£'000s

Probabilit

y of 

success of 

mitigating 

action 

(75 / 50 / 

25) %

Expected 

value of 

mitigation 

£'000s

Commentary - Source of the 

Mitigation

Uncommitted Funds (Excluding 2% 

NR Headroom):

Contingency Held 4,184 100% 4,184.20 

 Recurrent "activity managment" 

reserve &  spare £448k in 2% reserve 

(all  over and above 0.5% contingency) 

Contract Reserves 100% -

Investments Uncommitted 100% -

100% -

Actions to implement:

Further QIPP extensions -

Non-recurrent measures -

Delay / reduce Investment plans -

Others… -
Use of 0.5% contingency / revised 

surplus 

TOTAL MITIGATION 4,184 4,184.20

NET HEADROOM 893.20 

Best Case Impact (4,184.20)
No risks materialise and funds remain 

uncommitted.

Worst Case Impact 3,530.80 

All risks occur and further actions all  

unsuccessful, uncommitted funds 

mitigate only. 
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Governing Body 

October 2013 
 

 
Report Title: 
 

Children with Complex Needs: Individual 
Funding Requests 

 
Purpose of report: 

The Governing Body received a report in June 
detailing proposals regarding how health funding 
for children with complex needs was to be 
appropriately discussed and allocated with 
colleagues in the LA prior to funding allocation. 
 
The Governing Body accepted the proposals in 
principle, and asked for an update on 
outstanding areas for resolution. 
 
This report provides that update and includes a 
case example demonstrating the complexity of 
needs considered. 
 

 
Recommendation/Action Required: 
 

The Governing body are asked to receive this 
update as assurance that robust mechanisms 
and processes are in place with the local 
authority currently to ensure health funding for 
children with complex needs is appropriately 
discussed and allocated. 

Sponsoring Governing Body member  
(where relevant) 

Debbie Burnicle 

Report Author 
Ian Holliday 
 

Governance and assurance  

 
Link to CCG strategic objectives 

 

Relevant legal/statutory issues  

CATEGORY OF PAPER  

Proposes specific action  

Provides assurance   
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Risk implications: 
(identified risks must be included on 
Risk Register) 

None currently identified 

Information governance/data 
protection 

CCG to ensure all patient records and 
information are stored in compliance with 
information governance regulations. 

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

Initial report June 2013 

Equality Impact Assessment 
completed:  

Yes  No  
Not 
relevant 

x 

Key implications for the following: 

 
Any additional resources: 
 

 
No 
 

 
Appropriate clinical engagement?  Yes addressed in the paper 

 
Patient outcomes: 

The panel are focused on ensuring the best 
outcomes for the children concerned.  Patient 
experience will be improved by ensuring a co-
ordinated approach across agencies is taken to 
funding decisions 

 
Member/stakeholder engagement: 

Yes with the City Council 
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Children with complex needs: Individual Funding Requests 
 
1. Background 
 
1.1 There are a number of children and young people for whom the Local Authority 

have historically sought health funding: 
 

1. Looked After Children and Young People with complex behavioural, mental 
health and social care needs in specialist residential placements 

2. Children and young people with highly complex health needs who require 
specialist (nursing) support to attend school 

3. Children and young people in respite provision (St Oswalds)  
 
1.2 In June the Governing Body approved in principal a proposal detailing how the 

CCG would engage with the Local Authority (LA) to ensure a robust process was 
in place to both provide adequate information and to enable appropriate 
discussion to take place prior to funding allocation. 

 
1.3 The proposal streamlined existing funding arrangements by strengthening the 

seniority of membership of the Multi-Agency Case Resolution Group (MACRG) to 
include LA Head of Safeguarding, LA Head of SEN and CCG Head of Reform 
and Joint Commissioning/ CCG Children’s Commissioner; to ensure enough 
seniority and challenge in the meeting to in principle agree to placement / 
provision.  

 (Appendix I – Terms of Reference, Sunderland MACRG) 
 
2. Update 
 
2.1 The last report noted CCG clinical input would be considered. Whilst the CCG 

now has a Clinical Lead for children, it is suggested that the frequency and length 
of attendance at the meetings would not be the best use of the limited clinical 
time, however, the ability to offer advice to the Head of Reform and Joint 
Commissioning will be explored. 

 
2.2 The last report noted the need to review the governance arrangements.  The 

MACRG will report into the Executive Committee as part of the CCG 
Governance arrangements.  The scheme of delegation does not need to be 
amended as the budget for this commissioning area has already been agreed 
by the Governing Body.  However, the policy setting out the finance level for the 
placing of orders has been amended to ensure it enables the Head of Reform 
and Joint Commissioning to place orders to the level required in the Panel 
meetings.   

 
2.3 Since the June Governing Body meeting, the CCG funding flow to support the 

needs identified has been clarified and agreed with the Director of Finance.  The 
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current projected cost to the CCG for 13/14 is approximately 800k which is 
within the indicative budget of £1m(1). 

 
 
2.4 The MACRG has met monthly since June (August meeting conducted via 

telephone conference) and processes within the group continue to be refined.  
Relevant information is provided prior to the meeting including health reports 
from clinicians where appropriate. Details of the proposed package of care are 
presented with full costs detailed. 

 
From a CCG perspective clarity/challenge is sort re. 

 Full understanding of the health component of the proposed package of care 

 Understanding why this is not available through existing health 
commissioned services eg. local CAMHs, health therapies 

 Proposed duration of the package 

 Quality checks of any proposed providers 

 Cost 
 
2.5 Cases presented are by there very nature complex and often present multiple 

disabilities and challenging behaviours requiring specialist provision not readily 
available in the Sunderland area. 

 
2.6 The following is the health extract from a recent report presented to the MACRG 

requesting an enhancement to a previously agreed package. 
 

Health: 
 
The patient has septo-optic dysplasia which results in severe visual impairment 
(the patient has light perception only), cerebral palsy with left sided hemiplegia, 
central hypothyroidism and ACTH deficiency and growth hormone deficiency, 
autistic spectrum disorder and associated severe learning difficulties.  The 
patient continues to have difficulties with high levels of anxiety and their levels of 
alertness and anxiety at one time can influence their behaviour which continues 
to be challenging at times.  The patient can use high pitched vocalisations, 
grabbing, scratching, banging their chin on their shoulder, hitting their head, 
pinching themselves and biting their tongue.  The patient’s psychiatry care is 
currently over seen by a physician.  The patient is currently prescribed 
Fluoxetine.  The patient has a recent diagnosis of epilepsy and this is now 
managed with Epilim close monitoring is needed as to how this impacts on the 
patient as it is slowly being increased.   The patient has a health care plan which 
states the protocol for giving Hydrocortisone injections.  Medical staff have to 
start with increasing the patient’s oral medication and then look at when it is 
right to give an injection.  Nurses within the Unit monitor the patient on a daily 
basis.  The patient needs regular physiotherapy, has leg splints that have been 
causing difficulties recently and on these occasions the physiotherapist can see 
the patient up to 4 times a day.  The patient also has access to the hydro 
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therapy pool both in school and in the residential unit, and accesses this twice 
weekly.  The patient also has a weekly session of rebound therapy.  As part of 
the patient’s daily routine, they also utilise the vestibular swing.  This acts as a 
means of calming the patient but also gives feedback to joints and limbs 
allowing the patient to develop an understanding of how their body moves in 
space.  The patient also receives Occupational Therapy input which is 
incorporated into all activities.  The patient needs the use of weighted blankets 
etc at different times to help maintain calm.  The patient requires 2:1 care at all 
times. 

  
This person does not live at home and is accommodated within a specialist 
educational resource with on-sight nursing and therapeutic provision. The 
annual cost for this package of care is approximately £300k; costs split equally 
between Education, Social Care (LA) and Health (CCG). 

 
2.7 There are currently 12 young people with agreed joint packages of care, ranging 

from cases requiring constant care as described above to others requiring short 
periods of respite. The majority of current cases were agreed prior to the current 
allocation process; 2 new packages being agreed since June of this year. 

 
 
2.8 It is proposed to include a regular review/update process for cases previously 

agreed. 
 
3. Conclusion 
 

3.1 The newly implemented process by which the MACCG considers both the 
package of care and associated costs for children with complex needs is 
providing a robust process to ensure health funding is appropriately discussed 
and allocated.  

 
4. Recommendation 
 
4.1 The Governing body are asked to receive this update as assurance that robust 

mechanisms and processes are in place with the local authority to ensure health 
funding for children with complex needs is appropriately discussed and allocated. 

 
Ian Holliday 
Head of Reform and Joint Commissioning 
 
 

 
1. Finance – see Section 2 June Report 
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 Appendix I 

Sunderland Multi Agency Case Resolution Group  
(MACRG) 

 
Terms of Reference 

 
 
Purpose 
 
Within Sunderland the Children and Young People’s plan is the single, strategic, 
overarching plan for all services for children and young people, including those children 
in need of safeguarding, children in need and those who are looked after. The purpose 
of the Plan is to make sure that all those who work with children and young people in 
Sunderland are doing so collaboratively to achieve the shared vision and improve 
outcomes in the most effective and efficient way. 
 
The purpose of the MACRG is to put these principles into action, by ensuring that 
services and agencies who are involved in working with children can do so 
collaboratively and productively. It will do this by removing barriers, where they exist, to 
achieving planned outcomes for individual children. 
 
This group has the remit to resolve barriers in cases where there is a disagreement 
between agencies that is preventing effective planning and access to services. 
 
Membership 
 

 Head of safeguarding (Chair) 

 Operational Manager, YOS (vice Chair) 

 CCG Head of Reform and Joint Commissioning/CCG Joint Commissioning Lead 

 Lead Support and Intervention Officer, Vulnerable Groups Education 

 Fostering Operational Manager 

 Placement Commissioning Manager 

 CYPS Service Manager (CAMHS) 
 
Objectives 
 

 To remove barriers to services identified in other planning forums on the basis of 
identified needs. 
 

 To agree to Care Teams (or equivalent) to exploring multi agency solutions to 
complex problems. 

 

 To agree proposals brought forward for shared or additional resources to be 
deployed in order to meet the identified needs of specific children and young people. 
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 To analyse trends and themes to inform future strategic planning. 
 
Criteria 
 
To be considered by the Panel the child must be: 
 

 Within the age range of 0 – 17 years (including up to 18th birthday). 
 

 A child or young person active to at least one of the agencies represented, where the 
multi agency process has been unable to access provision of services or progress 
the plan. 

 

 The remit of the group includes all children and young people for whom an external 
placement is being considered or sought. 

 

 To review on a regular basis (min annual) the progress of all children/young people 
in external placements funded by more than one agency. 

 
Process 
 
Stage 1  

 Social Worker/SEN Worker/Educational Psychologist etc. books item 
on Panel for new situations consideration 

 Book with Sharon Douglas at least one week before Panel 

 Present report to Panel 

 Considered at Panel 
 
Outcome 

 Permission to seek external placement 

 Or  further information required 

 Or  alternative to be pursued 

 Timescale set for return 
 

Stage 2 

 Social Worker (with other Care Team members if appropriate) presents 
case for the resource(s) requested 

 
Funding 
 
The Panel has access to the appropriate sources of funding and funding streams across 
the Partnership and these are drawn on as appropriate in accordance with agreed care 
packages approved by the Panel. 
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Dispute Resolution 
 
Any dispute relating to Panel recommendations and/or relating to shared/sole funding 
will follow an agreed escalation route up to an not beyond Director /Chief Officer level 
within the respective organisations.  The outcome of dispute resolution processes will 
be final. 
 
Frequency/venue of meetings 
 
Meetings will be monthly from January 2013 this will allow for the new cycle and 
preparation of papers for future meetings and subject to consultation with the Chair of 
the group. 
 
Twice a year the group will look at trends and themes. 
 
Apologies for meetings should be submitted at least 1 week before the meeting. 
 
All meetings will be held at the Sandhill Centre monthly on Friday 9.00 – 10.30 am.  
 
Review of T.O.R. 
 
These should be reviewed annually. 
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 CATEGORY OF PAPER  

Proposes specific action  

Provides assurance   

 
 

Governing Body Meeting  
22nd October 2013 

 

 

Report Title: 
 

Chief Officer’s Report 

 

Purpose of report: 
To update the governing body on activities undertaken by 
the Chief Officer and items of interest to it in relation to the 
CCG and partners. 

 

Recommendation/Action 
Required: 
 

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

Sponsoring Governing Body 
member  
(where relevant) 

D Gallagher 

Report Author D Gallagher 
 

Governance  

Link to CCG strategic 
objectives 

Activities support delivery of objectives 

Relevant legal/statutory issues As noted above  

Risk implications: 
(identified risks must be included 

on Risk Register) 
None identified 

Information governance/data 
protection 

 

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

Regular report to the Governing Body 

Equality Impact Assessment 
completed:  

Yes  No  
Not 
relevant 

 

Key implications for the following: 

 
Any additional resources: 

 
n/a 

 
Appropriate clinical 
engagement?  

n/a 

 
Patient outcomes: n/a 

 
Member/stakeholder 

Content of the report is shared with member practices via the 
practice newsletter. 
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engagement: 

 
 

Governing Body Meeting 
Chief Officer’s Report 

22
nd

 October 2013 
 

I hope that everyone has had a good holiday over the summer and enjoyed the good 

weather. There has been a lot going on and I have picked out a few of the main things I have 

been doing since my last report. 

The NHS Belongs to the People – A Call to Action 

In July we first heard of this national work to share with the public, patients and key 

stakeholders the challenges facing the NHS over the next few years and to begin what has 

been described as “a big conversation” about the future of the NHS. 

In Sunderland we are using this as part of our “normal” planning process to review progress 

against our five year plan, revisit our priorities and revalidate plans with stakeholders. 

So far we have held two events around the Call to Action – the TiTo in September and a 

stakeholder meeting at the Stadium of Light on the evening of 26th September. Both were 

very well attended and are providing feedback to us for the start of our planning 

conversations. I’d like to thank everyone who participated in these conversations – 

especially those who were at both events. We have a third event planned for October with 

the newly formed NHS Provider Forum – a sub group of the Sunderland Health and Well 

Being Board. 

I also attended a Call to Action meeting at the Cumbria, Northumberland, Tyne & Wear Area 

Team HQ in Newburn on 7th October with colleagues from NHS providers, Healthwatch, 

NHS England and some of the local authorities. 

Commissioning Support Workshop and Consultation 

In July I participated in a round table discussion of CCGs and NHS England looking at the 

future arrangements for commissioning support. This was part of the national consultation on 

the future strategy for this service, currently provided to us by North of England 

Commissioning Support (NECS), who joined us in a workshop looking at how we might wish 

to take things forward. The evidence so far suggests that NHS England are listening and 

taking notice of CCG views on this consultation. 

Health and Well Being Board 

Over the summer the Health and Well Being Board has begun discussing health and social 

care integration, something it is charged with overseeing. We have also discussed the Call 

to Action and looked at the action plan for Sunderland following the Winterbourne review. As 
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well as the three CCG members and City Council input, the board now also has membership 

from NHS England (Christine Keen) and Healthwatch Sunderland.  

Area Team Checkpoint Meeting 

On 20th August Sunderland CCG underwent its first quarter checkpoint review with the area 

team of NHS England. In the meeting we shared our challenges such as urgent care, A&E 

and Healthcare Acquired Infections and how we are tackling them with the team. Feedback 

following the meeting was largely positive and I feel we are developing a good working 

relationship with the area team.  

As an example of how we are working in a “new world” CCGs  were then asked to 

participate in the checkpoint review for the area team’s own commissioning function which 

includes primary care, dental, public health / screening and specialized services 

commissioning. I was one of three CCG representatives who took part in this. 

Winter and Urgent Care Summit 

On 3rd September I joined colleagues from across the North East at an Urgent Care Summit 

instigated by North East Ambulance Services as a follow up to an initial event in February 

this year. Professor Keith Willett, National Lead for Urgent Care spoke at this session, which 

was also an opportunity for Urgent Care Boards to revisit their plans for winter. Ann Fox, our 

Director of Nursing, Quality & Safety is leading this work for us in Sunderland with key senior 

input from providers, including social services via our Unscheduled Care Board. 

Sunderland City Council Overview and Scrutiny Committee 

On 12th September Iain Gilmour, Ann Fox, Natalie McClary and I attended the council’s 

Overview and Scrutiny Committee to provide them with an update on the CCG and 

specifically our work on Minor Injuries Units following the public consultation last year. These 

were well received and we will be returning to provide regular updates on progress. 

Sunderland Partnership Board 

The Sunderland Partnership is chaired by Ken Bremner, Chief Executive at City Hospitals 

Sunderland and includes the council, university, city college, City Hospitals, Northumbria 

Police …and now the CCG. I attended my first partnership board meeting 17th September 

and look forward to working with partners strategically across and for the city of Sunderland. 

CCG Funding Allocations Workshop 

There are national proposals to change the funding formula that determines CCG 

commissioning budgets. As ever in such work, there will be “winners and losers” and at the 

moment it is possible that Sunderland CCG has its budget reduced by £42m. As part of the 

consultation on the formula Chris Macklin and I attended a workshop in London 23rd 

September and David Chandler participated in a similar event in Leeds earlier in the month. 

We await NHS England’s response to ours and others’ feedback to this. There are two major 

issues at stake – what the new budgets will be and how quickly we get to them (i.e. in one 

go or over a number of years, perhaps by limiting growth on those “over target”).   
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Localities and Locality Patient Groups 

In an attempt to “get out a bit more” I have started visiting locality meetings and their patient 

groups over the last month. It is good to see the enthusiasm and progress being made in 

those I’ve been to so far and I look forward to getting to those I haven’t yet. 

Headquarters Accommodation 

I had hoped that we would have moved all of the CCG staff into Rapier House as planned by 

now. Since August we have managed to locate all of the team in Pemberton House, which 

seems to have worked well for everyone.   

Having revisited our staff numbers and finances and after discussions with our landlord and 

NHS Property Services  it is apparent that Rapier House, which is still occupied by staff from 

NHS England, looks now to be too small and unsuitable for our planned ways of working. 

From more detailed work it is clear that the cost of staying in Pemberton House is less than 

moving to Rapier when considered over five years, even with some necessary refurbishment 

to enable our planned ways of working.  

I have discussed this with CCG staff who are mostly settled and happy with staying in 

Pemberton and then more formally with the Executive Committee on 1 October. As a result 

we have agreed to stay in Pemberton House and are now planning some works to enable 

our ways of working to ensure we stay true to the work already undertaken with staff.   

And finally….  

 

I have started to experiment with social media (much to the amusement of my two young 

adult children!) I have opened a twitter account where I am starting to share my thoughts 

and what I’m doing relating to the CCG. I think this is something we need to do more of to try 

and reach as many people in Sunderland as we can.  Please feel free to follow me 

(@dgallaghersccg ) and I’d welcome any feedback on this please. 

 

David Gallagher 

Chief Officer 

October 2013 
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SUNDERLAND HEALTH AND WELLBEING BOARD 

 

Held in Committee Room 1, Sunderland Civic Centre  
on Friday 26 July 2013 

 

MINUTES 
 

Present: - 
 
Councillor Paul Watson 
(Chair) 

- Sunderland City Council 

Councillor Graeme Miller  - Sunderland City Council 
Councillor Pat Smith - Sunderland City Council 
Councillor Mel Speding - Sunderland City Council 
Councillor John Wiper - Sunderland City Council 
Neil Revely - Executive Director, Health, Housing and Adult 

Services 
Dave Gallagher - Chief Officer, Sunderland CCG 
Nonnie Crawford - Director of Public Health 
Dr Ian Pattison - Sunderland Clinical Commissioning Group 
Christine Keen - NHS England Area Team 
   
   
In Attendance:   
   
Alan Cormack - NHS South of Tyne and Wear 
Alesha Aljeffri - HealthWatch Sunderland 
Beverley Scanlon - Head of Commissioning and Change 

Management, Children’s Services 
Helen Lancaster - Scrutiny Co-ordinator, Sunderland City Council 
Karen Brown - Scrutiny Officer, Sunderland City Council 
Rose Peacock - Communications, Sunderland City Council 
Sam Meredith - Communications, Sunderland City Council 
Karen Graham - Office of the Chief Executive, Sunderland City 

Council 
Gillian Kelly - Governance Services, Sunderland City Council 
 
 
HW11. Apologies 
 
Apologies for absence were received from Councillor Kelly, Dr McBride, Ken 
Bremner and Liz Greer. 
 
 
HW12. Minutes 
 
The minutes of the meeting of the Health and Wellbeing Board held on 24 May 2013 
were agreed as a correct record. 
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HW13. Feedback from Advisory Boards 
 
Adults Partnership Board 
 
Councillor Miller informed the Board that the Adults Partnership Board had met on 23 
July 2013 and the main items considered had been: - 
 

 Urgent Care and Care Homes Task and Finish Group Update 

 Winterbourne View Stock Take 

 Health and Wellbeing Board Agenda 

 The Role of Pharmacies in Delivering Health and Wellbeing 

 Domestic Violence Needs Assessment Update 
 
Children’s Trust 
 
Councillor Smith informed the Board that the Children’s Trust had met on 11 July 
2013 and the main items considered had been: - 
 

 HealthWatch 

 Child Health Profile 

 Health and Wellbeing Board 

 People Directorate 

 Disabled Children’s Charter 

 Children and Young People’s Plan Refresh 
 
In reference to the Child Health Profile, Nonnie Crawford highlighted that one 
positive indicator was that readiness for school at age five had increased and this 
was a valuable measure of success for the early years agenda. 
 
The Chair congratulated the Public Health team on their recent work on the MMR 
vaccination catch up programme, which had been dealt with extremely well, despite 
this coming during a period of massive transition for the service. 
 
With regard to the HealthWatch presentation, Dave Gallagher was delighted to hear 
that people were asking how the CCG would be listening to the voice of children and 
young people and the CCG was keen to work collectively across the city on this.  
 
RESOLVED that the information be noted. 
 
 
HW14. New Member Introductions 
 
Christine Keen was welcomed to her first meeting of the Sunderland Health and 
Wellbeing Board. Christine was in attendance in her role as Director of 
Commissioning for the NHS Cumbria, Northumberland and Tyne and Wear Local 
Area Team. Christine explained that she had worked in the NHS for 20 years and 
had been a Practice Manager for 12 years and her experience was mainly in primary 
care facilities. 
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NHS England was one of three bodies, along with CCGs and local authorities, which 
had a responsibility for commissioning. There were 27 teams across the country 
working within a single framework with local input. There were five directorates within 
the Local Area Team; Medical, Nursing and Quality, Finance, Operations and 
Delivery and Commissioning.  
 
The Commissioning Directorate had responsibility for: - 
 

 Primary Care – GPs, Pharmacists and Opticians 

 NHS Dentistry 

 Specialised Services 

 Public Health 
- Children 0 – 5 
- Screening and Immunisation Programmes 

 
These responsibilities included 53 GP practices in Sunderland and 60 community 
pharmacies. Although the Local Area Team currently had responsibility for the 
Children 0 – 5 agenda, it was expected that this would be handed back to the local 
authority in 2015. 
 
All of the work within the Commissioning Directorate would touch upon the objectives 
of the Sunderland Health and Wellbeing Strategy.  
 
The Chair highlighted that the locality covered by the Local Area Team did not match 
the political or economic footprint of the region and this could be a barrier to the 
development of effective working relationships. Christine stated that one of the 
reasons for the configuration of the Local Area Team was due to the way medical 
training and patient request services operated and there were already existing 
networks to build upon. The team would have to look at how best to link with the 
political geography of the region.   
 
Neil Revely commented that the Health and Wellbeing Board was committed to 
driving forward the integration of commissioning and was keen to NHS England to 
join the Board so that there was an opportunity to influence the commissioning 
agenda. He queried how fixed NHS England were likely to be in relation to 
contractual arrangements and Christine replied that the new contract would set out 
core services but there were opportunities for the CCG and the LAT to work together 
to design services which were to be commissioned over and above the core 
elements. There had been discussions at area level on this but a proposal for 
bespoke services had to be tested. 
 
Christine having been formally welcomed to the Health and Wellbeing Board, it was 
RESOLVED that the information be noted. 
 
 
HW15. Health and Wellbeing Board – Priorities and Performance  
  Management 
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The Executive Director of Health, Housing and Adult Services submitted a report 
reviewing the outcome of the ‘System Leaders or Talking Shop’ Board development 
session, asking the Board to ratify the priorities agreed at the meeting and to 
consider any further action required. 
 
During the session the Board had been asked what difference they would have 
made to health in Sunderland in a year and in three years time. The group 
determined the top three priorities for year one were: - 
 

 To have moved on service integration between the local authority and the NHS 
in a meaningful way. 

 To focus on early years, children and young people. 

 To have established the Board as a system leader. 
 
In the more medium term, the Board felt that in three years it would want to be able: - 
 

 To be universally recognised as the system leader who can and was legitimately 
challenging other parts of the system. 

 To have made a demonstrable difference for children and young people. 

 To have concrete evidence of service integration and co-production. 

 To have strengthened community assets across all partners. 
 
The session also looked at the delivery and performance management of the Health 
and Wellbeing Strategy and it was suggested that this be performance managed 
through the advisory groups and reported by exception to the Board.  
 
A number of pieces of work and potential opportunities were identified including the 
action planning phase of the Health and Wellbeing Strategy, the application to 
become a ‘Health and Social Care Integration Pioneer’, the Adults Board 
investigation into links between urgent care and care homes, the submission of the 
Big Lottery Better Start application and the LGA offer of peer reviews throughout 
2013/2014. 
 
It was commented that there would be high expectations of the Health and Wellbeing 
Board going forward and there was also a risk in the number of things which the 
Board was to be responsible for. 
 
The Chair made reference to the importance of integration and the need to know that 
was happening and Neil stated that if the Board agreed a small number of priorities 
then there would be regular updates on the progress of each of them. Elements of 
this would also be addressed in the action planning for the Health and Wellbeing 
Strategy and the monitoring of the plan. It was also noted that a Board Member 
would act as a sponsor for each of the Strategy objectives in the same way in which 
they had under the shadow Board arrangements. 
 
Therefore the Board RESOLVED that: - 
 
(i) the record of the priorities set at the development session be agreed; 
 
(ii) they would suggest any additional priorities; 
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(iii) the performance management arrangement to include delegation of outcome 

framework reporting to advisory groups be agreed; 
 
(iv) exception reports be received from the advisory groups; and 
 
(v) further actions as detailed in the report be pursued and updates on the impact 

of each be received.  
 
  
HW16. Report on Issues arising from the Department of Health   
  Winterbourne View Hospital Report (December 2012) 
 
The Executive Director of Health, Housing and Adult Services submitted a report 
outlining issues which had arisen as a result of the Department of Health report into 
the care which had been provided at Winterbourne View Hospital. 
 
Alan Cormack of the Sunderland Clinical Commissioning Group was in attendance to 
present the report and informed the Board that Winterbourne View was a private 
hospital run by Castlebeck Care which had been exposed by a Panorama television 
programme to have a culture of bullying and maltreatment of residents with learning 
disabilities. Several members of staff at the hospital were subsequently charged and 
sentenced. 
 
There had been Sunderland residents placed in Castlebeck facilities locally but there 
had been no issues reported. Castlebeck itself was now in administration and a 
number of homes had been closed and sold.  
 
The Department of Health had published a report in December 2012 which had 
included a wide range of actions for NHS England, Clinical Commissioning Groups, 
Councils and Commissioners and one of these was that each person with a learning 
disability or autism and challenging behaviour in a specialist hospital, was to have 
their placement and support/care reviewed and a support/care plan produced by 1 
June 2013. There were 11 individuals in Sunderland who needed to be reviewed in 
this context and a Project Board had been established to take forward reviews in the 
shorter term and other requirements in the longer term. Following the review, if any 
individual was found to be inappropriately placed, they would have to be helped to 
move back into the community by 1 June 2014. 
 
At the time of the review, a number of patients had been ready to be discharged and 
the Independent Advocacy Group and Sunderland Carers Centre had written to the 
individuals and their families offering their support. Appropriate advocates were 
allocated for the patients and further work had been carried out to ensure that 
appropriate advocacy continued to be afforded to individuals. Where someone had 
declined advocacy in the past, they would be regularly offered the opportunity to 
change their minds.  
 
The Minister of State for Care and Support had written to the Chairs of all Health and 
Wellbeing Boards to draw their attention to issues arising from the Winterbourne 
View review and suggested that they would have the opportunity to challenge the 
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ambitions of local plans. A stock take document had been signed off by the Chair of 
the Health and Wellbeing Board, the Chief Executive of the Council and Chief Officer 
of the CCG and submitted to the national Joint Improvement Board on 5 July 2013. It 
was intended that further reports come back to the Health and Wellbeing Board if 
and when this was necessary.  
 
Dave Gallagher commented that the experience the patients had at Winterbourne 
View had been unacceptable and should never happen again and that this piece of 
work was very important in that context. This was a good example of the local 
authority, CCG and specialist commissioners working together and there was also 
excellent engagement with the project board.  Neil Revely endorsed this and thanked 
Alan Cormack, Pippa Corner and their teams for the work they had done. Nationally, 
the Winterbourne View and Francis reports were being given the same degree of 
importance and it was up to the system to learn from these investigations.  
 
The Chair made reference to the successful partnership working which had been 
undertaken in response to the actions required by the review and commented that 
the Council and its partners should do more to publicise the good practice and 
effective working relationships it had in place. He also noted that whilst there would 
be a constant guard against the things which happened at Winterbourne View, 
unless there was a realistic view taken of the level of investment required in order to 
provide the standard of care to which partners aspired, there could not be a fully 
successful system. 
 
Having considered the report, the Board RESOLVED that: - 
 
(i) to note that the deadline of 1 June 2013 was met in order to review in-patients 

in specialist learning disabilities hospitals;   
 
(ii) there were no individuals ‘inappropriately placed’ in hospital; 
 
(iii)  the required stocktake had been completed and returned; and 
 
(iv) further progress reports would be made to the Adults Partnership Board and 

escalated to the Health and Wellbeing Board if required. 
 
 
HW17. Overview and Scrutiny Update 
 
The Head of Scrutiny and Area Arrangements submitted a report presenting the final 
version of the Health Protocol for consideration and endorsement and the informing 
the Board of the Council’s key scrutiny activities for the municipal year 2013/2014. 
 
Karen Brown, Scrutiny Officer reminded Board Members that the draft Health 
Protocol had been circulated earlier in the year and that the document set out the 
relationship between signatories and a framework for joint working and information 
sharing. The proposed signatories to the document, the Health and Wellbeing Board, 
the CCG, NHS England and HealthWatch Sunderland had now provided comments 
on the protocol and were supportive of its content. 
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There had been a number of comments on public engagement and a separate piece 
of work was to be done by Scrutiny on this to look at how each group’s work could 
be coordinated to avoid duplication.  
 
The Scrutiny Committee had approved the final draft of the protocol and the next 
stage was for partners to sign up and for the protocol to be implemented. The 
protocol would be reviewed and evaluated six months from the date of 
implementation. 
 
As one of the key components of the Health Protocol was to actively share 
information, details of the Scrutiny Committee’s Annual Work Programme of policy 
reviews were presented to the Board as a number of these directly or indirectly 
related to health issues. The Board were invited to make any comments or requests 
for further detail to be included in the programme. 
 
Dave Gallagher commended the Health Protocol as an excellent piece of work but 
highlighted that there did not seem to be a signatory for the Council itself to 
represent its role as commissioner and provider.  The Chair stated that the officers 
would look at the best way of reflecting this within the document. 
 
Accordingly, the Board RESOLVED that: - 
 
(i) the Health protocol be endorsed and a future evaluation of implementation be 

received; and 
 
(ii) the Annual Work Programme of the Council’s Scrutiny Committee be noted 

and further report detailing the outcome of the reviews received in due course. 
 
 
HW18. Health and Wellbeing Board – Media and Statutory Consultation 
  Protocol and Communications Activity 
 
The Director of Corporate Affairs submitted a report outlining a Media and Statutory 
Consultation protocol which will assist the Health and Wellbeing Board in responding 
to enquiries and statutory consultations.  
 
Rose Peacock, Media Relations Manager informed the Board that protocol and 
communications plan were part of the broader context of Board engagement and 
consultation. The Council’s media team would handle press releases on behalf of the 
Board and its advisory groups. These would include comments from the Chair of the 
Board and/or advisory groups as appropriate and all press releases would be shared 
with the media lead for each member organisation prior to being issued.  
 
Where there was a need for the Board to react to something quickly, it was 
recommended that the Board adopt a ‘fast track’ system where the Chair be asked to 
sign off any responses on the Board’s behalf. In the absence of the Chair, this would 
be signed off by the appropriate Board member as defined by the Associate Policy 
Lead for Health. The protocol also requested that Board members and their 
respective organisations flag up potential negative stories with the Media Team at 
the earliest opportunity.  
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The protocol also provided for the delegation of responsibility for undertaking 
statutory consultations to the appropriate lead officer in consultation with the relevant 
Board members.  It was noted that there was a procedure in place for delegated 
decisions within the Council and the Health and Wellbeing Board would be covered 
by this. 
 
Sam Meredith, Internal Communications Manager, drew Board Members’ attention 
to the Communications Plan and informed the Board that this provided an overview 
of the channels which could be used to raise awareness of issues coming through 
the Board and to raise their profile.  
 
With regard to the Manager’s briefing, the Board was advised that this was an 
internal council communication but this could be coordinated with partners’ 
communication channels. The Chair enquired about feedback on the communication 
documents and Sam said that there was a dedicated email address for the Council 
publications and all partners would be encouraged to feed comments and questions 
back through the Media Team. 
 
Upon consideration of the report, it was: - 
 
RESOLVED that: - 
 
(i) the procedures within the Media and Statutory Consultation Protocol be 

agreed; 
 
(ii) the recommended delegations be agreed; 
 
(iii) the activity within the Communications Plan be agreed; and 
 
(iv) updates on any responses provided under delegation be received at future 

Board meetings as appropriate.   
 
 
HW19. Response to Economy, Culture and Environment Regional  
  Advisory Group 
 
The Head of Strategy and Performance submitted a report detailing a proposed 
response to the recommendations made by the Economy, Culture and Environment 
Regional Advisory Group. 
 
The Advisory Group had been established in 2008 as part of the Better Health, 
Fairer Health strategy and had produced a report which was intended to support 
Health and Wellbeing Boards in carrying out their new responsibilities. The 
recommendations in the report specifically focused on:  
 

 Active Travel; 

 Environment – Green Space and Air Quality; 

 Housing and Homelessness; 

 Fuel Poverty and Excess Winter Deaths; 

 Healthier Workforce; 
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 Culture, Arts and Health;  
 
and included strategic leadership, communications and engagement and some 
examples of good practice and innovation. 
 
The proposed response from the Health and Wellbeing Board was intended to 
demonstrate the manner in which the Board was tackling the wider determinants of 
health and included examples of how partners had and continued to provide health 
improvement services as well as support to the people of Sunderland.  
 
The Board was asked to review the proposed response to the Economy, Culture and 
Environment Regional Advisory Group and make any suggestions for amendments 
or additions.  
 
The Chair commented that the response should reflect ‘extreme weather deaths’ 
rather than just winter deaths and Neil Revely advised that the development of heat 
wave plans had brought this issue to the fore. Trend lines were being monitored for 
winter deaths and this work would be made clear within the response. 
 
The Board RESOLVED that the proposed response to the Economy, Culture and 
Environment Regional Advisory Group be endorsed. 
 
 
HW20. Board Development Session – Setting the Agenda and   
  Engagement of the Public and Patients 
 
The Head of Strategy and Performance submitted a report informing the Board of the 
detail and scope of the next two development sessions. 
 
The next development session would be held on 30 August 2013 and would look at 
priority topics for the forward plan of the Board, topics for investigation at 
development sessions and areas of improvement which would be given to the 
Advisory Groups to investigate.  
 
A further development session considering the engagement of public and patients 
and facilitated by HealthWatch Sunderland would take place on 25 October 2013. 
 
RESOLVED that the details of the session be noted. 
 
 
HW21. Date and Time of Next Meeting 
 
The next meeting would take place on Friday 20 September 2013 at 12.00noon. 


