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Item: 10.3 

CATEGORY OF PAPER  

Proposes specific action  

Provides assurance   

 
GOVERNING BODY 

Tuesday 24 March 2015 

 
Report Title 
 

 
Approval of CCG Budgets 2015/2016 & 
Refreshed Five Year Strategic Financial Plan 
 

 
Purpose of report 

 
All NHS Organisations require a financial 
budget/plan to be approved by their respective 
Governing Bodies. The standing financial 
instructions of the CCG delegate the 
responsibility for the production of the plan to 
the Chief Finance Officer.   
 
The attached paper and appendices highlight 
the overall revenue resources available to the 
CCG and include the deployment of “growth” 
funding for 2015/2016. The risks associated with 
delivering a successful financial position are 
also discussed in detail. 
 
Information regarding the financial aspects of 
the refreshed 5 Year Strategic Plan is also 
detailed. 
  

 
Key issues, assurances and risks 
 

 

 Key issue is to ensure Governing Body 
understands its financial obligations and 
approves its revenue budget for 2015/16. 
 

 Need to review and understand longer term 
financial position of the CCG. 

 

 Financial Risks for 2015/16 are identified 
within the Paper. 
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Recommendation/Action Required 
 

 
CCG’s have a statutory duty to produce budget 
proposals, which demonstrate delivery of 
expenditure within approved resource limits. The 
attached paper and appendices demonstrate 
how NHS Sunderland CCG intends to achieve 
this objective in 2015/2016. 
 
The NHS Sunderland CCG Governing Body is 
requested to accept and approve the enclosed 
revenue budget proposals for 2015/2016 and 
the supporting information relating to the 
Operational and Strategic Plans.  
 

Sponsoring Governing Body member  
(where relevant) 

Chris Macklin, Chief Finance Officer 

Report Author 
David Chandler, Associate Chief Finance Officer 
 

Governance and assurance  

 
Link to CCG corporate objectives* 
(please tick) 

CO1 CO2 CO3 CO4 CO5 CO6 

      

Any relevant legal/statutory issues No 

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

Yes 

Any information governance issues  No 

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

No 

 
Equality Impact Assessment completed 
(please tick)  

Yes  No  
Not 
relevant 

x 

Key implications for the following: 

 
Any additional resources needed? 
 

 
None 
 

 
Has there been appropriate clinical 
engagement?  
 

N/A 

 
Any impact on patient outcomes? 
 

None 
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NHS Sunderland Clinical Commissioning Group 
 

Approval of CCG Budget 2015/2016 and refreshed Five Year Strategic Financial 
Plan 

 
1. Reason for the Report 
 

It is the delegated responsibility of the Chief Finance Officer (CFO) to produce and 
gain approval from the Governing Body of an annual financial budget / plan for the 
CCG.  This paper and attached appendices fulfill this duty. 
 
Prior to the production of this paper, the CCG has already submitted a number of 
commentaries / statements to the Area Team detailing how we intend to achieve our 
statutory financial duties in the forthcoming year.  This was a requirement of NHS 
England and forms part of national and local monitoring processes.  Members will 
recall that last year the CCG was requested to submit a two year operational plan as 
well as a five year strategic plan.  This year we have been requested to submit the 
updated version of the second year of the operational plan (2015/16), however we 
have also reviewed and updated the longer term five year plan.   

 
The CCG has to submit its “final” annual financial plan to NHS England on the 7th 
April and the enclosed appendices and commentary will be used to assist 
completion. In the event where contracts with providers have not been signed off 
prior to the deadline of the 7th April 2015 there will be a further opportunity to submit 
a refreshed version of the plan on the 14th May however there will be no change to 
the planned surplus for 2015/16. 
 

 
2. Background Information – Everyone Counts: Planning for Patients 2014/15 – 

2018/19, the Five Year Forward View and the Better Care Fund. 
 

NHS England set out the agenda for the NHS for the 5 years commencing 2014/15 
when it published its “planning guidance” Everyone Counts: Planning for Patients 
2014/15 – 2018/19 on the 20th December 2013. The planning guidance was 
accompanied by the publication of CCG Allocations on the same day and these 2 
documents were seen as pivotal in setting the direction for the NHS system from 
both an operational (1st 2 years) and strategic (years 3-5) perspective. 

 

 
Has there been member/stakeholder 
engagement if needed?   
 

N/A 
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On the 23rd October 2014 NHS England published the Five Year Forward View 
(FYFV) and since then CCGs have been working to revise their operational and 
strategic plans to take account of the challenges and opportunities the FYFV 
present. 
 
The “Budget Proposal” for 2015/16 and plans for 2016/17 onwards should be seen 
as complimentary documents which build upon many of the outcomes agreed at 
various planning workshops and, subsequent discussions and decisions at various 
sub committees of the CCG. 
 
In addition 2015/16 marks the launch of the Better Care Fund.  Members will be 
aware of the ambition of the CCG to work with the Local Authority to bring together 
the majority of “out of hospital” commissioning budgets within a single fund.  The 
realising of this ambition will result in pooling £152m of shared resources (rather 
than a minimum required figure of £24.5m). The 2015/16 budget paper details the 
health funds that will be pooled with social care funds in order to improve outcomes 
for the residents of Sunderland and reduce unnecessary admissions to hospital. 
 
 

3. CCG Revenue Allocations – Background to 2015/16 Budget and Future Plans  
 
Best practice would encourage CCGs to produce financial plans for a period greater 
than one year. Sunderland CCG has produced an updated Strategic Financial Plan 
which now covers the period 2015/16 through to 2019/20.  At a very high level this 
can be seen in the “Plan on a Page” which is attached as Appendix A. 
 
Overall budgets, for the public sector as a whole are ultimately approved by 
Parliament following the Chancellors Budget and Spending Review Reports. The 
“Spending Round 2013” report presented to Parliament in June 2013 outlined the 
plans for all Government Departments including the NHS for the 2 years 
commencing 2014/15.  It was announced that Health would continue to receive 
growth funding unlike the majority of Government Departments.  Subsequently, it 
was announced that CCGs would receive a minimum uplift in 2015/16 of 1.7%.  In 
December 2014 NHSE confirmed that CCGs would receive a minimum uplift of 
1.94% made up of 1.4% for inflation and an uplift of 0.53% in respect of recurrent 
winter/resilience allocations that were received in 2014/15 as non-recurrent 
allocations.  Comparing like with like, this effectively represents a reduction in 
anticipated funding of 0.3% (£1.3m) compared to the earlier planning expectations 
announced in December 2013. 
 
Indicative planning assumptions for years 2016/17 to 2019/20 have been used in our 
long term plans, however final decisions for this period will not be formally approved 
until after the 2015 general election when it is expected the new chancellor will 
present a new comprehensive spending review to Parliament     
 
Members will also be aware that CCG Allocations are based on a new formula which 
is based on GP registered population. This has not favoured CCG’s in the North 
East and Sunderland now finds itself spending more than its “Fair Share” of the 
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national pot. Based upon the new formula Sunderland is spending 11.99% more 
than the formula demonstrates in 2015/16. This is commonly referred to as 
“Distance from Target” (D.F.T.) The 11.99% equates to £46.4m. 
 
The Chief Officer of NHS England Simon Stevens has indicated his desire to move 
all CCGs to within 5% of target fast as possible.  The aim being to move all those 
under target by more than 5% by 2016/17 and those overfunded by more than 5% 
within an approved timescale.  If say 5 years was chosen this would be 
unprecedented in the recent history of the NHS.   As a consequence Sunderland will 
need to plan on receiving little of no growth from 2016/17 onwards to reflect the 
potential desire of NHS England to move Sunderland 7% closer to target within five 
years (£27m). 

 
NHS England took account of their pace of change policy when approving individual 
CCG Budgets for 2015/16 in December 2014.   There were two options laid out on 
how to distribute the CCG share of the additional £1.9 billion announced by the 
Chancellor in the Autumn Statement. NHS England decided to allocate the 
additional £1.1billion almost exclusively to those CCGs that were deemed 
underfunded – especially those that were more than 5% under target.  This led to 
Sunderland receiving the minimum and lowest amount of growth for 2015/16 of 
1.4%. 

 
The overall budget for 2015/16 that I am seeking approval from the Governing Body 
is £501,158k. 
 
This is broken down as follows: 
 

£,000 
 
CCG Programme Budget “Pre” Growth   425,032 
CCG Growth @ 1.4%          5,935 
CCG Growth (resilience) @ 0.54%        2,310 
         ____________ 
Total CCG Programme Allocation    433,277 
 
 
Return of 14/15 Surplus       18,990 
Better Care Fund Allocation         7,186 
Primary Care Commissioning       35,681 
       __________________ 
Total Commissioning Resources    495,134 
 
Running Costs Allocation         6,024  
        ______________ 
 
TOTAL CCG BUDGETS     501,158 

        ______________ 
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A full analysis is produced within Appendix B which is discussed later within this paper. 
 
 
 
 
4. Use of Growth Funding and Assumptions 2015/16 through to 2019/20 

(Appendix A) 
 

Within the financial plans already discussed by the Executive Committee and 
Governing Body the level of “Resource Releasing Initiatives” and “Investment” areas 
was clearly identified. The consequence of tariff efficiencies and growth funding can 
be clearly seen in Appendix A. This is all pulled together in the “Financial Plan on a 
Page” within the summary source & application of funds statement element (Bottom 
left hand corner of Appendix A).  
 
In pulling together the detailed budget proposals for 2015/16 full account has been 
taken of all these issues, however for a significant number of the plan figures they 
become “embedded” within contracts etc. and as a consequence the detail is lost. 
To assist in understanding the budgets it is encouraged that members of the 
Governing Body review the “Financial Plan on a Page”, as it forms part of the 
strategy when producing contract controls for CCG commissioning teams which 
ultimately feed into the final budget proposals. 
 

 
5. Budget Proposals 2015/16 
 

Within the “Supplementary Guide for Commissioning Planning 2015/16” published 
by NHS in December 2014 there is a section entitled “Business Rules for 2015/16”. 
This includes the financial planning and business rules paragraphs which outline 
“the rules of the game” that will apply to CCGs in 2015/16. CCG budgets and plans 
will have to demonstrate achievement of the following:- 
 

 Delivery of a “Cumulative” surplus carry forward of at least 1%. 
 

 A requirement to set aside 1% of funding for non-recurrent transformation 
expenditure. 

 

 The holding of a contingency of at least 0.5% of revenue. 
 

 Spending no more than the running cost allowance (which has been reduced 
by 10% this year). 

 

 CCG’s that are 5% or more above funding targets will be limited to accessing 
drawdown funding to the extent that the drawdown would cause them to 
deliver less than a 2% surplus. (This is a new requirement for 2015/16) 
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These “Business Rules” are seen as paramount in the delivery of sound financial 
management, as well as demonstrating financial resilience.  
 
Budgets being proposed must be seen to be delivering the objectives of the CCG as 
outlined in its operational and strategic plans as well as achieving the financial 
outcomes identified above. To support these outcomes 6 appendices have been 
produced 6 which form part of the overall budget proposals. They are as follows:- 
 
Appendix A = 5 Year “Financial Plan on a Page” 
Appendix B = Sunderland CCG Budget Proposals 2015/16 
Appendix C = Use of Non Rec. Budget 2015/16  
Appendix D = Running Costs Budget 2015/16 
Appendix E = Primary Care Commissioning Budget 15/16 
Appendix F = Better Care Fund 15/16 
 
A brief analysis of each appendix is described below:- 
 
5 Year “Financial Plan on a Page” (Appendix A)  
 
Although the CCG has only to provide a refreshed annual plan for 2015/16 it is good 
financial planning to have a sound Strategic Financial Plan. Appendix A attempts to 
summarise the plan at a “high level” on a single piece of paper. From the 
appendices the following information can be found:- 
 

 The Planning Assumptions i.e. Growth/Tariff Efficiency used in the model 
(Top left) 

 The level and summary detail of savings required (R.R.I’s / QIPP) (Top 
Right). 

 Planned Investment Proposals at a summary level (Bottom Right). 

 High level source and application of funds statement i.e. “Pulling it all 
Together”. (Bottom Left) 

 
Sunderland CCG Budget Proposal 2015/16 (Appendix B) 
 
Appendix B contains the full budgets of the CCG for which approval is sought. Members 
can see the total balances to the analysis shown within section 3 above i.e. £501.158m 
and meets all of the required business rules that the CCG must meet. 

 
The financial planning framework used by NHS England requires CCGs to identify 
spending over various sub categories “Programmes”. Within appendix B I have mirrored 
these headings so that the key elements of the CCGs spending plans can be seen. Of 
the total plan it can be seen that £288.5m (58% of total) is earmarked for the 
commissioning of services from NHS Providers and our largest contract at City Hospital 
Sunderland of £164.4m. 
 
At the time of producing this report contracts have not yet been agreed with all our main 
Providers which has been due to the delay in Monitor and NHS England producing 
agreed tariffs for services in 2015/16.  As such the figures for some Providers may be 
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subject to change depending on contract negotiations.  These negotiations with 
providers will continue to progress and a further update will be given at the next 
Governing Body meeting. 
 
Prescribing at £50.2m (11.2% of total) is the second largest category followed by 
Packages of Care at £29.4m (6.6% of total). 
 
The financial value of the business rules outlined at the beginning of this section can 
also be clearly seen within the “Other” category i.e. 0.5% contingency etc. 
 
The plan also includes a planned reduction in the cumulative surplus of the CCG, down 
from £18.9m to £15.9m with £3m being utilised to support three transformation projects 
detailed below.  Members will be aware that we requested to use £3m of our cumulative 
surplus to support three business cases.  Following discussions with the Area Team I 
am pleased to report that our request was successful hence the reduced planned 
surplus of £15.9m 
 
It is important to note that the proposed financial plan for 2015/16 meets all of the 
business rules set by NHS England.  
 
Use of 1% Non-Recurrent Budget (appendix C) 
 
At the beginning of this section it was outlined that one of the “rules of the game” for 
2015/16 was the requirement to spend 1% of the budget on non-recurrent measures 
which, is a reduction from last year’s requirement of 2.5%. The CCG planned to spend 
more than 1% of its budget on non-recurrent measures in the original operational plan 
and the refreshed and documented plan for this year is to spend 1.45% as detailed 
within Appendix C. 
 
Initial proposals have been outlined covering the 5 year plan for consideration by the 
Governing Body. There are a number of pre commitments outlined in Appendix C i.e. 
Emergency Department and Pallion double running. 

 
Within the proposals members will see an allocation of £0.9m to support 
Winter/Resilience.  This is in addition to recurrent funding of £2.3m and alongside some 
targeted Readmissions funding has been allocated to fund the agreed planned 
investment of £5.4m in 2015/16 for Winter/Resilience.  Plans have already been agreed 
with and communicated to Providers in 2014/15.  By agreeing schemes covering a 2 
year period we were able to give providers security of funding which in turn allowed a 
greater opportunity for them to recruit staff by offering longer term contracts.  
 
 Running Costs Budget (Appendix D) 
 
The CCG’s running cost budget was originally based upon an allowance of £25 per 
head using 12/13 population estimates and NHS England have been adjusting the 
allowance each year based on updated figures. For 2015/16 NHS England have 
reduced the CCGs running cost envelope by 10% as well as, reducing it slightly to 
reflect a reduced population figure.  This means the budget for NHS Sunderland CCG 



 

Page 9 of 13 

 

for 2015/16 will be £6.02m (a reduction of £0.71m from £6.73m in 2014/15). Given pay 
awards, “incremental drift” and other inflationary pressures that have to be financed 
from the overall quantum the real terms reduction is equivalent to 11.5%. 
 
Given these changes we have recosted structures, reviewed non pay expenditure and 
renegotiated our contract with our commissioning support unit (NECS). Revised 
proposals outlining how we intend to contain expenditure within the new budget 
restraints are highlighted within Appendix D. From Appendix D it can clearly be seen, 
structures remain affordable however as expected the headroom previously enjoyed to 
fund in-year pressures or developments has been significantly eroded.  Careful 
management of running costs will be required to ensure the CCG remains within the 
funding allowance. 
         
Primary Care Co-Commissioning (Appendix E). 
 
Members will be aware that from 2015/16 the CCG will have delegated responsibility for 
commissioning general practice services under the new co-commissioning 
arrangements set out in the Five Year Forward View.  These arrangements will allow 
the CCG greater flexibility to develop and implement a Primary Care Strategy for 
Sunderland.  For 2015/16 the CCG will receive a delegated financial budget of £35.7m 
and a breakdown of this is provided in Appendix E. 
 
 
 Better Care Fund (Appendix F) 
 
This year the CCG proposes to create an Out of Hospital Commissioning Partnership 
with the Local Authority to create an enhanced Better Care Fund Pooled Budget of 
£152m.  This pooled budget would be considerably larger and more ambitious than the 
statutory minimum figure Better Care Fund Pooled Budget of £24.5m.  From the 
Appendix it can be seen that the CCG plans to pool out of hospital budgets of £93.6m 
for areas such mental health, community health, packages of care, carers and 
reablement with Local Authority Budgets of £58.6m.  These funds have been sub-
divided into a number of focused mini-pools or “schemes” such as “Community 
Integrated Teams and Recovery at Home”.  We have committed to work with the Local 
Authority to maximize the use of these combined resources to achieve improved health 
and social care outcomes for the residents of Sunderland including a significant 
reduction in unnecessary non-elective admissions to acute care.     
 
Surplus Drawdown 2015/16 
` 
The CCG indicated within last year’s operational plan that it would be seeking to 
drawdown £3m of its cumulative surplus to invest into non-recurrent strategic 
transformation projects.  Three business cases were submitted to NHS England and I 
can confirm that the CCG has now received approval for these cases.  The three cases 
submitted and approved were for: 
 

1. A&E Transformation Support - £1,700k 
2. GP Career Start Support - £500k 
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3. Better Care Fund Support  - £800k 
 
Members are asked to formally approve the application of the drawdown surplus as 
detailed above. 
 

6. Financial Risks Associated with Delivering the 2015/16 Budget 

 
Members can see that budgets are proposed for the CCG which balance to the 
control total outlined within section 3.  In producing a balanced budget which fulfills 
the criteria outlined in the Planning Guidance a number of financial risks will need to 
be managed. 
 
This is not a new concept for the NHS as all parts of the system have had to 
manage financial risk for a number of years and Sunderland in particular has a 
sound track record of doing so.  Providing the CCG maintains a positive stance 
towards effective financial risk management it will be well placed to deliver its 
financial objectives in 2015/16. 
 
Known risks that will require careful management in year are as follows:- 

 
i) Overspending Budgets 

 
Throughout 2014/15 whilst the CCG has delivered a balanced financial 
position two budgets have come under pressure: Prescribing and 
Packages of Care.  Members will be aware that both areas have been 
subject to reviews to understand the pressures and action plans have 
been developed to reduce spend.  Funding has been identified from 
2015/16 resources to fund the existing recurrent and non-recurrent 
pressures within these areas. 

 
All other aspects of the CCG’s budget have also been reviewed with 
Directors and Service Leads and where appropriate additional funding has 
been added or amendments made to baselines. 
 
Despite this there is always a risk of demand on services or drugs being 
greater than planned or for unknown pressures to arise in year. 

 
ii) Better Care Fund 

 
This year sees the first year of the Better Care Fund. The proposed 
partnership agreement includes an overspending risk share agreement 
that shares risk between each Partner based on contributions to the 
schemes within the Better Care Fund.  As such there is the financial risk 
that spending will exceed the value of the pool for example if demand 
growth exceeds expectations or if the Local Authorities planned cost 
reduction initiatives of £9m are not achieved.   
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iii) Co-Commissioning of Primary  Care 
 
The CCG has indicated it will be the Lead Commissioner for the GP 
element of Primary Care – taking over the responsibility from NHS 
England.  The CCG has worked closely with the Area Team to better 
understand the budgets and risks from taking this responsibility over.  
Members should note that Primary Care Budgets will have an inflationary 
and growth uplift in 2015/16 from NHS England and that we have been 
given assurances that funding levels that transfer to the CCG are 
appropriate and should cover costs.  These assurances are supported by 
our own internal due diligence review.  

 
iv) Efficiency / Resource Releasing Initiatives (RRI’s)  

 
Embedded within our plans and now incorporated into the budgets being 
proposed for approval is the need to drive out £3.5m from efficiency 
measures in year. The CCG is fortunate in that a good proportion of this 
figure relates to a two year programme of agreed savings within Mental 
Health and Urgent Care. In addition other agreed savings will be required 
to maintain the CCG’s sound financial position.  The QIPP Steering Group 
will manage and monitor delivery of these savings which will be reported 
to the Governing Body on a regular basis. 

 
v) Having a Significant Under spend 

 
It may appear strange having this identified as a risk, however, the 
definition of success in financial terms for a CCG is classified as not being 
in deficit but also not having a significant surplus over and above the 
figure agreed at the start of the year and living within that “control total”.  
For NHS Sunderland CCG the control total will be the cumulative surplus 
figure of £15.9m  

 
vi) Spending 1% of our Budget “Non Recurrently” 

 
The 2015/16 Planning Guidance outlined the requirement for CCGs to 
spend 1% of their budgets on “one off” initiatives of a strategic / 
transformational nature rather than commit all their resource on recurring 
themes.  In order to demonstrate delivery of this requirement I have clearly 
shown the 1% of budget separately within the reserves and have outlined 
my initial proposals via Appendix C. It can be seen that the CCG actually 
intends to spend more than 1% on non recurrent initiatives – this is in line 
with preparing for the “future lean years” ahead of little or no funding 
growth given the CCG’s distance from target. 
 

vii) Unsigned Contracts 
 
The original national planning timetable indicated that contracts with 
providers should have been signed by March 11th.  Delays in agreeing the 
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tariffs for 2015/16 have also led to delays in signing contracts.  The vast 
majority of our providers have recently elected to accept the Enhanced 
Tariff Option offer which has placed an additional pressure of £974k on 
CCG resources for which there is no guarantee of support funding. The 
revised deadline for signing contracts is now March 31st and as such there 
is an additional risk that agreed contract values will differ to figures within 
the financial plan. 

 
viii) Transformation Agenda 

 
Whist not a financial risk in 2015/16 the investment schemes associated 
with our transformation agenda will need implementing quickly if they are 
to deliver the reductions in non-elective care factored into plans from 
2016/17 onwards.  

 
ix) Financially Distressed Trusts 

 
The number of NHS providers that are reporting unplanned deficits is on 
the increase.  Such deficits can cause cash issues leading to 
organisations becoming “financially distressed”.  Within our patch Monitor 
has recently announced that is has opened investigations “to look into the 
state of finances” at our two largest acute providers of care.  The aim 
being to look to see what can be done to improve their respective 
positions. The CCG will be expected to play its part in any discussions 
with monitor, and will undoubtedly be expected to support any recovery 
plans agreed. 
 
 
 

7.   Conclusion 
 

CCG’s have to submit their 2015/16 Financial Plans to NHS England on the 7th 
April 2015.  Within the report I have identified the proposed 2015/16 plan for 
Sunderland CCG, attempted to identify and draw out the financial 
issues/challenges the organisation faces over the forthcoming year and have 
providing an updated five year plan. 
 
This paper and its accompanying appendices is written to provide members with 
the required level of detail to understand how funds will be utilised, however 
particular attention is paid to the 2015/16 budget proposal outlined within 
Appendix B.    
 
Having a total budget of £501m brings with it many challenges and opportunities. 
Managing such a sum within budget is never an easy task: however the CCG 
now has a history of demonstrating an ability and desire to deliver financial 
success.  
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Our Plans for 2016/17 and beyond need to position the CCG to manage with 
lower levels of growth given its D.F.T whilst at the same time improving services 
for patients and transforming patient pathways.   NHS Sunderland has the ability 
and willingness to manage these issues in a robust and efficient manner. How 
Sunderland “positions itself” financially in the later years of the plan will be 
instrumental in delivering success going forward. This will be elaborated upon at 
the Governing Body Meeting. 
 
 

8.      Recommendation 
 
The Governing Body is asked to consider and approve the revenue budget 
proposals outlined in Appendix B for 15/16 and the various aspects of the 2 year 
Operational and 5 year Strategic Plans identified in the remaining appendices. 
 

 

 

Chris Macklin, C.P.F.A 

Chief Finance Officer/NHS Sunderland CCG 
24 March 2015 



PLAN ON PAGE v5 PLANNING ASSUMPTIONS FOR CCG 2/5 YEAR FINANCIAL STRATEGIES RESOURCE RELEASING INITIATIVES (R.R.I.'S)

Feb-15

2015/16 2016/17 2017/18 2018/19 2019/20 2015/16 2016/17 2017/18 2018/19 2019/20 Totals

     %      %      %      %      % £,000 £,000 £,000 £,000 £,000 £,000

Long Term Conditions

CCG Allocation Uplifts 1.94 0.50 0.50 0.50 0.50 M.I.U. Tender 400 400

O.O.H. Tender 250 250 500

Others 2,000 2,000

TARIFF Totals 650 250 0 0 2,000 2,900

General Uplift 2.54 4.70 3.70 3.70 3.70

CQUIN Increase 0.00 0.00 0.00 0.00 0.00 Urgent Care Conditions

CITs, Came Homes, Dementia & EOL 0 3,960 1,980 1,980 7,920

RAID - Reduction in Non Electives 1,000 1,000

Misc 739 869 1,608

Tariff Efficiency -3.80 -4.00 -4.00 -4.00 -4.00 Totals 0 4,960 2,719 2,849 0 10,528

Net Tariff Impact -1.26 0.70 -0.30 -0.30 -0.30

Mental Health Conditions

S.Tyne / GH use of Sund beds 1,000 1,000

Prescribing Uplift 5.50 5.00 5.00 5.00 5.00 Cost of Care Packages 250 250

Prescribing Efficiency -3.00 -4.00 -4.00 -4.00 -4.00 Totals 1,250 0 0 0 0 1,250

Net Prescribing Impact 2.50 1.00 1.00 1.00 1.00 Planned Care Conditions

Comm Servs Review 1,000 1,000

Within CSR      <------------------- ------New Gov to Decide-----------------------------> Community Cardiology 200 200

Procs of Ltd C.V. 200 200

High Cost Drugs - Lucentis 1,000 1,000

Growth Allocations by CCG  for 2015/16 were announced in December 2014 by NHS England. NEAS PTS 200 200

Indicative growth figures for the following 3 years have been issued by NHS England within Everyone Counts Guidance (page 45) MSK Pathway Changes 202 281 152 73 707

Although this document states that Commissioners as a whole should assume growth increases of 1.8% to 1.7% over the next Totals 1,600 1,202 281 152 73 3,307

three years, given Sunderland CCGs distance from target of 12% it has been deemed prudent to assume growth of just 0.5%

for the remaining years of the plan. This strategy is further supported through the recent announcement by Simon Stevens Support Functions (business rules adj) 6,099 6,099

of NHS England's intention to move CCGs within 5% of their target allocations over the next 5 years. 

TOTAL ALL R.R.I.'S 9,599 6,412 3,000 3,001 2,073 24,084

The RRI plans for 14/15 and 15/16 were discussed and agreed in principle at CCG development session on the 8th Oct 2013. This assumes a "draw down" from  

reserves in 14/15 and the reducing the 2.5% N/R budget in 15/16 (£6,099k).  Plans for 15/16 are as discussed on the 8th Oct and have been refined by the CCG QIPP Group 

SOURCES 2015/16 2016/17 2017/18 2018/19 2019/20 Totals Work is ongoing to quantify other schemes however for this version of the plan the need to save £6.4m in 16/17 and £3m in 17/18 has been factored into calculations.

£,000 £,000 £,000 £,000 £,000 £,000

PLANNED INVESTMENT AREA'S

Increased Allocations 8,244 2,166 2,177 2,188 2,199 16,974 2015/16 2016/17 2017/18 2018/19 2019/20 Totals

£,000 £,000 £,000 £,000 £,000 £,000

Tariff Efficiency 11,108 11,546 11,626 11,592 11,557 57,429 Out of Hospital

Pathway Reforms 750 750

Prescribing Efficiency 1,498 2,048 2,068 2,089 2,110 9,814 EMIS Web 250 250

Readmissions nr to rec 1,000 1,000

R.R.I..'S 9,599 6,412 3,000 3,001 2,073 24,084 Exercise on Referral 360 360

Continuing Care etc. 1,946 600 600 600 600 4,346

Total Sources 30,450 22,172 18,870 18,869 17,938 108,299 BCF Investments 3,421 3,421

Telehealth 130 130

Community Services 1,000 1,000

-2,532 Total Out of Hospital 8,857 600 600 600 600 11,257

Mental Health

APPLICATION MH Growth (LD Patients) 1,000 250 250 250 250 2,000

MH 2 Year Investment Prog. 1,013 1,013

Total Mental Health 2,013 250 250 250 250 3,013

Tariff Uplift 7,426 13,566 10,754 10,722 10,690 53,159

Planned Care

Prescribing Uplift 2,747 2,560 2,585 2,611 2,637 13,141 Access Growth 3,000 3,000 3,000 3,000 3,000 15,000

Investments--General 20,278 6,045 5,530 5,536 4,611 42,000 Total Planned Care 3,000 3,000 3,000 3,000 3,000 15,000

Total Application 30,451 22,171 18,870 18,870 17,938 108,300 Urgent Care

Winter Resilience Top Up 2,310 2,310

Tariff Efficiency 11,108 11,546 11,626 11,592 11,557 57,429 Total Urgent Care 2,310 0 0 0 0 2,310

Tariff Uplift 7,426 13,566 10,754 10,722 10,690 53,159

Net Tariff Contribution 3,683 -2,020 872 869 867 4,270 Growth to be spent N/R 2,998 2,998

Included within the mapping exercise was a substantial share of the reserves held by the PCT. As a consequence of this within 7 Day Access / Working 1,500 1,500 1,500 4,500

the opening budgets the planning need to identify a 2.5% Non Rec budget and a 1% cumulative surplus have already been identified.

Prescribing (to local Astro PU) 1,100 1,100

The planning guidance requires a 0.5% contingency and a minimum 1% surplus.

CCG Reform Fund (all aspects) 695 180 186 761 1,822

The 2015-16 tariff assumptions are based on 2015-16 planning guidance but it should be noted these have not been agreed

due to more than 50% of providers (by income) rejecting the proposed tarrif arrangements for 2015/16 TOTAL ALL INVESTMENTS 20,278 6,045 5,530 5,536 4,611 42,000

Given the degree of uncertainty growth assumptions and tariff efficiency have been reduced over the later years of the plan. Utilisaiton of Surplus N/R 3,000 3,000 3,000 3,000 2,000 14,000

Once more information is available the CCGs financial plans will be reviewed, however it can be seen that even by taking Our 5 year period investments total £42m. Of this £1.8m is available for Reform activities in the 16/17 to 19/20 period.

 a "prudent" approach the aspirations and plans of the CCG are affordable. Where there are known "pre-commitments" these are detailed (mainly in 15/16). Additionally each year there are changes to tariff structure / issues / growth

arising within the acute contracts. Knowing this an allowance has been made within the Planned Care section, however it is to cover all aspects.

As with any "long term" plan there is greater detail in the early years compared to the later ones and there is a need to identify & refine later years QIPP plans

The mix of known commitments / reform in later years will need revisiting once further clarity is known about wider pathway reform activities.

We aware of the need to create the Better Care Fund in 15/16 and have allocated most of the "growth" in 2015/16 to this.

The CCG plans to draw down £9m of the surplus generated at the end of 2015/16 and will invest this to support the transformation of services in Sunderland.

Due to a new Business Rule CCGS more than 5% over target such as Sunderland cannot draw down surplus beyond a 2% level (c£9m)



Appendix B

NHS Sunderland CCG - Budget Proposals as at 24th March 2015

Category Cost Centre Name
Budget 

£

NHS Trusts City Hospitals Sunderland NHS FT 164,415,453

NHS Trusts City Hospitals Sunderland NHS FT - AQP Services 1,077,475

NHS Trusts City Hospitals Sunderland NHS FT - Drugs 39,043

NHS Trusts Gateshead Health NHS FT 19,503,858

NHS Trusts County Durham & Darlington NHS FT 6,158,220

NHS Trusts NEAS Contracts 11,325,647

NHS Trusts NEAS Contract - Other Transport 57,824

NHS Trusts Newcastle Upon Tyne NHS FT Acute Contract 9,462,926

NHS Trusts Newcastle Upon Tyne NHS FT - Devices 14,650

NHS Trusts Newcastle Upon Tyne NHS FT Community Contract 32,751

NHS Trusts NHS Non Contract Activity 1,285,329

NHS Trusts North Tees & Hartlepool NHS FT - NCA 220,789

NHS Trusts Northumbria NHS FT - NCA 315,552

NHS Trusts Northumberland Tyne & Wear NHS FT 49,501,135

NHS Trusts South Tees NHS FT - NCA 422,605

NHS Trusts South Tyneside NHS FT Acute Contract 1,147,322

NHS Trusts South Tyneside NHS FT - NCA 25,057

NHS Trusts South Tyneside NHS FT Community Health Services Contract 23,244,168

NHS Trusts Tees, Esk & Wear Valleys NHS FT 255,216

Non NHS H-Care Marie Curie Cancer Care 207,478

Non NHS H-Care Non NHS Non Contract Activity 2,573,476

Non NHS H-Care Stroke Association 122,997

Non NHS H-Care Sunderland Counselling Services 1,007,438

Non NHS H-Care Sunderland & Washington MIND 302,284

Non NHS H-Care Mental Health Matters 1,074,988

Non NHS H-Care Urgent Care Services 3,208,993

Misc Comm Carers 1,962,800

Misc Comm Community Based Physiotherapy - Non CHS FT 682,735

Misc Comm Exempt Overseas Visitors 69,192

Misc Comm Income from SCC re CAMHS service from STFT Community Contract (263,049)

Misc Comm LA Services (STFT Facilities, Exercise on Referral & Telehealth) 503,324

Misc Comm Interpretting Service 149,312

Misc Comm ISTC - Spire 3,591,603

Misc Comm Medicines Management - Clinical 223,789

Misc Comm Misc Commissioning Contracts 8,604,097

Misc Comm Misc Commissioning Budgets 9,172,000

Misc Comm Misc PTS 144,266

Misc Comm MSK CATS Connect 699,210

Misc Comm Reablement & Readmissions Recurrent 1,716,930

Misc Comm Reablement & Readmissions Non Recurrent 2,000,000

Misc Comm Newcastle Upon Tyne NHS FT Community Contract 36,657

Misc Comm Safeguarding 414,718

Misc Comm Depreciation 76,000

Pooled Budgets Intermediate Care & Community Equipment Services 2,485,349

Pooled Budgets LD & Dementia Services 2,027,882

Voluntary Bodies Age Concern Hospital Discharge 85,450

Voluntary Bodies Voluntary Bodies 45,589

Packages Packages of Care Including CHC & FNC 26,744,318

Prescribing Prescribing 51,577,062

Prescribing Oxygen  1,219,525

Primary Care Primary Care Co-Commissioning Budgets (Appendix E) 35,681,000

Primary Care Oxygen Assessment & Review 173,472

Primary Care Primary Care LES & LIS 719,432

Primary Care Primary Care OOH 2,299,777

Running Costs Running Costs (Appendix D) 6,024,000

Premises NHS Premises 1,405,000

Other 0.5% Contingency 2,506,436

Other Non Rec Reserve (1% Reserves) (Appendix C) 7,053,595

Other Better Care Fund - Not embedded in other budgets 13,027,000

Other Winter Resilience Fund Recurrent 2,310,000

Other Surplus drawdown utilisation 3,000,000

Other Cumulative Surplus 2015/16 15,987,000

Total CCG Budget Plan 2015/16 501,158,146



Sunderland CCG Appendix C

2015/16 Financial Planning Summary - Non Recurrent Reserves

Scheme / Application of Spend 2015/16 1% Notes

£000

Winter Surge - NR Schemes 909

Non recurrent additional allocation agreed to fund the 

2015/16 resilience plan. 

Winter Surge - NR Schemes - Access Innovation Primary Care 500

Support for extended primary care schemes agreed as part of 

NR resilience schemes. 

Prescribing Support for RRI's 500 NR support to release efficiences.

CHS Pallion Support 2,000

To support CHS Urgent Care. UCC contract now included in 

main contract with CHS.

ED Pump Prime 960 To support CHS ED system.

Locality Innovation Schemes 500

Non recurrent spend to support the transformation of primary 

care

CHS Accomodation Subsidies 250

Alliance  Mobile X-Ray Contribution 350 Cost of providing mobile x ray facilities.

CHS Transport 50

Primary Care transport charges between CHS, Urgent Care 

services and GP premises. Under review.

CHS Misc 184 Relates to QOF diabetes dietetics. 

Minor Schemes 314

£100k for vol sector scheme, £74k for changing lives agreed at 

OOH Brd & £140k for safeguarding pressures. 

Contingency Top Up 537 Increase in contingency to manage system pressures & risk

£7,054



Sunderland CCG Appendix D

Running Costs Budget 2015/16

Division Budgeted 

WTE 

Budget 

Control at 

2014/15 

prices

Pay Recosting - 

Pay Award & 

Recosting Effects

Recurrent 

Funding Agreed 

By Directors

2015/16 

Recurring Total 

£000s per 

recostings

Non-Recurrent 

Funding Agreed 

By Directors

2015/16 

Total Budget £000s 

per recostings

Staff Budgets

CORPORATE GOVERNANCE 3.00 146,182 -38 146,144 146,144

CEO/ BOARD OFFICE 6.08 794,774 -13,537 781,237 10,000 791,237

COMMISSIONING 28.02 1,247,299 -28,878 1,218,421 102,717 1,321,138

CONTRACTING AND FINANCE 16.00 743,119 -2,916 740,203 740,203

QUALITY ASSURANCE 5.80 276,464 4,005 280,469 280,469

ESTATES AND FACILITIES 1.12 24,370 -2,999 21,371 21,371

Total Staff 60.02 3,232,208 -44,362 0 3,187,846 112,717 3,300,563

Non Staff Budgets

ESTATES AND FACILITIES 314,128 0 314,128 314,128

CEO/ BOARD OFFICE 216,428 47,385 263,813 263,813

CORPORATE GOVERNANCE 6,353 0 6,353 6,353

ADMINISTRATION & BUSINESS SUPPORT 1,150,000 -150,000 1,000,000 1,000,000

COMMISSIONING 56,758 0 56,758 56,758

CORPORATE COSTS & SERVICES 215,454 16,000 231,454 231,454

EDUCATION AND TRAINING 145,000 -10,000 15,000 150,000 150,000

CONTRACTING AND FINANCE 231,725 -26,891 204,834 204,834

QUALITY ASSURANCE 13,130 5,000 18,130 18,130

ADMIN PROJECTS 227,000 -8,513 218,488 218,488

CLINICAL SUPPORT 144,440 0 144,440 144,440

PRIMARY CARE SUPPORT 54,720 0 54,720 54,720

IM&T 10,000 20,000 30,000 30,000

GENERAL RESERVE 712,656 -745,753 176,134 143,037 -112,717 30,320

Total Non Staff 3,497,792 -852,772 191,134 2,836,155 -112,717 2,723,438

Total Running Costs Budget 6,730,000 -897,134 191,134 6,024,000 0 6,024,000

Notes

Please note this does not include Medicines Optimisation & Safeguarding staff who are charged to programme costs. 



Sunderland CCG Appendix E

Primary Care Commissioning Budget 2015/16

Primary Care Commissioning Categories

2015/16 

Budget

£

General Practice - GMS 5,739

General Practice - PMS 13,590

Other List-Based Services (APMS incl.) 1,877

Premises cost reimbursements 3,336

Other premises costs 217

Enhanced services 2,073

QOF 3,140

Other - GP Services 4,694

Primary Care NHS Property Services Costs (GP) -

2015/16 growth 1,015

Total 2015/16 Primary Care Commissioning Budget 35,681



Sunderland CCG Appendix F

2015/16 Better Care Fund Budget 

Schemes   Provider of Services

 CCG 

Contribution 

£ Description of Services

 CCG 

Minimum 

Contribution 

£ 

Community Integrated Teams & RaH Services Scheme

Community Services South Tyneside NHS Foundation Trust 21,428,877        

Community based health services across Sunderland. 

Mostly relates to Community Nursing and Specialist 

Community Nursing Services. 

Intermediate Care Services Sunderland Care & Support 893,321              Intermediate Care Services Pooled Budget. 893,321              

Intermediate Care Services Sunderland City Council 77,553                

To fund fieldwork & assessment OT Service. Intermediate 

Care Services Pooled Budget. 77,553                

Reablement & Readmission Services Various Providers 994,567              Readmissions Avoidance Collaborative Services. 427,000              

Reablement at Home Sunderland Care & Support 248,000              Funding for existing Recovery at Home Services 248,000              

Community Therapy Services Sunderland Care & Support 139,000              Funding for existing Recovery at Home Services 139,000              

Social Worker/Care Mgr - Interface Tm Sunderland City Council 67,500                67,500                

Recovery at Home Service

South Tyneside NHS Foundation Trust and 

Sunderland Care & Support 1,009,000          

Investment for Recovery at Home Service from 

Readmissions funding. 983,905              

Urgent Care per Capita GP Fund Various Providers 1,420,000          

To be spent on over 75's, likely to involve the nomination 

of a clinician (usually GP) and the development of a care 

plan. 1,420,000          

Integration Investment Fund Various Providers 3,531,000          

Investments in various providers as part of Out of Hospital 

Care Transformation. 3,531,000          

Total Community Integrated Teams & RaH Services Contributions          29,808,818            7,787,279 

Mental Health Services Scheme

Mental Health Community Based Services Northumberland Tyne & Wear NHS Foundation Trust 22,424,303        

Community based mental health services across 

Sunderland.   

Mental Health Community Based Services Sunderland Counselling Services 838,855              

Community & Primary Care based mental health services 

across Sunderland such as IAPT.

MH Social Care Services Sunderland City Council 1,268,404          Existing sc256 agreement for MH Social Care Services 1,268,404          

Dementia Services Sunderland City Council 360,537              

Existing sc256 agreement for Dementia Social Care 

Services 360,537              

Sc117 Agreements Various Providers 1,736,606          sc117 liabilities - MH apportionment

Total Mental Health Services Contribution          26,628,704            1,628,941 

LD Services Scheme

LD Pool Sunderland Care & Support 1,066,228          LD Pooled Budget 1,066,228          

LD Pool Residential Pooled Budget 312,000              LD Pooled Budget 312,000              

LD Community Based Services Northumberland Tyne & Wear NHS Foundation Trust 3,543,934          Community based LD services across Sunderland.   

Sc117 Agreements Various Providers 2,727,165          sc117 liabilities - LD apportionment

Health & Social Care Funding Sunderland City Council 156,000              BCF allocation to CCG from NHS England 156,000              

Total LD Services Contributions            7,805,327            1,534,228 

Packages Scheme

Effective Hospital Discharge Support Sunderland City Council 490,832              Existing sc256 for CHC Support in LA

Funded Nursing Care Various Providers 2,042,574          Funded Nursing Care Agreements only

CHC Packages of Care Various Providers 15,293,000        

CHC, FF Nursing Care & Transition Cases. Further revisions 

to be made to allocate MH & LD packages to MH & LD 

pool.

Health & Social Care Funding Sunderland City Council 7,029,647          BCF allocation to CCG from NHS England 7,029,647          

Total Packages Contributions          24,856,053            7,029,647 

Carers Scheme

Carers Services Various Providers 2,000,000          

Various services provider investments supporting Carers in 

Sunderland. 2,000,000          

Total Carers Services Contributions            2,000,000            2,000,000 

Community Equipment Scheme

Community Equipment Service Sunderland Care & Support 1,443,947          CES Pooled Budget 1,443,947          

Community Equipment Service Sunderland City Council 117,605              CES Pooled Budget 117,605              

Community Equipment Service Sunderland Care & Support 90,463                Agreed Investments for LOWLER

Total Community Equipment Services Contributions            1,652,015            1,561,552 

Local Authority Efficiencies

Sunderland CCG Non Recurrent Support N/A 890,000              

Non Recurrent support from CCG to Unidentified 

Efficiences 890,000              

Total Unidentified Local Authority Efficiencies               890,000               890,000 

TOTAL 2015/16 BETTER CARE FUND BUDGET          93,640,918          22,431,647 

Notes 

Budgets are initial estimates and subject to change following agreement of baseline budgets by CCG Governing Body & LA Cabinet
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Item: 10.4 

CATEGORY OF PAPER  

Proposes specific action  

Provides assurance   

 
GOVERNING BODY 

24th March 2015 

 
Report Title 
 

 
CCG Operational Plan Refresh 2015/16 

 
Purpose of report 

 
To provide the Governing Body with an overview of 
the operational plan refresh for 2015/16 in order that 
this can be signed off prior to submission to NHS 
England on 7th April 2015. 
 

 
Key points, risks and assurances 
 

 
We have a robust performance and planning 
framework in place in order to ensure risks 
associated with each transformational change are 
identified and mitigated effectively. 
 
The governance structure ensures that there is also 
a robust escalation process in place. 
 

 
Recommendation/Action Required 
 

 
The Governing Body is asked to: 

 Review the key points of the operational 
plan refresh; 

 Review and sign off the submission 
documents. 

 

Sponsor/approving director   
Debbie Burnicle 
Director of Commissioning, Planning & Reform 

Report author 

 
Lynsey Caizley 
PMO and Planning Manager 
 

Governance and assurance  

 
Link to CCG corporate objectives* 
(please tick) 

CO1 CO2 CO3 CO4 CO5 CO6 CO7 

       

Any relevant legal/statutory issues No  
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Are the identified risks on the risk 
register? (If so, include reference number) 
 

N/A 

If issue/report has been previously 
reviewed please specify meeting and 
date 

The updated Plan on a Page was presented to 
the January Governing Body meeting and 
largely remains the same.  Discussion also took 
place about increasing the ambition re potential 
years of life lost at the February Governing Body 
development session, where the approach to 
setting the ambition level was agreed and then 
the actual target was supported via an email 
conversation with members thereafter  

 
Equality analysis completed 
(please tick)  

Yes  No  
Not 
relevant 

 

Key implications  Yes No Details 

 
Are additional resources required?  If so 
please specify 
 

  
 

 

A review of resources required in 
order to ensure delivery of the 
operational plan is underway, 
however, it is anticipated that there 
is largely sufficient management 
resource to deliver the plan.  The 2 
key areas that are the subject of 
current discussion are: 

 the development of the 
general practice strategy 
which is linked to the wider 
issue about how we 
manage the level 3 
delegation of primary care 
co commissioning. 

 The development of the 
joint strategy re children 
and discussions with the LA 
re a joint strategic post 
covering children’s 
services. 

 

 
Has there been appropriate clinical 
engagement?  
 

  

Yes via the GP Executive 
members, executive and governing 
body development sessions and 
the TITO with practices 

 
Any current or expected impact on 
patient outcomes/experience? 
   

The CCGs aim is to improve 
outcomes for patients. A review of 
our existing ambitions has been 
undertaken and further stretch 
applied where appropriate, the full 
detail of which is included in this 
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*CCG Corporate Objectives 
 
CO1 - Ensure the CCG meets it public accountability duties 
CO2 - Maintain financial control and performance targets 
CO3 - Maintain and improve the quality and safety of CCG commissioned services 
CO4 - Ensure the CCG involves patients and the public in commissioning and  
  reforming services  
CO5 - Identify and deliver the CCG’s strategic priorities 
CO6 - Develop the CCG localities 
CO7 - Integrating health and social care services, including the Better Care Fund   

 
 
 

 
  
 
 
 
 

 

 

 

  

report. 

 
Has there been member practice and/or 
other stakeholder engagement if 
needed?   
   

As part of the planning round, 
engagement has been undertaken 
through TITO, executive 
development sessions, governing 
body sessions, health forum; multi-
agency transformation board and 
supporting multi-agency out of 
hospital and urgent care boards. 

Version Date Comments  

QSRCV1.0   
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Governing Body Meeting 
CCG Operational Plan Refresh 2015/16 

24th March 2015 
 

1. Purpose 
The purpose of this report is to provide an overview of the key points outlined 
in the refreshed CCG operational plan for 2015/16. 

 
2. Background 

In April 2014, we developed our two year operational plan which will lay the 
foundations to ensure achievement of the Sunderland health & care economy 
Vision of ‘Better Health for Sunderland’ and our associated ambitions to 
improve outcomes for the people of Sunderland (our 5 year Strategic Plan). 

 
As part of this we identified a number of key transformational changes, 
outlined below: 

 
 7 day access; 
 Community Integrated locality teams; 
 Extension of Intermediate Care hub in all localities; 
 Implementation of end of life deciding right initiatives in practices; 
 Mobilise GP urgent care centres, A&E hub and out of hours integration; 
 Improved community mental health pathways, access and waiting times 

for all mental health conditions; 
 Development of dementia friendly communities; 
 Procure and mobilise the new MSK service; 
 Reduce procedures of limited clinical value. 

 
Work has progressed well in year 1, with progress against each outlined 
below: 

 
 Integrated Community Locality Teams – This has been developed 

through working in partnership across Sunderland and the model and 
associated business cases for additional investment supported.  We are 
now looking to mobilise over the next 12 months via an integrated 
community provider board;  

 Care Homes – The pilot in Coalfields is producing very good outcomes 
and we are now looking to roll out across the city as part of Integrated 
Community Locality Teams;   

 Intermediate Care Hub (Now known as Recovery at Home).  The new 
model has been supported along with the business case for additional 
investment.  The hub is soon to be operating from Leechmere and is 
now operating extended hours 7 days a week and additional beds 
available at Farnborough Court moving towards 24 hour single point of 
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access by September and 24/7 working 
 End of Life deciding right - Care Home and GP training is now underway; 
 Mental Health – 5 year programme to develop a model of care for 

Sunderland is now near an end: Enhanced IAPT services, new model of 
psychological therapy, new hospital environments at Ryhope & 
Monkwearmouth are now in place.  The implementation of improved 
community mental health services is ongoing. 

 Urgent Care – GP urgent care centres are now operational, GP Out of 
hours procurement has recently been approved along with the business 
case and is currently underway as well as the development of City 
Hospitals emergency department urgent care centre; 

 MSK – The procurement of the new MSK service is complete and the 
new provider will be announced shortly; 

 Dementia – A dementia friendly community pilot is running well in 
Houghton. All staff in GP practices across Sunderland will be trained on 
Dementia Awareness by end of March 2015. The Essence service is 
now in place and receiving referrals.  This supplements some major 
developments to improve dementia services over the last few years.  
The need to continue to influence the development of dementia friendly 
communities will continue. 

 Procedures of Limited Clinical Value - Phase one of the value based 
commissioning policy was implemented in January 2015 with GP 
Practices and our acute trust, with full implementation by April 2015. 

 
 
3. Operational Plan Refresh 2015/16 

As part of the planning refresh moving forward into 2015/16, we have 
undertaken a review of our priorities and, whilst we need to continue to focus 
on completing the transformational changes outlined above, we have 
identified some further priorities moving forward such as: 

 
 Work with Public Health on a prevention & self-management approach;  
 Develop a strategy with Sunderland Council to improve outcomes for 

children; 
 Develop and implement a strategy for General Practice; 
 Implement transforming lives for people with learning disabilities; 
 Implement the new model of care for people needing continuing 

healthcare. 
 

We are confident that these initiatives, when delivered alongside our existing 
priorities, will further improve outcomes for the people of Sunderland. 
 
The draft planning submission was made to NHS England on 27th February, 
the next submission is now required on 7th April 2015 with a final submission 
on 14th May 2015. 
 
As part of this refresh we have also undertaken a review of outcome 
ambitions.  In the main our ambitions remain the same, however, we have 
proposed to increase our ambition of potential years of life lost to 15% 
improvement by 2019, which is a further 8% improvement on our original 
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ambition of 7%.  This followed discussion with the Governing Body over 
February 2015. 

 
We have also been required to submit trajectories for all of the NHS 
Constitution measures – we have proposed that all of these will be 
consistently achieved throughout 2015/16 with the exception of A&E 4 hour 
waits due to feedback from City Hospitals advising that they will not achieve 
this measure until at least Qtr. 2 2015/16.   The focus remains via the Urgent 
Care Board and the regular performance escalation meetings on reviewing 
any opportunities to improve this performance and a number of developments 
are underway as reported to the Governing Body each month via the 
Assurance report. 

 
In addition, as we are taking on delegated responsibility for the commissioning 
of primary care, specifically general practice, we were required to provide an 
ambition for improving the experience in Primary Care in 2015/16, specifically 
the measures are: 

 
E.D.1 - Satisfaction with the quality of consultation at the GP practice.   
E.D.2 - Overall experience of GP surgery (Proportion with good overall 
experience).   
E.D.3 - Overall experience of making an appointment (Proportion with good 
overall experience).  
 
Given our priorities in 2015/16, the work on increasing the number of GPs in 
Sunderland, the work on extended primary care and the development of the 
Out of Hospital model we would expect to see some impact on these 
indicators.  However, we are also mindful of the existing primary care 
workforce issues and that the most likely scenario in the short term at least 
will be a further deterioration which is likely to be an ongoing national issue. 
 
Considering all of the above we have agreed that maintaining the current 
performance for these measures will be an achievement for the CCG. 
 
The next submission on 7th April requires submission of the following 
documents, the full detail of which are attached as appendices to this report: 

 
 Refreshed CCG Plan on a Page 
 Ambition rationale document 
 Fundamental elements of operational plans 
 NHS England Assurance plan checklist 
 Unify Submission (not attached as a detailed spreadsheet setting out the 

numerator and denominators for the indicators) 
 3 x 3 risk assessment grid 

 
4. Recommendations 

The Governing Body is asked to: 

 Review the key points of the operational plan refresh; 

 Review and sign off the submission documents. 
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Sunderland CCG 

 

 
  

CCG Ambitions 
Rationale 
Document 
 

Operational Plan 
Draft Submission – 27

th
 February 2015 

 



 

2 
Sunderland CCG 

 

Contents 

Outcome 1: securing additional years of life lost from conditions amenable to 

healthcare ................................................................................................................. 4 

Outcome 2: Enhancing the quality of life for people with long-term conditions 5 

Outcome 3: Helping people to recover from episodes of ill health or following 

injury ......................................................................................................................... 6 

Outcome 4: Ensuring people have a positive experience of hospital care ......... 7 

Outcome 5: Proportion of people having a positive experience of out of 
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3 
Sunderland CCG 

 

Operational Plan Refresh 2015/16 
 

In April 2014, we developed our two year operational plan which would lay the foundations to 

ensure achievement of the Sunderland health & care economy Vision of ‘Better Health for 

Sunderland’ and our associated ambitions to improve outcomes for the people of 

Sunderland. 

 

As part of this we identified a number of key transformational changes, outlined below: 

 

 7 day access 

 Community Integrated locality teams 

 Extension of Intermediate Care hub in all localities 

 Implementation of end of life deciding right initiatives in practices 

 Mobilise GP urgent care centres, A&E hub and out of hours integration 

 Improved community mental health pathways, access and waiting times for all mental 

health conditions 

 Development of dementia friendly communities 

 Procure and mobilise the new MSK service 

 Reduce procedures of limited clinical value 

 

Work has progressed well in year 1, with progress against each outlined below: 

 

 Integrated Community Locality Teams – This has been developed through working in 

partnership across Sunderland and the model agreed in principle, we are now looking 

to mobilise over the next 12 months;  

 Care Homes – The pilot in Coalfields is producing very good outcomes and we are 

now looking to roll out across the city as part of Integrated Community Locality 

Teams; 

 Intermediate Care Hub (Now known as Recovery at Home)– The hub is soon to be 

operating from Leechmere and is now operating extending hours and additional beds 

available at Farnborough Court moved towards 24 hour single point of access by 

September; 

 End of Life deciding right - Care Home and GP training is now underway; 

 Mental Health – 5 year programme to develop a model of care for Sunderland is now 

near the end: Enhanced IAPT services, New model of psychological therapy, new 

hospital environments at Ryhope & Monkwearmouth are now in place.  Ongoing 

implementation of improved community mental health services; 

 Urgent Care – GP urgent care centres are now operational, GP Out of hours 

procurement is currently underway as well as the development of City Hospitals 

emergency department urgent care centre; 

 MSK – The procurement of the new MSK service is complete and the new provider 

will be announced shortly; 

 Dementia – A dementia friendly community pilot is running well in Houghton. All staff 

in GP practices across Sunderland will be trained on Dementia Awareness by end of 

March 2015. The Essence service is now in place and receiving referrals; 
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 Procedures of Limited Clinical Value - Phase One of the value based commissioning 

policy was implemented in January 2015, with full implementation by April 2015. 

 

As part of the planning refresh moving forward into 2015/16, we have undertaken a review of 

our priorities and, whilst we will continue to focus on the transformational changes outlined 

above, we have identified some further priorities moving forward such as: 

 

 Work with Public Health on a prevention & self management approach;  

 Develop a strategy with Sunderland Council to improve outcomes for children; 

 Develop and implement a strategy for General Practice; 

 Implement transforming lives for people with learning disabilities; 

 Implement the new model of care for people needing continuing healthcare. 

 

We are confident that these initiatives, when delivered alongside our existing priorities, will 

further improve outcomes for the people of Sunderland. 

 

Outcome 1: securing additional years of life lost from conditions 

amenable to healthcare 

Outcome 
description 

Securing additional years of life lost from conditions amenable to 
healthcare  

Level of 
Improvement  

Sunderland has a baseline rate of 2,498. 
 

When setting our 5 year ambition in April 2014 we set an ambition 
to deliver a 7% reduction by 2018/19.  Since this time, further data 
has been published (2013) which shows a significant reduction in 
years of life lost.  As a result, we have undertaken a further review 
on this level of ambition and agreed a revised improvement of 15% 
by 2018/19 from the original baseline which equates to a rate of 
2102. 

Rationale for level of 
improvement 

We have worked closely with Public Health colleagues to develop 
our level of ambition. 
 
The projected PYLL per 100,000 is based on the exponential trend 
through the data from 2003-2012.  It should be noted that the 2013 
data point appears to be exceptionally good and we cannot be 
certain how typical this will turn out to be.   The trend has then 
been projected forward to produce the trajectory.   
 
We have analysed the biggest contributors to the PYLL rate in 
Sunderland in order to understand how best to affect this:  
 
 Coronary heart disease is reducing by 4.7% per annum; 
 Amenable cancers is reducing by 0.4% per annum;  
 Other amenable causes is reducing by 2.3% per annum; 
 Stroke is reducing by 3.9% per annum; 
 Pneumonia is reducing by 4.3% per annum. 
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From this analysis we are clear that CHD is reducing much faster 
than amenable cancers.  We expect that by 2017 amenable 
cancers will be the biggest contributor to the PYLL rate. 
 
As outlined in the previous years’ submission, 2014/15 was 
predominately a planning year and 15/16 the year of 
implementation for many of our interventions which were impact 
assessed in the 2014/15 planning round. 
 
We anticipate all of these interventions will have some impact on 

this measure, however, those that will make the biggest impact are 

outlined below:  

o Out of Hospital model including the commissioning of 

multi-disciplinary teams based on localities, that include 

all staff who provide core community services to both 

children and adults in Sunderland including those in 

care homes and at end of life;  Recovery at Home which 

is a key enabler providing a 24 hour single point of 

contact for co-ordination of multi-agency and 

multidisciplinary care; 

o Development of a prevention and self management 

programme with Public Health. 

A proposal for this programme will be developed by the Clinical 

Forum in April 2015 for review by the Programme Board, CCG 

Executive and Health and Wellbeing Board but is likely to include a 

continued focus on cancer and diabetes. 

 

Outcome 2: Enhancing the quality of life for people with long-term 
conditions 

Outcome 
description 

Improving the health related quality of life for people with long 
term conditions  

Level of 
Improvement  

The CCG baseline position is 67.13. 

The NHS England average is 73 and our ambition is to exceed 

the England average. 

 

The initial submission outlines a 5 year trajectory to reach 75.3 

by 2018/19 which is a 12% increase. 

 

Rationale for level of 
improvement 

 2014/15 was predominately a planning year and 15/16 the 

year of implementation for many of our interventions. 

 Commissioning for value packs have been reviewed. 

  Any Town interventions and toolkits have been used to 

inform impact assessments of our interventions. 

 We have undertaken an impact assessment against our 
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transformational changes and also considered the 

additional streams of work we will continue to deliver over 

the next two years.  We anticipate all of these interventions 

will have some impact on this measure, however, those 

that will make the biggest impact are outlined below:  

o Out of Hospital model including the commissioning of 

multi-disciplinary teams based on localities, that include 

all staff who provide core community services to both 

children and adults in Sunderland including those in 

care homes and at end of life;  Recovery at Home which 

is a key enabler providing a 24 hour single point of 

contact for co-ordination of multi-agency and 

multidisciplinary care; 

o Development of Dementia friendly communities – with a 

focus on improving the inclusion and quality of life of 

people with Dementia.  This work will complete the 

pathway reform which has been undertaken across 

Sunderland over the past few years. 

 

o Continue to support the implementation of the new 

principle community pathways; 

 
o Implement the transforming lives programme for people 

with learning disabilities and / or autism; 

 
o Implement the new model of care for people needing 

continuing healthcare 

 

 

Outcome 3: Helping people to recover from episodes of ill health or 
following injury 

Outcome 
description 

Reducing emergency admissions  

Level of 
Improvement  

Baseline position is 2844 per 100,00 population 
NHS average is 2,054. 
 
Sunderland currently have approx 35,000 emergency 
admissions, of which approx 8000 are captured as part of this 
measure.   
 
Of the 4 composite indicators, the main issue for Sunderland is 
in relation to ambulatory care admissions for both adults and 
children. 
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Over the next 5 years, our ambition is to reduce the rate of 
emergency admissions which fall within these 4 composite 
indicators by 18% which will make a significant contribution to 
our overall aim of reducing emergency admissions by 15% by 
2019. 
 

Rationale for level of 
improvement 

 2014/15 was predominately be a planning year and 15/16 

the year of implementation for many of our interventions. 

 Commissioning for value packs have been reviewed. 

  Any Town interventions and toolkits have been used to 

inform impact assessments of our interventions. 

 We have undertaken an impact assessment against our 

transformational changes and also considered the 

additional streams of work we will continue to deliver over 

the next year.  We anticipate all of these interventions will 

have some impact on this measure, however, those that 

will make the biggest impact are outlined below:  

o Procurement of GP Out of hours service and supporting 

the implementation of the whole system Emergency 

Care Intensive Support Team recommendations; 

o Out of Hospital model including the commissioning of 

multi-disciplinary teams based on localities, that include 

all staff who provide core community services to both 

children and adults in Sunderland including those in 

care homes and at end of life;  Recovery at Home which 

is a key enabler providing a 24 hour single point of 

contact for co-ordination of multi-agency and 

multidisciplinary care; 

o Development of Dementia friendly communities – with a 

focus on improving the inclusion and quality of life of 

people with Dementia.  This work will complete the 

pathway reform which has been undertaken across 

Sunderland over the past few years; 

 

o Continue to support the implementation of the new 

principle community pathways; 

o Development of a strategy for general practice. 

 

Outcome 4: Ensuring people have a positive experience of hospital 
care 

Outcome 
description 

Proportion of people having a  positive experience of hospital care 

Level of 
Improvement  

The CCG baseline position is 137.3 (per 100 people) which is 
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slightly better than the England Average. 

 

The CCGs ambition is to further improve on this position and 

our ambition outlines a 5 year trajectory to 127.5 (per 100 

people) by 2018/19 which is a 7% reduction. 

 

Rationale for level of 
improvement 

 2014/15 was predominately a planning year and 15/16 the 

year of implementation for many of our interventions. 

 Commissioning for value packs have been reviewed. 

  Any Town interventions and toolkits have been used to 

inform impact assessments of our interventions. 

 We have undertaken an impact assessment against our 

transformational changes and also considered the 

additional streams of work we will continue to deliver over 

the next two years.  We anticipate all of these interventions 

will have some impact on this measure, however, those 

that will make the biggest impact are outlined below:  

o Supporting the implementation of the whole system 

Emergency Care Intensive Support Team 

recommendations; 

o City Hospitals Sunderland – 7 day services programme; 

o MSK procurement – To mobile the redesigned and 

procured existing service to streamline pathways and 

reduce handoffs;  

o Implement the transforming lives programme for people 

with learning disabilities and / or autism; 

o Implement the new model of care for people needing 

continuing healthcare. 

 

 

Outcome 5: Proportion of people having a positive experience of 
out of hospital care 

Outcome 
description 

Proportion of people having a positive experience of out of hospital 
care. 

Level of 
Improvement  

Baseline position 3.44 (per 100 people) 

 

NHS England average 6.1 (per 100 people) and our ambition is 

to further improve our position in line with national direction of 

travel and improve further. 

 

Our ambition is to reach 2.89 (per 100 people) by 2018/19 

which is an increase of 16%. 

 

Rationale for level of  This measure specifically focuses on GP and out of hours 
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improvement services.   

 Commissioning for value packs have been reviewed. 

  Any Town interventions and toolkits have been used to 

inform impact assessments of our interventions. 

 We have undertaken an impact assessment against our 10 

transformational changes and also considered the 

additional streams of work we will continue to deliver over 

the next year.  We anticipate all of these interventions will 

have some impact on this measure, however, those that 

will make the biggest impact are outlined below:  

o Re-procurement of out of hours services – GP Out of 

hours services are being procured to ensure the service 

has robust interfaces with other services across the 

urgent care system; 

o Out of Hospital model including the commissioning of 

multi-disciplinary teams based on localities, that include 

all staff who provide core community services to both 

children and adults in Sunderland including those in 

care homes and at end of life;  Recovery at Home which 

is a key enabler providing a 24 hour single point of 

contact for co-ordination of multi-agency and 

multidisciplinary care; 

o Development of a strategy for general practice; 

o Implement the transforming lives programme for people 

with learning disabilities and / or autism. 

 

 

Outcome 6: IAPT  

Outcome 
Description 

People with depression referred for psychological therapies 
receiving it / IAPT Recovery 

Level of 
improvement 

 Currently 12% moving to 15% in 2014/15 with an aim to 

achieving 16% in 2015/16 for those receiving IAPT. 

 Maintain 50% recovery rate for both 2014/15 & 2015/16 

 Consistent achievement of new 6 week and 18 week 

access targets. 

Rationale for level of 
improvement 

 In terms of the new mental health access targets, these will 

be embedded into the mental health contract and additional 

resource is being developed in order to ensure sufficient 

capacity is available. 

 

 Significant investment in previous years in the IAPT 

service, focused particularly on Long term conditions, to 

increase capacity and further improve access; the impact 
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of which is now being seen in performance 

 

 Enhanced hospital Liaison (RAID) in place; 

 
 Public Health and Prevention  

 

 

 

 
Outcome 7: Dementia 

Outcome 
Description 

Diagnosis rate for people with dementia 

Level of 
improvement 

 2 year trajectory set at 67% for 14/15 increasing to 68% for 
15/16. 

Rationale for level of 
improvement 

 Sunderland are already performing well in this area in 

comparison to many other parts of the country, with an 

forecast outturn of achieving a diagnosis rate of 67% for 

2014/15; further improvement is expected through 

enhanced case-finding within: 

o Acute hospital care (National CQUIN) 

o Community Pathways (CQUIN) 

o Improved hospital liaison (RAID) 

o Social care pathways, including Housing 

o Primary Care/GP Practices 

o Out of Hospital model 

 

 

 

Measure 8: Activity Measures (Referrals, Outpatient Attendances, 
Elective, day case and non elective admissions) 

Activity Measures 

Level of 
improvement 

Activity trajectories have been modelled through using a number of 

factors.  Using contract negotiations as a starting point, activity 

was modelled using contracting data which took into account non 

demographic growth, increased service utilisation and then 

adjusted for demographics which was aligned to financial 

plans.  Indicative contract levels by specialty were then adjusted to 

take into account any known waiting list pressures such as Breast 

Surgery and Urology at CHSFT and also any known 

increases/decreases in activity due to cancer awareness 

campaigns or service changes.  These were the starting points for 

negotiation with providers.  
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Demand plans are currently in the process of being agreed with 

providers.  Demand has been modelled and is being compared to 

provider’s demand plans and discussions are on-going around 

agreed indicative activity plans.  Once agreed, these form the 

basis of activity trajectories which have been aligned to the 

indicator definition e.g. removal of non-consultant led, mental 

health and maternity amongst others.  This was compared to MAR 

returns and then an element of activity was included around 

community data at STFT which is covered by block contracts as 

well as community activity covered by CDDFT and NUTH.  Non 

contract activity was also factored in based on demographic 

growth. 

 

Although the CCG have made significant reductions in non-

elective activity in 2013/14, we still have an ambition to make 

further improvements and as such will be working towards the 

national requirement of 15% reduction over 5 years. 

 

Rationale for level of 
improvement 

Key points to note in relation to activity: 

 The urgent care system is being transformed significantly 

over the next few years.  The new urgent care centres are 

now in place from September 2014, all of which are GP 

led. The ambition to decrease activity over time has been 

factored in which will overall decrease growth in activity at 

A&E and reduce overall levels over 5 years. 

 The closure of Grindon Lane has had an adverse impact 

however, this is less than was planned; 

 We have undertaken an impact assessment against our 

transformational changes and also considered the 

additional streams of work we will continue to deliver over 

the next year.  We anticipate all of these interventions will 

have some impact on this measure, however, those that 

will make the biggest impact are outlined below:  

o Implementation of the ECIST system wide 
recommendations; 

o 7 day access – ensuring services which deliver 
equitable access and outcomes across 7 days of 
the week; 

o Out of Hospital model including the commissioning 
of multi-disciplinary teams based on localities, that 
include all staff who provide core community 
services to both children and adults in Sunderland 
including those in care homes and at end of life;  
Recovery at Home which is a key enabler providing 
a 24 hour single point of contact for co-ordination of 
multi-agency and multidisciplinary care. 
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NHS Constitution Measures 

Outcome 
Description 

NHS Constitution Measures 

Level of 
improvement 

We are committed to ensuring the achievement of all NHS 
Constitution Measures and this is outlined in the Unify Submission 
with the exception of A&E 4 hour waits.   

City Hospitals Sunderland have confirmed that they do not expect 
to achieve the 95% standard in Q1 2015/16, however, they are 
confident the position will be recovered in Q2 2015/16. 

CHSFT have advised this is due to a number of factors including:  
 Continued increasing volumes presenting to A&E 

compared to previous years 
 Current performance and issues affecting Performance 

including acuity and beds 
 Performance and volumes during Q1 last year 
 System wide actions and enablers required as part of the 

ECIST action plan 

 

Rationale for level of 
improvement 

The areas of risk for the CCG are: 

 

Consistent achievement of 4 hour A&E waits at Sunderland 

Royal Hospital.   

 

Pressures remain around the main corridor and capacity and the 

fortnightly escalation meetings between the CCG, CHS NHSFT 

and NEAS continue to look at performance recovery and the 

instigation and delivery of the Emergency Care Intensive Support 

Team (ECIST) recommendations e.g.: The Perfect Week in March 

2015. 

 

Work continues to mobilise the 4th UCC currently in Pallion, in 

particular the streaming of patients from A&E to Pallion to help 

increase capacity within A&E. 

 

We believe we are commissioning sufficient services to enable the 

A&E target to be achieved, including financial support to enable 

the major redevelopment of the A&E site.  However, the 

organisation and delivery of the services is creating blockages and 

is the subject of the escalation meetings.  A key driver to inform 

the next steps will be holding the ‘Perfect Week’ in the middle of 

March which will help identify the most effective flows in, through 

and out of the hospital to enable future sustainability.  This is being 

led by the urgent care board with full stakeholder agreement and 

support. 
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RTT – Specifically in Orthopaedics 

 

Additional pressures have been identified at CHS NHSFT around 

Orthopaedics due to a detailed analysis of the waiting lists as part 

of the Trust wide implementation of the new Access Policy.  This 

has highlighted a number of long waiters and a backlog which is 

larger than expected.  A draft action plan has been shared with the 

CCG and will be discussed by the Provider Management Group 

and discussions will take place about the next steps at the next 

meeting in March 2015.  The action plan has a focus on improved 

administration processes and procedures, improved access to 

diagnostics, increased capacity at sub-specialism level and 

consultant job plan reviews.      

 

NHS England have undertaken a further piece of work nationally 

around long waiters and have identified an opportunity for the use 

of the Independent Sector (I.S.) to undertake additional activity 

from acute trusts.  Orthopaedics was identified at CHS NHSFT as 

an outlier and £1.4m has been allocated to CHS NHSFT to utilise 

the I.S. (551 cases) to carry out additional activity over the coming 

months to further reduce long waiters.  CHS NHSFT have 

identified approximately 260 cases which will be sent to Spire and 

Matrix which should alleviate some of the pressures in 

Orthopaedics.  CHS NHSFT continue to report weekly to the CCG 

and NHS England around this initiative and patients are now 

starting to flow to the I.S. 

 

  

Primary Care Measures 

Outcome 
Description 

E.D.1 - Satisfaction with the quality of consultation at the GP 
practice.   
E.D.2 - Overall experience of GP surgery (Proportion with good 
overall experience).   
E.D.3 - Overall experience of making an appointment (Proportion 
with good overall experience).   

Level of 
improvement 

E.D.1 - Satisfaction with the quality of consultation at the GP 
practice – Maintain current performance at 448%. 
E.D.2 - Overall experience of GP surgery – Maintain current 
performance at 88% 
E.D.3 - Overall experience of making an appointment - Maintain 
current performance of 77%. 
 
For each of these indicators this will maintain our current position 
above both the northern region and England. 
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Rationale for level of 
improvement 

We have undertaken an analysis of the data linked to these 
indicators:  
 
E.D.1 - Satisfaction with the quality of consultation at the GP 
practice.  Analysis has shown that Sunderland are performing 
better when compared to both regionally and nationally but the 
data shows a decrease in satisfaction bigger than that of both 
these so worsening position.   
 
E.D.2 - Overall experience of GP surgery (Proportion with good 
overall experience).  Analysis has shown that Sunderland are 
performing better when compared to both regionally and nationally 
but the data shows a decrease in satisfaction bigger than that of 
both these so worsening position.   
 
E.D.3 - Overall experience of making an appointment (Proportion 
with good overall experience).  Analysis has shown that 
Sunderland are performing better when compared to both 
regionally and nationally but the data shows a decrease in 
satisfaction bigger than that of both these so worsening position. . 
 
The CCG will take on full delegated responsibility for the 
commissioning of general practice in 2015/16.  Discussions are 
underway with NHS England Primary Care Commissioning team 
to agree the processes to manage this in the early stages of 
2015/16 including the support the CCG will receive from NHS 
England.  It is anticipated that the CCG will make minimal impact 
against these measures in 2015/16 with a larger impact being 
seen in latter years. 
 
However, as part of the development of the Out of Hospital model 
we do anticipate that patients will receive a better overall 
experience from their GP surgery as part of an integrated team of 
clinicians. 
 
Given our priorities in 2015/16, the work on increasing the number 
of GPs in Sunderland, the work on extended primary care and the 
development of the Out of Hospital model we would expect to see 
some impact on these indicators.  However, we are also mindful of 
the existing primary care workforce issues and that the most likely 
scenario in the short term at least will be a further deterioration 
which is likely to be an ongoing national issue. 
 
Considering all of the above we have agreed that maintaining the 
current performance will be an achievement for the CCG. 
 
 



 
Fundamental Elements of Operational Plans 

 

 

Fundamental 
Key features to be 

demonstrated in plans 
Evidence 

Delivery across the five 
domains and seven outcome 
measures 

 Your understanding of 
your current position on 
outcomes as set out in the 
NHS Outcomes 
Framework 
 
 

 The actions you need to 
take to improve outcomes  

 

When setting our ambitions in 2014, we agreed that we wanted 
to be ambitious against all of the seven critical indicators.  
 
We continue to track our performance against these to ensure 
we are clear on these. 
 
The latest data published, 2013, shows that the CCG have 
achieved the 5 year ambition for potential years on life lost 
already and so have reviewed our level of ambition to 15% 
which is a further 8% improvement from the original baseline. 
 
We know that we are improving outcomes  
 

 Coronary heart disease 36% (reducing by 4.7% per annum) 
– so we need to focus on primary and secondary prevention 
of heart disease plus quality cardiac services 

 Amenable cancers 28% (reducing by 0.4% per annum) – 
note this is moving much more slowly than is the case 
nationally – so we need a push on screening, symptom 
recognition, early diagnosis and early access to treatment  

 Other amenable causes (reducing by 2.3% per annum) 
 Stroke 12% (reducing by 3.9% per annum) – focus will be 

similar to CHD plus quality stroke services 
 Pneumonia 6% (reducing by 4.3% per annum) – there is 

guidance about tackling community acquired pneumonia 
 We have undertaken an in depth analysis on each of our 

transformational changes to understand the impact on each 
of the critical indicators.as this is where we are focussing our 
attention  
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Improving Health  Working with HWB 
partners, your planned 
outcomes from taking the 
five steps recommended 
in the “commissioning for 
prevention” report 

As part of the process to agree our priorities for the next two 
years, an assessment of the current state has been 
undertaken with a clear understanding of the risks currently in 
the system.   
 
Commissioning for value packs have been reviewed to identify 
key priorities and draft priorities were assessed against the 
right care model outlined in the commissioning for value guide 
taking into account the impact on Outcomes, Quality & Spend. 
 
Moving forward into 2015/16, further priorities have been 
identified in addition to those agreed for 2014/15.  An example 
of this is the delivery of a prevention and self care programme 
delivered jointly with Public Health and other partners.  The 
commissioning for prevention report will also be considered as 
part of the development of this programme.   
 
We are working closely with Public Health in order to 
undertake further analysis on the most important health 
problems at locality level, working with partners we will then 
agree common priorities and identify high-impact prevention 
programmes which will be focused on the top causes of 
premature mortality and chronic disability.  This will inform the 
priorities for 2016/17. 

Reducing health inequalities  Identification of the groups 
of people in your area that 
have a worse outcomes 
and experience of care, 
and your plans to close 
the gap 

 Implementation of the five 

Both the CCG Operational Plan and the Sunderland Health & 
Care Strategic Plan clearly outline the main health challenges 
facing Sunderland along with the key messages from the joint 
strategic needs assessment. This information will inform how 
we deliver our transformation programmes as many of the 
local population in each locality have such experiences with 
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most cost-effective high 
impact interventions 
recommended by the NAO 
report on health 
inequalities 

 Implementing EDS2 
 Examination of how the 

organisation compares 
against the first NHS 
Workforce Race Equality 
Standard 

similar outcomes and priorities in each locality. 
 
The NAO report is informing our transformation programme on 
prevention and self care. 
 
The CCG buys support for managing the Equality delivery 
System from the North of England Commissioning Service 
(NECS). 
 
An in-depth consultation exercise was undertaken by NECS 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 
undertaken in 2012, was used to inform the development of 
the CCG’s equality objectives. An action plan has been 
developed to support the delivery of these objectives and 
process established to monitor progress via the executive 
Committee, with formal reporting to the Governing Body on a 
six monthly basis. 
 
 
 
 
 
 

Parity of Esteem  The resources you are 
allocating to mental health 
to achieve parity of 
esteem 
 

 Identification and support 

We have a strong history in Sunderland of investing resources 
to ensure the development of mental health services and 
ensuring good access to acute and mental health services.  
The next year will see the completion of a six year 
transformation programme in mental health which has 
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for young people with 
mental health problems 
 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 Plans to reduce the 20 
year gap in life expectancy 
for people with severe 
mental illness 

 
 
 

delivered: fully operational IAPT services, enhanced in 13/14 
to address the psychological needs of persons with LTCs; 
comprehensive memory protection services ensuring early 
diagnosis and support; re-commissioned CAMHS Tier 3 
services including services at Tier 2 for youngsters in special 
circumstances; continued transformation of  community 
services supported by an innovative Initial Response Team, 
augmenting crisis services; introduction of a Rapid 
Assessment Interface Discharge (RAID) team into A&E 
performing exemplary Liaison Services; new-build capital 
projects creating world class inpatient environments for 
dementia and serious mental illness.  
 
2015/16 will see the completion of this programme with full 
implementation of community services; with specialist 
augmentation in respect of Personality Disorder, Autism, 
ADHD and a ‘s136/Street Triage’ scheme, completion of the 
Dementia pathway with the development of Dementia Friendly 
communities and specialist counselling services. 
Further development of CAMHS will continue through 
contractual CQUIN and support to the voluntary sector 
provider of Youth counselling services. 
 
The presence of serious mental health problems, particularly 

psychosis, is associated with significantly lower life 

expectancy. Provision of health checks & health improvement 

interventions for people with severe mental illness can take 

place through all care providers however NTW is well placed to 

contribute to the whole system programme for health checks & 
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interventions for their patients who do not engage elsewhere. 

We have developed a CQUIN with NTW which has: 

•Developed a screening tool for physical health check.  

•Agreed organisational responsibilities for delivery of physical 

health care pathways within NTW services and Primary Care 

•Action plan developed to implement physical health care 

checks for service users within clusters 11-17 (Inpatient & 

Community) and service users with a learning disability. 

•Develop a NTW in house smoking cessation service to 

include: 

-The provision of sessions for those patients unable or 

unwilling to attend primary care Sunderland Counselling 

Services (SCS)  

-- Referral links between the inpatient and community 

counselling advisors and between the advisors and the local 

Sunderland Counselling service.  

- Communications with Clinicians, including GPs and 

psychiatric consultants, regarding notification of quit attempts 

to ensure nicotine replacement therapy (NRT) is provided and 

blood levels of psychotropic medication are monitored 

following quitting 
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 The planned level of real 
terms increase in 
spending on mental health 
services Access 

- Links with NTW staff in direct contact with patients.  

- Train relevant staff (Smoking Cessation)  

•Develop a health champion role and training programme and 
identify relevant staff to be trained. 
 
We are planning to invest a further £2m in Mental Health 
services in 2015/16 as part of our strategic mental health 
investment plan with NTW and non-NHS providers and we are 
on target to achieve the MH access targets this year. 

Convenient Access for 
everyone 

 How you will deliver good 
access to the full range of 
services, including general 
practice and community 
services, especially 
mental health services in a 
way which is timely, 
convenient and 
specifically tailored to 
minority groups 

 
 
 
 
 
 
 
 
 
 

Ensuring delivery of the NHS Constitution pledges is a priority 

for the CCG.   

We have developed our transformational changes with a 

specific focus on four of the 6 characteristics of a high quality 

and sustainable system specifically: 

 Ensuring that citizens will be fully included in all aspects 
of service design and change, and that patients will be 
fully empowered in their own care 

 Wider primary care, provided at scale 
 A modern model of integrated care 
 Access to the highest quality urgent and emergency 

care 
 

Our proposed transformational changes will deliver improved 

access across the whole system. 

See earlier comments re mental health.  In addition to this in 
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 Plans to improve early 
diagnosis for cancer and 
to track one-year cancer 
survival rates 

order to better enable integrated working, 40 GP practices 

across Sunderland have expressed a desire to pool their 

resources to create one city wide GP Federation and some 

practices in Washington have created a Federation in the 

Washington Locality (5 of the 11 practices in that area) A key 

function of the federations will be to standardise primary care 

and both have made applications to the Prime Ministers 

Challenge Fund to improve access. 

We have also funded 4 extended hours’ primary care services 

over the winter in 4 of the 5 Localities, where Practices are 

sharing managed access to patient records to enable any 

patients to be seen irrespective of the base and GPs providing 

the extended service. The fifth Locality is concentrating on 

completing the pilot to enhancing health care in care homes.  

Our approach to integrated teams within Localities will also 

improve access for local people through better coordination of 

care particularly for those with complex co morbidities at high 

risk or admission to hospital.  The Care Homes pilot in the 

Coalfields Locality is to be rolled out to all localities as part of 

the integrated team’s development providing an enhanced 

level of care to complex patients both at home and in 

community homes.  This is proactive, co-ordinated and 

targeted multi-disciplinary care for vulnerable people.  We also 

intend to work with the LA as part of the integration programme 

on the benefits of their customer access points in signposting 
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local people and managing demand. 

We will continue our focus on cancer in terms of prevention, 
identification, treatment and survivorship. Our priorities include:  
Focus on Survivorship;  

New way of working with radiologist;  

Access to diagnostics;  

More patients entering into clinical trials  

Life style changes on smoking, alcohol and obesity;  

Engaging in cancer screening;  

Piloting flexible sigmoidoscopy for age 55 to 60s;  

Robotic surgery;  

Be clear on Cancer Campaign on Oesophagus, Ovarian 
and Breast over 70s;  

Access to Cancer Drugs;  

Enhanced recovery programme.  
 

Meeting the NHS Constitution 
Standards 

 That your plans include 
commissioning sufficient 
services to deliver the 
NHS Constitution rights 
and pledges for patients 
on access to treatment as 
set out in Annex B and 
how they will be 
maintained during busy 
periods 

 
 

We are committed to ensuring the delivery of NHS Constitution 
rights and pledges and are confident that our plans will 
continue to deliver this. 
 
In terms of RTT, the CCG have experienced pressures relating 
to admitted performance in quarter 3 2014/15 due to 
underperformance by CHS NHSFT at a Trust level.  This was 
predominantly down to the increased focus on long waiters in 
Urology as per an agreed action plan and increased funding 
made available nationally to treat long waiters.  Urology long 
waiters continue to show a reduction now that CHS NHSFT 
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have increased capacity. 
 

Additional pressures have been identified at CHS NHSFT 
around Orthopaedics due to a detailed analysis of the waiting 
lists as part of the Trust wide implementation of the new 
Access Policy.  This has highlighted a number of long waiters 
and a backlog which is larger than expected.  An action plan 
has been developed which has a focus on improved 
administration processes and procedures, improved access to 
diagnostics, increased capacity at sub-specialism level and 
consultant job plan reviews.      

 
The independent sector continue to support CHSFT carrying 
out additional activity to further reduce long waiters.  CHS 
NHSFT continue to report weekly to the CCG and NHS 
England around this initiative and patients are now starting to 
flow to the independent Sector. 

 
We have been working closely with CHSFT to ensure 
achievement of A&E 4 hour waits although this remains a 
pressure.   
Pressures remain around the main corridor and capacity and 
the fortnightly escalation meetings between the CCG, CHS 
NHSFT and NEAS continue to look at performance recovery 
and the instigation and delivery of the Emergency Care 
Intensive Support Team (ECIST) recommendations.  
 
Work also continues to mobilise the 4th UCC currently in 
Pallion, in particular the streaming of patients from A&E to 
Pallion to help increase capacity within A&E. 
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 How you will prepare for 
and implement the new 
mental health access 
standards 

 
We believe we are commissioning sufficient services to enable 
the A/E target to be achieved, including financial support to 
enable the major redevelopment of the A/E site.  However the 
organisation and delivery of the services is creating blockages 
and is the subject of the escalation meetings.   A key driver to 
inform the next steps will be holding the Perfect Week in the 
middle of March which will help identify the most effective flows 
in, through and out of the hospital to enable future 
sustainability.  This is being led by the Urgent Care Board with 
full stakeholder agreement and support. 
 
 
 
The new mental health access targets will be embedded into 
the mental health contract and additional resource is being 
developed in order to ensure sufficient capacity is available. 

 
 

Response to Francis, Berwick 
and Winterbourne View 

 How your plans will reflect 
the key findings of the 
Francis, Berwick and 
Winterbourne View 
Reports – including how 
your plans will make 
demonstrable progress in 
reducing the number of 
inpatients for people with 
a learning disability and 
improve the availability of 
community services for 

We are committed to delivering quality improvement across the 
three areas of quality, namely patient safety, clinical 
effectiveness and patient experience and have reviewed the 
recommendations from the Francis 2, Berwick and Clwyd Hart 
reports and the Keogh review and whilst we have not identified 
any specific risks currently, we have developed an overarching 
quality action plan to ensure continuous improvement.  One of 
the key lessons from events at both Mid-Staffordshire and 
Winterbourne View hospital is that a fundamental culture 
change is needed to put patients at the centre of the NHS.  As 
an organisation we are committed to ensuring truly clinically 
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people with a learning 
disability 

led commissioning, ensuring quality and outcomes drive 
everything we do. 
 
Examples of the range of actions we will continue to take 
include: 
 

 Developing and maintaining relationships with providers to 
ensure continuous dialogue on quality; 

 Secure and use quality information from a broad range of 
sources both external and local; 

 Identify areas from improvement, respond to areas of 
concern in relation to quality and monitor accordingly; 

 Maximise use of contractual levers to secure quality 
improvement e.g.: use of quality indicators and 
Commissioning for Quality and Innovation (CQUIN) 
schemes; 

 Promoting the implementation of national guidance and 
standards with all providers; 

 Working with associate / lead commissioner, including the 
local authority, to maximise quality assurance / improvement 
in commissioned services; 

 Summarise quality assurance reports to the CCG Governing 
Body as the accountable body. 

 
Building on the success we have had to date of reducing 
inpatient resources for people with learning disabilities by 40%, 
we will continue to focus on this area with full participation in 
the Transforming Lives programme including the assignment 
of a full time officer to this agenda and the agreement of a 
pooled budget for learning disabilities with the local authority.  
Transforming the lives of people with Learning Disabilities is 
one of our 10 key transformational programmes for 15/16 and 
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is clearly highlighted on our Plan on a Page. 

Patient Safety  How you will address the 
need to understand and 
measure the harm that 
can occur in healthcare 
services, to support the 
development of capacity 
and capability in patient 
safety improvement 

 
 
 
 
 
 

 How you will increase the 
reporting of harm to 
patients, particularly in 
primary care and focused 
on learning and 
improvement 

 
 
 
 

 Your plans for tackling 
sepsis and acute kidney 
injury 

 
 
 
 

The CCG have a detailed Quality Action plan in place, 
following Francis / Berwick the plan enables recommendations 
from any future investigations to be incorporated in to the 
action plan and thus enable all actions relating to quality of 
care and patient safety to be contained in one document. 
 
The CCG also utilises monitoring tools such as Quality 
dashboard, NEQOS data and the Safety thermometer to 
monitor harm and triangulates this information with other 
sources of commissioning intelligence such as PALS, 
complaints and incidents. 
 
The CCG has invested in the SIRMS incident reporting 
system.  Roll out took place from April 2014.  The system is 
being piloted to SCCG member practices currently.  The CCG 
are also promoting the reporting of soft intelligence.  Use of the 
systems is monitored through the Executive and the Quality, 
Safety and Risk Committee (QSRG).  As reporting remains 
low, a review of the approach is underway with plans for a 
SIRMS User Group and a more targeted approach to 
encouraging usage. 
 
The NHS England directive for medication and medical 
devices also promotes reporting. 
 
 
These two areas are anticipated to part of the National 
2015/16 CQUIN.    
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 How you will improve 
antibiotic prescribing in 
primary and secondary 
care 

APPG Sepsis report has been discussed at the Quality Review 
Group (QRG). 
 
 
SCCG antibiotic strategy identifies actions to be taken to 
reduce volume of prescribed antibiotic and rationalise the use 
of them. The regional antibiotic guideline has been updated 
and through practice audits by the practice pharmacy team, 
ScriptSwitch and LIS adherence to this guideline is 
encouraged and measured. It is planned to roll out an on-line 
training for the prescribers, training session for nurse 
practitioners and discussions will work with outlier practices to 
improve their prescribing of antibiotics. There are also joint 
meetings with secondary care to discuss antibiotics use across 
both sectors. 
 

Patient Experience  How you will set 
measureable ambitions to 
reduce poor experience of 
inpatient care and poor 
experience in general 
practice 

 How you will assess the 
quality of care 
experienced by vulnerable 
groups of patients and 
how and where 
experiences will be 
improved for those 
patients 

 How you will demonstrate 
improvements from FFT 

Ambitions have been set in discussion with the Governing 
Body and Executive Committee taking account of the baseline, 
regional and national comparisons and the likely impact of our 
transformation programmes and existing contract requirements 
and incentives. 
 
The Complaints process is operational and managed by NECS 
on behalf of the CCG. 
 
15/16 contract requirements with providers will be 
strengthened to place a responsibility on providers to RAG rate 
complaints and share detail with CCG on those rated as red. 
 
The Trust also provide a risk management aggregated report 
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complaints and other 
feedback 

 How you will ensure that 
all the NHS Constitution 
patient rights and 
commitments given to 
patients are met 

 How you will ensure you 
meet the 
recommendations of the 
Caldicott Review that are 
relevant to the patient 
experience 

which provides detailed analysis on the number of complaints 
and themes emerging and details improvements made.  
 
Where there are significant areas of improvement required in 
response to Complaints and incidents for e.g. pressure sore 
management the Provider is invited to deliver a presentation to 
QRG.              
Such changes are also captured in the CCG internal quality 
report to the Quality Patient Safety and Risk Committee and 
presented by exception to the CCG Governing Body. 
 
FFT activity is also monitored through the QPSC and QRGs 
and the CCG sits on the FFT regional forum, keeping abreast 
of developments. The CCG Executive committee are alerted to 
any exceptions through the Executive Assurance Report. 
 
The CCG engagement officer also ensures that Patient stories 
are captured and reported first hand to the Governing Body 
and the CCG continues to articulate the Patient engagement 
strategy. 
 
Patient experience surveys are analysed and reported to the 
QSRC and providers held to account at QRGs. Work is 
ongoing with the CCG website to make it more accessible to 
CCG residents and enable patients to report concerns.      

Compassion in Practice  How your plans will 
ensure that local provider 
plans are delivering 
against the six action 
areas of the Compassion 
in Practice implementation 

Each provider provides assurance that these principles are a 
core theme throughout workforce development initiatives and 
this is reflected in the reports provided to the QRG meetings 
and the discussions which take place. 
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plans 
 How the 6Cs are being 

rolled out across all staff 

Staff Satisfaction  An in-depth understanding 
of the factors affecting 
staff satisfaction in the 
local health economy and 
how staff satisfaction 
locally benchmarks 
against others 

 How your plans will 
ensure measureable 
improvements in staff 
experience in order to 
improve patient 
experience 

The CCG was assessed by Investors in People in 
2014/15.  The organisation has been awarded the Investors in 
People Gold accreditation which is the highest standard 
available.  This demonstrates that the investment in our 
workforce and leaders through the application of Learning and 
development have shown improved performance and 
measurable investment. 
 
SCCG are committed to completing an annual staff 
survey.  The results received in December 2014 show further 
improvement on the previous year’s already good results.  This 
will support our journey as an employer of choice and through 
significant investment in our workforce will ultimately improve 
performance and patient experience e.g. named by HSJ as 
one of the top 15 CCGs to work in across the country and in 
the top 100 NHS organisations. 
Localities (groups of practices) have prioritised their innovation 
funding to support all 51 GP practices to have trained 
dementia friends and end of life training is incorporated into all 
clinical training with a focus on deciding right and the effective 
use of emergency healthcare plans being delivered. 
 
The CCG also invests in an education programme for its 
Practices with protected Time Out events held at the Stadium 
of Light 8 times a year with a comprehensive programme 
tailored for GPs; Practice Nurses; Practice Managers and 
Administration staff. 
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Staff friends and family test results for Providers are monitored 
through the QRG  and a joint action plan has been developed 
to address the issues raised by the Friends and family Teat 
and national staff survey results.  
 
 
 
 
 

Seven day services  How you will make 
significant further progress 
in 2015/16 to implement at 
least 5 of the 10 clinical 
standards for seven day 
working 

City Hospital Sunderland NHS Foundation Trust established a 
programme of work in Spring 2014 as part of its 
Transformation Portfolio to deliver the clinical standards set 
nationally by the end of 2016/17.  The CCG supported this 
work with additional funding to enable the Trust to appoint 2 
dedicated staff to project manage this work.  This includes an 
interface with community health and social care.  The Trust are 
reporting progress to the multi-agency Transformation Board 
led by the CCG. 
 

During 2015/16 they expect to make further progress in the 
implementation of all of the 10 standards.  

As part of the priorities identified, the initial focus has been 
around the following standards which they hope to make 
demonstrable progress during 2015/16: 

 Standard 1 – Patient Experience 

 Standard 4 – Shift Handover 

 Standard 7 – Mental Health 
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 Standard 9 – Transfer to community – specifically 
access to Therapy services – Physio and Occupational 
Therapy. 

 Standard 10 – Quality Improvement. Evaluation of 
system resilience funding to CHSFT to promote 7 day 
working across therapies, diagnostics and pharmacy will 
also be evaluated in the context of these clinical 
standards 

 

The CCG has also directed the NHSIQ 7 Day improvement 
programme team to the Trust to offer external support and is 
considering whether that team could support the community 
services review of 7 day working. 

All transformation Programmes led by the CCG have been 
challenged to consider how to enable 7 day working as part of 
their development.  In addition metrics linked to 7 day working 
have been included within the CQUIN schedule for 2015/16. 

The CCG is currently considering working with NHSIQ  to 
consolidate all 7 day working workstreams into one 
programme of work. 

Safeguarding  How your plans will meet 
the requirements of the 
accountability and 
assurance framework for 
protecting vulnerable 
people 
 
 

CCG plays a key role in safeguarding in the city at all levels 
and employs a Designated Nurse Safeguarding Children and a 
Designated Nurse Safeguarding Adults.  A fixed term post 
currently supports the safeguarding children agenda within the 
CCG and provides the Designated Nurse LAC function.  
Named GPs are in post for safeguarding children and adults. 
 
CCG has arrangements via CHS to provide Designated Doctor 
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 The support for quality 
improvement in 
application of the Mental 
Capacity Act 

 
 
 
 
 
 

functions for: 
 Looked After Children 
 Safeguarding Children 
 Child Death 

 
The leads inform our plans and developments. 
 
Co-commissioning, being introduced from April 2015 is 
currently being discussed with NHSE and the Safeguarding 
Team are involved in the planning for this. 
The CCG is well represented at both safeguarding boards and 
provides support to the sub-committees of both boards – 
leading on key business priorities and providing additional 
support to statutory reviews.  The CCG Safeguarding Team 
also support other statutory partnerships, e.g. the Safer 
Sunderland Partnership and the Health and Well-Being Board 
and the CCG Chief Officer is a member of the Sunderland 
Safeguarding Improvement Board. 
 
The CCG supports the Area Team Safeguarding Forum which 
reports to the Quality Surveillance Group.   
Safeguarding is an agenda item on each Quality Review 
Group with Providers and they are additionally held to account 
on safeguarding via quarterly dashboard reports reviewed at 
the Strategic Safeguarding Group, chaired by the Executive 
Lead for Safeguarding (Ann Fox) 
 
The CCG has a Designated MCA Lead. 
 
Training records for Health staff who have attended MCA 
Champion training are available and MCA training for Medical 
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 How you will measure the 
requirements set out in 
your plans in order to 
meet the standards in the 
prevent agenda 

staff  is funded by the CCG.  
  
MCA Guidance on One Page  will be hosted on the CCG 
Website and accessible to all staff via the internet. 
  
Practice Guidance Mental Capacity Pocket Guide for clinical 
staff  is in place. 
  
Programme, attendance figures and evaluation for our Mental 
Capacity / DoLs Conference on 11th February 2015 is 
available 
  
An MCA Practice and Development Project Lead post to 
support implementation of MCA across Sunderland and South 
Tyneside is in place 
 
Prevent Healthwrap has been delivered to all GPs in April 
2014.  Attendance records and programme provide the 
evidence. The CCG is assured that Commissioned Health 
Trusts employ trained Prevent facilitators and training 
attendance levels are monitored by the CCG.   The CCG will 
plan and deliver a further Prevent training programme during 
2015. 
 

Research and Innovation  How your plans fulfil your 
statutory responsibilities to 
support research 

 
 
 
 

Research and Innovation is commissioned as part of the  
NECS contract providing research governance support and 
opportunities to participate in research.  Regular reports are 
provided to the Executive Committee. 
 
Via the CCG North Forum we are engaging with the new 
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 How you will use 
Academic Health Science 
Networks to promote 
research 
 
 
 
 
 

 How you will adopt 
innovative approaches 
using the delivery agenda 
set out in Innovation 
Health and Wealth: 
accelerating adoption and 
diffusion in the NHS 

AHSN and the Executive Committee have received a 
presentation from the AHSN to promote research. 
 
The CCG have had a number of meetings with NHS 
Innovations and have agreed the following: 

 A prompt will be included re: NHS innovations in the CCG 
Project Management Framework, as part of Project Start Up; 

 Plans in place to promote NHS Innovations in Primary Care; 
SCCG to consider the input NHS Innovations may have in 
the Prevention agenda. 
  

In addition to this the CCG are also exploring the potential to 
nominate ‘Innovation Scouts’ within the CCG. 
 
Telehealth continues to remain a focus for development in 
Sunderland.  The CCG has a dedicated Lead for Telehealth 
Development whose role is to ensure Telehealth is embedded 
across all of the transformational changes.   
 
In addition, locally two maternity pathways provide an excellent 
example of combinatorial innovation. The success of these 
pathways has gained international recognition and were 
recently cited in a Sustainable Health report launched at the 
House of Commons.  This sets Sunderland apart as an 
exemplar of best practice and has helped to put Sunderland on 
the map in terms of innovation.  The findings from these 
studies provided evidence of the safe use of Telehealth within 
pregnancy and reduced the number of face to face contacts by 
collecting the clinical data through a text service, making the 
service cost-effective and value for money.   Patient feedback 
was 100% positive. 
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The CCG is working with the University of Sunderland and the 
Professor of Primary Care as part of developing and funding a 
Careerstart scheme to attract newly trained GPs to 
Sunderland.  Academic research will be part of the offer to the 
new GPs. 
   
 

Financial resilience; delivering 
value for money for tax payers 
and patients and procurement 

 Meeting the business 
rules on financial plans 
including surplus, 
contingency and non-
recurrent expenditure 
 
 

 Clear and credible plans 
that meet the efficiency 
challenge and are 
evidence based, including 
reference to benchmarks 

 
 

 The clear link between 
service plans, financial 
and activity plans 

The CCG fully intends to meet all of the business rules of the 
2015/16 planning guidance. The CCG is planning a surplus of 
£16m being circa 3.5% and significantly greater than the 1% 
minimum.  The CCG has identified a 0.5% contingency fund 
and intends to spend a minimum of 1% non-recurrently on 
strategic transformation projects. 
 
The CCG has a 2015/16 QIPP plan of £3.5m identifying 
allocative and technical efficiencies across the health 
spectrum.  The majority of these plans are based on 
benchmarking and value for money assessments undertaken 
by the CCG and fully supported by Quality impact 
assessments that will have been signed off by the Director of 
Nursing and Medical Director. 
 
Many of the out of hospital transformation programmes to 
support the transformation of out of hospital care are intended 
to enable £7.9 m efficiencies from a reduction in emergency 
admissions from 2016 – 2019. 
 
The CCG have a robust plan and activity and financial plans 
are aligned  
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Forward View into Action assurance of plans specifics:     

1. Does the CCG describe the progress to be made in 2015/16 to deliver the 
objectives of the Unit of Planning’s current five year strategy? 

3.12 Relevant narrative 

documents 

 The operational plan 2014-16 describes 

the priorities for the first two years to 

lay the foundations to ensure 

achievement of the 5 year strategy. The 

revised plan on a page and the 

supporting rationale narrative 

document demonstrates the progress 

that has been made along with 

additional priorities which have also 

been identified moving forward. 

2. Does the CCG describe how the five year strategy is to be adapted to reflect 
the Five Year Forward View, including the new models of care? 

3.12 Relevant narrative 

documents 

 The requirements of the 5 year plan 

have been reviewed against the five 

year strategy for the Sunderland Health 

and Care Economy.  The development 

of an out of hospital model was already 

underway which aligns well with the 

models of care, specifically in relation 

to multi-disciplinary teams and care 

homes.  As such, we have registered 

interest to become a vanguard site for 

both of these models to inform the 

development of these following 

extensive engagement with partners 

and the Governing Body. 

The 5 year strategic plan will be 

revised to reflect these developments. 

3. Financial and activity projections are supported by reasonable and 
deliverable planning assumptions, including level of assumed service redesign 
and underlying activity growth  

7.5 Data pack & 

financial analysis 

 Taking into account our current 

distance from target in financial terms 

and the potential impact of the pace of 

change policy, Sunderland has 

developed plans which are prudent and 

based upon low levels of assumed 

growth. 

 



Operational plan assurance checklist  - Sunderland CCG Response 
  

Issue 

Guidance 

ref 

Source of  

evidence 

Assured

? 

(Yes/No)  

 Comments  

 

     

 

Growth monies have been identified 

from the BCF to fund the out of 

hospital transformation programme 

from 2014/15 to 2015/16 and support 

the shift from the current state to the 

future state.  The growth monies will 

also be committed recurrently once all 

aspects of the redesign are completed 

in 15/16.  This is in recognition that 

whilst efficiencies will be possible 

from the integrated out of hospital 

model, some additional recurrent 

community resources will be required 

to enable more people to be supported 

at home effectively, thus releasing 

£7.9m efficiencies from the reduction 

in emergency admissions between 

2016-2019.   

 

The CCG has a 2015/16 QIPP plan of 

£3.5m identifying allocative and 

technical efficiencies across the health 

spectrum.  The majority of these plans 

are based on benchmarking and value 

for money assessments undertaken by 

the CCG and fully supported by 

Quality impact assessments that will 

have been signed off by the Director of 

Nursing and Medical Director.  

4. Business rules met including surplus, contingency and 1% non-recurrent set 
aside for investment in strategic plans and adequate finances identified to 
secure delivery of objectives  

7.5 Financial analysis  The CCG intends to meet all of the 

business rules of the 2015/16 planning 

guidance. The CCG is planning a 

surplus of £16m being circa 3.5% and 

significantly greater than the 1% 

minimum.  The CCG has identified a 

0.5% contingency fund and intends to 
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Issue 

Guidance 

ref 

Source of  

evidence 

Assured

? 

(Yes/No)  

 Comments  

 

     

 

spend a minimum of 1% non-

recurrently on strategic transformation 

projects. 

 

5. Triangulation of finance and activity 7.5 Data pack  Contract negotiations are currently on-

going and meetings take place 

weekly.  Demand plans have been 

shared with Providers and they are 

being reviewed and compared to 

Provider’s assessment of demand.   

 

Due to developments with the 15/16 

tariff, financial plans are being 

reviewed by Providers as they work 

through the implications of the 

options.   

 

Once this has been completed, activity 

levels will be agreed and financial 

plans completed.  Activity and finance 

triangulation is on-going between 

providers and will be concluded when 

contract negotiations are concluded. 

 

6. Agreed demand and capacity plans with providers 7.5 Relevant narrative 

documents 

 

7. Is the plan coherent with other key plans - strategic plan, BCF, LETB 
workforce, SRG plans – and output assumptions? 

7.5, 7.9  Local knowledge  The plan is completely aligned with the 

5 year Strategic view for the health and 

care economy for Sunderland, the BCF 

and the SRG plan and this can be 

clearly identified in the priorities 

outlined for 2015/16 such as further 

development of the Out of hospital 

model, further work on concluding the 

requirements of the Dementia strategy, 

Improve timely access to urgent care 

by concluding the procurement of the 

GP Out of Hours service & supporting 
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Issue 

Guidance 

ref 

Source of  

evidence 

Assured

? 

(Yes/No)  

 Comments  

 

     

 

implementation of the whole system 

Emergency Care Intensive Support 

Team recommendations. 

We have also engaged with Health 

Education England through the 

Sunderland wide Transformation Board 

and have input into HENE led 

workforce programmes e.g. nursing.  

HENE are also working with us on our 

Careerstart Programme to recruit more 

GPs to the area. 

8. Contribution to the HWB’s plan to reduce non-elective admissions in line with 
the reduction identified in the BCF plan 

SI 21-27 Relevant narrative 

documents 

 The reduction of non-elective 

admissions is a key priority for the 

CCG and our ambition is aligned with  

the BCF.  This reduction is a 

fundamental output expected from the 

Out of Hospital transformation 

programme. 

9. BCF plans for non-elective admissions can be translated into deliverable plans 
reflected in contracts agreed with providers 

SI 21-27 Relevant narrative 

documents 

 The BCF plan to reduce admissions is 

clearly translated into delivery of the 

out of hospital model with the main 

impact being seen in years 3-5 of our 

plan.  All key providers are part of the 

governance arrangements to deliver the 

Out of Hospital Model and this is being 

taken account of in contracts for 15/16 

with further detail to be available to 

inform contracts for 16/17 after the full 

operationalization of the model this 

year. 

10. If changes proposed to non-elective targets in BCF plans are they agreed with 
HWB and risks to delivery of the national ambition assessed. 

6.20 Relevant narrative 

documents 

 No change to existing targets which 

were agreed with the HWB and 

providers 

11. Focus on prevention and does the plan refer to setting quantifiable levels of 
ambition re: smoking alcohol and obesity with local government partners 

7.5, 7.8  Relevant narrative 

documents 

 Full engagement with public health  on 

plan assurance has taken place and one 

of the priorities on the Plan on a Page 
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Issue 

Guidance 

ref 

Source of  

evidence 

Assured

? 

(Yes/No)  

 Comments  

 

     

 

is to do more work over the next year 

to set out our contribution to the 

prevention and self-care agenda. 

12. Approach to improving engagement with communities 2.14 – 2.18 Local knowledge  We have developed an engagement 

strategy and are working with the local 

authority to develop an Altogether 

Sunderland approach.  This includes 

the move from local engagement 

boards to Sunderland Health Forums 

which will be led jointly by the CCG 

and LA.  The strategy also includes an 

approach to the effective use of social 

media and use of My NHS.  The latter 

is a web tool that enables interested 

members of the public to log their 

interest and how they want to be 

engaged with the CCG on their areas of 

interest. 

FV specific issues:     

13. Operational resilience - is the plan sufficiently robust given winter monies are 
included in CCG baselines and approach to maintaining additional winter 
capacity described? 

1.4, 6.22 Relevant narrative 

documents 

 In 14/15 the CCG developed a system 

resilience plan with partners much of 

which was also funded into 15/16.  

The Urgent Care Board plans to 

evaluate the impact of the investments 

in 14/15 to provide assurance that 

investment plans for 15/16 are 

appropriate or to provide evidence that 

further investment is not necessary. 

Further some initiatives are 

appropriately funded for winter only & 

some have impact all year round. In 

15/16 the CCG will clarify the funding 

periods which are required for system 
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resilience. 

 

 

 

14. Success regime – is this relevant to the area and if so is it reflected 
appropriately in the plan? 

1.9, 3.16 Relevant narrative 

documents 

 This is not relevant for Sunderland. 

15. Workforce implications of 2015/16 operational plans have been addressed 
including working with LETB so that staffing and workforce plans are 
affordable and support local strategies for transformation 

1.13, 5.10, 

7.1, 7.9 

Relevant narrative 

documents / local 

knowledge 

 A workstream dedicated to workforce 

has been developed as part of the out of 

hospital model transformation 

programme to ensure appropriate 

staffing and workforce plans are 

developed.  The initial focus is on 

Primary care, in recognition that up to 

35 GPs are likely to retire in the next 

few years, with 3 in 2015/16 when 

more proactive care is expected of 

Practices.  The GP Career Start 

programme will be in place from April 

2015. 

 

Work is also taking place to deliver our 

Primary Care Nursing Strategy , with 

the establishment of a Health Care 

Assistant Career start programme from 

January 2015. 

 

The multi-agency Out of Hospital 

Steering Group has also established a 

workforce stream to support the 

implementation of the out of hospital 

model.  Growth monies in 15/16 will 

be used initially non recurrently to help 
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address the community nursing, social 

work and community connectors input 

into the new out of hospital model.    

The main workforce changes to the 

intermediate care service or Recovery 

at Home model have been modelled 

and funded. 

The £5 a head money for proactive 

primary care has been protected 

recurringly by the CCG to fund the 

medical input into the integrated teams 

and recovery at home service as well as 

part supporting the career start primary 

care programmes noted above. 

 

The implications of the new model of 

out of hours GP services have also 

been factored into the business case, 

with the service due to be procured in 

2015. 

 

We have also engaged with HEE 

though the Sunderland wide 

transformation Board and shared 

provider workforce plans. 

16. Approach to developing a workforce able to work across acute and 
community boundaries described 

5.9-5.12 Relevant narrative 

documents 

 We have a collaborative vision for 

proactive patient centred co-ordinated 

care which will wrap services around 

patients in an integrated manner.  This 

will be achieved through the creation 

of  multi-disciplinary Community 

Integrated Teams (CIT) based in 

localities. 

 

This will be developed through 

comprehensive joint implementation 
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plans, including the ‘Building Effective 

Teams’ programme for 15/16.  
 

 

 

17. Plans for addressing primary care workforce capacity shortfalls are described, 
including improving skill mix and use of wider primary care workforce 

 Relevant narrative 

documents 

 A career start scheme for health care 

assistants is already in place in 

Sunderland.  A training needs analysis 

of Practice Nurses has also been 

undertaken and has informed the 

Practice Nursing strategy. The CCG 

has supported via Quality Premium 

monies additional training for PNs in 

specific LTCs this last year and is 

working with HENE on the need for a 

more strategic and standardised 

approach to Practice Nursing. 

 

The GP workforce in Sunderland is 

predicted to reduce significantly over 

the next 3 years.  To address this the 

CCG are developing a GP Career start 

programme which has the aim to 

successfully recruit and retain 10 GPs 

into Sunderland from August 2015. A 

provider is being commissioned to be 

in place by the end of March 2015 to 

manage the programme.    

 

 

 

18. New models of care – has an expression of interest been made and if so does 
the plan align with the stated interest? 

3 Relevant narrative 

documents / local 

knowledge 

 An expression of interest has been 

made for care homes and 

multispecialty community provider and 

the plan aligns with the expression of 
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interest. 

19. Mental health spend in 15/16 to increase in real terms, by at least as much as 
the CCG’s allocation increase  

1.12 Finance analysis  We are planning to invest a further 

£2m in Mental Health services in 

2015/16 as part of our strategic mental 

health investment plan with NTW and 

non-NHS providers. 

20. Plans described to meet the new mental health targets for EIP access, IAPT 
and liaison psychiatry 

4.13, 4.15, 

4.16 

Data pack and 

narrative plan 

 Liaison psychiatry has already been 

successfully implemented in 

Sunderland. 

 

The new access targets are being 

embedded in the contract with 

providers with resources are being 

agreed to ensure delivery of these.  We 

are currently close to delivering on 

these targets now. 

21. Approach to offering choice in accessing mental health services 2.12 Relevant narrative 

documents 

 The key elements of the Choice agenda 

for Mental Health have been shared 

with the Mental Health Network.     

NTW our main specialist MH provider, 

list all their services on the website 

with waiting time information which 

enables people to make informed 

decisions on which service they prefer. 

 

People are able to self-refer to all NTW 

service areas and this is indeed 

encouraged through GPs and other 

professionals. Those people who self-

refer are exempt  from choice as they 

are making their own decision. 

 

 

An assessment of need is then provided 

with a further discussion on what 

treatment options are available, waiting 
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times also where appropriate an option 

on location and which practitioner they 

will see within NTW.  

 
All service areas are now seeing 

patients within 18 weeks. 

 

22. Demonstration of improvements to be made with partners to the system of 
care for people with learning disabilities and to reduce the reliance on 
inpatient care and improve availability of community services 

4.20 Relevant narrative 

documents 

 Building on the success we have had to 

date of reducing inpatient resources for 

people with learning disabilities by 

40%, we will continue to focus on this 

area with full participation in the 

Transforming Lives programme 

including the assignment of a full time 

officer to this agenda and the 

agreement of a pooled budget for 

learning disabilities with the local 

authority. 

 

This is also a priority clearly identified 

on our Plan on a Page 

 

 

23. Approach to information technology including use of NHS number, assistive 
technologies and digital records 

5.1-5.8 Relevant narrative 

documents 

 The CCG have agreed to continue the 

investment in assistive technologies in 

support of the out of hospital model of 

care.  This includes a Lead Officer for 

telehealth and a support officer to 

encourage the use of telehealth with 

providers including primary care.  This 

also builds on the long established 

telecare service funded by the LA in 

Sunderland and part of the new 

integrated recovery at home service. 

24. Strategic and operational tasks to be prioritised for implementing the urgent 
and emergency care review have been identified 

3.23 Relevant narrative 

documents 

 The transformation of urgent care 

services in Sunderland remains a 
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priority for the CCG moving forward 

into 2015/16.  The specific areas of 

focus are in responding to the whole 

system ECIST recommendations and 

concluding the procurement of the GP 

out of hours service.  This includes 

supporting the Perfect Week in the 

acute hospital in mid March to review 

and improve the flow of patients in, 

through and out of the hospital. 

25. Urgent and emergency care network in place 3.23   There is a regional UCB network in 

place across the North East at which 

the CCG is an active participant.  The 

Clinical Senate is engaged with the 

UCBN and aware that is provides 

clinical for a for urgent care issues. 

26. Plans for spending the 50% balance of the tariff to reduce non-elective 
admissions identified with link to BCF plan explained 

6.19 Relevant narrative 

documents 

 Robust plans are in place to ensure the 

BCF funding envelope are targeted into 

our transformational programmes to 

deliver the BCF plan as outlined in 

earlier sections 

27. Diabetes prevention – has an expression of interest been made and if so does 
the plan align with the stated interest? 

2.4 Relevant narrative 

documents  

 We have submitted a  joint expression 

of interest in the National Diabetes 

Prevention Programme with the 

following organisations: 

  

Gateshead CCG 

North Tyneside CCG 

Northern England Strategic Clinical 

Networks 

Newcastle University 

North of England Commissioning 

Support 

Northern England Sub-region 

  

The Northern England SCN Diabetes 
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Advisory Group have also formally 

supported this expression of interest. 

  

Our plan does align with the stated 
interest.  We will continue to build on 
the work we have undertaken in 
relation to diabetes . Our work is best 
described under the following 
headings:  
 
A health service, not just an illness 
service  

 Prevention better than cure;  

 Healthy eating plan – 
dieticians;  

 Targeting those with stress 
hyperglycaemia;  

 Identify hyperglycaemia to 
address lifestyle intervention 
and prevent diabetes 
developing;  

 Preparing for pregnancy.  
 
Giving patients greater control over 
their health  

 Patient empowerment 
underpins all of diabetes 
management;  

 Shared decision making;  

 Structured education 
programme for type 1 , type 2 
and newly diagnosed;  
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 Post discharge individual 
educational package. 

 Harnessing transformational 
technologies  

 Telehealth in Diabetes and 
pregnancy  

 
Moving away from a ‘one-size fits all’ 
model of care  

 Community support;  

 Notes review;  

 Clinics in community;  

 On-going education.  
 

28. Integrated personal commissioning – does the plan describe the CCG’s 
approach to integrated personalised commissioning, building on the 
extended offer of personal health budget elements? 

2.10 Relevant narrative 

documents  

 Plans for the community integrated 

teams will ensure delivery of personal 

health budgets and direct payments 

(social care)  and this will be reflected 

in the final version of our operational 

plan. 

29. Co-commissioning of primary care – does the plan reflect the CCG’s stated 
intention? 

3.20 Relevant narrative 

documents 

 Our priorities moving forward into 

2015/16 include the development of a 

primary care strategy (general practice 

in particular). 

 

The final version of the operational 

plan will include reference to the fact 

that the CCG have been approved for  

full delegated responsibility to 

commission primary care services and 

how this will be developed in 2015/16.   

30. If the CCG is taking on a delegated commissioning budget does its plan 
adequately reflect the objectives, ambitions and risks associated with this? 

3.20 Narrative 

plan/local 

knowledge 

 Initial discussions are underway with 

NHS England and headline detail in 

relation to budget have been shared and 
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included within the CCG financial 

submission. Most of the rationale in 

taking on the responsibility is to help 

deliver the transformation of out of 

hospital care, support at scale primary 

care and reduce variation.   

The risks were discussed with members 

and the Governing Body prior to 

submitting the expression of interest.  

 The approach to managing the risks is 

being developed currently with the AT.  

For example an agreement to hold a 

joint forum with the AT and the  other 

2 CCGs in the North East that are 

taking on full delegation and share 

approaches and learning, recognising 

the limited capacity of the AT. 

31. Assurances provided that the CCG will improve current contracted provision 
delivered through general practice, e.g. vac and imm levels 

 Relevant narrative 

documents 

 See above  The CCG will also work 

with the LA public health team in 

support of delivering the above 

objectives. 

32. Does the narrative plan cover the fundamental elements described in Annex 
A of the Supplementary information for commissioner planning 2015/16 

Annex A Relevant narrative 

documents 

 We have provided a response to each 

of the fundamental elements of an 

operational plan in an additional 

supporting document. 

FV priorities for operational delivery:     

33. Improving outcomes - does the plan refresh the seven sentinel indicators?  4.1 Relevant narrative 

documents 

 We continue to review performance 

against the seven sentinel indicators 

and have identified that we have 

already achieved the 7% improvement 

for potential years of life lost (2013 

data).   

 

We have worked closely with public 

health colleagues to review our 

ambition level for this measure and 
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have agreed a revised ambition of 15% 

improvement by 2019.   

 

 

34. Quality of care - does the plan refer to any CQC inspections/rating  4.3 Relevant narrative 

documents  

 A CQC inspection of City Hospitals 

was undertaken in 2014/15, the results 

of which have now been received. 

 

Overall City Hospitals was rated as 

good, however Sunderland Royal 

Hospital was noted as requiring 

improvement in terms of safety and 

responsiveness. 

 

An action plan has been developed 

with support from the CCG and this 

has now been submitted to the CQC.  

Progress against this action plan will be 

monitored by the CCG. 

 

This will be reflected in the updated 

version of the Operational plan.  CQC 

inspections also took place in a number 

of GP practices this year and the 

outputs will be shared with the CCG as 

part of the handover of information 

from the AT to the CCG planned in 

March 2015. 

35. Clinical accountability – does the plan demonstrate how named doctor will be 
embedded 

4.4 Relevant narrative 

documents 

  

In 2014/15 the £5 per head monies 

were used to extend the enhanced 

service  designed to reduce avoidable 

unplanned admissions by improving 

services for the most vulnerable 

patients and those with complex, 

physical and mental health needs.  A 
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key component of this was to provide 

proactive care and support for at-risk 

patients through developing and 

regularly reviewing personalised care 

plans and by ensuring they have a 

named accountable GP and care co-

ordinator. 

 

Our plans to develop the out of hospital 

model clearly demonstrate how named 

doctor will be embedded through the 

development of enhanced care plans 

via integrated multi-disciplinary 

locality teams. 

 

36. Involvement in local Patient Safety Collaborative and ‘Sign up to Safety’ 
campaign? 

4.6 Relevant narrative 

documents 

 We have signed up to the Sign up to 

Safety Campaign and are directly 

involved with providers in relation to 

bids submitted to the patient safety 

collaborative and Academic Health 

Science Network 

37. Clinical priorities – sepsis and acute kidney injury (CQUINS) 4.7 Data pack  APPG Sepsis report has been discussed 

at the QRG.  

 

These two areas are anticipated to part 

of the National 2015/16 CQUIN.    

38. Plans to improve antibiotic prescribing in primary and secondary care 4.8 Relevant narrative 

documents 

 SCCG antibiotic strategy identifies 

actions to be taken to reduce volume of 

prescribed antibiotic and rationalise the 

use of them. The regional antibiotic 

guideline has been updated and through 

practice audits by the practice 

pharmacy team, ScriptSwitch and LIS 

adherence to this guideline is 

encouraged and measured. It is planned 

to roll out an on-line training for the 
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prescribers, training session for nurse 

practitioners and discussions will work 

with outlier practices to improve their 

prescribing of antibiotics. There are 

also joint meetings with secondary care 

to discuss antibiotics use across both 

sectors. 
39. Have plans been agreed with acute care providers to implement at least five 

of the 10 clinical standards for seven day services 

4.9 Relevant narrative 

documents 

 City Hospital Sunderland NHS 

Foundation Trust established a 

programme of work in Spring 2014 as 

part of its Transformation Portfolio to 

deliver the clinical standards set 

nationally by the end of 2016/17.  The 

CCG provided funding to enable CHS 

to employ 2 Project Managers to 

oversee this work and as part of this to 

liaise with community services re the 

interface. 

 

During 2015/16 they expect to make 

further progress in the implementation 

of all of the 10 standards.  

As part of the priorities identified, the 

initial focus has been around the 

following standards which they hope to 

make demonstrable progress during 

2015/16: 

 Standard 1 – Patient 

Experience 

 Standard 4 – Shift Handover 

 Standard 7 – Mental Health 

 Standard 9 – Transfer to 

community – specifically 
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access to Therapy services – 

Physio and Occupational 

Therapy. 

 Standard 10 – Quality 
Improvement. 

 

40. Meeting NHS Constitution, parity for mental health and transforming care 
standard as well as A&E and RTT 

4.10-4-20 Data pack  We are fully committed to ensuring the 

delivery of NHS Constitution rights 

and pledges and are confident that our 

plans will continue to deliver this. 

 

In terms of RTT, the CCG have 

experienced pressures relating to 

admitted performance in quarter 3  

2014/15 due to underperformance by 

CHS NHSFT at a Trust level.  This was 

predominantly down to the increased 

focus on long waiters in Urology as per 

an agreed action plan and increased 

funding made available nationally to 

treat long waiters.  Urology long 

waiters continue to show a reduction 

now that CHS NHSFT have increased 

capacity. 

 

Additional pressures have been 

identified at CHS NHSFT around 

Orthopaedics due to a detailed analysis 

of the waiting lists as part of the Trust 

wide implementation of the new 

Access Policy.  This has highlighted a 

number of long waiters and a backlog 

which is larger than expected.  An 

action plan has been developed which 

has a focus on improved administration 
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processes and procedures, improved 

access to diagnostics, increased 

capacity at sub-specialism level and 

consultant job plan reviews.      

 

The independent sector continue to 

support CHSFT carrying out additional 

activity to further reduce long waiters.  

CHS NHSFT continue to report weekly 

to the CCG and NHS England around 

this initiative and patients are now 

starting to flow to the I.S. 

 

We have been working closely with 

CHSFT to ensure achievement of A&E 

4 hour waits.  Pressures remain around 

the main corridor and capacity and the 

fortnightly escalation meetings 

between the CCG, CHS NHSFT and 

NEAS continue to look at performance 

recovery and the instigation and 

delivery of the Emergency Care 

Intensive Support Team (ECIST) 

recommendations.  A key 

recommendation was to put on a 

Perfect Week within the acute hospital 

to review with partners the flow in, 

through and out of the hospital and 

agree permanent improvements.  This 

is planned for the middle of March 

2015. 

 

Work also continues to mobilise the 

4th UCC currently in Pallion, in 

particular the streaming of patients 

from A&E to Pallion to help increase 
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capacity within A&E. 

 

The fundamentals Narrative explains 

how we currently ensure parity of 

esteem and the commitment to the 

transforming lives programme is  

outlined earlier in the checklist. 

 

41. Sufficient activity planned in order to deliver NHS constitution standards, with 
robust plans for GP referrals and non-elective activity 

7.5 Data pack and 

narrative 

 Demand has been modelled to take into 

account historical service usage, 

demographic and non-demographic 

growth and then adjusted to take into 

account any service development or 

pressures relating to the constitutional 

standards.  Additional activity has been 

included within the CCGs demand 

plans to take into account the need to 

deliver the 18 Week RTT standards 

and reduce long waiters at providers.   

 

Non Electives have been modelled to 

take into account developments around 

ECIST at CHS. 

42. For elective activity: variances of greater or lesser than 3% of 2014/15 
forecast outturn explained. For non-elective activity: variance is in line with 
the national expectation and local BCF plan  

 Relevant narrative 

documents 

 As outlined above, Contract 

negotiations are currently on-going and 

meetings take place weekly.  Demand 

plans have been shared with Providers 

and they are being reviewed and 

compared to Provider’s assessment of 

demand.   

 

Due to developments with the 15/16 

tariff, financial plans are being 

reviewed by Providers as they work 

through the implications of the 

options.   
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Once this has been completed, activity 

levels will be agreed and financial 

plans completed.  Activity and finance 

triangulation is on-going between 

providers and will be concluded when 

contract negotiations are concluded. 

 

43. Plans described for improving patient access to primary care provision, 
including GP appointments and reducing waits for dental services 

 Relevant narrative 

documents 

 Our strategic plan outlines that by 2019 

we will have a high quality, sustainable 

primary care system, fully integrated 

within a whole health and social care 

system, operating within available 

resources to improve health and 

provide timely access to appropriate 

services for the population of 

Sunderland. 

 

In 2015/16 we have identified the 

development of a general practice 

strategy as a key priority to deliver this 

ambition. 

 

We have supported applications from 

both of the Sunderland GP Federations 

to the Prime Ministers Challenge Fund.  

We have also supported out of hours 

locality provision over the winter and 

will be reviewing its effectiveness after 

the winter period ends. 

 

Much of our out of hospital work, 

enhancing the medical input into 

integrated teams and recovery at home 

to provide proactive and planned care 

for complex patients  should free up 
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general practice capacity for the rest of 

the patient population.  This will be 

part of the evaluation as the model is 

embedded and has been one of the 

outcomes of the pilot of enhanced 

health care in care homes over the last 

year. 

 

NHS England is responsible for 

commissioning dental services. 

44. Contracted activity levels for 2015/16 are matched by capacity in providers to 
meet demand safely and sustainably 

6.16 Data pack and 

local knowledge 

 Demand plans have been shared with 

Providers and providers are in the 

process of validating this and 

comparing to their own demand 

assumptions.  Any differences will be 

reviewed and changes made if 

necessary.  

Other issues (not linked to FV guidance):     

45. Data packs – does the assurance pack or financial analysis identify any other 
concerns in relation to activity or finance that need further exploration? 

 Data pack & 

financial analysis 

 The data packs have not highlighted 

any concerns that were not already 

known to the CCG.   

46. Does the contract tracker identify concerns?  Contract tracker  No concerns highlighted  other than 

tariff issues. 

47. Is the plan realistic given the CCG position on 3 x 3 risk matrix?  Local knowledge  We have made good progress on laying 

the foundations to ensure delivery of 

our 5 year vision in 2014/15.  Whilst 

not taking the focus away from the key 

transformational changes identified in 

2014/15, we have undertaken a ‘lite 

touch’ review of our priorities and 

agreed additional priorities such as the 

development of a general practice 

strategy and a prevention programme. 

  

Whilst we are clear that there are some 

risks to the delivery of our plan, we 
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have mitigating actions in place to 

reduce the likelihood of these occurring 

and the potential impacts if they were 

to occur.  In particular the ability to use 

reserves and non recurring monies to 

smooth the transition from the current 

to the future state.  We have also 

established a Transformation Team 

with clinical secondees from each of 

the key partner organisations along 

with GP practice input on our 5 

Locality Design teams to lead the 

detailed design and have sued 14/15 as 

a key planning year with 15/16 as the 

key mobilisation and testing year prior 

to the planned benefits being realised 

from 16/17. 

 

We have reviewed and stretched our 

level of ambition where appropriate 

and feel these are ambitions yet 

achievable.  

48. Is there consistency between CCG and provider plans?  Local knowledge  As this point this is unknown due to the 

on-going issues with the 2015/16 

national tariff.  More will be known 

when providers choose which tariff 

they wish to adopt on 4
th

 March 2015 

49. Is there capacity and capability at a local level to deliver the plan?  Local knowledge  Sufficient reform capacity is in place to 

deliver our plan with staff now 

seconded into the CCG from all key 

partner organisations. See section 47. 

 

As highlighted in point 17, GP capacity 

is a risk moving forward, however, this 

is being actively addressed by the CCG 

– see pints 15 and 17.. 



Operational plan assurance checklist  - Sunderland CCG Response 
  

Issue 

Guidance 

ref 

Source of  

evidence 

Assured

? 

(Yes/No)  

 Comments  

 

     

 

 

50. Commissioning support – is the CCG planning on bringing commissioning 
support in-house 

 Local knowledge  The CCG have undertaken a review of 

the support provided by the 

Commissioning Support Unit and are 

due to report to the Executive 

Committee on the findings.  Significant 

elements of commissioning support are 

already undertaken in house and the 

recommendation will be  that further 

business intelligence support  be 

brought in-house, however, at this 

stage, it is planned that all other 

services currently provided by a 

commissioning support unit will 

continue as is, with some tweaks.. 

 

We have allocated project  

management support to the review and 

procurement of commissioning support 

moving forward into 2015/16 to ensure 

we have the services in place from 

April 2016 as the current contract 

expires in March 2016.. 
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Item: 10.5 

CATEGORY OF PAPER  

Proposes specific action  

Provides assurance   

 
GOVERNING BODY MEETING 

24th March 2015 

 
Report Title 
 

 
Better Care Fund – Section 75 Agreement 
 

 
Purpose of report 

 
The purpose of this report is to seek approval for the 
Better Care Fund Section 75 Agreement between 
Sunderland CCG and Sunderland City Council. 
 

 
Key issues, assurances and risks 
 

 

 The CCG is required to have a Better Care 
Fund in 2015/16 with a minimum value of 
£24.8m. 

 Our External Auditors have indicated the 
CCG is required to have a signed s75 
agreement by March 31st 2015 to ensure an 
unqualified Value for Money Opinion. 

 Financial Risks relating to the s75 agreement 
are documented within the report. 

 

 
Recommendation/Action Required 
 

 
Members are asked to:  
 

 Note the financial risks 

 Approve the attached s75 Agreement 

 Approve the financial contributions to the 
Better Care Fund 
 

 

Sponsoring Governing Body member  
(where relevant) 

Chris Macklin, Chief Finance Officer 
 

Report Author David Chandler, Associate CFO  

Governance and assurance  

 CO1 CO2 CO3 CO4 CO5 CO6 



 

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

 
 
 
 

Version Date Comments  

1.0 11/03/2015  

 

Link to CCG corporate objectives* 
(please tick) 

√ √ √  √  

Any relevant legal/statutory issues None 

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

To be added once agreed 
 
 

Any information governance issues  None 

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

 
N/A 

 
Equality Impact Assessment completed 
(please tick)  

Yes  No  
Not 
relevant 

√ 

Key implications for the following: 

 
Any additional resources needed? 
 

 
None 
 

 
Has there been appropriate clinical 
engagement?  
 

N/A 

 
Any impact on patient outcomes? 
 

None 

 
Has there been member/stakeholder 
engagement if needed?   
 

N/A 



 

 
 
 

 
 

Governing Body 
Better Care Fund – Section 75 Agreement 

 
 
1. PURPOSE OF REPORT 
 

The purpose of this report is to seek approval for the Section 75 agreement in 
relation to the vision for integration in the City between health and social care 
through utilising the plans set out within the Better Care Fund. 

 
The Agreement is made pursuant to Section 75 of the National Health Service Act 
2006 and to Part I of the Local Government Act 2000 under which the Partners have 
agreed to establish arrangements for the provision of the Better Care Fund Pooled 
Budget and the delegation of certain NHS and local authority health related functions 
to Partners. 

 
Sunderland Health and Well Being Strategy will deliver the “Best possible health and 
wellbeing for Sunderland ….by which we mean a city where everyone is as healthy 
as they can be, people live longer, enjoy a good standard of wellbeing and we see a 
reduction in health inequalities.”  

 
One of the key elements of the strategy is Joint Working and the implementation of 
the Better Care Fund (BCF).  There is recognition nationally and locally that the 
public, clients and patients do not always experience good quality, joined up health 
and social care services. Often they have to try and navigate around a complex 
system with no added benefit to patients or clients.   Therefore, as part of delivering 
the H&WB Strategy, a vision for the integration of health and social care in 
Sunderland was agreed in November 2013 alongside the need to set out plans for 
the Better Care Fund to support this vision.   

 
 
2. BACKGROUND  

 
The Care Act sets out the policy context in relation to the vision for integration.  The 
system of health and social care is under more pressure than ever before. People 
may be living for longer, but often they are living with several complex conditions 
that need constant care and attention, conditions like diabetes, asthma or heart 
disease. However this is not only about older people, children born with complex 



 

conditions are now living to adulthood, while those with learning disabilities and 
other groups have lifelong needs all of which require care and support services to be 
working in a joined-up way.   Our work on segmentation has illustrated that 3% of 
our population account for 50% of our health and social care spend in the city and 
many of this high risk group are older people with multiple conditions. 

 
At a local level, one of the principles of NHS Sunderland Clinical Commissioning 
Group and the City Council is to integrate health and social care to help deliver its 
overall vision of Better Health for Sunderland and this has been supported through 
local engagement with patients, public and elected members as it is recognised that 
integration will improve the lives of vulnerable people in Sunderland.  

 
The June 2013 Spending Round announced the establishment of a Better Care 
Fund from 2015/16, designed to further drive the Integration Agenda. 

  
The fund is a catalyst to improve services and achieve value for money through 
organisations agreeing a joint vision of how integrated care will improve outcomes 
for local people and achieve efficiencies.  The fund is formally established from 
2015/16 and has been allocated to local areas to be put into pooled budgets under 
joint governance between CCGs and local authorities from the 1st April 2015.  A 
condition of accessing the money is that CCGs and local authorities must jointly 
agree plans for how the money will be spent.  The Health and Wellbeing Board 
agreed its joint vision for integration at the Board meeting in November 2013 and 
agreed the establishment of an integration board as an advisory group to oversee 
the development of the better care fund in January 2014 and agreed the initial plan 
at a Development session in February 2014. 

 
Membership of the Health and Social Services Integration Board is shown below.  
The full terms of reference for the Board can be found within the s75 agreement. 

 
Role Sunderland City 

Council 
NHS Sunderland 
CCG (Governing 

Body) 

Health and 
Wellbeing 

Board 

GP Chair / executive GP   

Vice chair of HWBB   

Chief Officer   

Assistant CEO    

Director of People’s 
Services 

  

Chief Finance Officer    

Treasurer    

Director of 
Commissioning, 
Planning and Reform 

   

Chief Operating Officer 
(People’s Directorate) 

   

Lay Member    

Director of Public Heath   



 

Policy Lead for Health    

 
  

 
Health and Wellbeing Boards were encouraged to extend the scope and size of 
the local BCF. In Sunderland agreement has been reached to pool the council’s 
adult social care budget with the CCG’s out of hospital spend to create an 
overall BCF totalling over £150m. The BCF plan incorporates the following 
design principles: 

 

 Plans to be jointly agreed  

 Protection for social care services  

 7 day services at weekends  

 Improved data sharing including being specifically based on the NHS 
number  

 Joint approach to assessment and care planning  

 Agreement on the impact of changes in the acute sector.  
 
 
3. VISION FOR INTEGRATION IN SUNDERLAND 

 
Within Sunderland, a significant amount of work has been progressed to create the 
conditions for integration and alignment of resources at various levels across the 
city. There is a strong track record of aligning resources  towards certain targeted 
client groups, key outcomes and also at an area or neighbourhood level to better 
meet local needs (both formally and informally) and developing local responsive 
services. 

  
Building upon the work that has been progressed to date, the vision for integration in 
Sunderland lies in transforming the way health and social care works together. 

 
The vision is to ensure that local people have easy and appropriate access to health 
and social care solutions which are easy to use and avoid duplication. By doing this 
we will work with citizens, patients, and carers, as well as those who can support 
those solutions, including health and social care providers to change behaviours to 
ensure appropriate care, in the right place at the right time.   The new system will 
consist of truly integrated multi-agency working so that local health and social care 
systems work as a whole to respond to the needs of local people. It will support 
people to be in control and central to the planning of their care so they receive a 
service that is right for them.   Integrated services will bring together social care and 
primary/community health resources into co-located, community focussed, multi-
disciplinary teams, linking seamlessly into hospital based and other more specialised 
services (vertical integration). 

 
The vision will be supported by:  

 



 

 Integrated working between health and social care to assess people’s needs    

 Integrated working to plan and manage care to ensure continuity  

 Anticipatory case finding, supporting a prevention model  

 A single engagement process for the people of Sunderland to influence and 
inform service development  

 Integrated IT systems allowing information to be shared amongst those who 
need it, including the individuals themselves  

 Working differently to nurture community resilience  
 

4. SYSTEM DESIGN  

Integration of health and social care for the benefit of the individual will require a 

redesign of the system.  As outlined earlier, work has been progressed and the 

following sets out the key work streams that have been developed:  

Development of an overall operating model with clear pathways for local people 
through health and social care but with clear links to other integrated city and locality 
based services that act to prevent and reduce dependency of intensive services and 
taking a wider community and family based approach. 

   
Development of an operating model for each of the five areas of the city (supporting 
the overall model) based on health and social care providers working as integrated 
locality teams and vertically integrated with hospital and other more specialised 
services. The first phase of integrated locality working is due to go live in April 15 
across the City. 

 
Development of fully integrated client and patient-centred commissioning 
arrangements across health and social care and a joined up way of engaging and 
working better with key service providers and their staff. 

   
Joining up of shared intelligence building on work already started around predictive 
modelling and more effective monitoring of people’s life courses through the 
development of the Intelligence Hub. This area is one of the four rapid adopter pilots 
for the intelligence hub. 

 
Developing a more user focussed way of working across the board in Sunderland 
aligning to the key design principles – wider engagement and participation activities 
and demand management/changing behaviours.  

 
The outcomes Sunderland wants to achieve from integrated working include:  

 

 Person centred co-ordinated care 

 Supporting people to live at home   

 Reducing number of people admitted to long term residential/ nursing 
care.  

 Improving the diagnosis rate for dementia  



 

 Increasing the number of people diagnosed with depression being referred 
for psychological therapies. 

 Reducing unplanned hospitalisation for chronic ambulatory care sensitive 
conditions  

 Reducing emergency admissions for acute conditions that should not 
usually require hospital admissions. 

 Reducing emergency readmissions within 30 days of discharge.  

 Improving patient experience by reducing waiting times in A&E.  

 Improving quality of life for vulnerable families and their communities.  

 Supporting carers in a co-ordinated manner  

 Greater trust in and satisfaction with the public sector and service 
providers  

 Generating required efficiencies   
 

As funding challenges continue, the integration agenda sets the context for 
achieving significant efficiencies for the health and social care system as a whole.  
However, this can only be achieved if resources are used appropriately and people 
are diverted from costly and intensive services (hospital and residential/nursing care) 
to locality integrated systems, which support people to achieve better health and 
wellbeing outcomes through delivery of care and support in communities. 

 
Integration at a locality level therefore needs to focus in the first instance on the 
cohort of people that are currently cared for as an emergency in hospital but could 
be safely cared for at home or in a community setting, if the right integrated services 
were available.  

 
Without this focus, efficiencies will not be released and outcomes for individuals will 
not be achieved as intended through the integration agenda. 

 
5. CURRENT POSITION AND PROGRESS   

 
NHS Sunderland CCG and The People Directorate of Sunderland City Council have 
been working on joining up commissioning support resources to enable staff in each 
organisation to commission services on behalf of both parties where it makes sense 
to do so e.g. continuing health care. 

  
Building on the Better Care Fund Submission, a number of major transformational 
programmes in Sunderland are underway, all being developed and delivered with 
key partners including relevant service providers. 

   
Many of these are designed to provide care closer to home and reduce the demand 
on hospital services for mental and physical illness and injury to improve care and to 
enable a shift of resources from the hospital setting to the community. 

 
These programmes are managed through a Section 75 agreement which as agreed 
previously by the Health and Wellbeing Board is to be governed by the Health and 



 

Social Care Integration Board.  Delivery of the plan will be overseen by a Better 
Care Fund implementation Group, made up of representatives from the CCG and 
the Council. 

 
The agreement has been jointly drawn up and subject to scrutiny by both Partners 
legal representatives. 

 
The Pooled Budget will be divided into a number of “mini pools” or “schemes.”  
These schemes will be hosted and operational managed by one or other partner.  
The seven schemes are: 

 
Community Integrated Teams and Recovery @ Home 
Mental Health Services 
Learning Disabilities Services 
Packages of Care 
Carers Services 
Community Equipment Services 
Disabled Facilities Grant 

 
The Section 75 agreement which is between the CCG and the Council includes the 
following: 

 
Governance arrangements 

 

 The Pooled Budget will be hosted by the Council. 

 The Budget will be split into the seven individual schemes outlined in 
section 5.6. 

 Each scheme will be hosted and managed by one of the Partners. 

 The Integration Board will have delegated authority from both Partners to 
manage the Pooled Budget and ensure the achievement of the desired 
outcomes – this authority is in line with the CCGs scheme of delegation. 

 Contributions to the Pool will be based on expected costs for the financial 
year. 

 The Pooled Budget will be managed as a whole. 

 Any unavoidable Scheme overspends will be offset by underspends in 
other schemes if agreed by both partners. 

 Any remaining overspends will be shared between the Partners based on 
the respective contributions to each scheme unless agreed otherwise by 
the Partners in the Integration Board. 

 One year initial agreement with intention to develop a three year 
agreement from 2016/17. 

 
Key Performance Indicators (KPIs)  

 
The agreement includes a list of agreed KPIs for 2015/16 as agreed in the original 
BCF application. 



 

 

 Non Elective Admissions to reduce by 0.8%.  

 Reductions in admissions to residential and nursing care homes. 

 Proportion of older people still at home 90 days post discharge from 
hospital to increase by 3.2%. 

 Reduction in delayed transfers of care. 
 
 

Schedule of Services and Financial Values 
 
The agreement specifies the schemes and financial contributions from each 
partner included within the scope of the agreement which is summarised below. 
 
 
 
Sunderland CCG & Sunderland City Council 

Schedule of Services and Values (2015/16 Better Care Fund Budget) 

Schemes   

 CCG 

Contribution 

£ 

 SCC 

Contribution 

£ 

 Total Scheme

£ 

Community Integrated Teams & Recovery @ Home          29,808,818            5,315,418          35,124,236 

 Mental Health Services          26,628,704            2,333,691          28,962,395 

 LD Services            7,805,327          25,918,854          33,724,181 

 Packages          24,856,053          23,746,979          48,603,032 

 Carers Services            2,000,000                399,096            2,399,096 

 Community Equipment Services            1,652,015                862,252            2,514,267 

 Disabled Facilities Grant                            -              2,999,000            2,999,000 

 Unidentified Local Authority Efficiencies                890,000 -          3,000,000 -          2,110,000 

TOTAL 2015/16 BETTER CARE FUND BUDGET          93,640,918          58,575,290        152,216,207  
  

 
 
Summary of Key Principles and General Rules 
 
Whilst the arrangements are laid out in the s75 agreement a short summary of 
the key principles and general rules is contained within Appendix 2 of the 
agreement.  A copy of this summary is attached as Appendix 1 to this paper for 
information.     
 

 
 
 
 



 

 
6. FINANCIAL RISKS 

 
Members will be aware that some of the budgets that the CCG and Council have 
pooled are by their nature subject to financial pressure such as Packages of Care. 
The CCG and Council have put in place a joint agreement for dealing with under and 
overspends on the Pooled Budget which shares risk between Partners. 

 
The CCG has identified a number of financial risks it faces arising from the Better 
Care Fund and the s75 agreement all of which will require good governance, timely 
reporting and careful management in order to manage throughout this year and in 
future years. 

 
Cost Improvement Schemes - The Council has a cost reduction programme in 
2015/16 for services within the Better Care Fund of £12m.  In essence the budget 
available has been reduced from £70.5m to £58.5m in line with reductions in 
national funding.  The Council has identified and agreed planned savings of £9m 
which have been applied to a variety of schemes. For the remaining £3m the CCG 
has agreed to allow expected slippage on new investments of £0.9m to be used to 
offset this pressure and the Council has agreed to retain ultimate responsibility for 
the remaining £2.1m if the Pooled Budget as a whole does not underspend by an 
equivalent amount. The risk share agreement within the s75 allows the  apportioning 
of an overspend resulting from the non-delivery of  the £9m cost reductions  on the 
basis of contributions to each scheme and as such the financial risk of non-delivery 
to the CCG of these schemes has been estimated at £3.6m. 

 
Excessive Growth Pressures - There is a risk in 2015/16 that despite efforts being 
focused on getting better value from our joint resources that growth pressures on 
schemes such as Learning Disabilities and Packages of Care exceed expectations 
leading to an unavoidable overspend which cannot be off-set by an underspend from 
another scheme.  If growth on these two schemes exceeds expectations by 5% the 
CCG share of have a resulting financial pressure would be £1.6m. 

 
Non Elective Admissions – The BCF plan estimated a reduction in non-elective 
admissions in 2015/16 of 0.8% which equates to around £380,000 which if not 
achieved would be chargeable to the Pooled Budget.  The agreed CCG share of this 
risk is £235,000 (62%). 

 
2016/17 Cost Improvements - The Council is facing further reductions in funding 
over the next few years which may require similar levels of savings in future years. 
Being able to improve services whilst managing these pressures presents a future 
risk to both Partners. 

 
2016/17 Non Elective Admissions – The main KPI of the BCF is to reduce non-
elective admissions.  In line with our Out of Hospital Transformation Programme the 
CCG is reliant on this programme which is within the BCF delivering a reduction in 



 

non-electives of 7.5% in 2016/17.  Failure to do so would present a financial risk to 
the Pool of around £4m. 

 
Governance – Operating a pooled budget with a value in excess of £152m requires 
sound accounting procedures and processes to ensure only legitimate expenditure 
is charged to the fund.  Both the Council and the CCG will use their own Internal 
Audit functions to provide assurance to the Integration Board that the BCF is being 
used in the manner planned by the parties   

 
 

7. RECOMMENDATIONS 
 
The CCG Governing Body is asked to: 

 

 Note the financial risks facing the CCG of the Better Care Fund. 

 Approve the financial contributions to the Better Care Fund. 

 Approve the s75 Agreement.  
 
 

 
 David Chandler  
 Associate Chief Finance Officer  
 Sunderland CCG 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 



 

 
Appendix 1 Summary of Agreed Principles & General Rules 

  
 
Section 75 Appendix 2 
Sunderland BCF Principles & General Rules Summary 
 
These are the over-arching principles and general rules that were agreed by the BCF 
Implementation Group.  They have been used as a guide to assist the creation of the 
formalS75 Agreement.  They are included for information and reference only. 
 
Principles 

 

 Openness & Transparency 

 Partnership Working 

 Fairness 

 Joint Control & Decision Making (essential re IFRS11) 
 
Rules 

Category Rule Rationale / Notes 

BCF Management One BCF split into seven main 
schemes (LD, Carers etc.) 

Split the BCF into distinct sub-
pools called schemes to enable 
clear & effective management of 
resources. 

Signed 
Agreements 

One overarching agreement with 
7 distinct main schemes within the 
agreement. Plus 2 others for 
unallocated cost reductions and 
performance penalties. 

Clarity – The Better Care Fund will 
have a formal agreement being 
clear of purpose & what is & what 
isn’t included in the Fund. The 
Fund will be split into a number of 
mini pools that will be led by one of 
other of the Partners 

Management 
Arrangements of 
the  Pool 

The overall Pooled Budget will be 
managed by Sunderland City 
Council on a memorandum basis. 
Funds will be attributed to 
Schemes with allocated funds for 
commissioning of services. Each 
scheme will be managed by one 
or other Partner and by a Scheme 
Manager as appointed by the 
Partners  

Sharing of responsibilities & 
aligning of commissioning 
experience & expertise  

Delegated 
Authority (DA) 

DA limits:  
 
Over £1m – CCG & LA respective 
Executive Committee / Cabinet 
sign off.  
Up to £1m –  Integration Board  
Up to £200k – BCF 
Implementation Group & directors 
of host organisations of pools.  
£25k-£104k - Head of Service / 
Service Manager of host 
organisation for pool.  
 

Need to be clear what level of 
delegated authority the Pool 
Manager, the Integration Board & 
sub-committees will have.   
 
 
 
 
Needs to fit with or amend DA of 
each organisation. E.g. currently 
for CCG decisions over £1m & 
less than £5m need Exec 
Committee approval.  



 

 

Reporting  Monthly finance & performance 
reports by individual Scheme (& 
overall position) to go to the 
Better Care Fund Implementation 
Group including financial risk 
register.  To be produced by the 
LA. 
 
Regular Reporting to Integration 
Board & HW&B Board 
 
Financial Planning / Budget 
Setting Paper to be completed for 
Integration Board on an Annual 
Basis in Feb / March for following 
financial year.  
 
Agree to ensure Partners assist 
each other to enable completion 
of required information within 
national timetables for reporting in 
Annual Report & Annual Accounts 
of respective organisations.  

To enable joint control & informed 
decision making. 

Contributions  Contributions to the Pooled 
Budget to be based on expected 
outturn to reflect a balanced 
budget at the start of the financial 
year.  
 
Only identified and agreed cost 
improvement / reduction savings 
plans to be applied to budgets.  
 
Pressures that arise to be 
highlighted in monthly finance & 
performance reports for 
agreement on how to resolve at 
Implementation Group in first 
instance and then onto Integration 
Board if unresolved.  
 
Contributions to fund to be agreed 
annually prior to start of financial 
year but can be adjusted for in-
year agreed virements. 
 

Openness & Fairness 

Pre-existing 
Liabilities / Assets  

No transfer of existing liabilities or 
debtors prior to BCF 
implementation on 1 April 2015. 

Fairness - All known & unknown 
debtors & liabilities prior to 
commencement of fund should 
remain the responsibility of the 
relevant organisation. E.g. no bills 
prior to the fund to be paid by the 
fund. 

Over / 
underspends  

Pooled Budget to be managed as 
a whole. 

Fairness / partnership working / 
risk sharing. 



 

 
Overspends on one Scheme to be 
off-set by underspends on 
another 
 
Any remaining overspend to be 
the responsibility of the Partners 
based on contribution levels to 
each Scheme.  Same rule for any 
net underspend. 
 
Integration Board can vary this 
rule in exceptional circumstances 
(subject to Scheme of Delegation 
 
 
If either organisation contributed 
budget less than expected outturn 
/ agreed contract levels into any 
given pool at beginning of 
financial year any overspend up 
to the value of the financial gap in 
funding will be responsibility of 
that organisation within the 
pool/pools the situation relates.  
  

Cost Reductions Both partners to agree to cost 
reductions and cost recovery 
plans before being implemented. 
 
Unachieved Partner Cost 
Reduction Plans to remain the 
responsibility of the originating 
Partner  
 

Openness & Transparency.  
Joint Control – will need to be 
clear who can agree what per 
delegated authority limits. 

Investments Both partners to agree to 
investments before being 
implemented.  
 

Both partners to agree to 
investments before being 
implemented 

Dispute Resolution 
Process 

To have a clear process but allow 
time to resolve issues.  
 

Fairness 

Due Diligence  Due Diligence process to be 
completed in line with required 
information list & undertaken for 
Directors of Finance to allow sign 
off by each organisation relevant 
governing body. 
 
Directors of Finance to sign off as 
True & Fair View. 
 
Integrated Medium Term 
Financial Plan to be developed in 
partnership for 2014/15 & 2015/16 
for additional assurance to each 

Openness & Transparency. 
Good Governance 
 
CCG Governing Body would 
expect CCG to have a process 
that allows the documentation & 
understanding of all financial 
implications risks of the proposed 
BCF funding agreements. 
 
Example DD scope  
 
In-scope budget & spend 13/14 
 



 

organisations relevant governing 
body.  

YTD & forecast spend for 14/15 & 
15/16 
 
Schedule of Income contracts & 
SLAs (values & term) 
 
Schedule of expenditure contracts 
/ SLAs (value & term)  
 
Each Partner to identify and share 
Top 3 financial risks & mitigations 
 

Audit  The Better Care Fund will be 
audited on an annual basis as 
part of each hosts annual external 
audit as well as internal audit 
reviews from either partner. 
 

To be able to demonstrate good 
governance in place. 
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THIS AGREEMENT is made on the first day of April 2015                                                         

BETWEEN: 

1. THE COUNCIL OF THE CITY OF SUNDERLAND of Civic Centre, 
Sunderland, SR2 7DN, (the “Council”);  

2. NHS SUNDERLAND CLINICAL COMMISSIONING GROUP of 
Pemberton House, Colima Avenue, Sunderland Enterprise Park, 
Sunderland.  SR5 3XB, (the “CCG”) 

Severally a “Partner”, together the “Partners”. 

BACKGROUND 

(A) This Agreement is made pursuant to Section 75 of the  National Health 
Service Act 2006 and to Part I of the Local Government Act 2000 under 
which the Partners have agreed to establish arrangements for the 
provision of the Better Care Fund Pooled Budget and the delegation of 
certain NHS and local authority health reflated functions to Partners. 

 
(B) This Agreement sets out the terms under which the Partners will 

operate responsibility for health and social care functions relating to the 
commissioning of Better Care Fund Services and the accountability 
arrangements to accompany that operation. 

 
(C) This Agreement provides the framework within which the Parties will 

work with each other by lead commissioning and collaborative 
arrangements, and with relevant stakeholders together to achieve the 
aims and outcomes set out in this Agreement. 

  
(D) The Partners consider that the partnership arrangements set out in this 

agreement are likely to lead to an improvement in the way in which the 
exercise of the NHS and health related functions of the Partners are 
exercised. 

 
(E) It is the intention of the Partners to operate the agreement in a spirit of 

mutual trust and cooperation as Partners. 
 
1. DEFINITIONS 

1.1 In this Agreement unless the context requires the following words and 
expressions shall have the following meanings: - 

ACT  the NHS Act 2006. 
 

AGREEMENT  this agreement made between the 
Council and the CCG, for the 
purposes of providing the Better Care 
Fund and supporting the integration of 
health and social care including all 
schedules, appendices and other 
documents annexed to the 
agreement; or any amendments to 
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this agreement. 
 

BCF   means the Better Care Fund. 
 

BCF Plan  means the Better Care Fund plan 
setting out the Partners proposal for 
the use of the Better Care Fund 
attached at Appendix 6. 
 

BETTER CARE FUND 
IMPLEMENTATION 
GROUP 
 
 

 a sub group of the Integration Board 
that will assist the operational 
implementation and management of 
the Better Care Fund and the 
respective pools of funding. 
 

BRIBERY ACT  the Bribery Act 2010 and any 
subordinate legislation made under 
that Act from time to time together 
with any guidance and codes of 
practice issues by the relevant 
regulatory body concerning the 
legislation. 
 

BUSINESS DAY(S)  Monday to Friday inclusive, excluding 
public and bank holidays 
 

CCG  NHS Sunderland Clinical 
Commissioning Group. 
 

CHIEF EXECUTIVE  Chief Executive of the Local Authority 
and Chief Operating Officer of 
Sunderland Clinical Commissioning 
Group. 
 
 

COMMENCEMENT 
DATE 
 

 1st April 2015; 
 

CONFIDENTIAL 
INFORMATION 

 all information of a confidential or 
proprietary nature (including 
information imparted orally) belonging 
to any Partner and any other 
information which, if disclosed, will be 
liable to cause harm to any Partner 
and which falls within the description 
of confidential information set out at 
Section 41 FOIA; 
 

COUNCIL  the Council of the City of Sunderland. 
 

DIRECTOR  the Council’s Executive Director 
People’s Services Directorate, or their 
nominee; 
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EXEMPTED 
INFORMATION 

 means any information or category of 
information, document, report, 
contract or other material containing 
information relevant to this Agreement 
that has been designated by the 
agreement of the Partners as 
potentially falling within an FOIA 
Exemption; 
 

FINANCIAL YEAR  1st April to 31st March in each year;   
 

FOIA  means the Freedom of Information Act 
2000; 

 
FOIA EXEMPTION 

  
means any applicable exemption to 
the  as specified in the FOIA including, 
but not limited to, confidentiality 
(section 41 FOIA), trade secrets 
(section 43 FOIA) and prejudice to 
commercial interests (section 43 
FOIA); 
 

FORCE MAJEURE  any cause preventing any Partner 
from performing any or all of its 
obligations which arises from or is 
attributable to acts, events, omissions 
or accidents beyond the reasonable 
control of the Partner so prevented 
including, without limitation, strikes, 
lockouts or other industrial disputes (in 
each case whether involving the 
workforce of the Partner so prevented 
or any other Partner), act of God, war 
or national emergency, an act of 
terrorism, riot, civil commotion, 
malicious damage, compliance with 
any law or governmental order, rule, 
regulation or direction, accident, fire, 
explosion, flood, storm or epidemic. 
 

   
HEALTH-RELATED 
FUNCTIONS 
 

 the functions of the Council for the 
purpose of this Agreement set out in 
Appendix 5 which fall within the health 
related functions of authorities 
prescribed under Regulation 6 of the 
Partnership Regulations 2000. 
 

INTEGRATION BOARD 
 
 
 

 The Health and Social Services 
Integration Board established by the 
Health and Well Being Board  to 
oversee the delivery of Health and 
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Social Care Integration. 
 

INFORMATION 
SHARING PROTOCOL 

 the protocol describing how the 
Partners will share information. 
 

JOINT HEATH AND 
WELLBEING STRATEGY 

 the Sunderland strategy under Section 
116A of the Local Government and 
Public Involvement in Health Act 2007 
which is published by the Health and 
Wellbeing Board under section 195 of 
the Health and Social Care Act 2012. 
 

JOINT STRATEGIC 
NEEDS ASSESSMENT 

 the assessment undertaken by the 
[Health and Wellbeing Board] to 
identify the current and future health 
and wellbeing needs of the Partners’ 
local population as set out in the Local 
Government and Public Involvement 
in Health Act 2007. 
 

LEAD PARTNER  the Partner responsible for holding 
and co-ordinating the Pooled Budget. 
For the purposes of this Agreement, 
the Lead Partner shall be The Council 
of the City of Sunderland. 

   
NHS FUNCTIONS 
 

 The functions of the CCG for the 
purposes of this Agreement set out at 
Appendix 5 which fall within the NHS 
functions of NHS bodies prescribed 
under Regulation 5 of the Partnership 
Regulations 2000. 
 

NON-FUNDING 
PARTNERS 

 Health and social care providers, third 
sector representatives 

PARTNERSHIP 
ARRANGEMENTS 

 the arrangements pursuant to section 
75 of the NHS Act 2006 (as amended 
by the Health and Social Care Act 
2012) jointly agreed between the 
Partners under this Agreement. 
 

POOLED BUDGET 
MANAGER 
 

 means the Pooled Budget Manager as 
appointed in accordance with Clause 
9. 
 

PRESCRIBED 
FUNCTIONS 
 

 the various functions of the National 
Health Service Bodies and Local 
Authorities prescribed under Section 
75 of the Act. 
 

PROHIBITED ACT  the following constitute Prohibited 
Acts: 
(a) to directly or indirectly offer, 
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promise or give any person working 
for or engaged by the other Partner a 
financial or other advantage to: 

(i) induce that person to perform 
improperly a relevant function or 
activity; or 
(ii) reward that person for 
improper performance of a 
relevant function or activity; 

(b) to directly or indirectly request, 
agree to receive or accept any 
financial or other advantage as an 
inducement or a reward for improper 
performance of a relevant function or 
activity in connection with this 
Agreement; 
(c) committing any offence: 

(i) under the Bribery Act; 
(ii) under legislation 
creating offences concerning 
fraudulent acts; 
(iii) at common law 
concerning fraudulent acts 
relating to this Agreement or any 
other contract with the other 
Partner; or 
(iv) defrauding, attempting to 
defraud or conspiring to defraud 
the other Partner. 

REGULATIONS 
 

 the National Health Service Bodies 
and Local Authorities Partnership 
Arrangements Regulations 2000 (SI 
2000/617) and The NHS Bodies and 
Local Authorities Partnership 
Arrangements (Amendment) 
(England) Regulations 2003 (SI 
2003/629); 
 

REPRESENTATIVE  a Partner’s employee, agent or 
subcontractor and any employee of 
the other Partner who is seconded to 
a Partner and is acting in accordance 
with that Partner's instructions. 

   
SCHEME HOST(S)  the Scheme Host(s) appointed in 

accordance with Clause 9.   
 

SCHEME MANAGER(S)  the Scheme Manager(s) appointed in 
accordance with Appendix 1. 
 

SERVICES  the Services to be commissioned or 
provided by the designated Scheme 
Hosts for and on behalf of the 
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Partners under this Agreement, as 
more particularly described in the BCF 
Plan set out in Appendix 6;   
 

SERVICE USERS  the people who receive the Services. 
 

TUPE  Transfer of Undertakings (Protection 
of Employment) Regulations 2006 
 

VAT GUIDANCE  the guidance published by the 
Department of Health entitled “VAT 
arrangements for joint NHS and Local 
Council Initiatives including Disability 
Equipment Stores and Welfare 0 
section 31 Health Act 1999”.  

 
1.2 References to any act, or regulations include references to any amendment, 

or re-enactment made there under. 

1.3 References to masculine shall include the feminine and vice versa. 

1.4 References to singular shall include the plural and vice versa. 

1.5 References to persons shall include companies and corporations and vice 
versa. 

1.6 The Schedules and Appendices form part of this Agreement and shall have 
effect as if set out in full in the body of this Agreement, Any reference to this 
Agreement shall include the Schedules and the Appendices. 

1.7  If there is an inconsistency between any of the provisions in the main body of 
this Agreement and the Appendices, the provisions in the main body of this 
Agreement shall prevail 

1.8 A reference to a statute or statutory provision is a reference to it as it is 
in force for the time being, taking account of any amendment, extension 
or re-enactment and includes any subordinate legislation for the time 
being in force made under it. 

1.9 A reference to writing or written includes e-mail providing any such email 
is properly addressed and identified as being for the attention of the 
intended recipient. 

 

2 THE DURATION OF THE PARTNERSHIP 

2.1 The Partners agree that the Partnership takes effect on the 1 April 2015 
for 1 year.  This agreement covers the period 1st April 2015 – 31st March 
2016 and will terminate on 31 March 2016 unless terminated earlier in 
accordance with Clause 25 below.  
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2.2 The Partners agree to commence work towards future years agreements 
being on a longer term basis.. 

3. ESTABLISHMENT OF THE PARTNERSHIP  

3.1 In consideration of the mutual Agreements and undertakings set out in this 
Agreement the Partners have granted the rights and accepted the obligations 
in this Agreement. 

3.2 The Partners agree and acknowledge that the Partnership is established by 
this Agreement pursuant to Section 75 of the Act, the Regulations and Part 1 
of the Local Government Act 2000. 

4 PARTNERSHIP ARRANGEMENTS 

4.1 The Partners enter into these Partnership Arrangements under section 
75 of the NHS Act 2006 to commission integrated health and social care 
services to better meet the needs of the Service Users in the City of 
Sunderland, as identified in the Joint Strategic Needs Assessment, than 
if the Partners were operating independently. 

4.2 The specific Aims and Outcomes of the Partnership Arrangements are 
described in the BCF Plan which is appended at Appendix 6. 

4.3 The over-arching principles and general rules which have been used as 
a guide to assist the Partners in drafting this Agreement are included for 
information and reference only at Appendix 2 

4.4 From the Commencement Date, the Partners agree that any previous 
section 75 agreements relating to the subject matter of this Agreement 
are terminated and replaced by the provisions of this Agreement.  

4.5 The Partnership Arrangements shall comprise: 

4.5.1 the delegation by the CCG to the Council of the NHS Functions, so that 
the Council may exercise the NHS Functions alongside the Council 
Health-Related Functions and act as Scheme Host for the Services set 
out at Clause 10.4; and  

4.5.2 the delegation by the Council to the CCG of the Council Health Related 
Functions, so that the CCG may exercise the Council Health Related 
Functions and act as Scheme Host for the Services set out at Clause 
10.4; 

4.5.3 the establishment of Pooled Funds for the following Services: 

4.5.3.1 BCF 1 - Community Locality Integrated Working and Recovery at 
Home Services 

4.5.3.2 BCF 2 - Care Packages 

4.5.3.3 BCF 3 - Supporting Carers 

4.5.3.4 BCF 4 - Learning Disabilities 
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4.5.3.5 BCF 5 - Community Mental Health 

4.5.3.6 BCF 6 – Community Equipment Services  

4.5.3.7 BCF 7 – Disabled Facilities Grant 

4.6 In accordance with Regulation 4(2) of the Partnership Regulations 
2000, the Partners have carried out a joint consultation on the 
proposed Partnership Arrangements with Service Users, and other 
individuals and groups who appear to them to be affected by the 
Partnership Arrangements and will continue to carry out any 
consultation that may be required under Law during the Term or upon 
termination of this Agreement for any reason. 

4.7 On entering this Agreement, the Partners shall, where required, notify 
the Department of Health of that fact in the prescribed form. 

4.8 These Partnership Arrangements do not include the commissioning of 
any services currently commissioned by the NHS England although the 
CCG is in discussions with NHS England as regards to options for co-
commissioning.  

4.9 Nothing in this Agreement shall prejudice or affect: 

4.9.1 the rights and powers, duties and obligations of the Partners in 
the exercise of their functions as public bodies or in any other 
capacity; 

4.9.2 the powers of the Council to set, administer and collect charges 
for any Council Health-Related Functions; or 

4.8.3  the Council's power to determine and apply eligibility criteria for 
the purposes of assessment under the Community Care Act 
1990. 

5 DELEGATION OF FUNCTIONS 

5.1 For the purposes of the implementation of the Partnership 
Arrangements: 

5.1.1 the CCG hereby delegates the exercise of the NHS Functions to 
the Council to exercise alongside the Council's Health-Related 
Functions; and act as a Scheme Host of the Services for BCF 2  
BCF 4 BCF 6 and BCF 7. 

5.1.2 the Council hereby delegates the exercise of the Health-Related 
Functions to the CCG to exercise alongside the NHS Functions 
and act as a Scheme Host of the Service [BCF 3]. 

5.2 The Partners shall collaborate in relation to commissioning Services for 
BCF 1 and BCF 5  and therefore the Health-Related Functions and the 
NHS Functions of the Partners shall not be delegated in respect of 
Services BCF 1 and BCF 5. 
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5.3 Additional services may be brought within the scope of this Agreement 
during the Term by agreement in writing between the Partners, subject 
to the Partners obtaining such consents and approvals as may be 
required in accordance with: 

5.3.1 the CCG’s constitution, standing orders and/or standing financial 
instructions; or 

5.3.2 the Council’s constitution standing orders and/or standing 
financial instructions. 

 

6 POLICY BACKGROUND   

6.1 The Partners have considered the Government’s published policy guidance 
encouraging partnership working and service integration through the Better 
Care Fund 

6.2  National Context 
 

6.2.1 Nationally the emphasis is to make care available, where safe to 
do so, outside hospital, closer to people’s homes and tailored to 
the needs of the individual. This is supported in policy through 
the Government launch of the £3.8 billion Better Care Fund in 
December 2013, which aims to bring together health and social 
care funding and ensure everyone can access a properly joined 
services, and the Care Act 2014 which a significant reform in 
care and support with the aim of putting people and their carers 
in control of their care and support.    

 
6.2.3  The £3.8bn Better Care Fund (formerly the Integration 

Transformation Fund) was announced by the Government in the 
June 2013 spending round, to ensure a transformation in 
integrated health and social care. The Fund provides an 
opportunity to transform local services so that people are 
provided with better integrated care and support. Every local 
area submitted a plan in April 2014 and these plans clearly 
demonstrated a commitment to ensuring more people received 
joined-up, personalised care closer to home. 

 
6.2.4 Unplanned admissions are the biggest driver of cost in the 

health service that the BCF can affect. As such BCF plans  need 
to clearly demonstrate how they will reduce total emergency 
admissions, as a clear indicator of the effectiveness of local 
health and care services in working better together to support 
people’s health and independence in the community. 

 
6.4.5 Protection of social care also remains a top priority and a vital 

requirement on the BCF, both in securing better outcomes for 
local populations as well as reducing the demand on hospital 
services. 
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6.2.6 NHS England has issued a number of guides and supporting 
information to assist with the development of local Better Care 
Funds such as the technical guidance issued in July 2014. 

 
 
6.2.7 NHS England published the Five Year Forward View in 2014.  

This document sets out a clear direction for the NHS and 
articulates why change is needed and the importance of working 
in partnership with local authorities, local communities and 
employers to improve the quality of care that people receive 
when they need it. 

 
 
7 PURPOSE  

7.1 The purpose of the agreement if fundamentally to implement the Better Care 
Fund Plan via the seven schemes as set out in the agreement.  

7.2 The design principles for the Schemes align with those in the Sunderland 
Joint Health and Wellbeing Strategy; By which we mean a city where 
everyone is as healthy as they can be, people live longer, enjoy a good 
standard of wellbeing and we see a reduction in health inequalities. 

7.2.1 Joint Working – shaping and managing cost effective interventions 
through integrated services  

7.2.2 Working together - to make best use of our strengths and assets so 
that we can provide flexible and tailored services that respond to local 
conditions and focus on what matters to residents to achieve more for 
our communities.’ 

7.3 The Sunderland vision for integration identifies 5 priority elements within the 
Integration Programme:  

7.4 An overall integrated operating model 

7.5 Locality integrated teams across health and social care 

7.6 Development of integrated commissioning processes 

7.7 Development of shared intelligence processes 

7.8 Development of enhanced user focus                

7.9 Within Sunderland, a significant amount of work has been progressed to 
create the conditions for integration and alignment of resources at various 
spatial levels across the city. There is a strong track record of aligning 
resources towards certain targeted client groups, key outcomes and also at 
an area or neighbourhood level to better meet local needs (both formally and 
informally) and developing local responsive services. 

7.10 At the heart of this programme is a commissioning approach which is 
focused on defined locality populations, rather than driven by a specific 
service.  The populations will be the five Localities within Sunderland.  The 
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locality footprint is based on the five groupings of GP Practices across the 
city, with a population of circa 50,000 in each locality.  These localities are 
deliberately co-terminus with the Council area regeneration and committee 
structures that have been in place for some time. 

7.11 The LA and CCG intend, through commissioning to create multi-disciplinary 
teams that include all staff who provide core community services in 
Sunderland e.g. all community nurses whatever profession or current 
specialist team; all GP Practice Nurses and Practice Teams; all community 
therapists and midwives, all social care teams and all community psychiatric 
staff. 

7.12 The LA and CCG vision, set out in the Health & Wellbeing Strategy, is that 
these teams will be responsible for jointly planning, co-ordinating and 
delivering care to their Locality population.  These teams will be best able to 
identify and respond to individual needs and in so doing identify and resolve 
the current barriers that prevent a joined up response to the individuals within 
a Locality.  They will also be supported to ensure they use their combined 
core and specialist skills to meet the needs of individuals and achieve better 
health and wellbeing outcomes than are currently being achieved. 

7.13 The Better Care Fund is seen as a significant enabler to achieve the overall 
vision for health and social care in the City alongside other elements of the 
Health and Well Being Strategy. 

7.14 The Partners agree and acknowledge that the Agreement meets the 
objectives as set out in the Health and Well Being Strategy  by virtue of but 
not limited only to the following provisions: - 

7.14.1 Services are commissioned to be co-ordinated around individuals and 
targeted to meet specific needs;  

7.14.2 Outcomes are improved for individuals; 

7.14.3 Improvements in the care experienced by individual, their families and 
carer; 

7.14.4 Independence is optimised, by providing the right support in a timely 
manner, focusing on a reablement approach; 

7.14.5 People have high quality, tailored support which focuses on people 
staying out of hospital. 

7.14.6 People’s  care is co-ordinated and managed, with the GP at the heart 
of organising the care, avoiding unnecessary admissions to hospital 
and care homes – enabling people to regain skills and independence 
after episodes of ill health and/or injuries 

7.15 The Partners agree to 

7.15.1 Promote the integration of NHS health related functions and the 
Council’s health related functions 

7.15.2 Deliver the Better Care Fund schemes. 
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7.15.3 Promote and facilitate the involvement of service users and carers in 
the Local HealthWatch and local involvement networks 

7.16 The Partners specifically agree and acknowledge that this Agreement will 
lead to an improvement in joint commissioning of health and social care and 
will also lead to an improvement in the way in in which local NHS  services 
are delivered s and the Council’s health-related functions are exercised.  

7.17 The Partners are dedicated and committed to co-operating with one another 
under the Agreement in order to secure and advance the health and welfare 
of Service Users by securing the availability and continuous improvement of 
the Services. In order to achieve this, it has been agreed that this Partnership 
will focus upon: 

7.17.1 A Pooled Budget to the value of  £152m 

7.17.2 And such other actions or matters that are incidental to the 
achievement of the above mentioned two matters (6.1 & 6.2). 

8 STAFF, GOODS, SERVICES, OR ACCOMMODATION 

8.1 Both partners will provide appropriate support for commissioning 
arrangements in relation to staff, goods, services, or accommodation as 
appropriate.  

9 POOLED BUDGET 

9.1 In order to maximise the efficiency and effectiveness of the Partnership the 
Partners have agreed to enter into this Agreement and to appoint the Council 
as “Lead Partner” to act as the Partner responsible for holding the Pooled 
Budget.  

9.2 The Pooled Budget shall only be used for the provision, or 
commissioning of the Services as is intended by this Agreement. 

 
9.3 The Partners agree that the Pooled Budget shall be a memorandum 

account and funds will be sub divided into a number of Scheme Pools 
that will be individually commissioned, hosted and managed by a 
Partner – here after defined as a Scheme Host. 

 
The Partners agree that the budgets allocated to the Better Care Fund 
for Services at the start of the year will be the amount required to cover 
the expected costs of those services for that year taking into account 
inflation, other known or expected pressures and cost reduction plans 
agreed by both Partners.  Any in-year pressures resulting directly from 
decisions taken by either Partner will be funded by that Partner.  Any 
accounting errors in calculating committed spend for the budgets 
allocated at the start of the year will be corrected and funded by the 
appropriate Partner. 

 
9.4 The Partners shall appoint Scheme Pool Managers.  The Partners will 

ensure the allocation of appropriate funding to each of the Scheme 
Pools as per the agreed schedule of services and values to enable the 
commissioning of the Services in an effective and efficient manner. 
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9.5 The seven Schemes are: 

9.5.1 Community Locality Integrated Working and Recovery at Home 
Services [BCF 1]; 

9.5.2 Care Packages [BCF2]; 

9.5.3 Supporting Carers [BCF 3]; 

9.5.4 Learning Disabilities [BCF 4]; 

9.5.5 Community Mental Health [BCF 5]; and 

9.5.6 Loan Equipment [BCF 6]; 

9.5.7 Disabled Facilities Grant [BCF 7]. 

For further detailed financial information in relation to the funding linked to 
each Scheme please see the schedule of services and values in Appendix 4. 

9.6 The Financial Contributions for the first year of the Term, by the Partners in 
connection with this Agreement shall be as follows:- 

FINANCIAL CONTRIBUTIONS 

 Sunderland Clinical Commissioning Group £93,640,918 

 The Council of Sunderland £58,575,290 

  
9.7 The Partners shall make cash transfers in respect of lead commissioning 

arrangements only on a monthly basis.  Contributions are to be paid to the 
Lead Commissioning Partner by the first week of each month, and shall be 
1/12 of the annual contribution. 

9.8 The Partners agree that the Pooled Budget is calculable as the initial Pooled 
Budget of the Term recommended by the Integration Board plus any agreed 
in-year changes recommended by the Integration Board. 

9.9 Nothing in this Agreement shall detract from the principle that NHS 
services are free at the point of delivery and may not be charged for.  

 
9.10 The Partners acknowledge the need for clarity and agreement on the 

arrangements that shall be made to charge Service Users of the 
Services where appropriate. 

 
9.11 The Council shall be at liberty to levy (and shall be responsible for 

levying) charges for such elements of the Services for which legislation 
requires or permits it to charge.  Risk and Benefit in connection with 
fees and charges raised by the Council in respect of the Services 
subject always to clause 9.9 above will rest with the Council.   
 

9.12 Where the distinction might be blurred between charged for and non-
charged for Services in Services Users’ minds, whether through the 
operation of assessment arrangements or arrangements for the 
delivery of jointly commissioned Services under this Agreement, then 
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the Lead Partner will be responsible for identifying the Partner levying 
the charges and the nature of the Services charged for making it clear 
to Service Users in respect of which element of the Services a charge 
is being levied (and the other Partner shall provide such assistance as 
may be reasonably required). 

 
10 LEAD PARTNER AND SCHEME HOSTS 

10.1 The Partners agree that Sunderland Council will be the Lead Partner for the 
Pooled Budget.  

10.2 The Partners will appoint the Pooled Budget Manager. 

10.3 The financial governance arrangements for the Pooled Budget are set out in 
Appendix 1 Part 2.  

10.4 The designated Scheme Host for each of the Scheme Pools are:  

10.4.1 For BCF 2 (Care Packages):      

 Scheme Host: Council 

10.4.2 For BCF 3 (Supporting Carers):      

Scheme Host: CCG     

10.4.3 For BCF 4 (Learning Disabilities):                  

Scheme Host: Council     

10.4.4 For BCF 6 (Community Equipment Service): 

Scheme Host: Council 

10.4.5 For BCF 7 (Disabled Facilities Grant): 

Scheme Host: Council      

10.4.6 In relation to BCF 1 (Community Locality Integrated Working and 
Recovery at Home Services) and BCF 5 (Community Mental Health) 
there shall be no designated Scheme Host rather only a Scheme 
Manager which the Partners agree shall be a CCG manager. The 
Partners shall collaborate in relation to commissioning these Services 
for which they have responsibility (aligned commissioning) being led 
by the Scheme Manager. 

10.5 The Lead Partner will hold overall accountability for implementing Partnership 
decisions receiving, distributing, being accountable for and coordinating any 
monies received in connection with the Better Care Fund Pooled Budget. 

10.6 Subject to the terms of this Agreement the Lead Partner will oversee the 
Pooled Budget. Scheme Hosts may enter into contracts on behalf of the 
Partnership and will set up such accounting and other arrangements as are 
required to ensure the efficient implementation of the Partnership decisions.   
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10.7 The Lead Partner will act in accordance with any instructions of the 
Partnership save where such instructions or delegations are contrary to the 
law, inconsistent with principles of probity or sound financial practice or may 
incur expenditure in excess of the Pooled Budget. The Partnership shall not 
make any decision, which would require the Lead Partner to exceed the 
Pooled Budget in order to implement that decision.  The Lead Partner shall 
not do anything which is inconsistent with any reasonable decision of the 
Partnership or which will obstruct the implementation of such decision.  Any 
decision to incur expenditure which could generate any ongoing liability 
which cannot be defrayed directly from the Pooled Budget is subject to 
unanimous agreement by all the Partners. 

10.8 The Council, as the Lead Partner, shall have the responsibilities and duties 
set out in this Clause 10 and where appropriate and subject to 
recommendation by the Integration Board and agreement from the other 
Partner, may apply in accordance with this Agreement such reasonable 
charges to the Pooled Budget as are appropriate for services it provides in 
consequences of its duties and responsibilities. 

10.9 The Lead Partner will put in place effective risk management systems 
including appropriate internal control and an audit function. 

10.10 The Lead Partner will be responsible for operating the financial systems 
relating to the Partnership in accordance with Appendix 1 Part 2, and shall be 
responsible for ensuring to the reasonable satisfaction of both Partners that 
the financial systems are adequate and effective and that the Partnership has 
a sound system of internal control which facilitates the effective exercise of 
the Partnership functions and which includes arrangements for the 
management of risk. 

10.11 To ensure compliance with its responsibilities, the Lead Partner will ensure 
provision of internal audit services.  In addition to any services to be provided 
under the service level agreement, where the Partners Chief Financial Officer 
/ Director of Finance or any other auditor employed or engaged by either 
Partner reasonably requires, an additional audit or audits in respect of any 
function or activity of the Partnership may be carried out. The cost of this will 
be charged to the Partnership Budget.  The Partnership will act upon advice 
in respect of improvements to the internal controls, both financial and non-
financial envisaged by this Clause. 

10.12  Lead Partner will arrange insurance cover (or appropriate self-funding 
arrangements) in respect of its liabilities under this Agreement.  The Lead 
Partner is not responsible for arranging insurance in respect of the 
Partnership.  The Partners are responsible for ensuring that they have 
insurance or appropriate self-funding arrangements in place in respect of 
their liabilities.  Any Partner may require another Partner to provide evidence 
that insurance cover or appropriate self-funding arrangements are in place 

10.13 Where a Partner has agreed to enter into a contract to deliver a service that 
Partner shall: 

10.13.1  provide a notification to the Lead Partner, which shall specify the 
service to be delivered; 
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10.13.2 accept full responsibility for the implementation of the Services; 

10.13.3 ensure that the project complies with any financial and output 
targets and requirements set;  

10.13.4 provide the Lead Partner and its agents or auditors with access at 
any reasonable time to all records and information, which it requires 
in order to discharge its responsibilities effectively 

10.13.5 indemnify all of the other Partners in respect of any losses, claims, 
demands, expenses and costs arising out of its actions or defaults 
in connection with the performance of its obligations.  

10.14 Where the Lead Partner agrees to provide any service for the Partnership, it 
shall: 

10.14.1 enter into a service level agreement, which shall specify the service 
to be delivered; 

10.14.2 accept full responsibility for the implementation of the Services; 

10.14.3 ensure that the project complies with any financial and output 
targets and requirements set by any funding body 

10.15 Neither Partner is required to do anything in furtherance of the partnership 
arrangements that would mean that it was at risk of breaching the terms of 
any of the service contracts that it may be required to enter into. 

11 OVERSPENDS AND UNDERSPENDS 

11.1 Each Scheme Host (and / or Scheme Manager) shall use all reasonable 
endeavours to arrange for the discharge of the Council Health-Related 
Functions and the NHS Functions within the BCF and Financial 
Contributions available in each financial year. 

11.2 Each Scheme Host (and / or Scheme Manager) shall endeavour to 
manage any in-year overspends within its commissioning arrangements 
for the Services which it is the designated Scheme Host for.  

11.3 Each Scheme Host (and / or Scheme Manager) shall make the other 
Partner aware of any potential overspend as soon as the Scheme Host 
becomes aware of this possibility.  The Scheme Host shall highlight 
reasons for the overspend, both current and projected, and make 
recommendations for action to bring the spend within the BCF and 
Financial Contributions. 

11.4 If, at the end of the financial year or on termination or expiry of this 
Agreement, it becomes apparent that there has been an overspend of 
either Partner’s Financial Contribution for the Pooled Budget the 
Partners shall: 

11.5 apply any available underspend of the funds in the Pooled Budget to the 
overspend and; 
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11.6 fund any remaining residual overspend proportionately to their 
respective Financial Contributions to that Scheme. 

11.7 In exceptional circumstances the Integration Board can agree or propose 
to over-ride the clauses above and agree to share any overspends on a 
different basis between partners subject to ensuring any decisions are in 
line with both organisations scheme of delegation.  Examples of 
exceptional circumstance include but are not limited to; 

i.  An overspend in a scheme that has led to a material financial 
benefit to the other partners non pooled budgets, 

ii.  An overspend that is the direct consequence of an action or 
inaction by one party, 

iii. An agreed cost and or activity reduction scheme or initiative was 
not achieved. 

 
11.8 In the event the Integration Board cannot agree then the issue will be 

passed to the Sunderland Health and Wellbeing Board for resolution 

11.9 Each Scheme Host shall make the other Partner aware of any potential 
underspend in relation to its Financial Contributions, prior to the end of 
the relevant financial year.  The Scheme Host shall highlight reasons 
for the underspend and identify any part of that underspend which is 
already contractually committed.   

11.10 The benefit of any underspend of the funds in the Pooled Budget at the 
end of the Financial Year or on termination or expiry of this Agreement 
(whichever is appropriate) shall: 

11.10.1 If the Partners agree, be applied to the relevant elements of 
the Services, as the Integration Board shall determine; 

11.10.2 If the Partners agree, be deducted proportionately from the 
Scheme Host’s Financial Contributions to the relevant 
Scheme Pool for the following financial year; or 

11.10.3 If the Partners cannot agree, be returned to the Partners in 
proportion to their Financial Contribution to the relevant 
Scheme Pool for the financial year.  

12 PROVISION OF SUPPORT SERVICES TO THE PARTNERSHIP 

12.1 The Lead Partner will provide support services to the Partnership to enable it 
to fulfil its role.  The Scheme Hosts shall also provide similar support services 
to allow Scheme Managers to discharge their functions.  Such support 
services will include but are not limited to the following:  

12.1.1 Financial Management – supports financial responsibility across the 
organisation and works in partnership with Service Managers and Pool 
Managers to secure the best use of resources. 

12.1.2 Accounts Payable – supports the preparation and despatch of 
payments to creditors and reimbursement of accounts. 
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12.1.3 Internal Audit Services – in carrying out its work any auditor of the 
Council, whether internal or external, shall be permitted to access to 
any and all documentation, including right of access to non-financial 
information, whether manually or electronically held, which he is legally 
entitled relating to the provision of the services in the possession, 
custody, or control of the Partnership.  For the avoidance of doubt this 
right will include the power, at all reasonable times, to interview staff, 
have access to take copies of any and all documentation, have access 
to and take copies of any computer data held and have access to 
buildings. This right of access shall extend to organisations with whom 
the Partners have contracted to provide services in respect of the 
Better Care Fund. This right should be expressly stated in the 
contracts agreed between the partners and the contracted service. 

12.1.2 Legal and Administrative Support Services – to receive legal services 
from Legal Services and Corporate Procurement Services; to provide 
administration support for the effective operation of the Management 
Board. 

12.1.3 Human Resources – to support the recruitment and personnel 
services of, staff employed directly or indirectly (if any) for the 
purposes of the Partnership. 

12.1.4 Insurance – the Council’s Insurance Section can give general advice 
to the Partnership on insurance matters.  In the absence of the 
Partnership arranging its own insurance cover, it would be the 
responsibility of the individual Partners to make their own insurance 
arrangements. 

12.1.5 Risk Management –to provide advice and guidance to the Partnership 
to enable it to implement appropriate risk management arrangements. 

12.1.6 Building Maintenance – all matters relating to building maintenance 
are contained with the Service Charter - For The Provision of 
Surveying Services (Land and Property January 2006).  Copy held 
with Senior Building Surveyor. 

12.1.7 Property Services – all property matters will be dealt with on behalf of 
the Council in accordance with the Service Charter For The Provision 
Of Surveying Services (Land and Property January 2006) and for the 
CCG by NHS Property Services Ltd.   

12.1.8 ICT – The Council’s ICT Services Department and the CCG IT 
Department or subcontractor will provide support for the systems 
used by Partners. 

12.1.9 The Council’s Integrated Commissioning Team and CCG 
Commissioning Tea, will provide appropriate commissioning support to 
facilitate reform and re-modelling of health and social care pathways 
covered by this agreement. 

12.2 The Partners are responsible for paying any of the costs they incur in 
connection with the support services of the Partnership, except where 
otherwise agreed but the Partners shall accept the need to make provision 
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for the costs of supporting the Pooled Budget in considering the setting of the 
Pooled Budget, for any year of the term of the Agreement. 

12.3 The Partners may agree that any costs of the support services set out at 
Clause 11 and arising from this Agreement and not met by the Partners 
existing arrangements for providing their own individual support services 
functions will be met from within the total amount of the Pooled Budget. 

12.4 The Partners are responsible for paying any of the costs they incur in 
connection with the administration of the Partnership, except where 
otherwise agreed but the Partners shall accept the need to make 
provision for the costs of supporting the Pooled Budget in considering 
the setting of the Budget, for any year of the term of the Agreement. 

 

13 NATURE AND GOVERNANCE OF THE PARTNERSHIP 

13.1 The Partners agree that this Partnership does not create a legal Partnership, 
but constitutes an obligation for the Partners to work together under the 
terms of this Agreement and that nothing contained in this Agreement, and 
no action taken by the Partners pursuant to this Agreement, will be deemed 
to constitute a relationship between the Partners of partnership, joint venture, 
principal and agent or employer and employee. No Partner has, nor may it 
represent that it has, any authority to act or make any commitments on any 
other Partner’s behalf save where expressly provided otherwise in this 
agreement. 

13.2 The Partners shall procure such Services and enter into such contracts with 
providers (“Service Contracts”) on behalf of the Partners in respect of the 
Services for which they have been designated as Scheme Host or Scheme 
Manager, as applicable (“ Contracting Partner”). All responsibilities, 
obligations and liabilities relating to or arising under the Service Contracts 
shall be the responsibility of and shall be discharged by the Contracting 
Partner. Not withstanding the foregoing, the Partners acknowledge that a 
non-contracting Partner shall have the right as the joint beneficiary of the 
Services to enforce any rights of the Contracting Partner under each Service 
Contract and a provision to this effect shall be included in each Service 
Contract.” 

13.3 The Partners agree that the arrangement will be managed in accordance with 
Appendix 1.  

13.4 The Partners agree that unless otherwise expressly agreed in writing, none 
of the Partners can act as the agent of any of the other Partners. 

13.5 The Partners agree that they shall at all times co-operate with one another 
for the purposes of monitoring this Agreement.  

13.6 The Partners agree that each Partner shall co-operate with all reasonable 
requests from the other Partner to access records relevant to: - 

13.6.1 the monitoring of the Agreement; and 
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13.6.2 the investigation of a formal complaint in accordance with the 
respective Partners approved procedures for the same.  

13.7 The Partners recognise that the each organisation has a fiduciary 
responsibility to tax payers. The proper discharge of this duty requires that 
each organisation, (and in particular officers from their respective internal 
audit sections), may from time to time require access upon reasonable 
request to staff, and financial information and documentation in the custody, 
control, or possession of the other partner in order to establish or confirm 
proper functioning and operation of the joint arrangements. 

13.8 The Partners further recognise that any fiduciary responsibility extends to any 
services commissioned jointly and requires that any agreement made 
pursuant to funding by this Agreement incorporate the right of the internal 
auditors to have reasonable access to the staff and financial information of 
the provider from whom services are so commissioned.  

13.9 The Partners, (including their internal and external auditors), shall have 
a right of access to all relevant accounting records relating to the 
Pooled Budget. 
 

14 SERVICE PROVISION 

14.1 The Partners agree that they will work together under the Agreement to plan, 
commission, provide, monitor and review the Services  .  

14.2 The Better Care Fund Implementation the plan for Sunderland will be 
reviewed and revised in accordance with lessons learned through the 
operation of the Service and approved by the Integration Board. 

14.3 The Services shall be procured in accordance with the procurement 
processes policies and governance arrangements of the Partner 
commissioning the Services. 

15 AIMS 

15.1  The Aim of the Partnership is focussed on ensuring people who require health 
and social care services will experience: 

15.1.1 An integrated approach to assessing their individual needs – focused 
on their holistic needs not condition or context specific 

15.1.2 Care planning that is based on a single care plan which is owned by 
the individual and used by health and social care practitioners who are 
involved in their care, to ensure people only have to tell their story 
once. 

15.1.3 A co-ordination of their care and support, seven days a week, 
regardless of where their care and support is being delivered.  

16 OBJECTIVES 

16.1 The Partners agree the following objectives; 
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16.2 People will be supported to better manage their health and social care needs, 
reducing the reliance on costly acute services, including avoidable 
admissions to hospital.  If people do require a stay in hospital then they are 
helped to regain their independence and are appropriately discharged as 
soon as they are ready to leave, with continuity of care before, during and 
after the admission. 

16.3 The Partners will continue to invest in empowering local people through 
effective care navigation, peer support, mentoring and self-management 
programmes to maximise their independence and wellbeing; and we will help 
identify and combat social isolation, as a major influence on overall health 
and wellbeing.  

16.4 The Partners aim to support individuals in crisis and help them to remain at 
home, through a rapid response and reablement approach.  This will build on 
the investment Partners have made into community resources across health 
and social care to work with individuals who have lost their independence 
through illness or accident and support them to build confidence, regain skills 
and, with appropriate information and support, to self-manage their health 
conditions and medication.  

16.5 Integration of health and social care services will include mental health 
services.  There has been significant work by local NHS mental health 
services to integrate pathways of care for people using services.  It is 
expected that where appropriate, mental health resources will be linked into 
the community integrated locality teams, especially in relation to supporting 
people with dementia symptoms and avoiding the need for admissions to 
residential care. 

16.6 The Partners will work with local communities to develop Community 
Connectors who will support the prevention and self- care agenda supported 
by a strategic approach to managing behaviour and demand. 

16.7 To ensure the system we are working within, enables and not hinders, 
integrated care, the CCG and Local Authority will be commissioning jointly 
focussing on improving outcomes for individuals by working together to 
identify those at greatest risk; 

16.7.1 Developing joint plans for supporting individuals. 

16.7.2 Working with individuals and their carers to deliver the plans 

16.7.3 Building capacity in the community to provide early and effective 
support 

16.7.4 Focusing on shared goals and outcomes 

17 PRIORITIES 

17.1 The priorities of the Partnership will be to offer people a full range of care 
services in the community, the aims of which are documented within the 
Better Care Fund application and are summarised below:- 

17.1.1 To support people to live independently; 
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17.1.2 Help people recover from episodes of ill health (physical or mental 
health) or following injury 

17.1.3 Reduce unnecessary admissions to hospital and subsequent 
readmissions within 30 days of discharge; 

17.1.4 Reduce admissions to care homes; 

17.1.5 People will be empowered to direct their care and support, and to 
receive the care they need in their homes or local community; 

17.1.6 Develop systems that will enable not hinder provision of integrated 
care; 

18 KEY TARGETS AND PERFORMANCE INDICATORS: PERFORMANCE 
MONITORING ARRNAGEMENTS  

 
18.1 The Parties shall adhere to the Performance Management Framework set out 

at Appendix 3.  The Integration  Board will monitor the performance of each 
Partner in respect of its role as a Scheme Host under this Agreement in 
accordance with the Performance Management Framework. 

18.2 Scheme Hosts will share with the Integration Board the results of any audit, 
evaluation, inspection, investigation or research in relation to the 
commissioning or provision of the Services relating to their designated 
Scheme(s). Scheme Hosts will also within [10] days of a request from the 
Integration Board send to the other Partner the results of any audit, 
evaluation, inspection, investigation or research in relation to the 
commissioning or provision of the Services relating to their designated 
Scheme(s) 

18.3 A number of key performance measures are included in Appendix 3– 
Performance Indicators, which will form part of the basis for monitoring. 
Appendix 3 also includes an indication of the mechanisms by which this 
information will be collected. 

18.4 The main key performance indicator is the quarterly reduction of non-elective 
admissions to acute care.  Non-delivery of this target will lead to a 
corresponding charge to the BCF to the maximum of the value agreed in the 
BCF application and specified within the Performance Indicators Appendix. 

 
18.5 Where there is evidence that the performance by a Scheme Host, under this 

Agreement materially fails to meet the requirements of  this Agreement in one 
or more of the ways set out below, the Implementation Board may issue a 
notice to the Scheme Host describing the performance deficiency and 
requiring the rectification of the deficiency (a “Remediation Notice”): 

18.5.1 where the Scheme Host fails to commission the Services in 
accordance with this Agreement; and/or 
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18.5.2 where the Scheme Host fails to achieve, or procure the achievement 
by a service provider, of any of the service levels set out in Appendix 3   
and/or 

18.5.3 where a report of the Integration Board concludes that the integration 
of the Prescribed Functions has failed to lead to an improvement in the 
way the Prescribed Functions are exercised; and/or 

18.5.4 failure to manage the Pooled Budget in accordance with the 
requirements of this Agreement; and/or 

18.5.5 a negative audit finding in respect of a Scheme Host; and/or 

18.5.6 failure by a Scheme Host to implement the agreed recommendations 
of an audit report. 

18.6 Where a Remediation Notice is issued in accordance with clause 18.5 above 
the Integration Board and the relevant Scheme Host shall discuss and agree 
a remedial action plan to be implemented by the Scheme Host. 

18.7 If the relevant Scheme Host fails to implement the remedial action plan in 
accordance with the timescales set out therein and/or fails to implement the 
remedial action plan to the satisfaction of Implementation Board acting 
reasonably, such failure shall be deemed an irremediable breach of the 
Agreement for the purposes of clause 30 (Termination). 

 
19 ELIGIBILITY 

19.1 The eligibility criteria for Service Users to access the Services is set out for 
each Scheme of the BCF Plan at Appendix 6. 

19.2 Service Users shall be assessed for eligibility to access the Services in 
accordance with national eligibility criteria for Health and Social Care.  The 
eligibility criteria set out for each Scheme in the BCF Plan at Appendix 6. 

19.3 Each Scheme Host shall ensure that only eligible Service Users access the 
Services provided under their designated Scheme. 

19.4 If Services are provided to a Service User who was not eligible for the 
Services, or a Service User continues to receive Services after becoming 
ineligible, the Scheme Host shall take immediate steps to ensure that the 
Services are withdrawn as soon as is practicable from that Service User in 
accordance with any requirements at Law or in accordance with the care plan 
that may have been agreed in relation to a Service User and the value of the 
Services provided to the Service User (and for the avoidance of doubt, in 
respect of a formerly eligible Service User who subsequently becomes 
ineligible, the value of the Services provided to that Service User from the 
point at which that Service User becomes ineligible) shall be treated as an 
overspend on the Pooled Budget in accordance with clause 11 (Overspends 
and Underspends). 

20 ANNUAL REVIEW 
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20.1 The Partners shall review commissioning intentions for the Services in 
accordance with national guidance AND at least [4] weeks before the start of 
each Financial Year [save for the first Financial Year]. The review shall include 
a review of: 

20.1.1 the agreed aims and outcomes for the Services; 

20.1.2 any changes or development required for the Services; 

20.1.3 how changes in funding or resources may impact the Services; and 

20.1.4 the estimated contributions due from each Partner for each element of 
the Services and the designation of those contributions to the Pooled 
Fund. 

20.2 Any variation required as a result of the review that increases or reduces the 
number or level of Services or Schemes in the scope of the Agreement shall 
require the Partner to consider any necessary corresponding adjustments to 
the Partners’ respective Financial Contributions. 

20.3 If the Partners cannot agree any corresponding adjustments to the Partners’ 
respective Financial Contributions, the matter shall be dealt with in accordance 
with clause 34 (Dispute Resolution Procedure). 

21 RETENTION OF RECORDS 

21.1 The Partners recognise that as a consequence of entering into this Agreement 
they will be required to manage and retain records which may include but are 
not limited to financial, accounting and personal records.  The Partners agree 
that in retaining any records they shall comply with the Data Protection Act 
1998  

21.2 In respect of personal information the Partners agree: 

21.2.1 That it shall be adequate, relevant and not excessive for the purpose 
or purposes for which it is held. 

21.2.2 That it will be accurate and where necessary kept up to date.  

21.2.3 They will not retain it for longer than is necessary for its purpose or 
purposes. 

21.2.4 That normally personal information should not be held for longer than 
seven, (7), years after the subject’s last contact with either Partner 
subject any specific exceptions or requirement of statute or regulation 
set out below.   

21.3 The Partners further agree that: 

21.3.1 Records relating to service users within Registered Residential Homes 
will be retained for at least three, (3) years after the date of the last 
entry. 

21.3.2 Records relating to service users within Registered Nursing Homes 
will be retained for not less than one, (1), year after the date the 
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individual ceases to be a patient in the home subject where applicable 
to the provisions of the Mental Health Act 1983 requiring records to be 
kept for five, (5) years after the date the service users ceases to be a 
patient in the home. 

21.3.3 Records relating to a foster parent or other person and any entry 
relating to him in a register to be retained for at least ten, (10) years 
from the date on which his approval is terminated or until his death, if 
earlier. 

21.3.4 Case records relating to children who have been placed will be 
retained until 75th anniversary of the child’s birth or for fifteen, (15), 
years after death if the child dies before age eighteen, (18). 

21.3.5 Where legal action, which has been started, and the records are 
required to be retained because the information contained in them is 
relevant to the action the records may be kept for longer than seven, 
(7), years both only so long as they are required. 

21.3.6 The records may be kept for longer than seven, (7), years if they are 
archived for historical purposes. 

21.3.7 The records may be kept for longer than seven, (7), years if they 
consist of a sample of records maintained for the purpose of 
retrospective comparison. 

21.3.8 The records may be kept for longer than seven, (7), years if they 
involve the transfer of significant information, within subject 
identification, on to aggregated files. 

21.3.9 The records may be kept for longer than seven, (7), years if they relate 
to individuals and providers of services who have, or whose staff have 
been judged unsatisfactory. 

21.3.10 The records may be kept for longer than seven, (7), years if they are 
held in order to provide, for the subject, aspects of his/her personal 
history. 

21.3.11 In respect of financial, accounting and other records not comprising 
personal information and required for the effective monitoring of the 
Agreement and the use of the Pooled Fund the Partners agree that 
they will retain such records for a period of not less than seven, (7), 
years from the date they were published. 

22 DATA PROTECTION AND CALDICOTT GUIDELINES 

22.1 The Partners, the Integration Board  and the Better Care Fund Working 
Group shall comply with the provisions of the Data Protection Act 1998, the 
Freedom of Information Act 2000 and in accordance with principles set out in 
“The Caldicott Committee: Report on the review of patient-identifiable 
information - December 1997”. 

22.2 The Partners, the Integration Board and the Better Care Fund Working Group 
shall ensure that personal information is shared only where and in the 
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manner required by law. Such information will only be shared with those 
individuals or agencies legitimately requiring access to it and only in such 
cases where the sharing of the information can be reasonably justified.  

22.3 Where any personal information (as defined by the Data Protection Act 1998) 
is disclosed in accordance with this Clause the Partner (providing the 
service) shall ensure that the level of information shared is the minimum 
necessary for the particular purpose.  

22.4 All disclosures of personal information must be undertaken with the consent 
of the person concerned or be otherwise in accordance with law.  

22.5 The Partners, the Integration Board and the Better Care Fund 
Implementation Group will ensure that Service Users are aware of the 
individuals or agencies to which their personal information may be disclosed 
unless there are legitimate reasons for not doing this and that any Service 
User’s consent to such disclosure required by law is obtained prior to such 
disclosure. 

22.6 Before any information is shared the Partners, The Partners, the Integration 
Board  and the Better Care Fund Implementation  Group must satisfy 
themselves that the individual or agency to whom the information is to be 
shared have in place appropriate systems to safeguard the confidentiality 
and security of such information and that such information will be lawfully 
processed. The Partner (providing the service) should only be satisfied of this 
fact if the systems comply with the provisions of the Data Protection Act 1998 
and in accordance with principles set out in “The Caldicott Committee: Report 
on the review of patient-identifiable information - December 1997”.  The 
Partners will ensure that, if required by law, a written agreement is put in 
place with the individual or agency to whom the information is to be shared. 

23 INDEMNITY 

23.1 Each Partner shall indemnify the other in respect of any action, cost or claim 
relating to personal injury, or damage to, or loss of property which arises as a 
direct consequence of a default or action of that Partner pursuant to their 
obligations under the Agreement, or from the negligent act, or negligent 
omission of that Partner.  

23.2 The liabilities of any Partner and any indemnities arising under this 
Agreement do not extend to indirect or consequential loss or damages 
including (without limitation) loss of profits, loss of contracts or goodwill and 
the like. 

24 FORCE MAJEURE 

24.1 The Partners shall not be deemed to be in breach of this Agreement or 
otherwise liable to the other Partner in any manner whatsoever for any failure 
or delay in performing its obligations under this Agreement due to Force 
Majeure.  If any Partner is affected by Force Majeure it shall promptly notify 
the other Partners of the nature and extent of the circumstances in question. 

25 CONFLICT OF INTEREST 



 

 31 

25.1 Each Partner will ensure their respective Conflict of Interest policies are 
adhered to and that the policies take account of the joint commissioning 
arrangements laid out in this agreement 

26 VARIATIONS  

26.1 The signatories to this Agreement may jointly agree to vary this Agreement at 
any time during the term of this Agreement. Such variation shall be recorded 
in writing and signed, with the variation being attached to this Agreement. 

26.2 When considering any variation to the Agreement the following principles 
shall be adhered to where reasonably practicable: - 

26.2.1 variations should be discussed at the Integration Board   

26.2.2 the Integration Board  shall make a written recommendation to 
Cabinet and CCG Governing Body regarding the proposed variation;  

26.3 The CCG Chief Operating Officer and the Local Authority Chief Executive 
may agree emergency variations verbally in consultation with the 
representatives of the Non-Funding Partners where such consultation is 
practicable and any variations must be confirmed in writing within a 
reasonable period of time not exceeding 10 working days after the variation, 
by agreement of all the Partners. 

26.4 Where a variation has been suggested, but the CCG and the Council do not 
agree it, then this can be referred for dispute resolution in accordance with 
Clause 31. 

 

27 TERMINATION 

27.1 The Partnership may be terminated upon a minimum  three months written 
notice from one Partner to the other where: - 

27.2 Either partner has agreed at either the Cabinet of the Council of the 
Governing Body of the CCG to terminate the agreement, or  

27.3 The Partners have agreed at the strategic review meeting referred to in 
Clause 18 that the Partnership should be terminated; and 

27.4 The Partners have agreed in good faith a detailed exit strategy that 
addresses adequately all the consequences of termination. The exit strategy 
shall:- 

27.4.1 be agreed by the Partners within such a period to ensure that at least 
three months is allowed for implementation of the exit strategy before 
the determination of this Agreement or earlier termination under this 
Clause. In the event that the exit strategy is not agreed then the 
agreement will be extended by monthly intervals to allow a minimum 
of three months implementation as described above; 

27.4.2 include an express commitment from the Partners to adequately fund 
the cost of termination in such proportion as they may agree but in 



 

 32 

default of such agreement in proportion to the contributions made to 
the Pooled Budget in the financial year preceding termination.  

27.4.3 adequately address all issues relating to:- 

27.4.4 The relationship with service contractors; 

27.4.5 Personnel issues; 

27.4.6 The financial impact of termination; 

27.4.7 Any other relevant issues; 

27.4.8 The ownership and accounting for any assets arising from capital 
expenditure, to enable their disaggregation; 

27.4.9 Ensuring that the minimum of disruption is caused to Service Users. 

27.4.10 Liabilities. 

27.5 Any Partner may terminate this Agreement on not less than 3 months written 
notice to the others in the event that there is any change in law or guidance, 
which precludes the further operation of the Partnership. In which case the 
exit strategy described above shall be implemented with the minimum period 
of 2 months being substituted in place of 6 months.  

27.6 Any Partner may withdraw from this Agreement forthwith by written notice 
served by that Partner in the event that the arrangements made under this 
Agreement place the Partner in breach of its statutory obligations.  

27.7 In the event that any Partner reasonably considers there is a risk that a 
Partner may be so placed in breach of their statutory obligations and any 
remedial action has not been taken within a reasonable time of the notice of 
the same having been given to the other (having regard to the severity of the 
breach) it may terminate this Agreement on not less than one month’s written 
notice. 

27.8 Each Partner is required to have a Better Care Fund with a minimum level of 
funding contribution.  The default expectation is that upon termination of this 
agreement it will be immediately replaced and followed by a “minimum” level 
funded Better Care Fund Agreement for the remainder of the financial year.  
The partners may agree that rather than terminating this agreement it is 
instead amended with three months’ notice to become a “minimum” funded 
Better Care Fund Agreement. 

28 PREVENTION OF BRIBERY 

28.1 Each Partner:  

28.1.1 shall not, and shall procure that any of its Representatives shall not, in 
connection with this Agreement commit a Prohibited Act; 

28.1.2 warrants, represents and undertakes to the other Partner that it is not 
aware of any financial or other advantage being given to any person 
working for or engaged by it, or that an agreement has been reached 
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to that effect, in connection with the execution of this Agreement, 
excluding any arrangement of which full details have been disclosed in 
writing to it before execution of this Agreement. 

28.2 Each Partner shall: 

28.2.1 if requested by the other Partner, provide the other Partner with any 
reasonable assistance, that the other Partner may reasonably request, 
to enable the other Partner to perform any activity required by any 
relevant government or agency in any relevant jurisdiction for the 
purpose of compliance with the Bribery Act; 

28.2.2 within 20 Working Days of the Commencement Date, and annually 
thereafter, certify to each other in writing compliance with this clause 
28 by the relevant Partner  and its Representatives and all persons 
associated with it or other persons who are supplying goods or 
services in connection with this Agreement.  

28.3 Each Scheme Host shall include provisions in any future service contracts 
requiring compliance by service providers with the requirements of the 
Bribery Act. 

28.4 If any breach of this clause 28 is suspected or known, each Partner must 
notify the other Partner immediately. 

28.5 If one Partner notifies the other Partner that it suspects or knows that there 
may be a breach of this clause 40, the Partner will respond promptly to any 
enquiries, co-operate with any investigation, and allow the other Partner to 
audit books, records and any other relevant documentation.  

28.6 Either Partner may terminate this Agreement by written notice with immediate 
effect if the other Partner or its Representatives (in all cases whether or not 
acting with the Partner’s knowledge) breaches clause 28.1. In determining 
whether to exercise the right of termination under this clause 28.4, each 
Partner shall give all due consideration, where appropriate, to action other 
than termination of this Agreement unless the Prohibited Act is committed by 
a senior officer of one the Partners or by an employee, sub-contractor or 
supplier not acting independently of the relevant Partner. 

29 NOTICES 

29.1 Any demand, notice or communication may be given by hand or sent by first 
class pre-paid post, cable or facsimile transmission and shall be deemed to 
have been duly served if delivered by hand, when left at the proper address 
for service; if given or made by prepaid first class post, 48 hours after being 
posted (excluding Saturdays, Sundays and public holidays); if given or made 
by cable or facsimile transmission, at the time of transmission, provided that 
a confirming copy is sent by first class pre-paid post to the other Partners 
within 24 hours after transmission. 

29.2 Provided that, where in the case of delivery by hand or transmission by cable 
or facsimile, such delivery or transmission occurs either after 4.00 p.m. on a 
Business Day, or on a day other than a Business Day, service shall be 
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deemed to occur at 9.00 a.m. on the next following Business Day (such times 
being local time at the address of the recipient). 

29.3 Any demand, notice or communication shall be made in writing or facsimile 
addressed to the recipient at its registered office or its address stated in this 
Agreement (or such other address, telex or facsimile number as may be 
notified in writing from time to time). 

30 STATUTORY COMPLIANCE  

30.1 The Partners shall comply with all relevant legislation relating to the 
Partnership, including, (but without limitation), the Human Rights Act 1998. 
For the avoidance of doubt, the Partners acknowledge that as the Services 
comprise functions of a public nature the Partners and the service 
contractors constitute public authorities within the meaning of the Human 
Rights Act 1998. 

30.2 The Partners shall comply with all requirements of:- 

30.2.1 the Health and Safety at Work etc. Act 1974 and other Acts, 
Regulations, Codes of Practice or Orders pertaining to health and 
safety; and 

30.2.2 Sex Discrimination Act 1975, Race Relations Act 1976 and Disability 
Discrimination Act 1995, Equality Act 2010, Mental Capacity Act 2008 
(each as subsequently amended) and any Codes of Practice issued 
by the Commission for Racial Equality, Equal Opportunities 
Commission, Disability Rights Commission or Department of Health. 

30.2.3 All other statutory provisions relating to the matters covered by this 
Agreement. 

31 CONTRACTS (RIGHTS OF THIRD PARTIES) ACT 

31.1 The Partners do not intend that any of the terms of this Agreement will be 
enforceable by virtue of the Contracts (Rights of Third Parties) Act 1999 by 
any person not a party to it. 

32 CONFIDENTIALITY 

32.1 Each Partner will keep confidential the terms of this Agreement; and any and 
all Confidential Information that it may acquire in relation to any other 
Partner.  Neither Partner will use the other Partner’s Confidential Information 
for any purpose other than to perform its obligations under this Agreement.  
Each Partner will ensure that its officers and employees comply with the 
provisions of this Clause 29. 

32.2 The obligations on a Partner set out in Clause 29.1 will not apply to any 
information which: 

32.2.1 Is publicly available or becomes publicly available through no act or 
omission of that Partner; or 

32.2.2 A Partner is required to disclose by order of a court of competent 
jurisdiction. 
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33 FREEDOM OF INFORMATION 

33.1 The Partners all recognise that they may each be subject to legal duties 
which may require the release of information under FOIA 2000 or the 
Environmental Information Regulations 2004 or any other applicable 
legislation or codes governing access to information and that they may be 
under an obligation to provide information on request.  Such information may 
include matters relating to, arising out of or under this Agreement in any way. 

33.2 Notwithstanding anything in this Agreement to the contrary including, but 
without limitation, the general obligation of confidentiality imposed on the 
Partners pursuant to Clause 29 in the event that any Partner receives a 
request for information under the FOIA 2000 or any other applicable 
legislation governing access to information, that Partner shall be entitled to 
disclose all information and documentation (in whatever form) as necessary 
to respond to that request in accordance with the FOIA 2000 or other 
applicable legislation governing access to information, save that in relation to 
any such information that is Exempted Information, that Partner shall use 
reasonable endeavours to consult the other Partners as soon as reasonably 
practicable and shall not: 

33.2.1 Confirm or deny that the information in question is held by any 
Partner; or 

33.2.2 Disclose the information requested, 

 To the extent that in the other Partner’s opinion (having taken into account 
the views of the Partners) that exemption is or may be applicable in 
accordance with the relevant section of the FOIA 2000 in the circumstances. 

33.3 In the event that any Partner incurs any costs, including but not limited to 
external legal costs, in seeking to maintain the withholding of the information, 
including but not limited to responding to information notices or lodging 
appeals against a decision of the Information Commissioner in relation to 
disclosure, that Partner shall indemnify the other Partners. 

33.4 In the event neither Partner shall not liable to the other Partner for any loss, 
damage, harm or other detriment however caused arising from the disclosure 
of any Exempted Information or other information relating to this Agreement 
under FOIA 2000 or other applicable legislation governing access to 
information. 

33.5 The Partners will assist each other to comply with their obligations under 
FOIA 2000 or other applicable legislation governing access to information.  In 
the event that any Partner receives a request for information under the FOIA 
2000 or any other applicable legislation governing access to information, and 
requires any other Partner’s assistance in obtaining the information that is the 
subject of such request or otherwise, the other Partner will respond to any 
such request for assistance from the requesting Partner at its own cost and 
promptly and in any event within 10 days of receiving the Partner’s request. 

34 DISPUTE RESOLUTION PROCEDURE 
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34.1 At the first instance the Partners will use reasonable endeavours and act in 
good faith to resolve any disputes or claims that may arise in connection with 
this Agreement through the relevant Partners negotiating, represented by 
individuals at a senior level within the respective organisations. 

34.2 If the negotiations referred to in Clause 34.1 should fail to resolve the dispute 
within 28 days the relevant Partners will consider attempting to resolve the 
dispute through the use of alternative dispute resolution techniques.  If taking 
this route the Partners will seek assistance from the Centre for Dispute 
Resolution of London (CEDR) (or such other similar organisation as may be 
agreed) as to the suitable methods and personnel with which to conduct the 
proceedings. 

34.3 In the event that any dispute is not resolved within 28 days of referral through 
the use of alternative dispute resolution as referred to in Clause 34.1 above 
or any Partner does not wish to use the alternative dispute resolution 
techniques then any Partner may seek legal redress through the exclusive 
jurisdiction of the English Courts.  No Partner shall be prevented, by the 
inclusion of this Clause, from applying at any time to the English Courts for 
such interim or conservatory measures (including but not limited to injunctive 
relief or measures relating to the preservation of property) as may be 
considered appropriate. 

35 WAIVER 

35.1 The waiver by any Partner of any default by any Partner in the performance 
of any obligation of such other Partner under this Agreement shall not affect 
such first Partner’s rights in respect of any such default or of any subsequent 
default of the same or of a different kind, nor shall any delay or omission of 
any Partner to exercise any right arising from any default affect or prejudice 
that Partner’s rights as to the same or any future default. 

36 ASSIGNMENT  

36.1 The Partners will not be entitled to assign the benefit or delegate the burden 
of this Agreement without the prior written consent of the other Partners. 

37 SEVERANCE 

37.1 If any Clause, condition or part of this Agreement is found by any court, 
tribunal, administrative body or authority of competent jurisdiction to be 
illegal, invalid or unenforceable then that provision will, to the extent required, 
be severed from this Agreement and will be ineffective without, as far as is 
possible, modifying any other provision or part of the Agreement and this will 
not affect any other provisions of this Agreement which will remain in full 
force and effect. 

38 COMMENTS, COMPLAINTS AND REPRESENTATIONS 

38.1 The Partners will agree a joint approach to the management of comments, 
complaints and representations that reflects their respective statutory 
requirements.  
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38.2 If a complaint is made to any Partner by a third party relating to the Services, 
the local government ombudsman, or health authority ombudsman may have 
the power to investigate such complaint. 

38.3 The Council and the CCG will co-operate with any investigation undertaken 
by the respective Ombudsmen, including providing access to records of any 
sort and to officers as required for the purposes of interview.  

38.4 Should a Partner be found guilty of mal-administration, or injustice by either 
Ombudsman in respect of a matter arising through the act, or default of the 
other Partner, it will indemnify the other Partner in respect of the costs arising 
from such mal-administration, or injustice. 

39 TAXATION 

39.1 Each of the Partners agrees to bear its own liability for any tax chargeable in 
respect of its activities under this Agreement. 

40 TUPE 

40.1 All persons providing the service pursuant to this Agreement shall be 
employed pursuant to a contract of employment or service with the 
agreed Partner and will unless otherwise specially agreed with another 
Partner shall be considered to be employees of the agreed Partner. 

 
40.2 It is conceivable that a relevant transfer under TUPE could apply to some 

employees of the Partners who are engaged for a significant part of their time 
on Partnership business.  The Partners acknowledge the possible application 
of TUPE and, where relevant, agree to take all necessary steps to ensure the 
transfer of any such employees if required by TUPE. 

40.3 The CCG has not identified to the Council any employee whose employment 
will transfer to the Council under the Transfer of Undertakings (Protection of 
Employment) Regulations 2006 (TUPE) as a result of this Agreement. 

40.4 In the event that any person claims at any time that they anticipate that they 
will transfer or have transferred between Partners under TUPE as a result of 
this Agreement (the Claimant) whether such a claim is successful or not, the 
Party by whom the Claimant was employed immediately prior to the 
commencement of the Agreement (the Transferor) will indemnify the Council 
in full against all actions, proceedings, costs, claims, demands, awards, fines, 
orders, expenses and liabilities (including legal and other professional fees 
and expenses) (liabilities) arising directly or indirectly from any act, fault or 
omission of the Transferor during the period the Claimant was in the 
employment of the Transferor or incurred in connection with the transfer of 
the Claimant’s employment to the Council under the TUPE Regulations or as 
appropriate, in connection with a claim that such a transfer should have taken 
place.   

40.5 If a Claimant transfers to the Council as a result of this Agreement then to the 
extent that the salary, national insurance contributions, pension contributions 
and any other costs associated with the employment of the Claimant by the 
Council for any period after the date of this Agreement cannot be met from 
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the Partnership Budget the Partners will share the costs in the same 
proportions as the Financial Contributions of the Partners bear to each other. 

41 COMPLETE AGREEMENT 

41.1 This Agreement (including all schedules and appendices) constitutes the 
entire contractual relationship between the Partners in relation thereto and 
there are no representations, promises, terms, conditions or obligations 
between the Partners other than those contained or expressly referred to 
herein. 

42 APPLICABLE LAW 

42.1 This Agreement shall be governed by and construed in accordance with the 
laws of England and each of the Partners submits to the exclusive jurisdiction 
of the English Courts. 

ATTESTATION: 

AGREED by the Partners through their authorised signatories on the 
date set out at the head of this Agreement. 

 
 

Signed on behalf of The Council  
of the City of Sunderland by 

) 
) 
) 

 

Name )  

Position ) Chief Executive 

Dated )  

 
 
 

  

Signed on behalf of Sunderland 
Clinical Commissioning Group by 

) 
) 
) 

 

Name )  

Position ) Chief Officer 

Dated )  
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Appendix 1 

Overview of Governance Arrangements 
 
Part 1 sets out the governance arrangements insofar as they relate to the 
management of the s75; 
 
Part 2 sets out the financial arrangements 

 
PART 1 - Governance Arrangements; 
 

1. Introduction 
 
1.1. Governance arrangements for the BCF are likely to evolve in response 

to developments within the health and social care landscape and 
governance arrangements will be reviewed within the first six months 
following implementation. 
 

1.2. Governance will be based on the following structure diagram 

NHS Sunderland CCG

Governing Body Cabinet

Partner Organisations Sunderland City Council

Health and 
Wellbeing Board

Health and Socialcare 
Integration Board

BCF Implementation
Group

 
 
 
 

2. Health and Wellbeing Board (H&WB) 
 
2.1. The H&WB has been constituted to comply with the requirements of 

the Health and Social Care Act 2012.  The statutory functions of the 
H&WB contained within the Act are as follows 
 

b. To prepare Joint Strategic Needs Assessments and Joint Health 
and Wellbeing Strategies, which is a duty of local authorities and 
clinical commissioning groups (CCGs) 
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c. A duty to encourage integrated working between health and 
social care commissioners, including providing advice, 
assistance or other support to encourage arrangements under 
section 75 of the National Health Service Act 2006 (i.e. lead 
commissioning, pooled budgets and / or integrated provision). 

d. A power to encourage closer working relationships between the 
[H&WB] and commissioners of health related services 
 

e. A power to encourage closer working relationships between 
commissioners of health related services (such as housing and 
other local government services) and commissioners of health 
and social care services 

 
2.2. The H&WB has agreed the terms of terms of reference for the Health 

& Social Services Integration Board which are shown below.    
 

3. Health and Social Care Integration Board (Integration Board) Terms 
of Reference 

 
 

 

 

Health and Social Services Integration Board 

Terms of Reference 

Introduction 

The Sunderland Health and Wellbeing Board agreed at its meeting of 14th January 
2014 to establish a Health and Social Care Integration Programme Board to oversee 
on its behalf the delivery of health and social care integration. 

Since then the Health and Well Being Board has signed off the Sunderland Better 
Care Fund Plan, which outlines the steps for development of health and social care 
integration using a pooled budget approach advocated nationally.  For Sunderland, 
the scale of this pooled budget will be c£150 – £160m in 2015/16. 

To ensure adequate corporate accountability of this fund by the two statutory 
accountable organisations – Sunderland City Council and NHS Sunderland CCG – a 
revised Health and Social Services Integration Board is proposed, building on the 
current Programme Board agreed in January 2014. 

Purpose 

The Health and Social Care Integration Board will oversee the development and 
delivery of plans for the integration of health and social care in Sunderland. 

This includes: 

 Overseeing the development and delivery of specific health and social care 
pooled funding arrangements including the Better Care Fund. 
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 Overseeing the development and delivery of overall health and social care 
integration in Sunderland. 

 Ensuring the robust discharge of statutory responsibilities and accountabilities 
for pooled funding. 
 

Governance 

The board will report into the Health and Wellbeing Board via those members who 
are also members of that board.  It will also report in to the two statutory bodies – 
Sunderland City Council and NHS Sunderland CCG via the respective members of 
the Board. 

 

 

 

NHS Sunderland CCG

Governing Body Cabinet

Partner Organisations Sunderland City Council

Health and 
Wellbeing Board

Health and Socialcare 
Integration Board

BCF Implementation
Group

 

Membership 

Membership of the group will build upon the Health and Social Care Integration 
Programme Board and its initial membership with the addition of senior members of 
Sunderland City Council and NHS Sunderland CCG to facilitate joint working and 
accountability at cabinet and Governing Body level. 

Membership is outlined below. 

Role Sunderland City 
Council 

NHS 
Sunderland 
CCG 
(Governing 
Body) 

Health and 
Wellbeing 
Board 

GP Chair / executive GP   

Vice chair of HWBB   

Chief Officer   

Assistant CEO    

Director of People’s Services   

Chief Finance Officer    
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Treasurer    

Director of Commissioning, 
Planning and Reform 

   

Chief Operating Officer 
(People’s Directorate) 

   

Lay Member    

Director of Public Heath   

Policy Lead for Health    

 

The board will also incorporate relevant and necessary subgroups, e.g. senior 
finance colleagues to deal with technical financial issues, or clinicians to provide a 
clinical viewpoint. 

The group will elect a chair / have a rotating chair between council and CCG 
members. 

Roles and Responsibilities 

To fulfil its purpose the Programme Board will: 

 Delegate and sponsor activities and work programmes within the HSCI 

Project Team / Executive 

 Receive reports from that group. 

 Act as a conduit to the Sunderland Transformation Board, which is an 
advisory board to the CCG Executive Committee. 

 Receive regular reports from sub groups. 

 Provide regular reports to the Sunderland Health and Wellbeing Board, 
Sunderland City Council and NHS Sunderland CCG. 
 

Quorum 

The board will be quorate if a minimum of five members are present, at least two of 
which must be from Sunderland City Council and NHS Sunderland CCG each. 

Decision Making 

The board will strive to ensure that any decisions are made by consensus.  Should 
this not be possible a vote will be taken with the chairman having the casting vote. 

Any major decisions will need to be taken to the Health and Wellbeing Board and the 
two statutory organisations. 

Frequency of Meetings 

The programme board will meet routinely on a monthly basis.  Other ad-hoc meeting 
will be arranged as and when required. 

Review 

These terms of reference will be reviewed regularly and initially six months after 
agreement. 

END 
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Part 2 – Financial Arrangements; 
 

1. Financial Governance 
 
1.1. The following financial governance arrangements will apply: 

 
1.1.1. The Services shall be procured in accordance with the 

procurement processes polices and governance arrangements of 
the designated Scheme Host. 
 

1.1.2. The Partners will work within the scheme of delegation and the 
accountability arrangements of the designated Scheme Host. 

 
1.1.3.  Decisions made by members of the Integration Board may need 

to be approved by the Council and the CCG, as the case may be, 
if they exceed the delegated authority of those representing the 
CCG or the Council. 

 
1.1.4. Partners shall not make any decision, which would require the 

partnership to exceed the total pooled budget budgeted funds in 
order to implement that decision.  Partners shall not do anything 
which is inconsistent with any reasonable decision of the 
Partnership or which will obstruct the implementation of such 
decision.  Any decision to incur expenditure which could generate 
any ongoing liability which cannot be defrayed directly from the 
Pooled Budget is subject to unanimous agreement by all the 
Partners. 

 
2. Financial Governance Arrangements 

 
2.1. The overall responsibility for oversight of the operational and financial 

delivery associated with the BCF will be withthe Council the CCG.  For 
the purposes of the agreement the Integration Board will operate as 
the management board of the S75 agreement. 
 

2.2. The Cabinet of the Council the CCG Governing Body will approve the 
annual BCF financial plan and the respective organisations 
contributions. The Integration Board will approve and operational / 
delivery plans for the schemes set out within the agreement. 

 
2.3. The Partners agree to that responsibility for delivery of the BCF 

objectives shall rest with the Integration Board. The Integration Board 
will be responsible for overseeing the performance of the delivery of 
the BCF and will be responsible for reporting performance and delivery 
to the H&WB, the Council and to the CCG. 

 
3. The Pooled Budget Manager and Scheme Managers 

 
3.1. The Council will be the Lead Partner for the Pooled Budget. 

 
3.2. The Partners will appoint  the Pooled Budget Manager. 
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3.3. For each BCF Scheme Partners shall appoint a Scheme Manager who 
shall be responsible for the delivery of the program objectives within 
the resources allocated by the Implementation Group and for the 
management of the relevant Scheme Pool. 

 
3.4. The Partners, shall apply all  relevant parts of their Constitution, 

Standing Orders, Financial Procedure Rules, Codes of Conduct and 
other relevant regulations to the management of the Pooled Budget 
and the Scheme Pools; 

 
3.5. The Partners will provide financial, administrative and other relevant 

support to enable effective and efficient management of the Pooled 
Budget and the Scheme Pools; 

 
3.6. The Pooled Budget Manager will be responsible for the production of 

the Pooled Budget  accounts and to create and maintain a clearly 
identifiable accounting structure to ensure effective monitoring and 
reporting of the Partnership; 

 
3.7. The Pooled Budget Manager will introduce effective external audit 

arrangements which take account of guidance from the Audit 
Commission and Section 75 Partnership Arrangements published by 
the Department of Health; 

 
3.8. The Pooled Budget Manager will ensure the production of a Year-End 

Report account showing income received, expenditure and any 
balance remaining in the Pooled Budget, such report to be provided to 
the Partners for inclusion in their statutory accounts, in accordance 
with timetables of Partners; 

 
3.9. The Lead Partner will arrange for the audit of the accounts of the 

Pooled Budget arrangements and shall require the Audit Commission 
to make arrangements to certify an annual return of those accounts 
under section 28(1)(d) of the Audit Commission Act 1998. 

 
3.10. Partners will have regard to HM Revenue and Customs requirements 

regarding VAT aspects of the Partnership; 
  

3.11. The Partners will include in their annual reports an account of the 
Partnership Arrangements in relation to activities and achievements, 
financial position and performance . The Pooled Budget Manager will 
ensure such an account is available in good time for each Partners 
annual report. 

 
3.12. The Lead Partner will lead and coordinate the provision of Income and 

Expenditure monitoring and forecasting  and other financial 
management and relevant performance information which jointly 
approved by both Partners as a true and fair view prior to 
dissemination as follows: 

 
i. Information to the Scheme Managers – Monthly. 
ii. Information to the Implementation Group - Monthly 
iii. Information  to the Integration Board – Monthly 
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iv. .Information to the Council Cabinet, CCG Governing Body 
and the Health & Well Being Board – Quarterly 
 

3.13. The Pooled Budget Manager shall undertake reasonable endeavours 
to ensure that: 
 

i. The Scheme Managers discharge their responsibilities 
effectively; 

ii. Adequate arrangements are made to discharge the 
responsibilities of the Scheme Managers during any 
periods of absence, which may include but are not limited 
to sickness, maternity/paternity leave, and staff vacancy.  

 
b. The Implementation Group shall recommend those items of 

expenditure, which are or are not properly chargeable to the 
Pooled Budget. Unresolved disputes will be escalated to the 
Integration Board for resolution and if not resolved within 28 
days, the Partners shall refer to the Dispute Resolution 
Procedure set out a clause 37.   

 
Performance Reporting and Non-financial reporting 

 
3.14 The Lead Partner will lead and coordinate the provision of the   

reporting of relevant performance indicators and progress against plans 
and expected outcomes within the schemes which will be jointly approved 
by both Partners as a true and fair view prior to dissemination as follows: 

 
i. Information to the Scheme Managers – Monthly. 
ii. Information to the Implementation Group - Monthly 
iii. Information  to the Integration Board – Monthly 
iv. .Information to the Council Cabinet, CCG Governing Body 

and the Health & Well Being Board – Quarterly 
 

4 The Scheme of Delegation  
 

4.1 The following responsibilities describe the delegated limits that will be 
set for the administration of the BCF: 
 

v. The delegated limits will be in line with each Partner’s 
existing scheme of delegation and will not exceed these 
limits. 

 
vi. The Integration Board will be required to approve new 

commitments and virements of budget up to a maximum 
of £1 million that sit within the total pooled budget 
amount. How 

 
vii. The BCF Implementation Group will be able to approve 

new commitments and virements of budget up to a 
maximum of £200,000 
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viii. Scheme Managers will be able to approve new 
commitments in line with the employing organisations 
scheme of delegation up to a maximum of £104,000 

 
ix. Commitments and virements beyond £1 million can be 

proposed by the Integration Board but will need to be 
approved by respective partners in line with each 
organisations scheme of delegation. For example at 
Executive Committee or Governing Body depending on 
value for the CCG or Cabinet for the Council. 

 
x. An overview of the Scheme of Delegation is attached in 

Diagram 1 below 
 

4.2 Integration Board voting members will be required to gain assurances 
from their respective organisations to confirm they can approve such 
expenditure and that decisions are made and ratified in accordance with 
each partner’s scheme of delegation before being approved by the 
Integration Board. 

  
4.3 Every effort should be made by members of the Integration Board to 

ensure that all relevant stakeholders have been consulted with before an 
investment decision is made. 

 
4.4 For the CCG the Governing Body will be required to approve any 

investment, new expenditure or virements over £5 million from or to the 
BCF and the Executive Committee will be required to approve any 
amounts between £1 million and £5 million. All funding decisions will 
need a clear and agreed funding source.  
 

a. For the Council the Cabinet will be required to approve new 
expenditure or virements over £1 million from or to the BCF. All 
funding decisions will need a clear and agreed funding source 

 
 
5 Managing Financial Performance 

 
5.1 The designated Scheme Managers shall be responsible to the Pooled 

Budget Manager for the delivery of the program objectives agreed by the 
Integration Board within the resources allocated by the Implementation 
Group. 

 
 

5.2 The following section describes how the financial position of the BCF will 
be managed in line with the delegated responsibilities. 

 
5.2.1 The BCF and the Schemes are expected to operate within the 

financial resources that have been allocated to them. 
 

5.2.2 Regular monthly reports on financial performance including year 
to date variances and forecast variances will be provided by the 
Lead Partner to the Integration Board, the Implementation Group 
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and to Scheme Managers in a timely manner and no later than 
15 calendar days of month end. 

 
5.2.3 Regular quarterly reports on financial performance including year 

to date variances and forecast variances will be provided by the 
Pool Budget Manager to the H&WB, the Cabinet of the Council 
and the CCG Governing Body in a timely manner and no later 
than 60 calendar days of quarter end. 

 
5.2.4 Partners will have  provide transparency of any and all 

transactions attributed to the BCF and the individual pools to the 
Integration Board, the Implementation Group, the statutory 
partners and the Scheme Managers on request and will respond 
with any information requests within 14 calendar days 

  
5.2.5 Scheme Managers will be accountable and held responsible for 

ensuring that their pool expenditure remains within the budget 
provision.  However, they do not have delegated authority to 
commit expenditure above that allocated to them by their 
respective scheme of delegation.  In addition decisions over 
£200,000 will need to be agreed by Integration Board.  Decisions 
over £1 million will need Integration Board approval and 
approval from respective partners in line with their scheme of 
delegation. 

 
5.2.6 The Integration Board and Pool Budget Manager will need to 

consider the full year effect of the commitments that they are 
making to ensure that the allocated budgets are not exceeded in 
future years. 

 
5.2.7 The Pool Manager will be responsible for the budgets that have 

a number of pre-commitments. It will be essential that the 
managers gain assurance on any pre-commitments and to work 
with colleagues to ensure that the BCF resources are used 
effectively and efficiently. 

 
5.2.8 Scheme Managers will need to ensure that all of the 

commitments are supported by formalised contractual 
arrangements where appropriate. These arrangements will 
include clear service specifications, financial commitments, 
contractual activity and key performance indicators (KPIs). 

 
5.2.9 All future commitments will need to be supported by a service 

specification and a contract with clear financial values, activity 
targets and KPIs where appropriate. 

 
5.2.10 Resources will be held as a pooled budget within a number of 

scheme pools. The Integration Board will be responsible for 
approving virements between pools and any re-investment of 
any slippage on the BCF resources must be approved by the 
Integration Board. 
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5.2.11 Each Partner will be responsible for its own un-identified cost 
reduction targets. 

 
5.2.12 Charges to the BCF relating to the non-elective targeted 

reductions as specified in the Performance Indicators Appendix 
that cannot be covered by an underspend elsewhere in the pool 
will be the shared responsibility of each Partner. 
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Appendix 2 
 

Overview of Agreed Principles & General Rules 
  
 
Section 75 Appendix 2 
Sunderland BCF Principles & General Rules Summary 
 
These are the over-arching principles and general rules that were agreed by 
the BCF Implementation Group.  They have been used as a guide to assist 
the creation of the formalS75 Agreement.  They are included for information 
and reference only. 
 
Principles 
 

 Openness & Transparency 

 Partnership Working 

 Fairness 

 Joint Control & Decision Making (essential re IFRS11) 
 
Rules 

Category Rule Rationale / Notes 

BCF Management One BCF split into seven main 
schemes (LD, Carers etc.) 

Split the BCF into distinct sub-
pools called schemes to enable 
clear & effective management 
of resources. 

Signed 
Agreements 

One overarching agreement 
with 7 distinct main schemes 
within the agreement. Plus 2 
others for unallocated cost 
reductions and performance 
penalties. 

Clarity – The Better Care Fund 
will have a formal agreement 
being clear of purpose & what 
is & what isn’t included in the 
Fund. The Fund will be split 
into a number of mini pools that 
will be led by one of other of 
the Partners 

Management 
Arrangements of 
the  Pool 

The overall Pooled Budget will 
be managed by Sunderland 
City Council on a 
memorandum basis. Funds 
will be attributed to Schemes 
with allocated funds for 
commissioning of services. 
Each scheme will be managed 
by one or other Partner and by 
a Scheme Manager as 
appointed by the Partners  

Sharing of responsibilities & 
aligning of commissioning 
experience & expertise  

Delegated 
Authority (DA) 

DA limits:  
 
Over £1m – CCG & LA 
respective Executive 
Committee / Cabinet sign off.  
Up to £1m –  Integration 
Board  
Up to £200k – BCF 
Implementation Group & 
directors of host organisations 
of pools.  
£25k-£104k - Head of Service 
/ Service Manager of host 
organisation for pool.  
 
 

Need to be clear what level of 
delegated authority the Pool 
Manager, the Integration Board 
& sub-committees will have.   
 
 
 
 
Needs to fit with or amend DA 
of each organisation. E.g. 
currently for CCG decisions 
over £1m & less than £5m 
need Exec Committee 
approval.  
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Reporting  Monthly finance & 
performance reports by 
individual Scheme (& overall 
position) to go to the Better 
Care Fund Implementation 
Group including financial risk 
register.  To be produced by 
the LA. 
 
Regular Reporting to 
Integration Board & HW&B 
Board 
 
Financial Planning / Budget 
Setting Paper to be completed 
for Integration Board on an 
Annual Basis in Feb / March 
for following financial year.  
 
Agree to ensure Partners 
assist each other to enable 
completion of required 
information within national 
timetables for reporting in 
Annual Report & Annual 
Accounts of respective 
organisations.  

To enable joint control & 
informed decision making. 

Contributions  Contributions to the Pooled 
Budget to be based on 
expected outturn to reflect a 
balanced budget at the start of 
the financial year.  
 
Only identified and agreed 
cost improvement / reduction 
savings plans to be applied to 
budgets.  
 
Pressures that arise to be 
highlighted in monthly finance 
& performance reports for 
agreement on how to resolve 
at Implementation Group in 
first instance and then onto 
Integration Board if 
unresolved.  
 
Contributions to fund to be 
agreed annually prior to start 
of financial year but can be 
adjusted for in-year agreed 
virements. 
 

Openness & Fairness 

Pre-existing 
Liabilities / Assets  

No transfer of existing 
liabilities or debtors prior to 
BCF implementation on 1 April 
2015. 

Fairness - All known & 
unknown debtors & liabilities 
prior to commencement of fund 
should remain the 
responsibility of the relevant 
organisation. E.g. no bills prior 
to the fund to be paid by the 
fund. 

Over / 
underspends  

Pooled Budget to be managed 
as a whole. 

Fairness / partnership working / 
risk sharing. 
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Overspends on one Scheme 
to be off-set by underspends 
on another 
 
Any remaining overspend to 
be the responsibility of the 
Partners based on contribution 
levels to each Scheme.  Same 
rule for any net underspend. 
 
Integration Board can vary this 
rule in exceptional 
circumstances (subject to 
Scheme of Delegation 
 
 
If either organisation 
contributed budget less than 
expected outturn / agreed 
contract levels into any given 
pool at beginning of financial 
year any overspend up to the 
value of the financial gap in 
funding will be responsibility of 
that organisation within the 
pool/pools the situation 
relates.  
  

Cost Reductions Both partners to agree to cost 
reductions and cost recovery 
plans before being 
implemented. 
 
Unachieved Partner Cost 
Reduction Plans to remain the 
responsibility of the originating 
Partner  
 

Openness & Transparency.  
Joint Control – will need to be 
clear who can agree what per 
delegated authority limits. 

Investments Both partners to agree to 
investments before being 
implemented.  
 

Both partners to agree to 
investments before being 
implemented 

Dispute 
Resolution 
Process 

To have a clear process but 
allow time to resolve issues.  
 

Fairness 

Due Diligence  Due Diligence process to be 
completed in line with required 
information list & undertaken 
for Directors of Finance to 
allow sign off by each 
organisation relevant 
governing body. 
 
Directors of Finance to sign off 
as True & Fair View. 
 
Integrated Medium Term 
Financial Plan to be 
developed in partnership for 
2014/15 & 2015/16 for 
additional assurance to each 
organisations relevant 

Openness & Transparency. 
Good Governance 
 
CCG Governing Body would 
expect CCG to have a process 
that allows the documentation 
& understanding of all financial 
implications risks of the 
proposed BCF funding 
agreements. 
 
Example DD scope  
 
In-scope budget & spend 13/14 
 
YTD & forecast spend for 
14/15 & 15/16 
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governing body.   
Schedule of Income contracts 
& SLAs (values & term) 
 
Schedule of expenditure 
contracts / SLAs (value & term)  
 
Each Partner to identify and 
share Top 3 financial risks & 
mitigations 
 

Audit  The Better Care Fund will be 
audited on an annual basis as 
part of each hosts annual 
external audit as well as 
internal audit reviews from 
either partner. 
 

To be able to demonstrate 
good governance in place. 
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Appendix 3 

 
Performance Indicators 

Sunderland Red triangles indicate comments

Planned deterioration on baseline (or validity issue)

Planned improvement on baseline of less than 3.5%

Planned improvement on baseline of 3.5% or more

Non - Elective admissions (general and acute)

Quarterly 

rate
      2,916       2,864       2,873       2,901       2,891       2,838       2,848       2,875       2,864 

Numerato

r
      8,046       7,901       7,927       8,004       7,982       7,838       7,864       7,940       7,918 

Denomin

ator
  275,914   275,914   275,914   275,914   276,133   276,133   276,133   276,133   276,431 

-254

-0.8%

£378,460 £1,490 National average cost of non-elective admission1. 

The figures above are mapped from the following CCG operational plans. If any CCG plans are updated then the white cells can be revised:

Q4 

(Jan 14 - 

Mar 14)

Q1

(Apr 14 - 

Jun 14)

Q2

(Jul 14 - 

Sep 14)

Q3

(Oct 14 - 

Dec 14)

Q4 

(Jan 14 - 

Mar 14)

Q1

(Apr 14 - 

Jun 14)

Q2

(Jul 14 - 

Sep 14)

Q3

(Oct 14 - 

Dec 14)

8,470      8,721      8,570      8,727      0.6% 0.6% 55           57           56           57           1

6,989      6,827      6,189      6,465      1.1% 0.8% 79           77           70           73           2

7,207      7,118      7,098      7,226      2.3% 2.0% 168         166         166         169         3

4,181      4,246      4,006      4,031      0.4% 0.2% 18           18           17           17           4

7,849      7,703      7,740      7,810      98.4% 96.3% 7,727      7,583      7,620      7,689      5

6

7

8

9

10

11

12

13

14

15

16

17

18

19

20

21

100% 8,046      7,901      7,927      8,004      Total

  Q4

(Jan 16 - 

Mar 16)

Rationale 

for 

red/ambe

r ratings

Total non-elective admissions 

in to hospital (general & 

acute), all-age, per 100,000 

population 

P4P annual change in 

admissions

NHS Sunderland CCG

P4P annual change in 

admissions (%)

P4P annual saving

Contributing CCGs

CCG  baseline activity (14-15 figures are CCG 

plans)

% CCG 

registered 

populatio

n that has 

resident 

populatio

Contributing CCG activity

NHS Durham Dales, Easington and Sedgefield CCG

NHS Gateshead CCG

NHS North Durham CCG

NHS South Tyneside CCG

% 

Sunderlan

d resident 

populatio

n that is in 

CCG 

Please complete the five white cells in the Non-Elective admissions table. Other white 

cells can be completed/revised as appropriate.

Metric

Baseline (14-15 figures are CCG plans) Pay for performance period
  Q4

(Jan 14 - 

Mar 14)

  Q1

(Apr 14 - 

Jun 14)

  Q2

(Jul 14 - 

Sep 14)

  Q3

(Oct 14 - 

Dec 14)

  Q4

(Jan 15 - 

Mar 15)

  Q1

(Apr 15 - 

Jun 15)

  Q2

(Jul 15 - 

Sep 15)

  Q3

(Oct 15 - 

Dec 15)
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Sunderland Red triangles indicate comments

Planned deterioration on baseline (or validity issue)

Planned improvement on baseline

Residential admissions

Annual 

rate
       982.4        906.4        827.9 

Numerato

r
          480           462           430 

Denomin

ator
     48,755      50,973      51,940 

Annual 

change -18 -32 

Annual 

change 

(%) -3.8% -6.9%

Estimated 

savings
£467,000 £830,000

£25,950

Average annual cost of 

permanent admission to 

residential care1

Reablement

Annual %
         85.5          87.2          90.0 

Numerato

r           265           279           288 

Denomin

ator           310           320           320 

Annual 

change 14 9

Annual 

change 

(%) 5.3% 3.2%

Estimated 

savings
£0 £0

Average annual saving due 

to being at home 91 days 

from discharge2

Rationale 

for red 

rating

Please complete all white cells in tables. Other white cells should be completed/revised as 

appropriate.

Metric
Baseline

(2013/14)

Planned 
14/15Planned 

15/16
Rationale 

for red 

rating

Permanent admissions of older people (aged 65 and 

over) to residential and nursing care homes, per 

100,000 population

Metric
Baseline

(2013/14)

Planned 

14/15

Planned 

15/16

Proportion of older people (65 and over) who were still 

at home 91 days after discharge from hospital into 

reablement / rehabilitation services
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Delayed transfers of care

Quarterly 

rate
       973.2     1,308.6        810.3        342.5        374.5         404.8         473.8             342.4         336.5         363.7         425.7         307.6 

Numerato

r
       2,156        2,899        1,795           759           830            897         1,050                760            747            807            945            684 

Denomin

ator
   221,536    221,536    221,536    221,603    221,603     221,603     221,603         221,987     221,987     221,987     221,987     222,355 

Delayed transfers of care (delayed days) from hospital 

per 100,000 population (aged 18+).

  Q3

(Oct 14 - 

  Q4

(Jan 15 - 

  Q1

(Apr 15 - 

  Q2

(Jul 15 - 

  Q3

(Oct 15 - 

  Q4

(Jan 16 - 

Metric

13-14 Baseline 14/15 plans 15-16 plans

 Q1

(Apr 13 - 

 Q2

(Jul 13 - 

 Q3

(Oct 13 - 

 Q4

(Jan 14 - 

  Q1

(Apr 14 - 

  Q2

(Jul 14 - 
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Patient / Service User Experience Metric
Baseline

[enter 

time 

period]

Metric 

Value

Numerato

r

Denomin

ator

Improvement indicated by: <Please 

select>

Local Metric
Baseline

Apr13 to 

Mar14

Metric 

Value
61.5 65.1 67.6

Numerato

r
       2,147        2,310        2,401 

Denomin

ator
       3,489        3,551        3,552 

Improvement indicated by: <Please 

select>

Metric

Planned 

14/15 

(if 

available)

Planned 

15/16

Estimated Diagnosis Rate for Dementia

Metric

Planned 

14/15 

(if 

available)

Planned 

15/16

Intention is  to use new indicator based on: How did 

the staff involved in your care and support work well 

together? No baseline is availble for this indicator. A 

baseline will be measured by asking the question as 

part of the national adult social care survey.



 

 58 

Appendix 4 
 

Schedule of Services and Values 
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Sunderland CCG & Sunderland City Council 

Appendix 4 - Schedule of Services and Values (2015/16 Better Care Fund Budget) 

Schemes   Provider of Services

 CCG 

Contribution 

£ 

 SCC 

Contribution 

£ 

 Total Scheme

£ Description of Services Additional Notes

 Total 

Minimum 

Contribution 

£ 

Community Integrated Teams & RaH Services Scheme

Community Services South Tyneside NHS Foundation Trust 21,428,877        21,428,877        

Community based health services across Sunderland. 

Mostly relates to Community Nursing and Specialist 

Community Nursing Services. Estimate of 2015/16 contract values. -                       

Intermediate Care Services Sunderland Care & Support 893,321              893,321              Intermediate Care Services Pooled Budget. Subject to national mandated deflator in 2015/16. 893,321              

Intermediate Care Services Sunderland City Council 77,553                77,553                

To fund fieldwork & assessment OT Service. 

Intermediate Care Services Pooled Budget. Subject to national mandated deflator in 2015/16. 77,553                

Reablement & Readmission Services Various Providers 994,567              994,567              Readmissions Avoidance Collaborative Services. 

Commitment to providers of service until 31 

March 2016. 427,000              

Reablement at Home Sunderland Care & Support 248,000              248,000              Funding for existing Recovery at Home Services 248,000              

Community Therapy Services Sunderland Care & Support 139,000              139,000              Funding for existing Recovery at Home Services 139,000              

Social Worker/Care Mgr - Interface Tm Sunderland City Council 67,500                67,500                67,500                

Recovery at Home Service

South Tyneside NHS Foundation Trust and 

Sunderland Care & Support 1,009,000          1,009,000          

Investment for Recovery at Home Service from 

Readmissions funding. 983,905              

Urgent Care per Capita GP Fund Various Providers 1,420,000          1,420,000          

To be spent on over 75's, likely to involve the 

nomination of a clinician (usually GP) and the 

development of a care plan. 1,420,000          

Integration Investment Fund Various Providers 3,531,000          3,531,000          

Investments in various providers as part of Out of 

Hospital Care Transformation. 3,531,000          

Fieldwork & Assessment Sunderland City Council 5,091,449          5,091,449          Social Workers -                       

Telehealth Sunderland City Council 81,611                81,611                Telehealth Staff -                       

Overheads of LA Sunderland City Council 142,358              142,358              

Overheads  including Safuguarding, Commissioning, 

Directorate Management - allocated to pools on net 

spend -                       

Total Community Integrated Teams & RaH Services Contributions          29,808,818            5,315,418          35,124,236            7,787,279 

Mental Health Services Scheme

Mental Health Community Based Services

Northumberland Tyne & Wear NHS Foundation 

Trust 22,424,303        22,424,303        

Community based mental health services across 

Sunderland.   

Initial estimate of 2015/16 contract values. 

Contract currently under negotiation &  subject to 

rebasing exercise. -                       

Mental Health Community Based Services Sunderland Counselling Services 838,855              838,855              

Community & Primary Care based mental health 

services across Sunderland such as IAPT. Initial estimate of 2015/16 contract values. -                       

MH Social Care Services Sunderland City Council 1,268,404          1,268,404          Existing sc256 agreement for MH Social Care Services Subject to national mandated deflator in 2015/16. 1,268,404          

Dementia Services Sunderland City Council 360,537              360,537              

Existing sc256 agreement for Dementia Social Care 

Services Subject to national mandated deflator in 2015/16. 360,537              

Sc117 Agreements Various Providers 1,736,606          1,736,606          sc117 liabilities - MH apportionment

split of sc117 between MH & LD based on CCG 

analysis. -                       

Assessment and Fieldwork Staff Sunderland City Council 701,160              701,160              Social Workers -                       

Payments to clients to pay for services, Income back to us for these servicesSunderland City Council 15,421-                15,421-                -                       

Mental Health Capacity Assessments Doctors -                       -                       Payments to Doctors for carrying out assessments -                       

Mental health Day Care Independet Provider 74,725                74,725                Payments for Day Care Services -                       

Mental Health Homes Independet Provider 500,749              500,749              Payments for Nursing / Residential Homes -                       

Payments to the VCS Independet Provider 154,985              154,985              Payments to various Voluntary organisations -                       

Various Mental Health Services Independet Provider 854,992              854,992              Payments to Care and Support Sunderland -                       

Local Authority Overhead Sunderland City Council 62,501                62,501                

Overheads  including Safuguarding, Commissioning, 

Directorate Management - allocated to pools on net 

spend -                       

Total Mental Health Services Contribution          26,628,704            2,333,691          28,962,395            1,628,941  
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Schemes   Provider of Services

 CCG 

Contribution 

£ 

 SCC 

Contribution 

£ 

 Total Scheme

£ Description of Services Additional Notes

 Total 

Minimum 

Contribution 

£ 

LD Services Scheme

LD Pool Sunderland Care & Support 1,066,228          1,066,228          LD Pooled Budget 

Initial estimate of 2015/16 contract values. 

Contract currently under negotiation &  subject to 

rebasing exercise. Subject to national mandated 

deflator in 2015/16. 1,066,228          

LD Pool Residential Pooled Budget 312,000              312,000              LD Pooled Budget Subject to national mandated deflator in 2015/16. 312,000              

LD Community Based Services

Northumberland Tyne & Wear NHS Foundation 

Trust 3,543,934          3,543,934          Community based LD services across Sunderland.   

Initial estimate of 2015/16 contract values. 

Contract currently under negotiation &  subject to 

rebasing exercise. -                       

Sc117 Agreements Various Providers 2,727,165          2,727,165          sc117 liabilities - LD apportionment

split of sc117 between MH & LD based on CCG 

analysis. -                       

Health & Social Care Funding Sunderland City Council 156,000              156,000              BCF allocation to CCG from NHS England 156,000              

Assessment and Fieldwork Staff Sunderland City Council 908,144              908,144              Social Workers -                       

Payments to clients to pay for services, Income back to us 

for these services 878,057              878,057              -                       

Learning Disability Day Care Independet Provider 1,390,547          1,390,547          Payments for Day Care services -                       

Learning Disability Home Care Independet Provider 1,466,556          1,466,556          Payments for Home Care Services -                       

Learning Disability Homes Independet Provider 5,562,995          5,562,995          Payments for Nursing / Residential Homes -                       

Schemes funded by NHS Monies Sunderland City Council -                       -                       -                       

Payments to the VCS Independet Provider 60,300                60,300                Payments to various Voluntary organisations -                       

Various Learning Disability Services Independet Provider 14,958,094        14,958,094        Payments to Care and Support Sunderland -                       

Local Authority Overhead Sunderland City Council 694,161              694,161              

Overheads  including Safuguarding, Commissioning, 

Directorate Management - allocated to pools on net 

spend -                       

Total LD Services Contributions            7,805,327          25,918,854          33,724,181            1,534,228 

Packages Scheme

Effective Hospital Discharge Support Sunderland City Council 490,832              490,832              Existing sc256 for CHC Support in LA Includes £200k increase for 15/16 as agreed -                       

Funded Nursing Care Various Providers 2,042,574          2,042,574          Funded Nursing Care Agreements only -                       

CHC Packages of Care Various Providers 15,293,000        15,293,000        

CHC, FF Nursing Care & Transition Cases. Further 

revisions to be made to allocate MH & LD packages to 

MH & LD pool.

Expected reductions in 15/16 from NR spend and 

FYE of service changes -                       

Health & Social Care Funding Sunderland City Council 7,029,647          7,029,647          BCF allocation to CCG from NHS England 7,029,647          

Extra Care Schemes Sunderland City Council 1,875,570          1,875,570          Running costs of Extra Care Schemes -                       

Time to Think Beds Independet Providers 40,263                40,263                Payments for Time to Think Beds -                       

Payments to clients to pay for services, Income back to us 

for these services 1,323,919-          1,323,919-          -                       

Older People Home Support Services Independent Provider 4,666,629          4,666,629          Payments for Home Care Services -                       

Older People Homes Independent Provider 11,421,309        11,421,309        Payments for Nursing / Residential Homes -                       

Older People Day Care Services Independent Provider 532,507              532,507              Payments for Day Care services -                       

Physical Disability Day Care Services Independent Provider 105,173              105,173              Payments for Day Care services -                       

Schemes funded by NHS Monies Sunderland City Council -                       -                       -                       

Payments to the VCS Independent Provider 342,178              342,178              Payments to various Voluntary organisations -                       

Various Care Packages Independent Provider 5,451,276          5,451,276          Payments to Care and Support Sunderland -                       

Local Authority Overhead Sunderland City Council 635,993              635,993              

Overheads  including Safuguarding, Commissioning, 

Directorate Management - allocated to pools on net 

spend -                       

Total Packages Contributions          24,856,053          23,746,979          48,603,032            7,029,647 
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Schemes   Provider of Services

 CCG 

Contribution 

£ 

 SCC 

Contribution 

£ 

 Total Scheme

£ Description of Services Additional Notes

 Total 

Minimum 

Contribution 

£ 

Carers Scheme

Carers Services Various Providers 2,000,000          2,000,000          

Various services provider investments supporting 

Carers in Sunderland. Includes Essence of Care Service. 2,000,000          

Short Breaks Independent Provider 269,201              269,201              Payments for Short Break Services -                       

Payments to the VCS Independent Provider 119,206              119,206              Payments to various Voluntary organisations -                       

Local Authority Overhead Sunderland City Council 10,689                10,689                

Overheads  including Safuguarding, Commissioning, 

Directorate Management - allocated to pools on net 

spend -                       

Total Carers Services Contributions            2,000,000                399,096            2,399,096            2,000,000 

Community Equipment Scheme

Community Equipment Service Sunderland Care & Support 1,443,947          1,443,947          CES Pooled Budget 1,443,947          

Community Equipment Service Sunderland City Council 117,605              117,605              CES Pooled Budget 117,605              

Community Equipment Service Sunderland Care & Support 90,463                90,463                Agreed Investments for LOWLER -                       

Community Equipment Service Sunderland Care & Support 741,548              741,548              CES Pooled Budget -                       

Community Equipment Service Sunderland City Council 60,395                60,395                CES Pooled Budget -                       

Community Equipment Service Sunderland Care & Support 60,309                60,309                Agreed Investments for LOWLER -                       

Total Community Equipment Services Contributions            1,652,015                862,252            2,514,267            1,561,552 

Disabled Facilities Grant 

Disabled Facilities Grant Sunderland City Council 2,999,000          2,999,000          2,346,000          

Total Disabled Facilities Grant                            -              2,999,000            2,999,000            2,346,000 

Local Authority Efficiencies

Unidentified Local Authority Efficiencies N/A 3,000,000-          3,000,000-          

Residual Unidentiifed Efficiencies in Peoples 

Directorate of Local Authority in relation to target 

set. -                       

Sunderland CCG Non Recurrent Support N/A 890,000              890,000              

Non Recurrent support from CCG to Unidentified 

Efficiences 890,000              

Total Unidentified Local Authority Efficiencies                890,000 -          3,000,000 -          2,110,000                890,000 

NEL Reducation Penalties

Possible NEL Reduction Penalties N/A -                       

Penalty to be applied as per KPI Schedule across 

both Partners. -                       

Total NEL Reduction Penalties                            -                              -                              -                              -   

TOTAL 2015/16 BETTER CARE FUND BUDGET          93,640,918          58,575,290        152,216,207          24,777,647 

BCF Contributions 62% 38%
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Appendix 5 
 

FUNCTIONS 
 
 
 

1. COUNCIL HEALTH-RELATED FUNCTIONS 
 

Those functions of the Council that may be delegated to the CCG under 
the Partnership Regulations 2000 and which relate to the commissioning 
of the Services. 

 
2. NHS FUNCTIONS 
 

Those functions of the CCG that may be delegated to the Council under 
the Partnership Regulations 2000 and which relate to the commissioning 
of the Services. 

 
3. EXCLUDED FUNCTIONS 
 
For the avoidance of doubt the following Schemes are excluded from the 
delegation in clause 5: 
 

 BCF 1 
 

 BCF 5 
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Appendix 6 
 
 
 

BETTER CARE FUND PLAN APPLICATION 
 
A copy of the Better Care Fund Plan from the September 2014 BCF 
Application is embedded below 
 
 

BCF Template 1 
Sunderland August 14 (2) final final.docx

 
 
 



          
  
Updated July 2014 
 
Better Care Fund planning template – Part 1 
 
Please note, there are two parts to the Better Care Fund planning template. Both parts must be completed as part of your Better Care 
Fund Submission. Part 2 is in Excel and contains metrics and finance.  
 
Both parts of the plans are to be submitted by 12 noon on 19th September 2014. Please send as attachments to 
bettercarefund@dh.gsi.gov.uk as well as to the relevant NHS England Area Team and Local government representative.  
 
To find your relevant Area Team and local government representative, and for additional support, guidance and contact details, please 
see the Better Care Fund pages on the NHS England or LGA websites. 

1) PLAN DETAILS 
 
a) Summary of Plan 

 

Local Authority Sunderland City Council 

  

Clinical Commissioning Groups NHS Sunderland Clinical Commissioning Group 

  

Boundary Differences Co-terminus Boundaries 

  

Date agreed at Health and Well-Being 
Board:  

Initial Draft agreed on 14th February 2014;  
Progress update to Board on 21st March 2014; 
Chair sign-off of original submission 4th April 2014 
Chair sign-off revised submission 29th August 2014 

mailto:bettercarefund@dh.gsi.gov.uk


  

Date submitted: Resubmitted 29th August 2014 

  

Minimum required value of BCF  
pooled budget: 2014/15  

£12.052m 

2015/16 £24.778m 

  

Total agreed value of pooled budget: 
2014/15 

£24.348m 

2015/16 £150m -  £160m 

 
b) Authorisation and signoff 

 

Signed on behalf of the Clinical 
Commissioning Group 

 
 NHS Sunderland CCG 

By Dave Gallagher 

Position Chief Officer 

Date 29th August 2014 

 
 

Signed on behalf of the Council

 Sunderland City Council 

By Dave Smith 

Position Chief Executive 

Date 29th August 2014 

 
 



Signed on behalf of the Health and 
Wellbeing Board

 Health and Wellbeing Board - Sunderland 

By Chair of Health and Wellbeing Board Cllr. Paul Watson 

Date 29th August 2014 

 
c) Related documentation 
Please include information/links to any related documents such as the full project plan for the  
scheme, and documents related to each national condition. 
 
 

Document or information title Synopsis and links 

Better Health for Sunderland – 
Sunderland Clinical Commissioning 
Group 
 
CCG 2 year Operational Plan April 2014-
16 
 

SCCG 5 yr Strategic Plan developed in 2012 (June 2014) 
 
Setting out the detailed proposals for delivery over the next 2 years 
in light of the new national planning guidance and the high level 
Strategic Plan on a Page 

Vision for 2025 – Sunderland City 
Council 

Strategic commissioning plan for social care (and housing) within 
Sunderland, setting out the 5 aims of: 
 
Choice and Control 
Independent Living 
Improved Health and Wellbeing 
Equal Access for All 
Better Commissioning 

Joint Strategic Needs Assessment Joint local authority and CCG assessments of the health needs of a local 
population in order to improve the physical and mental health and well-
being of individuals and communities within Sunderland 



 

Health and Wellbeing Strategy The Health and Wellbeing Strategy sets out the priorities and actions 
which the Health and Wellbeing Board are planning to carry out within 
Sunderland 
 

Intermediate Care and Reablement 
Strategy 

Strategic document that sets out the landscape for intermediate care and 
reablement within Sunderland. 
 

HWB Board Paper (November13) The 
Vision for Integration of Health and 
Social Care 
 

Board paper describing the vision for integration of Health and Social Care 
and the five priorities to achieve the vision 

Narrative/Vision Document re. 
Integrated Community Teams 
 

Document describing the vision and ambition for Locality based integrated 
Teams  in Sunderland 

Accelerated Solutions Event 5th and 6th 
June 2014 – summary document 

Document detailing work undertaken over the two days of the event 

Fact Base for Sunderland June 2014 ( 
produced by Oliver Wyman in 
collaboration with the CCG) 

Risk stratification exercise based on GP Practice lists – locality based 
information 

  



 

2) VISION FOR HEALTH AND CARE SERVICES  

 
a) Drawing on your JSNA, JHWS and patient and service user feedback, please describe the vision for health and social care services 
for this community for 2019/20 
 

Sunderland Joint Health and Wellbeing Strategy sets out the vision to have the: 
 

 Best possible health and wellbeing for Sunderland  
 

….by which we mean a city where everyone is as healthy as they can be, people live longer, enjoy a good 
standard of wellbeing and we see a reduction in health inequalities. 
 
The Design Principle within the strategy describe the need for: 
 
‘Joint Working – shaping and managing cost effective interventions through integrated services  
 
Working together to make best use of our strengths and assets so that we can provide flexible and tailored services that 
respond to local conditions and focus on what matters to residents to achieve more for our communities.’ 
 
The Sunderland vision for integration identifies 5 priority elements within the Integration Programme: 
 

• An overall integrated operating model 
 

• Locality integrated teams across health and social care 
 

• Development of integrated commissioning processes 
 

• Development of shared intelligence processes 
 

• Development of enhanced user focus                
 
Within Sunderland, a significant amount of work has been progressed to create the conditions for integration and 



alignment of resources at various spatial levels across the city. There is a strong track record of aligning resources 
towards certain targeted client groups, key outcomes and also at an area or neighbourhood level to better meet local 
needs (both formally and informally) and developing local responsive services. 
 
This vision of transformation will be undertaken in full consideration and cooperation of provider organisations within the 
city as the expected outcomes of the transformations will impact significantly on both the operational services provided 
by those providers and their levels of activity/funding. A Sunderland Transformation Board has now been established 
with board-level membership from both commissioners and providers from across Health and Social Care. This will 
enable in particular the development of a whole economy strategic ambition and facilitate the consideration of 
organisational impact of proposed changes, and assessment and understanding of risks in respect of workforce and 
funding. 
Building upon the work that has been progressed, the vision for integration in Sunderland lies in transforming the way 
health and social care works together. This requires truly integrated multi-agency working on an area footprint so that 
local health and social care systems work as a whole to respond to the needs of local people. It is about people being in 
control and being central to the planning of their care and support so they receive a service that is right for them, which 
in turn ensures a better quality of life.   
 
In summary it is about Right Care at the Right Time for the Right People provided by people with the Right Skills.  See 
diagram below of the overall operating model which is further explained in the following paragraphs. 
 



 
 
 
 
The vision for integrated services will be built around bringing together social care and primary/community health 
resources into co-located, community focussed, multi-disciplinary teams, linking seamlessly into hospital based services 
(vertical integration).   
 
At the heart of this programme is the commissioning approach which is focused on defined locality populations, rather 



than driven by a specific service.  The populations will be the 5 Localities within Sunderland.  The locality footprint is 
based on the 5 groupings of GP Practices across the city, with a population of ca 50,000 in each locality.  These 
localities are deliberately co-terminus with the Council area regeneration and committee structures that have been in 
place for some time. 
 
We intend, through commissioning to create multi-disciplinary teams that include all staff who provide core community 
services in Sunderland e.g. all community nurses whatever profession or current specialist team; all GP Practice Nurses 
and Practice Teams; all community therapists and midwives, all social care teams and all community psychiatric staff. 
 
Our vision is that these teams will be responsible for jointly planning, co-ordinating and delivering care to their Locality 
population.  These teams we believe will be best able to identify and respond to individual needs and in so doing identify 
and resolve the current barriers that prevent a joined up response to the individuals within a Locality.  They will also be 
supported to ensure they use their combined core and specialist skills to meet the needs of individuals and achieve 
better health and wellbeing outcomes than are currently being achieved. 
 
The Better Care Fund is seen as a significant enabler to achieve the overall vision for health and social care in the City 
alongside other elements of the Health and Well Being Strategy. 
 
 

 
b) What difference will this make to patient and service user outcomes?  
 

The Vision is focussed on ensuring people who require health and social care services will experience: 
 

 An integrated approach to assessing their individual needs – focused on their holistic needs not condition or 
context specific 

 Care planning that is based on a single care plan which is owned by the individual and used by health and social 
care practitioners who are involved in their care, to ensure people only have to tell their story once. 

 A co-ordination of their care and support, seven days a week, regardless of where their care and support is being 
delivered.  

 
With this approach, people will be supported to better manage their health and social care needs, reducing the reliance 
on costly acute services, including avoidable admissions to hospital.  If people do require a stay in hospital then they are 
helped to regain their independence and are appropriately discharged as soon as they are ready to leave, with continuity 



of care before, during and after the admission. 
 
 
We will continue to invest in empowering local people through effective care navigation, peer support, mentoring and 
self-management programmes to maximise their independence and wellbeing; and we will help identify and combat 
social isolation, as a major influence on overall health and wellbeing.  
 
At the heart of our vision for integration within Sunderland is the ambition to support individuals in crisis and help them to 
remain at home, through a rapid response reablement approach.  This builds on the investment we have made into 
community resources across health and social care to work with individuals who have lost their independence through 
illness or accident and support them to build confidence, regain skills and, with appropriate information and support, to 
self-manage their health conditions and medication.  
Within Sunderland, it is recognised that integration of health and social care services will include  mental health services.  
Within NTW (MH Trust), there has been significant work to integrate pathways of care for people using their services.  It 
is expected that where appropriate, mental health resources will be linked into the community integrated locality teams, 
especially in relation to supporting people with dementia symptoms and avoiding the need for admissions to residential 
care. 
 
Equally we will be working with local communities to develop informal Community Connectors who will support the 
prevention and self- care agenda supported by a strategic approach to managing behaviour and demand. 
 
To ensure the system we are working within, enables and not hinders, integrated care, the CCG and Local Authority will 
be commissioning jointly focussing on improving outcomes for individuals.  The Joint Commissioning Group has been 
identifying the populations within Sunderland that would benefit from integrated commissioning, linking into the agenda 
for the Integration with Sunderland. 
 
 

 
d) What changes will have been delivered in the pattern and configuration of services over the next five years, and how  
will BCF funded work contribute to this? 
 

Over the next 5 years the Community Teams will work together in an increasingly integrated way, with single 
assessments for health and social care and rapid and effective joint responses to identified needs, provided in and 
around the home.  The Community Integrated teams will be organised around the GP Practices, placing the GP at the 



heart of organising and co-ordinating the care and support of people within their communities.  The Locality Populations 
are formed from each GP Practice registered list.  The registered list facilitates a long term relationship between 
individuals and their GP Practice; therefore it is the logical base on which to build integrated care, through the 
Community Integrated Locality Teams. 
 
Our Teams will be co-located, community-focussed and multi-disciplinary in nature, recognising the need to work with 
the voluntary and community sector to ensure those not yet experiencing acute need, but requiring support, are helped 
to remain healthy, independent and well.  
 

 
 
  



3) CASE FOR CHANGE  
 
Please set out a clear, analytically driven understanding of how care can be improved by integration in your area,  
explaining the risk stratification exercises you have undertaken as part of this.  
 

Sunderland’s overall aim for integrated care is to provide the right care and support to people in their own homes and 
communities through the development of the Community Integrated Locality Teams organised around GP practices, 
which ensures: 
 

 Services are co-ordinated around individuals and targeted to meet specific needs 

 Outcomes are improved for individuals  

 Improvements in the care experienced by individuals, their families and carers 

 Independence is optimised, by providing the right support in a timely manner, focusing on a reablement approach  

 People have high-quality, tailored support which focuses on people staying out of hospital 

 People’s care is co-ordinated and managed, with the GP at the heart of organising the care, avoiding 
unnecessary admissions to hospital and care homes – enabling people to regain skills and independence after 
episodes of ill health and/or injuries. 

 
Achieving this aim requires significant changes across the health and social care system, changes which have 
commenced and will continued to be progressed within future years.  
 
From 2014/15…. 
 
We will continue the process of design, development and implementation of the Community Integrated Locality 
Teams, which means that we will be delivering person centred, co-ordinated care to supporting individuals in the co-
delivery of their care and support. 
 
The objectives of the Community Integrated Locality Teams are: 
 

 Working together to identify those at greatest risk 

 Developing joint plans for supporting individuals 

 Working with individuals and their carers to deliver the plans 

 Building capacity in the community to provide early and effective support 



 Focusing on shared goals and outcomes 
 
 
We (CCG and Social Care commissioners) will be commissioning and procuring jointly, focussed on improving 
outcomes for individuals within our communities through the co-location of commissioning resources across both 
organisations. 
 
We will be focussing on reducing unnecessary admissions to hospitals and care homes through enhanced focus 
from the Community Integrated Locality Teams on having the ability to react in a timely, co-ordinated and consistent way 
when emergencies arise; applying a reabling approach to care and support within an individuals own home, optimising 
independence and regaining skills. 
 

 
4) PLAN OF ACTION  
 
a) Please map out the key milestones associated with the delivery of the Better Care Fund plan and any key interdependencies 
 

Sunderland recognises the achievement of our vision and delivery of the Health and Wellbeing Strategy requires change 
across the whole of the health and social care system.  The development of the Community Integrated Locality 
Teams is one aspect of this whole system change and will change the way the professionals within these teams will 
work; however we will require all providers of health and social care services to work differently and further 
transformation change will be required to ensure whole system working. To deliver this ambitious agenda the Better 
Care Fund in Sunderland has been significantly increased in potential value to include all current LA/CCG spend on 
(initially) adult services ‘out of hospital’. This will place in a number of agreed ‘schemes’ the resources required to deliver 
the required change and will enable full transparency of costs across health and social care enabling risks and potential 
efficiencies to be jointly managed where appropriate. 
Many of these schemes will provide care closer to home and reduce the demand on hospital services for mental and 
physical illness and injury to improve care for individuals and to enable a shift of resources from the hospital setting to 
the community. The risks associated with this shift in resources from inpatient services to the community must be fully 
understood and the impact fully assessed in respect of current providers and their current activity and financial 
resources. 
 
In preparation for 2015/16 we will in 2014/15 continue: 



 
To Support  People to Live Independently 
 
We will use the 14/15 BCF as a catalyst to: 
 

 Implement Community Integrated Locality Teams with the GP at the centre of organising and co-ordinating an 
individuals’ care and support needs; as described the most ambitious of our proposed transformations utilising 
the combined health and social care budget of approximately £50m to deliver better quality outcomes for 
individuals and their carers whilst also creating up to £8m of efficiencies in reduced unplanned hospital 
admissions (modelled on implementing ‘Torbay’ model in Sunderland and sense checked with impact 
segmentation work and impact analysis from work with Oliver Wyman company). Non recurrent funding of over 
£5m has been identified over next two years to support this transformation. 

 

 Provide care and support in people’s own homes through provision of home care and equipment that promote 
reablement and independence; reviewing and if necessary enhancing equipment services in particular in respect 
of full accessibility to both prevent hospital admission and promote timely discharge. 

 

 Support carers through investment in services that provide opportunities for breaks, information and advice to 
enable carers to continue their caring responsibilities; providing both continuity and enhancement of current carer 
support schemes including ongoing support to the Carers Breaks and Opportunities Scheme (CBOS) which has 
provided carers with an innovative and flexible option to support their caring needs. 

 

 Continue investment in Disabled Facilities Grants to support people to continue living in their own homes  
 

 Review services commissioned under existing section 256 agreement which support people with dementia, to 
ensure they are targeted to supporting people to remain safely in their own homes and communities; prioritising 
the completion of implementing the National Dementia Strategy in Sunderland, through investment in a range of 
proactive voluntary sector organisations to deliver schemes supporting individuals and their families at the point 
of early diagnosis and through early stages of the disease when more formal interventions are not indicated: this 
will complement the already well developed early diagnosis service provided by the Memory Protection Services 
and the comprehensive community and inpatient resources in place to manage the latter stages of the pathway. 

 
 
Helping people recover from episodes of ill health (physical or mental health) or following injury 



 
 We will use the BCF in 14/15 to: 
 

 Continue to invest appropriately in reablement, focussing on timely hospital discharges and reducing admissions 
to both care homes and hospitals where possible and appropriate 

 

 Review services commissioned under existing section 256 agreement which support people with mental health 
needs, to ensure they meet the vision outlined within the plan for Integration 

 
 
Reduce unnecessary admissions to hospital and subsequent readmissions within 30 days of discharge  
 
We will use the BCF in 14/15 to: 
 

 Invest appropriately in Time to Think Services which support people to recuperate after a hospital stay, enabling 
more joined up assessment of ongoing needs in an environment outside hospital and if appropriate prevent 
hospital admission occurring. 

 

 Invest in supporting good quality care in Care Homes through provision of community nursing/clinicians, 
embedded within the locality integrated teams, who can work with Homes to provide appropriate interventions to 
people who would otherwise be admitted to hospital; this substantial investment in community services will 
develop from the current pilot programme in the Coalfields (2014/15) locality to become city-wide supporting 
people within both care home and supported living environments.(2015/16) 

 

 Review and appropriately invest in  Sunderland’s Intermediate Care Service, which is focussed on supporting 
older people to regain/relearn skills following hospital stay or support people to get ‘back on their feet’ without 
need for a hospital admission; in particular developing into a 24/7 alternative response to ‘crisis’ situations in an 
individual’s living environment. 

 

 Strengthen whole-system 7 day working to facilitate hospital discharges; reducing delayed discharges where 
possible; and considering what impact 7- day working or access would have on all services and where 
appropriate reconfiguring services and if necessary investing in services from 2015 to deliver 7-day accessibility. 

 



Reduce admissions to care homes 
 
We will use the BCF in 14/15 to: 
 

 Support the extension of Extra Care provision across Sunderland, with a focus on supporting people with 
dementia to continue living in their own homes and communities. 

 
 
People will be empowered to direct their care and support, and to receive the care they need in their homes or 
local community. 

 

We will use the BCF in 14/15 to: 
 

 Invest in a Personal Budget Support Service for those individuals who want to direct their own care and 
support and require assistance to manage their social care or health budget 

 
Systems will enable and not hinder the provision of integrated care 
 
We will use the BCF in 14/15 to: 
 

 Invest in Voluntary and Community provision within localities to support access to services that promote self- 
management, peer support and reducing need on costly more acute services; recognising the need to mobilise 
the voluntary and community sector through appropriate and innovative grant schemes reducing reliance on 
statutory services.   

 

 Review current spend including existing Section 256  and Section 75 agreements (these agreements contain 
current arrangements for the transfer of NHS funds to local authorities to deliver health outcomes and 
arrangements for the pooling of health and social care monies)  against outcomes expected within the Vision for 
Integration 

 

 Prepare plans for joint commissioning and provision in 2015/16, as per priority areas outlined above 
 

 Introduce regular customer satisfaction surveying to develop our baseline for user experience  
 



 
 
The next 5 years: 
 
These transformational ambitions will deliver services to meet the challenge of the changing demographics within 
Sunderland in particular the increase in the elderly population. To grasp a greater understanding of the changing 
demography work has commenced in respect of identifying those at greatest risk of hospital admission due to their 
complex needs  and of complications due to their LTCs in community settings – this segmentation of the population will 
inform the development of the community integrated teams. This work on risk stratification will continue and inform the 
development of live stratification ‘dashboards’ providing activity and demand information at a practice and locality level. 
 
As described the Integrated Teams will be implemented in 15/16 supported by an extended intermediate care hub more 
able to respond to and prevent crisis admissions to hospital.  Both programmes will be known to the newly procured 
Urgent Care Centres, A/E Hub and the Out of Hours Service and 111 to ensure the right support is provided at the right 
time in the right place. 
 
The current locality pilot in respect of care in care homes will be rolled out to the whole of Sunderland in 15/16 providing 
robust support to care homes and their residents preventing unnecessary admissions to hospital and linked closely with 
end of life initiatives and is expected to become part of the integrated teams. 
 
Any gaps between physical health services and mental health services will be closed with the full implementation of the 
transformational model for mental health including clear linkages between Mental Health and Long term Conditions. 
 
The Dementia pathway in Sunderland will be fully commissioned in 14/15 with significant investments proposed within 
the voluntary sector to provide ‘Dementia friendly communities’ complementing the embedded early diagnosis services 
and comprehensive community teams and inpatient provision. 
 

 
b) Please articulate the overarching governance arrangements for integrated care locally 

The Health and Well Being Board within Sunderland has agreed to the establishment of the Health and Social Care 
Integration Board to oversee the delivery of the vision, which is made up of Senior Officers within both the CCG and LA.  
The Board will ensure the work programmes are aligned to the Vision for Integration and sound governance 
arrangements are in place.  An Out of Hospital Transformation Board has also been established with partners to steer 
delivery of the out of hospital transformation and in particular to ensure delivery of the related programmes mentioned 



here which impact on the same population of complex patients and will lead to the £8m efficiency from the acute sector. 
e.g. integrated teams; intermediate care; end of life; care homes and dementia friendly communities.   The Board is 
supported by an Operational Group to ensure synergy of operations with multi agency steering groups for each 
transformation programme to ensure delivery of the programme. 
 
 

 
 
 
c) Please provide details of the management and oversight of the delivery of the Better care Fund plan, including management  
of any remedial actions should plans go off track 
 

The Joint Commissioning Group, alongside the Joint Commissioning Unit (CCG and Social Care Commissioners) will 
oversee the use of the pooled budgets reporting to the Integration Board and will facilitate the delivery of the BCF. 
 
A Sunderland Transformation Board has also been established  bringing together all organisations, both commissioners 
and providers, into a single Executive Level Board; enabling in particular consideration of the organisational impact of 
proposed changes and assessment/ understanding of risks across organisations and what this means for the whole 
system in Sunderland. The Board will also be expected to sponsor the key transformational programmes and facilitate 
the resolution of any issues which may put any of the programmes at risk. 
 
 
 

 
d) List of planned BCF schemes   
 
Please list below the individual projects or changes which you are planning as part of the Better Care Fund. Please complete  
the Detailed Scheme Description template (Annex 1) for each of these schemes.  
 

Ref no. Scheme 

1 Community Locality Integrated Working 

2 Intermediate Care/Reablement 

3 Packages of Care – Care Homes 

4 Packages of Care – Home Based 



5 Supporting Carers 

6 Learning Disabilities 

  

 
 
5) RISKS AND CONTINGENCY 
 
a) Risk log  
 
Please provide details of the most important risks and your plans to mitigate them. This should include risks associated with  
the impact on NHS service providers and any financial risks for both the NHS and local government. 
 

There is a 
risk that: 

How likely 
is the risk 
to 
materialise? 
Please rate on a 
scale of 1-5 with 1 
being very unlikely 
and  5 being very 
likely  

Potential impact  
Please rate on a scale of 1-5 with 1 
being a relatively small impact and  
5 being a major impact  
 
And if there is some financial 
impact please specify in £000s, 
also specify who the impact of the 
risk falls on) 

Overall 
risk factor 
(likelihood 
*potential 
impact) 

Mitigating Actions 

Operational 
pressures will 
restrict the 
ability of our 
workforce to 
move to 
Community 
Integrated 
Teams 
impacting 
upon the 
vision, 
outlined in our 

3 4 12 Vision for Community Integrated Locality Teams 
is premised on the understanding that investment 
and support from clinical and managerial leaders 
is required  -especially in relation to allowing 
frontline staff time and space to develop as 
locality teams – non-recurrent resources have 
been identified and secured to release a number 
of key operational leaders across health and 
social care organisations  



BCF 
submission 
turning into a 
reality.  
 

Shifting of 
resources to 
fund new joint 
interventions 
and schemes 
will 
destabilise 
current 
service 
providers, 
particularly in 
the acute 
sector.  
 

2 4 8 Continual engagement with providers via 
Transformation Board, Provider Forum, Board 
Level and Director- Director dialogue, Provider 
management Meetings – contract/quality. 
Provider membership of Programme Boards and 
clinical engagement within work programmes and 
model development 
The consequences of the changing future state 
will be managed collaboratively and transparently 
with providers enabling comprehensive financial, 
workforce and quality impact assessments to be 
undertaken. 
 

Improvements 
in the quality 
of care and in 
preventative 
services will 
fail to 
translate into 
the required 
reductions in 
acute and 
nursing / care 
home activity 
by 2015/16, 
impacting on 
the overall 

3 4 12 Monitoring processes via the Out of Hospital 
Board, the Joint Commissioning Group and the 
Integration Board. 
 
Substantial non-recurrent funds available to 
pump-prime and support transformation. 
 
Development of benefit realisation metrics; 
alongside the transformation programmes – to 
monitor quantitative and qualitative changes  



funding 
available to 
support core 
services and 
future 
schemes.  
 

The 
introduction of 
the Care Act 
will result in a 
significant 
increase in 
the cost of 
care provision 
from April 
2016 onwards 
that is not 
fully 
quantifiable 
currently and 
will impact the 
sustainability 
of current 
social care 
funding and 
plans 

5 3 15 Work is underway to fully understand the 
implications of the Care Act within Sunderland 
supported by a dedicated programme board. 
 
Financial impacts have been modelled based on 
Lincolnshire Model – with pooled budgets being 
proportioned to reflect the impacts as currently 
known. 
 
Plans for Integration will continue and the Health 
and Social Care Integration Board will continue to 
monitor the impacts as the Care Act is 
implemented 
 
 

     

 
b) Contingency plan and risk sharing  
 
Please outline the locally agreed plans in the event that the target for reduction in emergency admissions is not met,  
including what risk sharing arrangements are in place i) between commissioners across health and social care and ii)  
between providers and commissioners  



 

In relation to the risk sharing arrangements, for health and social care, the pooling of all out of hospital (NHS) and Adults 
(LA) monies within the overall BCF, allows for the joint management of the financial risks across health and social care 
 
Significant impact in subsequent years if improvement is not achieved which will result in re-profiling of pooled budget; 
this risk is reflected in the contingency plans within the financial strategy of the CCG, however if required to be called 
upon would necessitate a re-profiling of current investment plans. The CCG has unallocated growth monies within the 
scheme. 
 
CCG Financial planning over next five years recognises that activity, if unchecked, may rise by 1.5% each year resulting 
in £9m. risk to the organisation. This risk is reflected in the contingency plans within the financial strategy of the CCG, 
however if required to be called upon would necessitate a re-profiling of current investment plans. 
 



6) ALIGNMENT   
 
a) Please describe how these plans align with other initiatives related to care and support underway in your area 
 

 
As outlined in Sections 2, 3 and 4, the BCF in Sunderland reflects our overall ambition for Integration and therefore is 
linked with all out of hospital care and support programmes underway. 

 
b) Please describe how your BCF plan of action aligns with existing 2 year operating and 5 year strategic plans, as well as local 
government planning documents  
 

BCF plan are integral to both the 2 year operating and 5 year strategic plans – all describing the ambition for integration 
across health and social care; and expected outcomes.  
 

 
c) Please describe how your BCF plans align with your plans for primary co-commissioning 

 For those areas which have not applied for primary co-commissioning status, please confirm that you have  

 discussed the plan with primary care leads.  

 
Sunderland CCG has applied for primary co-commissioning status.  Current proposals are being developed with primary 
care in relation to £5 per head funding and additional CCG funding to be utilised by GP Practices and Localities to 
support key building blocks in the development of community locality teams.   
 
Funding has been identified within the BCF to support the primary care input into out of hospital care.  All Practices have 
contributed to the discussions on development of community locality teams via a series of development and 
engagement events including all 53 GP practices.  GP Executive Board Leads and Clinical Leads have contributed 
significantly to the thinking behind the development of integrated teams. 
 

  



7) NATIONAL CONDITIONS 
 
Please give a brief description of how the plan meets each of the national conditions for the BCF, noting that risk-sharing  
and provider impact will be covered in the following sections. 
 
a) Protecting social care services 
 
i) Please outline your agreed local definition of protecting adult social care services (not spending)  

Protecting Sunderland’s social care services means ensuring that those in need of social care support continue to 
receive the support they require, against the back drop of increasing demand (demographic pressures and increasing 
levels of need) and significant budgetary pressures. 
 
A primary focus is working with people at the earliest opportunity to prevent people requiring more costly on going 
services, through the provision of information and short term interventions to support people to manage their own well-
being for as long as possible. 
 
Enabling people to stay safely within their own homes and communities for as long as possible, protecting and 
enhancing quality of life is at heart of protecting social care services. 
 
The implementation of the Care Act provides Sunderland with an opportunity to adopt the national eligibility criteria; we 
currently operate across all 4 FACS Bandings within the Eligibility Criteria. The future operating model will focus on a 
range of low level preventive interventions and Information Advice and Guidance offer for those customers previously in 
low and moderate bands. 
 
 

 
ii) Please explain how local schemes and spending plans will support the commitment to protect social care   

The allocation from the NHS for Social Care Grant has been used to enable Sunderland City Council to sustain current 
levels of social care services, in relation to social work functions and commissioned services, especially those services 
which provide care and support in the Home (home care), services which facilitate discharges (reablement and Time to 
Think) or focus on quality of care within Care Homes (Care Home Quality Standards Fees) 
 
These monies will need to be sustained at a minimum within funding allocations for 2014/15, if the level of support is to 



be maintained. The implications of 7 day working will need to be considered; alongside the consequences of the Care 
Act, which place additional requirements on social care.  For example, the requirement to put carers on par with 
individuals in relation to assessments, establishing statutory Safeguarding Adults Board, and implementing the national 
eligibility criteria. The NHS for Social Care Grant is enhanced by £1.5m in 14/15 and will support these requirements – 
this amount generally equates to the recently published indicative impact of the Care Act on Local Authorities (0.8m). 
 
In addition the integration of health and social care teams will potentially lead to consequential efficiencies in ways of 
working however this will require robust modelling in relation to consideration of expected increase in demand. 
 
 

 
iii) Please indicate the total amount from the BCF that has been allocated for the protection of adult social care services.  
(And please confirm that at least your local proportion of the £135m has been identified from the additional £1.9bn funding  
from the NHS in 2015/16 for the implementation of the new Care Act duties.)    

As the BCF in Sunderland includes all out of hospital (NHS) and adult monies (LA); the amount of £0.8m has been 
proportioned across all 6 pooled budgets to reflect the increased requirements for social care based on Care Act 
implementation 
 
 

 
iv) Please explain how the new duties resulting from care and support reform set out in the Care Act 2014 will be met 

The new duties will be met through the Community Locality Integrated Working Scheme; which will see the needs of 
self-funders, those with eligible needs and their carers receiving appropriate information and advice, preventative offers 
and on going support if required, in line with Care Act statutory guidance. 
 

 
v) Please specify the level of resource that will be dedicated to carer-specific support 

One of Sunderland’s Schemes is ‘Supporting Carers’ and level of resource dedicated is in excess of £2.5million, 
demonstrating the commitment Sunderland has in supporting carers to maintain their caring responsibilities, alongside 
their own health and well-being 
 
 

 
vi) Please explain to what extent has the local authority’s budget been affected against what was originally forecast with  



the original BCF plan?  

 
No change due to the BCF reflecting total social care spend for adults. 
 

 
 
b) 7 day services to support discharge 
 
Please describe your agreed local plans for implementing seven day services in health and social care to support patients being 
discharged and to prevent unnecessary admissions at weekends 
 

The Health and Wellbeing Strategy identifies the main areas where integration will improve outcomes.  The 
Transformation Board will oversee the strategic commitments in relation to seven day health and social care services. 
 
Work has commenced to develop  7 day health and social care service across Sunderland, supporting people in relation 
to discharges from hospital – there are social work, therapy and health staff who are working over 7 day period within 
the acute sector. 
 
Rapid response home care services have been introduced to facilitate discharges over 7 day period and to prevent 
unnecessary admissions at a weekend. 
 
These developments have been funded by monies identified to support the Reducing Readmissions Programme and 
Winter Pressures, which is currently being evaluated.   
 
The local acute trust has employed 2 staff to consider the requirements for the acute trust and the CCG will be asking 
the multi agency transformation board to extend this work to all Providers and oversee the delivery of this programme 
across all providers.  The developing pan Sunderland GP alliance will also be invited to be members of the Board to 
ensure a whole system response. 
 
Non recurring funding is available to support this transformation. 
 
 

 



c) Data sharing 
 

i) Please set out the plans you have in place for using the NHS Number as the primary identifier for correspondence  
across all health and care services 

  

All health services use the NHS number as the primary identifier in correspondence.  
 
Sunderland City Council has the ability through their Adults Information System to record the NHS Number, with many of 
these already recorded.   
 

 
ii) Please explain your approach for adopting systems that are based upon Open APIs (Application Programming Interface)  
iii) and Open Standards (i.e. secure email standards, interoperability standards (ITK))  

We are committed to adopting systems based upon Open APIs and Open Standards.  Discussions have commenced 
regarding the accessing systems and data.  Within Sunderland, we already use: 
 

 System One, a clinical computer system that allows service users and clinicians to view information and add data 
to their records;  

 

 Emis Web, a tool that allows primary, secondary and community healthcare practitioners to view and contribute to 
a service user’s cradle to grave healthcare record;  

 

 Meditech – computer system used within the acute sector, which is also accessed by social work resources, 
supporting hospital discharges. 

 

 AIS, a database for managing social care cases 
 

 NHS Net Accounts – for secure emails 
 

 GCSX – for Council secure emails 
 
In order to embed the Community Integrated Locality Teams and facilitate the organisation of people’s care and support, 
we are committed to improving the interfaces and security between systems    



 
All our GP practices use the same IT system, providing the opportunity for our care providers to all use the same patient 
record; the BCF will help ensure this happens by joining up Health and Social Care data across Sunderland, linked as 
above via the NHS number.   
 
We will also be working with Palantir, our Strategic Partner who has been procured by the Council but for the city to 
develop an Intelligence Hub – an approach to transforming data into intelligence and using it to solve problems.  One of 
the key problems the hub is expected to help us solve is that of shared records to support integrated teams taking 
account of appropriate information governance safeguards. 
 
 

 
Please explain your approach for ensuring that the appropriate IG Controls will be in place. These will need to cover  
NHS Standard Contract requirements, IG Toolkit requirements, professional clinical practice and in particular requirements 
 set out in Caldicott 2. 

There is a commitment to develop an Information Governance framework for Integration, and we are committed to 
maintaining five rules in health and social care to ensure than patient and service user confidentiality is maintained. The 
rules are:  
 
Confidential information about service users or patients should be treated confidentially and respectfully  
 
Members of a care team should share confidential information when it is needed for the safe and effective care of an 
individual  
 
Information that is shared for the benefit of the community should be anonymised  
 
An individual’s right to object to the sharing of confidential information about them should be respected  
 
Organisations should put policies, procedures and systems in place to ensure the confidentiality rules are followed  
 
Past experience of a Single Assessment Process across Health and Social Care has proven the benefits which need to 
be considered in this future development. 
 
 



 
d) Joint assessment and accountable lead professional for high risk populations 
 

i) Please specify what proportion of the adult population are identified as at high risk of hospital admission, and  
ii) what  
iii) approach to risk stratification was used to identify them 

 

Sunderland CCG is working with a company funded by NHS England to identify those populations at most risk of 
hospital admissions, with a view to those individuals having a lead professional to plan and  co-ordinate their care. 
 
The outcomes of this work between the CCG and Oliver Wyman Co. has now been concluded (See associated key 
documents) resulting in greater understanding of the segmentation of the population and its risk profile across and within 
localities. The single key message is that 3% of our population account for 50% of our health and social care spend and 
will be the initial focus for our integrated teams 
 
 
 

 
ii) Please describe the joint process in place to assess risk, plan care and allocate a lead professional for this population  

Within our acute trust, City Hospitals Sunderland, the LACE predictive tool is being used to identify those individuals 
who are at risk of readmissions, looking at both health and social care factors. 
 
The Directly Enhanced Service for risk profiling has been implemented and will also inform the community integrated 
locality team development, supplemented by the Oliver Wyman work  on segmentation and risk profiling noted above. 
 
The CCG has also ensured the £5 a head for over 75s has been protected in the budget and will form part of the BCF to 
be used to support the Practices in delivering their contracted responsibility to have an accountable GP for over 75s and 
complex patients, managing their care.   The CCG also intends to work with the Area Team to deliver the new directly 
enhanced service for avoidable admissions as this will support the joint assessment and accountable lead professional 
requirements 
 
 

 
 



iii) Please state what proportion of individuals at high risk already have a joint care plan in place  
 

Through the risk stratification process, each Practice has identified their patients within the high risk category, as 
outlined above.   This will inform the development of locality integrated teams which in turn will hold the joint care plans 
for individuals at high risk. At this stage, these formal joint plans are yet to be put in place. 

 

8) ENGAGEMENT 
 
a) Patient, service user and public engagement 
 
Please describe how patients, service users and the public have been involved in the development of this plan to date and will be 
involved in the future  
 

Integration of health and social care services within Sunderland is based on a vision that has been formed by what 
people of Sunderland have told us that they want from health and social care services.  There is a desire amongst 
people in Sunderland for a safe, integrated, effective and timely response that meets their individual needs. 
 
People want choice and control, support to continue living in their own homes and communities with services that are 
co-ordinated to meet their individual needs at times which they require.  At the heart of the vision is the ambition to 
deliver the right care and support, at the right time in the right location with the right people to meet the needs of the 
individuals, their carers and families living within Sunderland. 
 
Within the Person centred Co-ordinated Care Partnership established to oversee the Integrated teams development, 
engagement with HealthWatch Sunderland has been progressed and Healthwatch have included the Integration Agenda 
in Sunderland on their work programme for 14/15.  Now the integrated teams work is part of the overarching Out of 
Hospital Transformation Board, Healthwatch continue to have a key place on the Board. 
 
Within Sunderland there is a rolling programme of Local Engagement Board events through which particular issues/ 
proposals are shared and discussed with the public. Throughout the development and authorisation of the Clinical 
Commissioning Group topics relating to the need to improve coordination and integration of community services have 
been raised and discussed at these events. 
 
A specific ‘Call to Action’ event bringing together service users and the public with service providers and commissioners 



highlighted and reinforced the need to enhance the integration of health and social care.   
 
Engagement events have gathered narratives from service-users and carers to inform  the development of the 
transformation initiatives in particular the need for 7-day access to services and initiatives to tackle the public perception 
of community services and organisations that are disjointed and not working together. 
 
The Accelerated Solutions Event  described above engaged with a range of Voluntary Sector, patient and carer 
organisations and using specific personas, participants began to build intent for and clarity on what needs to be different 
for Health and Social Care across the City. The personas were based on real experiences and people within 
Sunderland. 
 
 
 
 
 

 
b) Service provider engagement 
 
Please describe how the following groups of providers have been engaged in the development of the plan and the extent to  
which it is aligned with their operational plans  
 
i) NHS Foundation Trusts and NHS Trusts 
 

The plan for Integration and Better Care from Sunderland reflects a number of programmes that have been developed 
with partners, which includes NHS providers, Social Care Providers, Voluntary and Community Sector, alongside people 
who use services, their carers and families. 
 
A formal governance structure has been developed which is described within this submission to ensure full engagement 
with statutory organisations across health and social care. 
 
See event details below for engagement with trusts 

 
ii) primary care providers 
 



Out with these formal arrangements a range of engagements have taken place across the city in relation to the 
programmes within the plan for Integration within Sunderland:  
  

• Within the NHS ‘Call to Action’ process there have been a number of Engagement Events to inform the CCG 
Planning Process; feedback from these events identified the need for integrated care, throughout the whole life 
course, care that is co-ordinated to meet the outcomes that are important to people, their carers and their 
families. 

 
• On the 14th May a half-day ‘Learning with Lunch’ event brought together all 53 GP Practices in Sunderland with 

partner organisations, patients and carers: 
 

(Extract from formal report following event) 

Introduction 

SCCG Executive and Sunderland Council wish to outline the context, vision and approach to commissioning community 
services over the next 5 years, along with the design principles that will guide the final provision of services. 

Our public, member practices, Councillors, co commissioner in the Area Team, along with the current providers of 
community services will be well aware of the value of community based services in supporting people in the community, 
helping to regain/maintain their independence and supporting their overall wellbeing.  Equally they will be aware of the 
challenges in Sunderland, including the myriad of current provision, fragmentation, increasing numbers of older people 
and over reliance on hospital care. We are all very aware of our patient/resident desire for a safe, integrated, effective 

and timely response that meets their individual needs. 
 

SCCG from its inception has been passionate about tackling these challenges and bringing greater value to all.  The 
Council has also been ready from our inception to join with us in addressing these challenges for a population which we 
share.  We will achieve this by a different commissioning approach, ensuring we commission in a way that achieves the 

outcomes we are seeking and results in the services people actually need and prefer… 
 

…We intend, through commissioning to create multi-disciplinary teams that include all staff who provide core community 
services to both children and adults in Sunderland e.g. all community nurses whatever profession or current specialist 

team; all GP Practice Nurses and Practice Teams; all community therapists and midwives, all social care teams and all 
community psychiatric staff. 

Our vision is that these teams will be responsible for jointly planning, co-ordinating and delivering care to their Locality 
population.  These teams we believe will be best able to identify and respond to individual needs and in so doing identify 



and resolve the current barriers that prevent a joined up response to the individuals within a Locality.  They will also be 
supported to ensure they use their combined core and specialist skills to meet the needs of patients and achieve better 

health and wellbeing outcomes than currently… 
 

…There are no legal and statutory barriers to this vision. The evidence base behind this approach tells us that the most 
important factors are a shared vision and a shared desire to make it happen. We believe that providing a clear 

leadership approach to commissioning and a supportive environment for frontline staff, will make integrated locality 
teams based on the above design principles a reality. This is our vision and we will commission from Providers who 

share our vision and will help us deliver better care and better outcomes for the population of Sunderland. 

Event Overview 

The event was held at the Stadium of Light in Sunderland with 314 delegates attending representing the following 
organisations: 

 

 53 Member GP Practices 

 Action on Hearing Loss 

 Age Uk 

 Carers Association 

 City Hospitals Sunderland NHS Foundation Trust 

 EMIS 

 Gentoo 

 Healthwatch 

 HOPS Wellbeing 

 Locality Patient Participation Groups 

 Members of the Public 

 Northern Sign 

 Northumberland, Tyne & Wear Mental Health NHS Foundation Trust 

 Oliver Wyman 

 Parkinsons UK 

 South Tyneside NHS Foundation Trust 

 Sunderland Carers Centre 

 Sunderland City Council 

 Sunderland Clinical Commissioning Group 



 Sunderland People First 

 Thornbury Care Home 

 Thornhill Park 

 Young Minds 

 
iii) social care and providers from the voluntary and community sector 
 

On the 5th and 6th of June, the CCG, together with the City council and the Health and Social Care Integration Board 
held an ASE (Accelerated Solutions Event) taking the lead with partner organisations across health, local government 
and the voluntary sector to develop an ambitious programme to address the long standing health and social care issues 
in Sunderland. The aim being to further develop the Health and Social Care Integration agenda and create a shared 
understanding and commitment to how the agenda will be delivered.  
 
One hundred participants focussed on ‘delivering Better Health and well-being for Sunderland’ over two days of 
intensive, collaborative working; they shared their experiences, learning and aspirations to develop the future of 
Sunderland. 
 
The objectives that were collectively achieved by the participants were: 
 

o Reaffirm the vision and outcomes for Sunderland and the financial context in which this needs to be 
delivered. 

o Understand and define how Health and Social Care Integration Agenda will support the achievement of 
these outcomes over the next two years. 

o Discuss and shape a tangible plan that will take us forward in the short, medium and long-term including 
agreement on how to measure success. 

o Engage all key stakeholders in the programmes to gain feedback on proposed service changes and 
identify how we will work together to drive greater quality, value and sustainability. 

 
One hundred participants were focussed on ‘Delivering Better Health and Wellbeing for Sunderland’ over two days of 
intensive collaborative working. 
 
The developing plan has also been shared and considered on a regular basis via our multi agency Transformation 
Board established to oversee delivery of the system wide 5 year Strategic Plan and the Provider Forum established as 
an advisory body to the Health and Wellbeing Board. 



 
c) Implications for acute providers  

 
Please clearly quantify the impact on NHS acute service delivery targets. The details of this response must be developed  
with the relevant NHS providers, and include: 

- What is the impact of the proposed BCF schemes on activity, income and spending for local acute providers? 
- Are local providers’ plans for 2015/16 consistent with the BCF plan set out here? 

 

The transformational shift of activity from the Acute Sector to community based options will impact most on the business 
activity of the local provider of acute services; City Hospitals Sunderland.  
This potential financial and activity impact has been modelled. Further work is on-going to determine the likely 
organisational impacts including the workforce impact. This will require continuous monitoring and evaluation throughout 
the transformation period to ensure any potential destabilising effect on the provider is understood and managed. 
Consideration is also needed on any impact on North East Ambulance Service. 
 
The revised guidance on the 3.5% reduction was “mandated” on non-elective activity for the BCF; however states that 
there could be a case for CCGs to set a lower ambition but as long as it is a stretching and ambitious target based on 6 
criteria: 
 

1. The position  from which the area is starting; e.g. an area which has already achieved top quintile 
performance in reducing emergency admissions may not be able to achieve further improvements as 
extensive as an area in the lowest quintile; the local trend in performance; ie is the area improving or 
worsening on this metric; 

2. How current performance compares to peer areas; and 
3. Whether the local population is projected to increase by more than the national average. 
4. A plan which sets an ambition lower than 3.5% in 2015/16 must explain how the planned level of 

improvement will contribute to a longer term trajectory of reduction linked to the transformation of local 
health and care services. 

5. Any revised ambition lower than the assumed 3.5% must have the explicit support of the Council and all of 
the CCGs who are party to the plan, and must have the explicit written commentary of acute providers (in 
annex 2 of the Part 1 template).  

6. Each area should ensure that the contingency plan and risk sharing agreement make prudent provision for 
the costs of unplanned activity if emergency admissions are not reduced in line with the plan. The lower 
the planned reduction, the less money will be available through the payment for performance element of 



the Fund, and more will need to be invested in NHS commissioned out of hospital services 
 

In Sunderland we have agreed with partners a target of 0.8%.  Our rationale is: 
 

1. In Sunderland we have seen a reduction in non-electives in 13/14 which is continuing into 2014/15.  We are not in 
the top quintile but are showing a significantly improved position. 

2. In comparison to peers, particularly those in the North East, we are between the 2nd quintile so very much 
showing that improvement but also “better” than others.  Looking more broadly at City Hospitals Sunderland NHS 
FT in comparisons with their national peers, a similar position so suggests that we are already improving against 
our peers and lower in most cases. 

3. Although our local population is not projected to increase by more than the national average over the next 10 and 
20 years in total, ages 65+ are projected to increase in Sunderland by a larger percentage over the next 10 years 
compared to the England average.  This cohort of patients the most likely to be admitted as a non-elective 
admissions.  This has formed some of the basis around Integrated Teams and our ambition to reduce emergency 
admissions from 16/17 onwards by 15%. 

4. By setting our ambition (0.8%) for the BCF in line with the ambitions within the Operational Plan, the plans are 
now completely aligned to our strategy and our 5 year strategy has the longer term goal of 15% reduction from 
16/17 onwards. 

5. This is part of our BCF submission. 
6. We have a plan in place to meet this requirement. 

 
Recurring growth investment over years 1 and 2 in out of hospital care will support this transformational change 
complemented by additional use of non-recurrent funding. 
 
A Transformation Board has been established with board-level membership from both commissioners and providers 
from across Health and Social Care. This will enable in particular the development of a whole economy strategic 
ambition and facilitate the consideration of organisational impact and risk management of the proposed changes along 
with the impact of recent contract negotiations and the current and proposed tariff efficiencies.  Specific engagement will 
also take place with providers who through their active membership of various transformation work programmes and via 
the new Out of Hospital Transformation Board will gain full understanding of the implications of the future state for health 
and social care; the consequences of this changing future state will be managed collaboratively and transparently with 
providers enabling comprehensive financial, workforce and quality impact assessments to be undertaken. 
 
As highlighted above specific financial and activity modelling has already commenced utilising tools made available 



through the ‘Anytown’ toolkit and the Local Government Association modelling tool. The use of this modelling has been 
described to providers in particular the potential impact of fully operational integrated teams supported by 24 hour 
access to intermediate care and reablement; end of life care and improved quality of care in care homes as described in 
the Torbay model – this suggests for example a £7.9m reduction in Sunderland in non-elective activity in the acute 
sector. Further work will be undertaken to further test and refine this initial modelling with full inclusion of providers. 
Assurances have been given to the Acute provider in Sunderland that this expected change in activity will be closely 
monitored and should activity levels not decrease they will not be financially disadvantaged. 
 
 
 

 
Please note that CCGs are asked to share their non-elective admissions planned figures (general and acute only) from  
two operational year plans with local acute providers. Each local acute provider is then asked to complete a template 
 providing their commentary – see Annex 2 – Provider Commentary. 

 
  



ANNEX 1 – Detailed Scheme Description 
 
For more detail on how to complete this template, please refer to the Technical Guidance  

 
Scheme ref no. 

BCF 1 

Scheme name 

Community Locality Integrated Working 

What is the strategic objective of this scheme?   
 

 
We intend, through commissioning, to create multi-disciplinary teams that include all staff who provide core community 
services to those of the population with the greatest need irrespective of age. 
 
The most ambitious of our proposed schemes is utilising the combined health and social care budget of approximately 
£50m to deliver better quality outcomes for individuals and their carers whilst also creating up to £8m of efficiencies in 
reduced unplanned hospital admissions (modelled on implementing ‘Torbay’ model in Sunderland). Non recurrent 
funding of over £5m has been identified over next two years to support this transformation. 
 

Overview of the scheme  
Please provide a brief description of what you are proposing to do including: 

- What is the model of care and support? 
- Which patient cohorts are being targeted? 

 

 
Our vision is that Integrated Community Locality Teams will be responsible for jointly planning, co-ordinating and 
delivering care to their Locality population.  These teams will be best able to identify and respond to individual needs 
and in so doing identify and resolve the current barriers that prevent a joined up response to the individuals within a 
Locality.  They will also be supported to ensure they use their combined core and specialist skills to meet the needs of 
patients and achieve better health and wellbeing outcomes than currently. 
 
The planned outcomes are: 

 Reducing emergency admissions by 14% by 2019 



 Reducing emergency readmissions by 14% by 2015 

 Improve patient experience of out of hospital care by 8% by 2019 

 Supporting people to live at home  

 Reducing the number of people admitted to long term residential/nursing care. 

 Improving the diagnosis rate for dementia 

 Increasing the number of people with depression referred for psychological therapies 

 Ensuring achievement of A/E 4 hour waits 
 
 

The delivery chain 
Please provide evidence of a coherent delivery chain, naming the commissioners and providers involved 
 

Sunderland CCG has taken a partnership approach with South Tyneside Foundation Trust, Sunderland City Council, 
Northumberland, Tyne and Wear NHS Foundation Trust and Sunderland City Hospitals and NHS England  to create the 
Person Centred Co-ordinated Care Partnership.  The partnership have agreed the design principles underpinning the 
team approach include: 

 

 Patient,  carer and family at the centre of care planning and decision making 

 Patients as co-producers of their care and outcomes 

 All ages – children and adults 

 High quality care for all unplanned and planned needs 

 Delivering care that provides value for money 

 High performing teams with appropriate leadership, development  and resources irrespective of staff 
employment status or employer 

 
In addition the characteristics of the model have been agreed e.g. care co-ordination; self-care; single point of contact in 
each Locality; wrapped around practices. These characteristics are based on evidence of what has worked across the 
country and internationally. See references: 
 
 
Project Group includes: 
 
Sunderland City Council, Sunderland CCG, South Tyneside Foundation Trust, Sunderland City Hospitals Foundation 



Trust, Northumberland, Tyne and Wear MH Foundation Trust, Primary Care/GPs, representatives from VCS. 
 
 
 

The evidence base  
Please reference the evidence base which you have drawn on  

- to support the selection and design of this scheme 
- to drive assumptions about impact and outcomes 

LGA Value Case for Co-ordinated Health and Social Care 
House of Care Framework for Integrated Care – NHS England 
Future Forum Report and the 6 models including the Oliver Wyman model re extended primary care and extensivists 
Anytown Tool and High Impact Interventions and Early Adopters 
 

Investment requirements 
Please enter the amount of funding required for this scheme in  Part 2, Tab 3. HWB Expenditure Plan 

Impact of scheme  
Please enter details of outcomes anticipated in Part 2, Tab 4. HWB Benefits Plan 
Please provide any further information about anticipated outcomes that is not captured in headline metrics below 

The planned outcomes are: 

 Reducing emergency admissions by 14% by 2019 

 Reducing emergency readmissions by 14% by 2015 

 Improve patient experience of out of hospital care by 8% by 2019 

 Supporting people to live at home  

 Reducing the number of people admitted to long term residential/nursing care. 

 Improving the diagnosis rate for dementia 

 Increasing the number of people with depression referred for psychological therapies 

 Ensuring achievement of A/E 4 hour waits 
 
 

Feedback loop 
What is your approach to measuring the outcomes of this scheme, in order to understand what is and is not working in 
terms of integrated care in your area?  

The partnership approach ensures that all plans and outcomes align to ensure a system wide approach and  in 



particular the Out of Hospital Board and its Operational Group which will steer the creation of synergy from the various 
programmes or parts of the pathway to ensure a joined up response for patients with complex needs.  For example the 
role of the city wide intermediate care service in supporting the work of the locality based integrated teams. 
 
 
 

What are the key success factors for implementation of this scheme? 
 

A key success factor is to ensure the data on the patient population ( both Oliver Wyman segmentation triangulated with 
the Practice DES data, soft intelligence and the reasons why patients are turning up as emergency admissions) is used 
intelligently to inform the make-up of the integrated teams ie. That the teams are built on the basis of being patient 
centric and will work with a complete patient centric focus. 
 
Another key success factor is to have clinical including GP Practice and multi-agency engagement in the design of the 
teams and we have ensured there is resource to support the secondment of clinicians from each agency into the design 
teams over the longer terms. 
 
 

 
Scheme ref no. 

BCF 2 

Scheme name 

Intermediate Care and Reablement 

What is the strategic objective of this scheme?   
 

To develop a locality focused collaborative model, which maximizes independence and quality of life for people of all 
ages, whilst ensuring cost effective use of resources. We will ensure the individual and their carers/family are at the 
heart of their care and support, ensuring they have access to information, advice and support to promote real choice and 
control, increase self-care and self-management, and enabling individuals and their carers to remain as independent as 
possible, for as long as possible. 
High Level Aims include: 

 Maximising independent living 

 Promoting faster recovery from illness 



 Minimising admissions to long term residential care 

 Facilitating a timely discharge from hospital 

 Providing effective alternatives to hospital admissions 
 

 
A key objective is: 

We will coordinate access to intermediate care services, ensuring a rapid response is available where 
appropriate 

 

Overview of the scheme  
Please provide a brief description of what you are proposing to do including: 

- What is the model of care and support? 
- Which patient cohorts are being targeted? 

 

Key activities include: 

 Ongoing development of an ‘Intermediate Care Hub’ to provide a single point of access and streamlined referral 
to intermediate care services 

 Develop clear referral pathways into the Intermediate Care Hub with standard documentation, for hospital, 
community and primary care 

 Review and further develop the rapid response component of the intermediate care model to provide urgent 
community based assessment and intervention in people’s homes 

 Develop a standard process for GP admissions, ensuring alternative pathways are readily available for individuals 
via the Intermediate Care Hub if a hospital admission can be prevented 

 Analysis of the demand for intermediate care services over a 24 hour period to enable demand to be matched to 
capacity/availability 

 
Current situation 
The Intermediate Care Hub (IC Hub) was formally established in June 2012 and provides a single point of access to 
intermediate care services.  The IC Hub is supports the following pathways: 
 
Step Up/Admission Avoidance – to support individuals to remain in their usual place of residence wherever possible. 
This pathway may be appropriate for: 

 Individuals in the community experiencing an acute episode of illness or exacerbation of pre-existing condition or  



illness 

 Individuals who do not require the level of medical intervention of an acute hospital but may require nursing, 
therapy and/or medical assessment in their own home or a bed based service (rapid assessment within 2 hours 
where appropriate) 

 Individuals who would benefit from rehabilitation/reablement either within their own home or a bed based service  
 
Step Down/Facilitated Discharge – to support individuals to return home or to an alternative environment appropriate to 
their needs. This pathway may be appropriate for: 

 Individuals who are medically stable following an episode of acute hospital care (for illness and/ or surgery) but 
may require further medical, nursing  and rehabilitation/reablement either within their own home or a bed based 
service 
 

Virtual communication links are in place with Discharge Nurses, acute ward teams, Hospital/Community Social Workers, 
the Community Rehabilitation Team and the Community Occupational Therapy Service.  
 
The Intermediate Care Hub currently operates from 8am-8pm Weekdays and 9am-4pm Saturday and Sunday which is 
when the vast majority of referrals are anticipated. However out of hours arrangements differ and access to certain 
services has proved a challenge. 
 
There is a need to move beyond services alone when developing intermediate care to concentrate on the whole health 
and social care system. This is to ensure that fragmentation and dislocation in the patient experience is minimised as 
people move between multiple service providers. The current hub service does not operate 24 hours per day. Having 
different arrangements at different times of day compounds the problem of care fragmentation. Confusion about who 
and where to contact for support to help care for people at home often results in a default to the easiest option – A&E 
attendance or hospital admission.  
The proposal is to build on and develop the existing service to provide a 24 hour single point of contact for co-ordination 
of multi-agency and multi-disciplinary care, that is driven by people’s needs rather than service set up. 
 

The delivery chain 
Please provide evidence of a coherent delivery chain, naming the commissioners and providers involved 
 

Project Group includes: 
Sunderland City Council, Sunderland CCG, South Tyneside Foundation Trust, Gateshead Foundation Trust, Sunderland 
City Hospitals Foundation Trust, Northumberland, Tyne and Wear MH Foundation Trust and Sunderland Care and 



Support (Local Authority Trading Company). 
 

The evidence base  
Please reference the evidence base which you have drawn on  

- to support the selection and design of this scheme 
- to drive assumptions about impact and outcomes 

It is vital to offer rapid responses in the community that offers an alternative to hospital stay and this provision needs to 
be person focussed. Currently the team is virtual resulting in fragmentation of communication, and there is no shared 
plan of care. There is also a need to strengthen links with some services, such as mental health Rapid Assessment 
Interface and Discharge (RAID) services, which are proven to reduce hospital bed use, particularly for older people (p11, 
Evidence Summary - Making Better Use of the Better Care Fund, ) 
 
In addition there is a need to eliminate the confusion over who to contact out of hours, therefore reducing unnecessary 
A&E attendances and hospital admissions. With intermediate care, provision has historically tended to concentrate on 
supported discharge, and this is reflected in the use of the hub at present.  There has been much less of a focus on 
admission prevention and avoidance. The introduction of a 24 hour a day ‘super hub’ will start the shift of this focus and 
truly provide patient centred alternatives to hospital admission.   
 
In our local Emergency Care Intensive Support Team (ECIST) report from 2012, it is identified that there is over and 
underutilisation of some teams. Setting up the multi-agency and multi-disciplinary team proposed for the hub would 
provide the opportunity to rationalise services. ECIST also commented on Sunderland’s cultural reliance on beds, 
reinforcing a perception among both patients and professionals that beds are what constitute safe or proper care. This 
also drains resource available for home based services such as reablement and rehabilitation. In light of this, a review of 
the beds commissioned across Sunderland is imminent, and it is anticipated that a reduction in beds will be made. It is 
imperative that we increase the availability and uptake of home based care provision to enable this to occur, and the 
super hub would be crucial in achieving this aim.  
 
References 
Transforming our health care system. The Kings Fund. April 2013 
‘The billion dollar question’: embedding prevention in older people’s services – 10 ‘high impact’ changes. University of 
Birmingham. August 2010 
Integrating health and social care in Torbay. The Kings Fund. March 2011 
 
 



Investment requirements 
Please enter the amount of funding required for this scheme in  Part 2, Tab 3. HWB Expenditure Plan 

Impact of scheme  
Please enter details of outcomes anticipated in Part 2, Tab 4. HWB Benefits Plan 
Please provide any further information about anticipated outcomes that is not captured in headline metrics below 

By April 2016 
 

 Elimination of confusion – right person, right time, right place 

 Improved quality of care and patient experience (Torbay satisfaction 48% – 100%) 

 Improved response times (e.g. Physio 8 weeks to 48 hours Torbay) 

 Lower hospital death rates (Torbay 44.6%, national 58%) 

 Reduced emergency admissions to hospital 

 Reduced re-admission to hospital 
 

By April 2018 

 Improved access to reablement  - shown to  reduce the need for homecare by 28% and can delay the need for up 
to 1 year – Birmingham university – The billion dollar question….10 high impact changes) 

 
By April 2021 

 Reduced residential and nursing home placements (dropped by 31% in 8 years in Torbay) 
 
 

Feedback loop 
What is your approach to measuring the outcomes of this scheme, in order to understand what is and is not working in 
terms of integrated care in your area?  

Via the Out of Hospital Board 
 
 

What are the key success factors for implementation of this scheme? 
 

Anticipated successes: 

 Elimination of confusion – right person, right time, right place 

 Improved quality of care and patient experience (Torbay satisfaction 48% – 100%) 



 Improved response times (e.g. Physio 8 weeks to 48 hours Torbay) 

 Lower hospital death rates (Torbay 44.6%, national 58%) 

 Reduced emergency admissions to hospital – Kings fund 

 Reduced re-admission to hospital –  

 Improved access to reablement  - shown to  reduce the need for homecare by 28% and can delay the need for up 
to 1 year – Birmingham university – The billion dollar question….10 high impact changes) 

 Reduced residential and nursing home placements (dropped by 31% in 8 years in Torbay) 
 

An alignment of services from 17.30 until 10pm will be completed by October 2016. 
24 hour operation will be in place by march 2016. 
 

 
Scheme ref no. 

BCF 3 

Scheme name 

Packages of Care – Care Homes 

What is the strategic objective of this scheme?   
 

Improve the quality of health care in Care Homes across the city via an enhanced primary and community proactive 
approach for residents of residential, nursing and extra care, thus addressing current inequality of access to healthcare. 
 

Overview of the scheme  
Please provide a brief description of what you are proposing to do including: 

- What is the model of care and support? 
- Which patient cohorts are being targeted? 

 

The overarching aim of the scheme is that Residents and their families will feel better cared for.  
 
Main achievements will be: 
 

• Residents and their families feeling better cared for 
• Implementation of ‘Deciding Right’ to support end of life wishes 
• Development of Emergency Healthcare Plans (EHCP’s) 



• Quality assessment carried out in nursing homes and training needs identified 
 
The scheme provides enhanced health care to residents from a multi-disciplinary team, involving partners from Primary 
Care –GPs, Community Services, therapy services from Acute and Community services, Community Geriatrics, 
pharmacy from Independent Sector, Local Authority Social work.   
 
Care Home providers are fully engaged in the scheme with staff participating in the development of the scheme. 
Training is co-ordinated for care homes staff in the scheme by a local social enterprise, the Tyne and Wear Care 
Alliance. The Alliance is maximising training opportunities for care homes staff in the locality in order to improve quality 
within the care homes.  
 
The main expected outcomes are: 

 Reduction in emergency admissions and readmissions 

 An increase in the number of people supported to die in their preferred place of care 

 An improvement in the experience of people with out of hospital care 
 

The delivery chain 
Please provide evidence of a coherent delivery chain, naming the commissioners and providers involved 
 

Project Group includes: 
Sunderland City Council, Sunderland CCG, South Tyneside Foundation Trust, Sunderland City Hospitals Foundation 
Trust, Northumberland, Tyne and Wear MH Foundation Trust, Primary Care/GPs and representatives from Care 
Homes/Extra Care Services. 
 
 

The evidence base  
Please reference the evidence base which you have drawn on  

- to support the selection and design of this scheme 
- to drive assumptions about impact and outcomes 

The improvement of health services for residents of Care Homes and Extra Care Schemes in Sunderland was identified 
as a key work programme in 13-14. An enquiry into the quality of healthcare in care homes for older people by the 
British Geriatric Society (2011) recommended a 

 Structured proactive approach to care, co-ordinated teams working together, built on primary care, supported by 



a range of specialists 

 Residents and relatives at the centre of decisions about care 

 Partnership approach with care home providers and social care professionals, shared 
information/assessments/policies/ training and governance.  

http://www.bgs.org.uk/index.php/bgscampaigns-715/carehomes 
 
Building upon these recommendations, the agreed an approach is to implement the scheme in one locality (Coalfields) 
in Sunderland, and using the learning, move on to develop and improve services throughout the city.  
 

Investment requirements 
Please enter the amount of funding required for this scheme in  Part 2, Tab 3. HWB Expenditure Plan 

Impact of scheme  
Please enter details of outcomes anticipated in Part 2, Tab 4. HWB Benefits Plan 
Please provide any further information about anticipated outcomes that is not captured in headline metrics below 

 
By April 2016 
 

 Improved healthcare received by care home and Extra Care residents ( BGS – Quest for Quality implemented) 

 Elimination of confusion – right person, right time, right place 

 Improved quality of care and patient experience (Torbay satisfaction 48% – 100%) 

 Improved response times (e.g. Physio 8 weeks to 48 hours Torbay) 

 Lower hospital death rates (Torbay 44.6%, national 58%) 

 Reduced emergency admissions to hospital 

 Reduced re-admission to hospital 

 Improved quality of care in care homes ( Gold standard Homes across the city) 
 

By April 2018 

 Improved quality of healthcare for all care home and extra care residents 
 
By April 2021 

 Improved quality of healthcare for all care home and extra care residents 
 
 

http://www.bgs.org.uk/index.php/bgscampaigns-715/carehomes


 

Feedback loop 
What is your approach to measuring the outcomes of this scheme, in order to understand what is and is not working in 
terms of integrated care in your area?  

Via integrated transformation board 
 

What are the key success factors for implementation of this scheme? 
 

The key success factor will be that by 2015 the delivery of enhanced healthcare to residents in care homes and extra 
care schemes across the city, is integral to Community Locality Integrated Working. Ensuring that these programmes 
are joined up and compliment one other from a delivery perspective will be developed during 2014-15.  
 
The main actions during 2014-15 to ensure success are: 

 Continue delivery within the Coalfields area of Sunderland  and  consider expansion of the service to other areas 
and populations 

 

 Evaluating the scheme and understanding best practice, and patient feedback, to inform model development. 
 

 Developing standard processes and quality measures for delivery of enhanced care by multi disciplinary teams 
 

 Review training needs of the workforce, including clinicians and care homes staff 
 

 Agree data sharing agreements for the safe management of patient records 
 

 Communications plan with stakeholders  
 

 
 
 
 
 
Scheme ref no. 



BCF 4 

Scheme name 

Packages of Care – Home Based 

What is the strategic objective of this scheme?   
 

The local offer to support people to continue living in their own homes and communities 
 
 
 

Overview of the scheme  
Please provide a brief description of what you are proposing to do including: 

- What is the model of care and support? 
- Which patient cohorts are being targeted? 

 

This scheme relates to both traditional care and support delivery within people’s own homes; alongside developing a 
range of low level support options to enable people to access the universal preventative and information, advice and 
guidance offers that are available across the city. 
 
Key outcomes are: 
- Self-management of needs 
- Better management of long term support in the community 
- Reduction in admissions to care homes 
- Reduction in avoidable admissions to hospital 
- Improved discharges from hospital 

 
Assumptions: 
 
Statutory Guidance of the Care Act will be implemented – national eligibility criteria will be in place 
 
Sufficient supply of the right care and support services will be available 

The delivery chain 
Please provide evidence of a coherent delivery chain, naming the commissioners and providers involved 
 

Sunderland City Council, Sunderland CCG, South Tyneside Foundation Trust, Sunderland City Hospitals Foundation 



Trust, Northumberland, Tyne and Wear MH Foundation Trust, Primary Care/GPs, representatives from VCS, 
representatives from Independent Sector and Sunderland Care and Support (Local Authority Trading Company). 
 
 

The evidence base  
Please reference the evidence base which you have drawn on  

- to support the selection and design of this scheme 
- to drive assumptions about impact and outcomes 

Evidence Base: 
 
Shorter term input with good IAG offer reduces demand for longer term involvement 
 
Support at home enables people to remain in their own homes; without need for institutional care 
 

Investment requirements 
Please enter the amount of funding required for this scheme in  Part 2, Tab 3. HWB Expenditure Plan 

Impact of scheme  
Please enter details of outcomes anticipated in Part 2, Tab 4. HWB Benefits Plan 
Please provide any further information about anticipated outcomes that is not captured in headline metrics below 

16 – Delivered Care Act requirements 
 
2017 – Remodelled pathways for accessing early support, preventative and IAG Offers 
 
2019 – Integrated health and social care packages supporting people with complex needs in their own homes through 
full integrated locality working 
 
2021 – Right care in the right place at the right time 
 
 

Feedback loop 
What is your approach to measuring the outcomes of this scheme, in order to understand what is and is not working in 
terms of integrated care in your area?  

The Vision for Integration has been developed taking into account the JSNA and JHWS; with the CCG and LA strategic 
plans being used as the basis of the development of the vision. 



 

What are the key success factors for implementation of this scheme? 
 

Key success factors: 
 
Implementing see and solve approach – short term input with quick resolutions to meet needs 
 
Further development of self-assessment options for accessing equipment and adaptations 
 
More people are supported appropriately within their own homes – across a range of health and social care needs, 
including EoLc and Palliative Care. 
 

 
 
Scheme ref no. 

BCF 5 

Scheme name 

Supporting Carers 

What is the strategic objective of this scheme?   
 

Supporting carers to continue in their caring roles and to maximise their health and wellbeing 
 

Overview of the scheme  
Please provide a brief description of what you are proposing to do including: 

- What is the model of care and support? 
- Which patient cohorts are being targeted? 

 

The scheme covers a range of interventions to support carers in their caring roles, to enable the identification of carers 
within Primary Care and to maximise their health and wellbeing through the following key outcomes: 
 
- Information and advice 
- Active and supportive communities 
- Flexible and integrated support 



- Supportive workforce 
- Enabling people to take risks 
- Having control over care and support provided 

 
 
Assumptions: 
- Care Act Statutory Guidance is implemented – carers assessments, eligibility for services to support carers 
- Investment in key areas of priority, in line with Sunderland Multi-agency Carers Strategy 
 

The delivery chain 
Please provide evidence of a coherent delivery chain, naming the commissioners and providers involved 
 

Project Group includes: 
Sunderland City Council, Sunderland Clinical Commissioning Group, City Hospitals Sunderland Foundation Trust, 
Sunderland Carers Centre, Sunderland College, University of Sunderland and other representatives from VCS. 
 

The evidence base  
Please reference the evidence base which you have drawn on  

- to support the selection and design of this scheme 
- to drive assumptions about impact and outcomes 

 
Evidence Base: 
 
- National Carers Strategy 
- Making it Real for Carers Programme – (TLAP) 
- Local Mutli-agency Carers Strategy 

Investment requirements 
Please enter the amount of funding required for this scheme in  Part 2, Tab 3. HWB Expenditure Plan 

Impact of scheme  
Please enter details of outcomes anticipated in Part 2, Tab 4. HWB Benefits Plan 
Please provide any further information about anticipated outcomes that is not captured in headline metrics below 

2016 – Delivered Care Act requirements; Essence Service is impacting positively on people with dementia and their 
carers 
 



2017 – Remodelled pathways for recognising carers within Primary Care, who can then access the early support, 
preventative and IAG Offers – reducing admissions to care as a result of family breakdown 
 
2019 – Building on the role that carers play supporting the health and social care system as a key partner in achieving 
the ambition for integration 
 
2021 – Right care in the right place at the right time – for both individual and their carer/s. 
 

Feedback loop 
What is your approach to measuring the outcomes of this scheme, in order to understand what is and is not working in 
terms of integrated care in your area?  

At present, the needs of carers are reflected across the range of JSNA profiles in place – in order to fully align the work 
and ambition of the Supporting Carers Scheme, it is proposed that a JSNA is undertaken which focuses on carers – this 
will support the implementation of the Supporting Carers Scheme in Sunderland. 
 
 

What are the key success factors for implementation of this scheme? 
 

Key Success Factors: 
 
Carers are appropriately supported to maintain their caring role, reducing the number of crisis family breakdowns which 
result in the need for admissions to care homes or acute health care services 
 
Recognition of carers takes place at an earlier stage; in order that information, advice and guidance is available to 
support carers 
 
Access to appropriate short breaks and opportunities supports on-going care to be provided through the carer having a 
‘break’.   
 
Carers of people with dementia are supported through the development of the Essence Service – collaboration within 
the VCS to provide appropriate, timely and flexible responses to carers and people with dementia. 
 

 



Scheme ref no. 

BCF 6 

Scheme name 

Learning Disabilities 

What is the strategic objective of this scheme?   
 

Care Pathway for people with learning disabilities  
 

Overview of the scheme  
Please provide a brief description of what you are proposing to do including: 

- What is the model of care and support? 
- Which patient cohorts are being targeted? 

 

Review of the health and social care pathway for people with learning disabilities, including acute hospital, community 
health, primary care and social care interventions 
 
Key Outcomes: 
 
- Expectations from Winterbourne Review are met 
- Single pooled budget across health ansd social care in respect of LD 
- Ensure spend is appropriate and proportionate across the markets 
- People with learning disabilities receive the right support based on their health and social care needs. 
 
Assumptions: 
 
- Recommendations from Winterbourne Review are fully implemented 
- The Care Act is implemented 
- The Markets which provide care and support to people with learning disabilities are appropriately managed 
 

The delivery chain 
Please provide evidence of a coherent delivery chain, naming the commissioners and providers involved 
 

Project Group includes: 
Sunderland City Council, Sunderland CCG, Sunderland City Hospitals Foundation Trust, Northumberland, Tyne and 



Wear MH Foundation Trust, User Led Organisation and  representatives from VCS. 
 
 
 

The evidence base  
Please reference the evidence base which you have drawn on  

- to support the selection and design of this scheme 
- to drive assumptions about impact and outcomes 

Evidence Base: 
 
- Care Act 
- Winterbourne View Review 

Investment requirements 
Please enter the amount of funding required for this scheme in  Part 2, Tab 3. HWB Expenditure Plan 

Impact of scheme  
Please enter details of outcomes anticipated in Part 2, Tab 4. HWB Benefits Plan 
Please provide any further information about anticipated outcomes that is not captured in headline metrics below 

2016 – Delivered Care Act requirements and Winterbourne View Review recommendations 
 
2017 – Spend is proportionate and costs are in line with comparative neighbours across all markets 
 
2019 – Integrated health and social care packages supporting people with complex needs in their own homes through 
full integrated locality working 
 
2021 – Right care in the right place at the right time 
 

Feedback loop 
What is your approach to measuring the outcomes of this scheme, in order to understand what is and is not working in 
terms of integrated care in your area?  

The Vision for Integration has been developed taking into account the JSNA and JHWS; with the CCG and LA strategic 
plans being used as the basis of the development of the vision 
 

What are the key success factors for implementation of this scheme? 
 



Key Success Factors: 
 
- Care Act and Winterbourne Review recommendations are implemented 
- People are maximising their life opportunities 
- Costs associated with provisions are in line with comparative neighbours 
- People are appropriately supported in the right environments 
 

 
ANNEX 2 – Provider commentary 
 
For further detail on how to use this Annex to obtain commentary from local, acute providers, please refer to the Technical Guidance.  
 

Name of Health & Wellbeing 
Board  

 Sunderland 

Name of Provider organisation City Hospitals Sunderland NHS FT  

Name of Provider CEO Ken Bremner 

Signature (electronic or typed)  Dep. CEO CH Sunderland 

 
For HWB to populate: 

Total number of 
non-elective 
FFCEs in general 
& acute 
 
 

2013/14 Outturn 31,010  

2014/15 Plan 30,916  

2015/16 Plan  30,676 

14/15 Change compared to 13/14 
outturn 

 -0.3% 

15/16 Change compared to planned 
14/15 outturn 

 -0.8% 

How many non-elective admissions 
is the BCF planned to prevent in 14-
15?  

 94 
 



How many non-elective admissions 
is the BCF planned to prevent in 15-
16? 

240 

 
For Provider to populate: 

     Question Response  

1. 

Do you agree with the data 
above relating to the impact of 
the BCF in terms of a reduction 
in non-elective (general and 
acute) admissions in 15/16 
compared to planned 14/15 
outturn? 

 Yes for 14/15 and 15/16, however, we disagree with the impact for years 
16/17 – 18/19 

2. 

If you answered 'no' to Q.2 
above, please explain why you 
do not agree with the projected 
impact?  

For future years (16/17 – 18/19) we have planned on the CCG achieving 50% 
of their target.  
 
Our assessment includes: 

 future projections of increasing demand (48% increase over 10 years for 
the 85+ population),  

 historical delivery of plans by commissioners, 

 other local commissioners believe stopping current growth is realistic 
(flat line), but reducing demand further is not, and 

 the increased complexity (multiple co-morbidities) of an ageing 
population. 
 

3. 

Can you confirm that you have 
considered the resultant 
implications on services 
provided by your organisation? 

Yes, for future years we have planned on the CCG achieving 50% of their 
target.  The impact in terms of income, workforce and physical capacity have 
been planned for and referenced in the Trust’s 5 year strategic plan. 
 
If the full target is achieved, the Trust understands the implications of this and 
the associated risks. 
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Item: 10.6 

CATEGORY OF PAPER  

Proposes specific action  

Provides assurance   

  
Governing Body 
24th March 2015 

 
Report Title 
 

Recommended Bidder Report -  Integrated 
Community Musculoskeletal Services for 
Sunderland 

 
Purpose of report 

The purpose of this report is to: 
 

 Inform NHS Sunderland Clinical 
Commissioning Group (SCCG) Governing 
Body of the outcome of the tender 
evaluations for the Integrated Community 
Musculoskeletal (MSK) Service for 
Sunderland. 

 Request  approval of the Recommended 
Bidder in order to award the contract for the 
Integrated Community MSK Service for 
Sunderland.  

 Request that the minutes of the meeting for 
this agenda item are forwarded to NECS for 
audit purposes. 
 
 

 
Key points, risks and assurances 
 

The Integrated Community MSK Service for 
Sunderland procurement has delivered the stated 
procurement objectives in line with Regulation 2(a) 
(Securing the needs of the people who use the 
services), Regulation 2(b) (Improving the quality of 
the services) and Regulation 2(c) (Improving 
efficiency in the provision of the services) of the 
National Health Service (Procurement, Patient 
Choice and Competition) (No. 2) Regulations 2013, 
in providing a single provider that proposes to deliver 
a single service for the Sunderland area, which: 
 

 Ensures that patients are directed to ‘the right 
place, first time’ through a single point of 
access 

 Reducing unnecessary secondary care 
referrals and duplicated 
treatments/appointments; 

 Provides patient choice where conditions 
require an onward referral 

 Utilises existing skills in primary care through 
liaising with GPs and the provision of more 
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accessible advice and guidance through 
health promotions and self-management 
initiatives; 

 Introduces clinical outcomes in respect of 
quality of life, which are developed through 
patient feedback and appropriate clinical 
planning; 

 Reduces waiting times for patients in order to 
meet the 18-week national target; 
 

The business case for the service was considered 
and supported at the August 2014 Executive 
Committee and approved at the September 
Governing Body committee.  The procurement 
strategy was considered and approved at the 
October 2014 Executive Committee. 

 
Recommendation/Action Required 
 

Bidder 2 is approved as a recommended bidder for 
the Integrated Community Musculoskeletal Services 
for Sunderland, as their submission was the most 
economically advantageous tender received.  The 
contract value of the recommended bidder’s 
submission is £5,253,000 (Net Present Value) over 
the initial 3 year term of the contract. 

 

The minutes of this meeting for this agenda item are 

forwarded to NECS for audit purposes. 

 

 
 

Sponsor/approving director   Debbie Burnicle 

Report author 
 
Dean Burns(NECS)/David Robinson(SCCG) 
 

Governance and assurance  

 
Link to CCG corporate objectives* 
(please tick) 

CO1 CO2 CO3 CO4 CO5 CO6 CO7 

x x x x x   

Any relevant legal/statutory issues N/A 

 
Are the identified risks on the risk 
register? (If so, include reference number) 
 

N/A 

If issue/report has been previously 
reviewed please specify meeting and 
date 

N/A 

 
Equality analysis completed 
(please tick)  

Yes x No  
Not 
relevant 

  

Key implications  Yes No Details 
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*CCG Corporate Objectives 
 
CO1 - Ensure the CCG meets it public accountability duties 
CO2 - Maintain financial control and performance targets 
CO3 - Maintain and improve the quality and safety of CCG commissioned services 
CO4 - Ensure the CCG involves patients and the public in commissioning and  
  reforming services  
CO5 - Identify and deliver the CCG’s strategic priorities 
CO6 - Develop the CCG localities 
CO7 - Integrating health and social care services, including the Better Care Fund   

 
 

 

 

 

 

 

 

 
Are additional resources required?  If so 
please specify 
 

 x The funding for the service is already 
in the baseline budget for the CCG 
and the procurement had a financial 
envelope of £9,255m over 5 years. 
…  

 
Has there been appropriate clinical 
engagement?  
 

x  
One executive GP and 2 Clinical Lead 
GPs were part of the procurement 
process 

 
Any current or expected impact on 
patient outcomes/experience? 
 

x  Outlined above 

 
Has there been member practice and/or 
other stakeholder engagement if 
needed?   
 

x  

This took place in the pre work to the 
procurement and was set out in the 
business case approved at the August 
2014 Executive Committee and the 
September 2014 Governing Body.  
One of the Lay members on the 
Governing Body participated in the 
procurement as a means of having 
some public engagement in the 
procurement process. 
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Recommended Bidder 

Report 
 

Integrated Community Musculoskeletal 

Services for Sunderland 
 

For and on behalf of: NHS Sunderland 

Clinical Commissioning Group  
Dean Burns 

Procurement Officer
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1. Purpose 

 

The purpose of this paper is to: 

 

1.1 Inform NHS Sunderland Clinical Commissioning Group (SCCG) Governing Body of 

the outcome of the tender evaluations for the Integrated Community Musculoskeletal 

(MSK) Service for Sunderland. 

 

1.2 Request approval of the Recommended Bidder in order to award the contract for the 

Integrated Community MSK Service for Sunderland . 

 

1.3 Request that the minutes of the March Governing Body meeting for this agenda item 

are forwarded to NECS for audit purposes. 

 

2. Background 

 

2.1 The current MSK services are delivered through two separate contracts across the 

Sunderland area.  These contracts have been extended to 30 September 2015 to 

enable a full re-procurement of the service. 

 

2.2 The proposed new model for MSK Services in Sunderland will entail the 

commissioning of one contract for the entire Sunderland area, with a single point of 

access for all patients who suffer from MSK conditions. 

 

2.3 In April 2013, Sunderland CCG, Gateshead CCG, Newcastle North and East CCG 

and Newcastle West CCG convened to discuss their current MSK pathways.  

Although predecessor organisations had invested great effort and financial resources 

into reforming MSK pathways, it was acknowledged that further work was required in 

order to inform the development of a proposed new model which would reduce 

variation in practice whilst providing effective and sustainable care for patients with 

MSK conditions. 

 

2.4 In May 2013, a Market Engagement Event was held in order to gauge the views of 

both the incumbent service providers and the wider potential market regarding the 

procurement of a new service.  Further to this, in Sunderland, comprehensive patient 

and stakeholder engagement was undertaken in order to gather a full range of views 

to assist the development of an appropriate clinical service model outlined in full in 

the business case previously agreed at the August 2014 Executive Committee and 

the September 2014 Governing Body. 

 

2.5 A clinical service model has been designed, entailing full integration of the 

community and intermediate MSK services for Sunderland, with a single point of 

access and a managed process for ensuring the elimination of unnecessary duplicate 

appointments/treatments. 
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2.6 In May 2014, a Request for Information (RFI) exercise was carried out, whereby a 

draft service specification was shared with the market and questions were put to 

potential providers in order to prompt a critical analysis of the proposed service 

model.  Seven RFI submissions were received and one-to-one appointments were 

held between providers who submitted an RFI and the Sunderland MSK Project 

Team. 

 

2.7 Upon analysis of the RFI Submissions, it was determined that the proposed service 

model was suitable, and the findings subsequently informed the proposals outlined in 

the procurement and evaluation strategy. 

 
2.8 The financial envelope assigned to the contract (as agreed as part of the 

Procurement and Evaluation Strategy) is detailed in Table 1 below: 

 

Table 1. 

Contract Year Contract Value 

Year 1 £1,851,000 

Year 2 £1,851,000 

Year 3 £1,851,000 

Total £5,553,000 

 
2.9 A contract term of three years with an option to extend for a further two years was 

agreed as part of the Procurement and Evaluation Strategy. 

 

 
3. Procurement Objectives  

 

3.1 The procurement and evaluation strategy was developed to ensure, in line with the 

National Health Service (Procurement, Patient Choice and Competition) (No.2) 

Regulations 2013,  that the services were procured with a view to: 

 

3.1.1 Regulation 2(a) - Securing the needs of the people who use the services: 

 

 Ensuring the patient is directed to ‘the right place, first time’ through the 

introduction of a consultant-led multi-disciplinary triage team (MDT) to determine 

the most appropriate care pathway for the respective individual patient(s); 

 To reduce the number of inappropriate secondary care referrals, specifically 

those into orthopaedic and rheumatology services.  The service will aim to 

reduce the number of secondary care referrals by 5600 (of which approximately 

one third are initial referrals) over the duration of the initial three year term of the 

contract (which equates to approximately 20% of indicative activity); 

 To ensure patient choice where conditions require a consultant opinion, with the 

MDT directly triaging these patients to the ‘choice team’ within the integrated 

service to offer patients a choice of secondary care providers. 
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 Named senior healthcare professional responsible for individual patient care to 

ensure a more personable service for patients. 

 

3.1.2 Regulation 2(b) - Improving the quality of the services: 

 

 Utilising the skills in primary care more effectively by liaising with, educating and 

upskilling GPs.   

 Provision of more accessible advice and guidance through the introduction and 

promotion of self-management/self-care tools, literature and other health 

promotion activities; 

 Uniformity of Community and Intermediate MSK Services across the Sunderland 

area to ensure equity of care to all patients suffering from MSK conditions in 

Sunderland; 

 Introducing measurable clinical outcomes in respect of quality of life for patients, 

through patient feedback and the development of care plans to appropriately 

meet patient identified/agreed outcomes. 

 

3.1.3 Regulation 2(c) - Improving efficiency in the provision of the services: 

 

 Reduce waiting times for patients; currently patients within the system are not 

being seen by secondary care providers within the 18-week national target; 

 Ensuring the patient is directed to ‘the right place, first time’ through the 

introduction of a consultant-led MDT to determine the most appropriate care 

pathway for the respective individual patient(s).  This will subsequently lead to a 

decrease in unnecessary duplication of treatment/appointments; 

 To reduce the number of inappropriate secondary care referrals, specifically 

those into orthopaedic and rheumatology services.  The service will aim to 

reduce the number of secondary care referrals by 5600 (of which approximately 

one third are initial referrals) over the duration of the initial three year term of the 

contract (which equates to approximately 20% of indicative activity); 

 Utilising the skills in primary care more effectively by liaising with, educating and 

upskilling GPs (currently this is not carried out at all); 

 The introduction and utilisation of a ‘dashboard’ approach to evaluate 

efficiencies across patient focused episodes of care. 
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4. Procurement Timetable 

 

4.1 Table 2 shows the key milestones and timescales for the procurement process. 

 

Table 2 

Milestone Description Date 

Procurement and 

evaluation strategy sign-

off 

Approved by the SCCG 

Executive Committee  
7 October 2014 

Advert 
Date advert published on 

Contracts Finder/OJEU 
4 November 2014 

Tender deadline Date bids need to be submitted 16 December 2014 

Bidder presentation 

Bidders are required to present 

to the evaluation panel on the 

subject matter identified in the 

evaluation criteria. 

12 – 14 January 2015 

Consensus scoring 
Evaluation panel meeting to 

consolidate scores 
22 - 23 January 2015 

Recommended bidder 

report sign-off 

Approved by the SCCG 

Governing Body 
24 March 2015 

Standstill period 

Notification to bidders of 

outcome, allowing 10 calendar 

days for any challenges to be 

raised 

26 March-4 April 2015 

Contract award 
Official offer of contract sent to 

winning bidder 
6 April 2015 

Mobilisation Mobilisation of contract 7 April 2015 

Service commencement Service start date 1 October 2015 
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5. Evaluation Strategy 

 

5.1 The evaluation model sought to identify the Most Economically Advantageous Tender (MEAT), which is interpreted as affordable 

Value for Money (VfM), was determined by the evaluation criteria outlined in Table 3: 
 

Table 3 

Criteria Weighting Sub-Criteria Weighting Question Weighting Red Flag 

Quality 80 Service Delivery 31 Referrals 3 No 

Triage 5 Yes 

Clinical Assessment 4 No 

Care Planning and Treatments 5 Yes 

Onward Referrals and Discharge Protocol 4 No 

Continuous Improvement and Innovation 5 Yes 

Outcomes 5 Yes 

Engagement and 
Integration 

17 Self-Management 5 Yes 

Patient Experience 4 No 

Stakeholder Engagement 3 No 

Integration with Primary Care 5 Yes 

Staffing, Equipment 
and Resources 

13 Staffing Plan 4 No 

Training and CPD 2 No 

Recruitment Strategy  2 No 

Accessibility and Premises 3 No 

Equipment and Appliances 2 No 

IM&T 6 IT Systems 2 No 

Information Governance 2 No 

Disaster Recovery/Business Continuity 2 No 

Clinical Governance 9 Quality Control 2 No 

Incident Reporting 3 No 

Risk Management 3 No 

Medicines Management 1 No 

Mobilisation 3 Mobilisation Plan 3 No 

Social Value 1 Social Value 1 No 

Finance 20 Bid Price 20 N/A 

 

 



 

 

 

5.2 The following questions were identified as Red Flag questions, which required 

bidders to score a minimum of 50% to ensure their bid was compliant with the 

quality thresholds: - 

 

 SD02 – Triage 

 SD04 – Care Planning and Treatments 

 SD06 – Continuous Improvement and Innovation 

 SD07 – Outcomes 

 EN01 – Prevention and Support 

 EN04 – Integration with Primary Care 

 

Bidders who failed to achieve a minimum score of 50% in respect of their 

responses to Red Flag questions were deemed ineligible to progress to the 

contract award stage of the procurement process. 

 

5.3 Bidders were required to perform a presentation as part of their submission in 

respect of questions SD02 (Triage) and SD07 (Outcomes), both of which were 

red flag questions. 

 

5.4 The evaluation of bids was carried out in three stages: 

 

5.4.1 Stage 1 – Compliance 

 

The preliminary compliance review checked that submissions: - 

 

 included a bid price that did not exceed the specified affordability 

threshold; 

 answered all questions (or have explained satisfactorily if considered not 

applicable); and; 

 included all documents as set out in the Invitation to Tender (ITT), in the 

correct format, and named as requested. 

 

Where a bid response was deemed to be non-compliant, the respective 

bidder’s submission was not taken any further in the procurement process 

(subject to approval from the Commissioner). 

 

5.4.2 Stage 2 – Capability and Capacity 

 

The capacity and capability assessment was undertaken to determine whether 

each bidder: - 

 

 was eligible to be awarded a public contract, as detailed in Regulation 23 

of the Public Contracts Regulation 2006; 
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 was in a sound economic and financial position to participate in the 

procurement; and 

 had the necessary resources and core competencies available to them. 

 

Any bidders who failed to meet any of the criteria outlined above were not 

taken any further in the procurement process (subject to approval from the 

Commissioner). 

 

5.4.3 Stage 3 – Technical Evaluation 

 

This stage of the evaluation assessed the bidder(s) in relation to the service-

specific questions.  As a minimum, bidders were required to have: 

 

 achieved a minimum score of 50% for all questions identified as being 

‘Red Flag’ questions; and 

 achieved a minimum score of 50% of the available marks for all quality-

related criteria. 

 

Bidders who failed any of the Stage 3 criteria were not taken any further in the 

procurement process (subject to approval from the Commissioner). 

 

Following the evaluation process, which was carried out by a team of subject-

matter experts including an Executive GP and 2 GP Clinical Leads and a Lay 

Member of the Governing Body, a consensus score was agreed for each 

question to inform the outcome of the procurement process. 
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6. Evaluation 

6.1 Table 4 provides a summary of the outcome of the evaluation: 
 

Table 4. 

 

  
Bidder 1 Bidder 2 Bidder 3 

Question 
Reference 

Weighting 
(%) 

Score 
Weighted 
Score (%) 

Score 
Weighted 
Score (%) 

Score 
Weighted 
Score (%) 

SD01 3 50% 1.50 75% 2.25 50% 1.50 

SD02 5 50% 2.50 100% 5.00 25% 1.25 

SD03 4 50% 2.00 75% 3.00 50% 2.00 

SD04 5 50% 2.50 100% 5.00 25% 1.25 

SD05 4 50% 2.00 75% 3.00 75% 3.00 

SD06 5 50% 2.50 75% 3.75 25% 1.25 

SD07 5 75% 3.75 50% 2.50 50% 2.50 

EN01 5 50% 2.50 75% 3.75 50% 2.50 

EN02 4 50% 2.00 75% 3.00 25% 1.00 

EN03 3 50% 1.50 50% 1.50 25% 0.75 

EN04 5 50% 2.50 75% 3.75 50% 2.50 

SE01 4 25% 1.00 75% 3.00 25% 1.00 

SE02 2 50% 1.00 75% 1.50 50% 1.00 

SE03 2 50% 1.00 75% 1.50 50% 1.00 

SE04 3 50% 1.50 75% 2.25 25% 0.75 

SE05 2 25% 0.50 75% 1.50 25% 0.50 

IM01 2 50% 1.00 75% 1.50 25% 0.50 

IM02 2 50% 1.00 75% 1.50 25% 0.50 

IM03 2 50% 1.00 75% 1.50 25% 0.50 

CG01 2 50% 1.00 75% 1.50 50% 1.00 

CG02 3 75% 2.25 75% 2.25 50% 1.50 

CG03 3 50% 1.50 50% 1.50 25% 0.75 

CG04 1 25% 0.25 50% 0.50 25% 0.25 

MP01 3 75% 2.25 50% 1.50 50% 1.50 

SV01 1 50% 0.50 50% 0.50 50% 0.50 

Quality 
Total 80 41 58.5 30.75 

Bid Price 20 20 19 19 

Total 100 61 77.5 49.75 

Rank 2 1 FAIL 
 

NB.  A question reference presented in Red Text indicates a Red Flag question.  A bidder 

score presented in Red Text indicates a fail on a Red Flag question/minimum Quality 

requirement. 
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6.2 A recommended bidder must have submitted a compliant bid, passed all 

elements of the Capability and Capacity Assessment, achieved a score of at 

least 50% for all Red Flag questions, achieved a score of at least 50% of the 

available marks for ‘quality’, and offer the most economically advantageous 

tender, i.e. the optimum balance (and highest combined score) of cost and 

quality in relation to this service. 

 

6.3 Summary of Evaluation: 

 

6.3.1 Bidder 1 submitted a compliant bid, which passed all elements of the Capability 

and Capacity Assessment.  The bidder passed all red flag questions and 

scored 41% from a possible 80% in relation to quality (therefore achieving more 

than 50% of the available marks for ‘quality’).  Bidder 1 scored 61% for quality 

and finance combined. 

 

6.3.2 Bidder 2 submitted a compliant bid, which passed all elements of the Capability 

and Capacity Assessment.  The bidder passed all red flag questions and 

scored 58.5% from a possible 80% in relation to quality (therefore achieving a 

score of more than 50% of the available marks for ‘quality’).  Bidder 2 scored 

77.5% for quality and finance combined.  Bidder 2 therefore offered the most 

economically advantageous tender for Lot 1 (i.e. achieved the highest overall 

percentage score for quality and finance combined in line with the evaluation 

criteria). 

 

6.3.3 Bidder 3 submitted a compliant bid, which passed all elements of the Capability 

and Capacity Assessment.  The bidder did not pass three of the six red flag 

questions and scored 30.75% from a possible 80% in relation to quality 

(therefore not achieving more than 50% of the available marks for ‘quality’).  

Bidder 3 scored 49.75% for quality and finance combined, but was ineligible to 

be awarded a contract on the basis that they did not meet the minimum 

requirements in terms of passing all red flags and achieving a score of at least 

50% of the available marks for ‘quality’. 

 

6.4 The Integrated Community MSK Service for Sunderland procurement has 

delivered the stated procurement objectives in line with Regulation 2(a) 

(Securing the needs of the people who use the services), Regulation 2(b) 

(Improving the quality of the services) and Regulation 2(c) (Improving efficiency 

in the provision of the services) of the National Health Service (Procurement, 

Patient Choice and Competition) (No. 2) Regulations 2013, in providing a single 

provider that proposes to deliver a single service for the Sunderland area, 

which: 
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 Ensures that patients are directed to ‘the right place, first time’ through a 

single point of access, thus reducing unnecessary secondary care 

referrals and duplicated treatments/appointments; 

 Provides patient choice where conditions require a consultant opinion 

through a designated ‘choice team’ and a named senior healthcare 

professional for each individual patient care programme; 

 Utilises existing skills in primary care through liaising with GPs and the 

provision of more accessible advice and guidance through health 

promotions and self-management initiatives; 

 Introduces clinical outcomes in respect of quality of life, which are 

developed through patient feedback and appropriate clinical planning; 

 Reduces waiting times for patients in order to meet the 18-week national 

target; 

 Introduces and utilises a ‘dashboard’ approach to evaluate the efficiencies 

of the episodes of care in order to influence care planning decisions 

moving forward. 

 

7. Recommendations 

 

7.1 Bidder 2 is approved as a recommended bidder for the Integrated Community 

Musculoskeletal Services for Sunderland, as their submission was the most 

economically advantageous tender received.  The contract value of the 

recommended bidder’s submission is £5,253,000 (Net Present Value) over the 

initial 3 year term of the contract. 

 

7.2 The minutes of this meeting for this agenda item are forwarded to NECS for 

audit purposes. 

 

 

Author: Dean Burns 

NECS Procurement Officer  

 
Sponsor: Debbie Burnicle 
  Director of Commissioning, Planning & Reform 
 
Date:  6th March 2015 
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Item: 10.7 

CATEGORY OF PAPER  

Proposes specific action  

Provides assurance   

 
Governing Body 
24th March 2015 

 
Report Title 
 

 
Out of Hospital Model  

 
Purpose of report 

To provide the Governing Body with an overview 
of the Out of Hospital Model of Care and a brief 
summary of each of the developed Out of 
Hospital business cases, demonstrating their 
interdependencies and detailing the overall 
financial proposals for consideration. 

 
Key points, risks and assurances 
 

Transformation of Out of Hospital services will 
test the hypothesis that integrated care can 
improve outcomes for patients at the minimum 
necessary cost; create access to better, more 
integrated care outside of hospital; reduce 
unnecessary hospital and care home 
admissions and enable effective working of 
professionals across provider boundaries.  
 
This paper introduces the Out of Hospital Model 
of Care illustrating the inter-relationship between 
the 5 Localities, the Locality Integrated Teams 
and the Recovery at Home service. Other key 
features of the model are depicted, in particular 
Community Connectors, Telehealth and the 
GP Out of Hours Service; each of these 
components being subject to a specific 
development project and business case within 
the CCGs transformational programme. 
Financial proposals including the sources of 
funding are described. 
 
NB. The full business cases are referenced and 
available if needed (contact Eleanor 
Hardy…5128473 eleanor.hardy2@nhs.net) 
Also the 2 appendices on finance and the fact 
base referenced in the main report are separate  

mailto:eleanor.hardy2@nhs.net
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documents but need to be read in conjunction 
with this report and have been circulated with 
the report. 
 
Key risks and ways to mitigate the risks are 
noted below: 
 
Overestimation of impact on reduction in 
emergency admissions.  The CCG modelling 
has been prudent in the target reduction and 
has allowed reasonable planning and testing 
time prior to benefits being delivered from April 
2016. 
 
There is a potential impact on therapy services 
without any investment identified at this stage.  
However, further work is required on the current 
state before it is clear what/if more is needed 
and there is some contingency in 2016/17. 
 
The LA cost improvement plan relies on the 
Time To Think beds being released in 2015/16. 
The business case increases resources in nurse 
led community beds and support going into 
peoples homes.  The BCF Pooled budget is 
supported by a 50/50 risk sharing agreement. 
 
 The enhancements and testing need to take 
place asap.  This is why the investment 
proposals have come to the March 2015 
Executive Committee and staffing costs are built 
in from July 2015 allowing time for recruitment. 
 
There is a risk of challenge from providers out 
side of the city when not going to the market in 
relation to the new investment.  However, the 
CCG have been transparent from the start of the 
transformation programme in late 2013 about 
the Vision and intention to work with existing 
providers where they were willing to engage and 
work differently to achieve the agreed outcomes.  
This was in recognition of avoiding additional 
transaction costs; staff tupe applying; major 
upheaval of organisations affecting patient care;  
sustainability of local providers and the new 
models of integrated care advocated in the 5 yr 
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Forward View. 
Both the Model of Care and the individual 
business cases have been considered over a 
number of months and supported by the multi-
agency Out of Hospital Programme Board.    
The OOH Programme Board reports to the 
Transformation Board and the CCG Executive 
Committee and is recommending this model and 
cases to the Executive Committee for 
agreement.  As 2015/16 is such a crucial year of 
mobilisation, approval of the investment in 
March is important to enable organisations to 
start to recruit staff to be in place from July 
2015. 
 

 
Recommendation/Action Required 
 

The Governing Body is asked to: 

 consider this summative report and 
associated business cases and  

 agree the Out of Hospital Model of Care 
and  

 approve the associated investment 
proposals as the investment is greater 
than the Executive Committee delegation 
level. 
 

Sponsor/approving director   Debbie Burnicle and Val Taylor 

Report author 
Ian Holliday 
Head of Service Reform and Joint Commissioning 
 

Governance and assurance  

 
Link to CCG corporate objectives* 
(please tick) 

CO1 CO2 CO3 CO4 CO5 CO6 CO7 

       

Any relevant legal/statutory issues 
Finances in 15/16 will be contained within formal 
s.75 pooled budget  

 
Are the identified risks on the risk 
register? (If so, include reference number) 
 

Risk re. Integrated Teams and risk of non-
implementation included on Risk Register – support 
to these proposals key in mitigating against those 
risks. 

If issue/report has been previously 
reviewed please specify meeting and 
date 

Model and Business cases reviewed and supported 
by Out of Hospital board, November  14 - January 15 
 
This paper (model and appendices) was also 
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discussed and supported at the March 2015 
Executive Committee.  The suggestion from public 
health to connect with the current procurement of 
drug and alcohol services and the integrated 
wellness service was noted and will follow. 

Equality analysis completed 
(please tick)  

Yes  No  
Not 
relevant 

 

Key implications  Yes No Details 

Are additional resources required?  If so 
please specify 

  Significant financial resources 
required – £5.106m in 2015/16 and 
£5.528m in 2016/17.  Appendix I 
provides detail of finances required. 

 
Has there been appropriate clinical 
engagement?  
 

  

Full clinical engagement in 
development of model through events 
and locality design teams – specific 
clinical input into business case 
development. 

 
Any current or expected impact on 
patient outcomes/experience? 
 

  

The patient being at the centre of 
their care, planning their care, care 
that is co-ordinated and 
streamlined and meets their 
identified needs. 

Use of evidence based care 
protocols across multiple 
organisations 

The provision of high quality 
services outside of hospital 
including viable alternatives to 
hospital admission 

Proactive care to ensure long term 
conditions do not deteriorate and 
/or the deterioration can be slowed 
down and patients do not need 
acute care unnecessarily 

Access to rapid and responsive 
acute care services in the 
community to reduce the need for 
admission to hospital 

Greater support for self-care 
including use of Telehealth and 
Telecare (Technology Enabled 
Care Services)  



 NHS Protect Item 
   

 
 
 
 Page 5 of 21  

 

 
*CCG Corporate Objectives 
 
CO1 - Ensure the CCG meets it public accountability duties 
CO2 - Maintain financial control and performance targets 
CO3 - Maintain and improve the quality and safety of CCG commissioned services 
CO4 - Ensure the CCG involves patients and the public in commissioning and  
  reforming services  
CO5 - Identify and deliver the CCG’s strategic priorities 
CO6 - Develop the CCG localities 
CO7 - Integrating health and social care services, including the Better Care Fund   

 
Has there been member practice and/or 
other stakeholder engagement if 
needed?   
   

Full engagement with all 
stakeholders including member 
practices via specific events and 
locality design groups; stakeholder 
secondees in the transformation 
team; stakeholder engagement in 
the OOH Steering Group and the 
Out of Hospital Board. 
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Executive Committee 
Transformation of Out of Hospital Care 

3 March 2015 
 

1. Introduction – the Out of Hospital Model 
 

The CCG Governing Body reviewed its 5 year Plan in January 2014 developing the vision 
Better Health for Sunderland to be delivered through three key objectives: 

 Transforming Out of Hospital Care, 

 Transforming In Hospital care  

 Enabling Self-care and Sustainability 
 

A financial plan was agreed that enabled non-recurring investment to move from the current 
state to the future state.  This included up to £5.8m recurring growth monies to support the 
improved model of care, and non-recurring transition monies for 2014/15-15/16.  The growth 
monies include the £1.4m protected by the CCG for proactive primary care for complex 
patients and the investment proposals noted in Appendix 1 include recurrent use of up to 
£1.1m of this money for the proactive GP input into integrated teams and recovery at home. 
 
The ambitious programme to transform ‘Out of Hospital’ care will deliver: 

 Person-centred co-ordinated care  

 Proactive and planned care 

 Giving information just once 

 Hospital as a last resort other than for planned care 

 Recovery at Home (including community bed-based resources) wherever possible – 
both preventing an emergency admission and to support effective discharge 

 Staying independent and well for as long as possible 

 People living longer and with better quality of life 

 Resilient communities 

 Higher levels of patient and family satisfaction 
 

These ambitions are achievable because of the strength of the local partnership   and the 
existence of a dedicated Transformation team.  The team has dedicated Reform Manager 
support, Organisational and project management office support, and 5 clinical staff seconded 
from provider agencies; working with 5 Locality Design Groups which enable front line staff 
engagement including GP Practice representation.   
 
The Transformation team is responsible for steering the operational implementation of the 
model across the sectors and development of business cases to support implementation and 
is held to account by the Executive level multi-agency Out of Hospital Board.  The operational 
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delivery is managed via a multi-agency steering group which also address cross locality 
issues. 
 
Diagram i below illustrates the emerging structural Out of Hospital Model of Care illustrating 
the inter-relationship between the 5 Localities, the Locality Integrated Teams and the 
Recovery at Home service. Other key features of the model are depicted, in particular 
Community Connectors, Telehealth and the GP Out of Hours Service; each of these 
components being subject to a specific development project within the CCGs 
transformational programme. 
 
The purpose of this paper is to provide the Executive with a brief summary of each of the 
developed business cases, demonstrating their interdependencies and detailing the overall 
financial proposals for consideration. The full business cases are referenced and available; 
details on how to access included in Report Front Sheet.  
 

Diagram i, Out of Hospital Model of Care 
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 The Case for Recovery at Home (ref. Recovery at Home Business Case – AF) 

Diagram ii, Depicting position of Recovery at Home in the overall Model 
 

 

'To provide care and support to individuals to remain at home in the community either by 
avoiding unnecessary admission into hospital or residential care, or by facilitating early 
discharge from hospital.’ (Objective: Recovery at Home Service) 

 

Despite much investment in intermediate care, it is evident that current services are not 
working to best effect and the following issues have been particularly identified: 

 Difficulty in navigating around the system, with significant confusion around points of 
access for referrers 

 A lack of confidence among sections of the GP community to refer to Intermediate 
Care service, resulting in lost opportunities to avoid hospital admission 

 An imbalance of activity between acute admission avoidance and discharge facilitation 
in the Intermediate Care services 

 Where there are community beds the level of rehabilitation in these beds is limited 
resulting in excessive length of stays 
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Diagram iii, The described current state.  

 

The creation of the Recovery at Home Service (R@H) will reshape and re-design existing 
intermediate care and reablement, nursing, care and therapy services. Recovery at Home 
distinguishes itself from the work of the integrated locality teams by providing time limited, 
rapid response, health and social care support for patients and carers that will link into and 
compliment any existing services the patient may have in place. The Recovery at Home 
service will provide input for up to 6 weeks. After this period of time, the pace of recovery 
tends to slow and the person no longer receives the same level of benefit from the intensive 
interventions. However, the period of time during which temporary health or social care 
support should be provided should reflect the needs of the individual and their carers and will 
be shorter, or longer, as appropriate. 
  
In order to further enhance the team’s ability to deliver on this objective, robust medical input 
will be secured to ensure provision of 24 hour support.  
 
Most of the GP support will be from the new Out of Hours service, however, with GP support 
planned for the ‘in hours’ period also. 
 
Key features of the service will be 24/7 working; rapid response in crisis, time limited 
interventions, a single point of contact; all core health and social care teams including 
the GP Out of Hours provider (see GP OOH Business Case) being based in the same 
building along with the assisted technology services; under one management 
arrangement and a more effective community beds function.  
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Those in the top 2-3% who are being looked after by the Integrated Care Teams will have 
direct telephone access to the GP Out of Hours service at the hub, omitting the need to call 
111, thus reducing the risk of ambulance call out, A&E attendance and hospital admission. 
The R@H business case describes the need to have a flexible, needs based, bed model across 
the city to support the Out of Hospital model. In order to achieve this it is recognised that there 
needs to be a cultural shift in thinking and working in relation to bed based services.  
 
Predicting how many beds are required in the community across the city is complex; historical 
data is based on services functioning as they do now and tells us little of future demand with new 
ways of working. Likewise historical data focusses on admissions to beds as opposed to their 
usage, i.e. lengths of stay, which is a more relevant indicator within these time-limited services. 
 
The Recovery at Home Service plan to use Farmborough Court (FCNU) as a key component 
of the bed based resource, being part of one single patient recovery pathway and journey. 
The service will become a new style, innovative joint health and social community care 
facility, providing 24 hour nursing care, rehabilitation, reablement and convalescence. The 
Service will have 24 hour nursing cover on site, have a robust GP cover arrangement with 
access to community geriatrician where required, thus allowing maximum flexibility and 
access for patients. The service will be managed by an integrated health and social care 
management team and the staffing team will cover both bed based services and community 
services on a rotational basis. This will support development of the cultural shift required to 
deliver services. The team will also work closely with Gateshead FT who provide 
Intermediate Care and Reablement (ICAR) beds at Houghton to develop a consistent 
approach to community bed use across the city. 
 
The development of the Recovery at Home functions, including the proposals to remodel 
Farmborough Court, will support the plan to closely monitor and review usage of the current 
Time to Think residential and nursing facilities with a view to a staged closure of these 
resources if appropriate to do so.   The Executive need to be aware of the LA assumption of 
savings from the TTT bed closures (c £1m) contributing to their cost improvement 
programme for 15/16. 
 

Diagram iv, Vision for the future state 
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Financial Implications  

Services which currently provide Intermediate Care and Reablement services are funded in 
combination from health and social care. The current sources of funding are complex being a 
result of historical piecemeal investment over recent years both on a recurrent and non-
recurrent basis. 

 

In order to deliver on the proposals within the Business Case an increase in funding is 
required (see Appendix I: Financial Summary of Out of Hospital Business Cases).  

£1.45m additional funding would be required  in 15/16 equating to £0.95m recurrent cost 
from 15/16. 

 

An additional £1.15m from BCF Growth Monies would be required recurrently from 15/16 to 
secure continued provision of Farmborough Court following the LA decision to cease funding 
as a consequence of the Local Authority cost reduction programme and in recognition of the 
full health funding of the equivalent service at Houghton – ICAR unit. 

 

Although described as recurrent funding, it would be proposed to utilise where appropriate a 
significant proportion of the funding initially in a non-recurrent manner, to allow evaluation of 
effectiveness prior to full recurrent funding being released. 

This increased funding will initially provide: 

 Medical support for the model 

 Staff enhancement to the intermediate care team and urgent care nursing teams to 
create capacity 

 Extension of the current extended hub operational times to 24 hours, 7 days a week. 

 Development of a Solutions function to monitor progress of people in the service and 
ensure a pull mechanism from hospital and through the service. 

 Extension of Reablement to 24 hours per day, enabling overnight support when required. 

 Provision of Nursing support into Farnborough Court beds 

 Robust performance monitoring function in the hub to measure and record outcomes 
and savings. 
 

The Business Case presents two options; Option 1 to do nothing, 

Option 2, the preferred option, - offering the ability to commission a fully integrated 
‘seamless’ service, centrally coordinated and monitored by a Single Point of Access function, 
ensuring that patients get the right care by the right person at the right place and at the right 
time. Improving the quality of the initial assessment by investing in clinician input will allow the 
creation of care plans that GPs will be confident about delivering in the community.  Patients 
will experience a single service that delivers their care needs more efficiently and effectively. 

 
The ability to treat more patients in a community setting means that the service will be able to 
have a significant impact on the number of acute admissions. 
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2. The Case for Integrated Teams, including ‘Community Connectors’ (Ref. Integrated 
Teams Business case – PD; Community Connectors Business case – Age UK) 

Diagram v, Depicting position of Integrated Teams and Community Connector role in the overall  
 

 
 
 
Model 
Age-related chronic and complex medical conditions account for the largest and growing 
share of health and social care budgets.  However, people living with multiple health and 
social care needs often experience a highly fragmented service leading to sub-optimal care 
experiences, outcomes and high costs.   
 
Despite the best efforts of individuals, the current system is uncoordinated and fragmented 
and is not responsive to patients’ healthcare needs.  Organisational boundaries prevent 
coordinated decision making; providers often working and making decisions in isolation 
rather than jointly determining what is required. 
 
Information exchange is slow and incomplete as very little data flows between primary, 
community, acute, social care and other providers even though they work with the same 
patient.  Each provider monitors its own set of information and there is not one “single source 
of truth” around which conversations can be had across providers. 
 
NHS financial planning in Sunderland is dependent on reducing the frequency of unplanned 
admissions into acute care; the achievement of a reduction of 15% will release £7.9million of 
commissioning efficiencies. The ambition is to achieve the efficiencies whilst improving the 
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quality of care for the local population.  While clinicians have a deep understanding of the 
best pathways of care based on national and international evidence, these are not 
consistently applied, and clinicians and Patients/Carers describe care as reactive and 
uncoordinated, with too many delays and duplication between providers. 
 
The Integrated teams business case articulates and expands on the vision to improve 
outcomes for patients; create access to better, more integrated care outside of hospital; 
reduce unnecessary hospital admissions and enable effective working of professionals 
across provider boundaries. The Business case describes how multi-disciplinary teams will 
be developed around groups of 10-15 GP Practices in each of 5 Localities (approx. 50,000 
patients per locality).  Whilst meeting the needs of the whole practice list, they will provide an 
enhanced level of response to those complex patients, often elderly frail and/or with multiple 
co-morbidities both at home and in supported housing including care homes, identified via a 
risk stratification approach.  These patients are a significant component of the 3% of patients 
in Sunderland that account for 50% of the health and social care spend. This enhanced level 
will be proactive, planned, coordinated, preventative and case managed based on the 
outcomes that are important to the patient.  The teams will have a single management 
structure.  The teams will also include Community Connectors who will be very familiar with 
the local voluntary and community resources and connect patients with those resources 
where needed to improve quality of life for those individuals.   
 
The teams will have access to city-wide specialist resources where it is not viable to have 
those resources in each team e.g. Consultant Geriatrician and specialist mental health 
teams.  There will be a key relationship with the city-wide Recovery at Home service, both as 
a resource to prevent hospital admission in a crisis when a rapid response is needed but also 
as part of an effective discharge pathway from hospital.  
 

Diagram vi – Example of Locality Team Structure (Sunderland North) 

 

 

 

 

 

 

   

 

Sunderland North Integrated Team (Based at Bunnyhill)
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Sunderland North – Locality Integrated Teams by Cluster V2.5
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Team

 3 x LD Teams
(Mental Health)
(Physical health)
(Challenging 
Behaviour)

 MPS
 1 x CPN Nursing 

Home Liaison
 Day Service
 IAPT
 Challenging 

Behaviour team
 CMHT (2 x Social 

Worker)

Mental Health (LA)
 MH Team (Social 

Workers)
 LD
 Palliative Care

RAH
 Urgent care
 24/7
 ICAR
 RAC
 Community 

Rehabilitation 
Team

A
gr

e
e

d
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ta
n

d
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d
s 

o
f 

R
e

sp
o

n
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n
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ss

City Wide Services

Total Locality 
Population

52,530 (19%)

15,760 
(30%)

Dr Weatherhead
3792

Dr Cloak & 
Partners

9978

Dr Obonna
1990

GP Practice Based Core 
Team
 District Nurse
 Community Matron
 Social Worker

Cluster 3

Roker 
Surgery

2108

Fulwell 
Medical Centre

9761

Dr Gellia
2616

St Bedes Medical 
Centre

7665

GP Practice Based Core 
Team
 District Nurse
 Community Matron
 Social Worker

22,150 
(42%)

Cluster 2

Redhouse Surgery
5014

Deerness Park MC
(Branch Surgery)

7500

Castletown Medical 
Centre
2106

GP Practice Based Core 
Team
 District Nurse
 Community Matron
 Social Worker

14,620 
(28%)

Integrated Support
(To be determined)

 Care Co-ordinator/ 
Patient Navigator

 Mental Health/ DAAT
 Pharmacy
 Therapies
 Community Connectors
 Access to ‘City Wide 

Services
 Admin
 Data Analyst
 Manager
 Clinical Governance
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The purpose of the Community Connector role (now known as Living Well Link Worker) is to 
put people in personal control of their health focusing on prevention of ill health and 
promotion of well-being. This will allow people to be both healthy and independent whilst 
reducing the burden on Health and Social Care services through a reduction in need for GP 
visits, Out of Hours Contacts, and Emergency admission. The approach will offer a flexible, 
person centred social care model to complement the clinical and social care ‘Community 
Integrated Locality Teams’. 
 

Financial Implications  

Services which currently provide Community services are funded in combination from health 
and social care; CCG funding STFT to provide Community Matrons and District Nursing, and 
the LA funding Social workers. NHS England fund GP Practices until April 15 when the 
budget and responsibility is delegated to the CCG.  

 

In order to deliver on the proposal within the Business Case an increase in funding is 
required (see Appendix I: Financial Summary of Out of Hospital Business Cases).  

£1.52m of funding would be required in 15/16 equating to £1.66m recurrent cost from 15/16. 
(This includes proposed cost of £166k for the Community Connector function). 

 

Although described as recurrent funding, it would be proposed to utilise where appropriate a 
significant proportion of the funding initially in a non-recurrent manner, to allow evaluation of 
effectiveness prior to full recurrent funding being released. 

 

This increased funding will provide: 

 Medical support for the model 

 Potential increased Prescribing costs 

 Community Connector Role  

 Specialist Community Nursing Care Homes role 

 Enhanced Social Work support (non-recurrent) 

 Increased Telehealth costs (non-recurrent) 

 Project Evaluation of Out of Hospital programme (non-recurrent) 
 

The Integrated Teams Business case presents three Options: Option 1, do nothing; Option 2, 
the development of community teams excluding care home residents; and Option 3, the 
preferred option, Community Integrated Teams developed to cover all people regardless of 
the type of residence, care home, extra care or own home. It is acknowledged in order to 
encompass care home, and extra care residents some significant changes in the ways of 
working will be expected, certainly over the next 2 years, and therefore additional initial 
investment will be required.   
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4. The Case for Telehealth (Ref. Telehealth Business Case - RF) 

 
Technologies such as Telehealth, Telecare, and Telemedicine, along with Tele-coaching and 
self-care apps have the potential to transform the way people engage in, and control their 
own healthcare, empowering them to manage it in a way that is right for them.  The NHS Five 
Year Forward View promotes the importance of prevention and of new models in care in 
designing sustainable, high quality health and Telehealth is identified as one of the high 
impact interventions by NHS England. 

The Telehealth proposal ensures the continuity and development of Technology Enabled 
Care Services for the residents/patients of Sunderland and helps organisations realise its 
potential, create capacity in the whole system and identify opportunities to save money.  It is 
aligned to the transformational changes of the CCG and will be embedded in new streams of 
work, where appropriate.   Current streams of work supporting out of hospital care include: 

 ECG Device and urinalysis machine in care homes 

 Community matron using monitors re COPD and general observations 
 Community diabetes team supporting blood glucose monitoring 
 GP surgeries supporting hypertension, asthma and diabetes monitoring 

 

To ensure success the business case proposes a two tiered approach.  Firstly, the 
continuation of the existing strategic lead who will work closely with management and clinical 
leads.   Secondly a support officer who will work with frontline clinical teams to case find, 
develop clinical pathways and provide training and ongoing support.  This will support the 
success of any project. 
 
The business case also identifies the need to sustain the currently developed services from 
which over 125 patients benefit annually including the Florence system being used for 
pregnant women with diabetes which has received national and international interest.  This 
will ensure continuity of service for those patients and clinicians who have embedded the use 
of the technology within their daily practice. 
 
Financial Implications  

Funds currently in place within CCG baseline budgets to fund this business case; increased 
non-recurrent costs for equipment are included in both R@H and Integrated Team budgets. 
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5. The Case for Out of Hours GP Services (Ref. GP Out of Hours Business Case - NMc) 
 

Diagram vii depicting position of Out of Hours GP Services in the overall Model 

 

 

The GP Out of Hours Service, being subject to a formal procurement process, necessitates 
the Business Case to be formally considered and approved separately by the Executive at its 
March 2015 meeting; however it is important to note the role and position of the service 
within the Out of Hospital model.  The business case outlines how the model will fully 
integrate with all aspects of the urgent and intermediate care system within Sunderland, 
whilst providing high quality, effective, safe, evidence based and timely assessment and 
treatment for patients with urgent care needs, by the right professional to best address these 
needs. The service will be an integral part of the Sunderland R@H service providing 
telephone advice/triage and a home visiting service. 
 
6. Expected Benefits of Out of Hospital Transformation 
 
Transformation of Out of Hospital services will test the hypothesis that integrated care can 
improve outcomes for patients at the minimum necessary cost; create access to better, more 
integrated care outside of hospital; reduce unnecessary hospital and care home admissions 
and enable effective working of professionals across provider boundaries. The benefits are 
expected to create three overall opportunities for patients, clinicians and the broader system: 
 

a. Improve the quality and experience of patient care 
Patient experience and quality of care will be improved through: 

 The patient being at the centre of their care, planning their care, care that is co-
 ordinated and streamlined and meets their identified needs. 
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 Use of evidence based care protocols across multiple organisations 

 The provision of high quality services outside of hospital including viable alternatives 
 to hospital admission 

 Proactive care to ensure long term conditions do not deteriorate and /or the 
 deterioration can be slowed down and patients do not need acute care 
 unnecessarily 

 Access to rapid and responsive acute care services in the community to reduce the 
 need for admission to hospital 

 Greater support for self-care including use of Telehealth and Telecare (Technology 
 Enabled Care Services) 
 
b. Enhancement of professional experience 
Clinicians will be supported to provide high quality care through: 

 Involvement in development of evidence based care protocols for use across 
 multiple organisations 

 Greater development opportunities across multiple organisations.  All professionals 
 engaged in Out of Hospital care will benefit from direct input through multi- disciplinary 
groups and other opportunities for creating real-time support from their colleagues 

 Access to better information about their patients’ care by implementing improved 
 information flows between providers, allowing each to access the most up to date 
 records regarding patients in their care 

 
c. Financial Efficiencies 

The current and future environment demands significant cost savings from 
organisations across the health and social economy. The predictive analysis of the 
impact of the Out of Hospital model has identified a potential prudent recurrent saving 
of £7.92m mainly from reducing emergency admissions 
 
This impact modelling utilised the nationally recommended AnyTown and LGA Toolkit 
case studies as they represented closely the models proposed to be implemented in 
Sunderland; potential flaws in the methodology have been considered and caution 
applied, however after review it was agreed these were the preferred models to use 
with appropriate adjustments. Within AnyTown the ‘Suburban model’ was made more 
“Sunderland” by adjusting the populations to represent it’s populations at the time from 
GP systems RAIDR and other sources, i.e. patients on multiple registers.  Utilising 
finance information on demographic and non-demographic growth enabled the model 
to be adjusted to use Sunderland specific costs. AnyTown runs a number of scenarios 
and includes a degree of overlap which represented the overlaps in the proposed 
Transformational Changes and the Out of Hospital model to avoid double counting of 
benefits between various elements of the model. 
 
The LGA Toolkit focussing on the Torbay model as a comparator, adjusted to 
represent a Sunderland specific population with adjusted activity levels and average 
unit costs to represent Sunderland, was utilised. The focus of this model is on Frail 
Elderly and the model and its resulting benefits relating to a reductions in emergency 
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admissions and better outcomes for patients has been promoted nationally as an 
exemplar along with other case studies.   Utilising the outcomes of the Oliver Wyman 
work, and the main cohort for Integrated Community Teams, the impact on that 
particular cohort was modelled. The outcome matched the AnyTown model suggesting 
a 15% reduction in emergency admissions was possible.  
 
The Oliver Wyman work looking at the whole Sunderland population and usage of 
health and social care in 2013/14 ( due to data issues, social care information had to 
be estimated)  and presented a segmentation of our population in relation to health 
status and related cost.  Impact from two models of care which have been in existence 
in some states in the USA for a number of years were then applied to the 
segmentation, and in particular to the high cost segment and the suggested impact on 
health activity/cost was determined.  Both models are based on multi- disciplinary 
teams, patient centred focus and proactive care and have demonstrated both short 
term and medium term financial gains following improved outcomes for patients.  The 
models are Extended Primary Care and Extensivist.   The fact base from the work over 
6 months with Sunderland in 2014 is available on request and has been shared and 
discussed with the Transformation Board and the Out of Hospital Board.  Five slides 
from the full fact base are attached as Appendix II and provide a useful summary. 
The segmentation analysis shows that 3% of the Sunderland population account for 
50% of the health and social care spend.  The fact base has been used to supplement 
the local modelling using the Any Town tool and the Torbay care model and predicted 
a greater impact on admissions of 25% than the 15% from the Any Town tool and 
Torbay model.  However, a cautious approach to the impact modelling has been 
adopted settling on the potential achievement of £7.92m from the estimated reduction 
in emergency admissions for Sunderland residents over 3 years from 2016. 
 

7. Risk 
 

The most significant risk is that of not achieving the estimated reduction in emergency 
admissions despite transformation of Out of Hospital care and significant investment.  Robust 
evaluation and monitoring of the impacts will be necessary and the ability to shift resources 
accordingly – the proposed use of non-recurrent funding wherever appropriate will enable 
this and an evaluation of the whole model is planned. 
 
Other risks are identified in respect of the whole system transformation and include risks 
associated with professional and organisational change including the significant cultural 
change required within integrated working. This will require joint ownership and mobilisation 
of the transformation going forward both at an organisational level and within the locality 
teams. 
 

8. Conclusions 

 The status quo is not an option. Out of Hospital services in Sunderland require 
radical transformation if they are to both manage future demographic demands, 
improve health outcomes and enable the reduction in reliance on hospital beds. 
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 Integration of professional staff and current services at locality level and across 
Sunderland will address the current situation of uncoordinated, fragmented and 
inefficient ways of working. 

 Whole system transformation is required; as such proposed developments, 
business cases and associated investments should not be considered in isolation 
but jointly with a full understanding of the interdependencies within the model. 

 Sunderland CCG has current ‘growth’ investments available however recognises 
that significant financial pressures will emerge in the system in the coming years. 
Investment must produce the desired impact. 

 Equally it must be recognised that investment is needed in primary and community 
services to enable people to be managed in the community and achieve the 
reduction in unnecessary admissions. 

 The development of positive organisational partnership arrangements in 
Sunderland provides an opportunity to achieve the necessary integration both 
within commissioning and provision of patient care.  

 Significant progress has been made over the past 12 months culminating in the 
shared organisational vision of a structural integrated model of Out of Hospital 
Care 

 15/16 will be the crucial year of mobilisation and operationalization of the new 
model to enable the first of the planned savings to be achieved from 2016/17 and 
then followed through in 17/18 and 18/19 totally £7.9m.  For example the 
Integrated Teams will be in place in shadow form from April 2015.  Therefore the 
need to have approval for the investment plan to enable additional staff to be 
employed from July 2015 is crucial. 

 Robust governance of the transformational programmes will be essential to 
continuously evaluate impact. 

 Recurrent and non-recurrent investment will be required and its impact 
continuously monitored to understand impact and if appropriate to redirect the 
resource. 

 The business cases presented in this report conclude the completion of the first 
phase of the transformation programme and propose additional finance required to 
successfully deliver the mobilisation of the model for Out of Hospital care. 

 The second phase in 2015/16 will focus on the governance; partnership and 
management arrangements with Providers, supported by the Better Care Fund 
(pools all out of hospital health and social care monies).    This fits with the original 
vision of the CCG to work with existing providers rather than go to the market, 
where they were willing to co design the model and work differently to ensure 
achievement of the agreed outcomes.  To date the CCG has been leading the 
transformation, over the next year the leadership will need to transfer to our 
existing Providers working in partnership.  They will be responsible for 
operationalising the model that has been co-produced, supported by the 
investment plan and ultimately ensuring the key outcomes are achieved.  As the 
governance/partnership arrangements are put in place the CCG will take on a 
more facilitative and assurance role, enabling the Providers to work together to 
provide quality services, continually engaging with the people who use the 
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services.  A further update on Phase 2 will be presented to the Executive 
Committee in the coming months. 

 
 
8. Recommendation 

 
Both the Model of Care and the individual business cases have been considered over a 
number of months and supported by the multi-agency Out of Hospital Programme Board.    
The OOH Programme Board reports to the Transformation Board and the CCG Executive 
Committee.  The CCG Executive Committee have reviewed and supported this paper at their 
March Executive Committee and are recommending this model and cases to the Governing 
Body for agreement.  As 2015/16 is such a crucial year of mobilisation, approval of the 
investment in March is important to enable organisations to begin to recruit staff to be in 
place from July 2015. 
 
The Governing Body is asked to: 

 consider this summative report and associated business cases and  

 agree the Out of Hospital Model of Care and  

 approve the associated investment proposals as the investment is greater than the 
Executive Committee delegation level. 

 

Author  Ian Holliday 
   Head of Service Reform and Joint Commissioning and Chair of the Out 
   of Hospital Steering Group 
 
Sponsor:  Debbie Burnicle 
   Director of Commissioning, Planning & Reform and Chair of the Out of 
   Hospital Board 
 
Date   6th March 2015 
 
 
Appendix 1 Financial Summary Separate Attachment 
Appendix 2 Summary of Oliver Wyman Fact Base Separate Attachment 
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Sunderland CCG

Financial Management 

Service: Summary of Out of Hospital Business Cases

Date: 19/02/2015

Business Case 2015/16 

Additional Costs - 

£000's

Additional 

Recurrent Cost - 

£000's

Service Investments:

Integrated Teams - General Investments 1,518 1,658

Integrated Teams - GP Investments 755 1,007

Recovery at Home - General Investments 1,450 935

Recovery at Home - Farrmbrough Court 1,152 1,152

Recovery at Home - GP Investments 100 100

Out of Hospital General Costs One Off 130 0

Contingency 0 676

Total 5,106 5,528

Funding Sources:

BCF Growth (General Growth) 3,531 4,421

BCF Growth (£5 per Head) 855 1,107

Non Recurrent CCG Funding 720 0

BCF Investment Fund 5,106 5,528

Gap 0 0

0 0

Notes and Assumptions:

 -  It is assumed that the new service developments will commence on 1 July 2015.



Sunderland CCG

Financial Management 

Out of Hospital Service Reforms  - Recurrent Source & Application of Funds - Integrated Teams

Date: 20.02.2015

Service Provider / Contract Commissioning 

Funding 

Commitment

Recurrent / Non 

Recurrent 

Commitment to 

Providers Contracts

Recurrent / Non 

Recurrent 

Funded by New funding 

source 

requiring 

approval

Source 

£'s

Application 

£'s

Total 

£'s

2015/16 

Impact 

£'s

Recurrent 

Impact 

£'s

Notes

INTEGRATED TEAMS SERVICE REFORMS

Source: 

Community Matrons Community Contract - STFT Recurrent Recurrent Sunderland CCG No 1,089,793 1,089,793 1,089,793 1,089,793

Recurrent funding for Community Contract in CCG 

baseline budgets for 2014/15

District Nursing Community Contract - STFT Recurrent Recurrent Sunderland CCG No 7,802,155 7,802,155 7,802,155 7,802,155

Recurrent funding for Community Contract in CCG 

baseline budgets for 2014/15

BCF Growth - £5 per head 

funding TBC Recurrent Recurrent Sunderland CCG Yes 1,006,740 1,006,740 755,055 1,006,740

Application of £5 per head on GP Support to Integrated 

Teams

BCF Growth - general 

growth funding TBC Recurrent Recurrent Sunderland CCG Yes 1,857,855 1,857,855 1,518,391 1,657,855

BCF Growth to be utilised to fund service reforms on 

recurrent basis.

Source Sub Total 11,756,543 0 11,756,543 11,165,394 11,556,543

Application: 

Community Matrons Community Contract - STFT Recurrent Recurrent Sunderland CCG No 1,089,793 -1,089,793 -1,089,793 -1,089,793

Recurrent contract values for 2014/15. No change 

expected

District Nursing Community Contract - STFT Recurrent Recurrent Sunderland CCG No 7,802,155 -7,802,155 -7,802,155 -7,802,155

Recurrent contract values for 2014/15. No change 

expected

District Nursing Capacity 

Investment Community Contract - STFT Recurrent Recurrent Sunderland CCG Yes 300,000 -300,000 -300,000 -300,000

Non recurrent funding allocated to Community Contract 

for 2013/14 & 2014/15 required on recurrent basis to 

support delivery of current activity.

Nursing Care Home Support Community Contract - STFT Recurrent Non Recurrent Sunderland CCG Yes 1,041,855 -1,041,855 -781,391 -1,041,855

Delivery of proactive care planning in nursing care 

homes. Costs as submitted by STFT. Assumption slippage 

of 1 quarter of costs in 15/16. To be committed to on 

non recurrent basis until evaluated.

GP Support to Integrated 

Teams TBC Recurrent Recurrent Sunderland CCG Yes 1,006,740 -1,006,740 -755,055 -1,006,740

GP Sessions required to support Integrated Teams. 

Funded from £5 per head funding. Assumption of 

slippage of 1 quarter of costs in 15/16

Living Well Link Workers TBC Recurrent Non Recurrent Sunderland CCG Yes 166,000 -166,000 -124,500 -166,000

Estimated cost of care connectors to support Integrated 

Teams Assumption slippage of 1 quarter of costs in 

15/16. To be commited on non recurrent basis until 

evaluated. 

Prescribing Care Home 

Support N/A Recurrent Recurrent Sunderland CCG Yes 150,000 -150,000 -112,500 -150,000

Estimated pharmacy support for Care Homes. 

Assumption slippage of 1 quarter of costs in 15/16.

Social Workers Sunderland City Council Non Recurrent Non Recurrent Sunderland CCG Yes 200,000 -200,000 -200,000 0

Non recurrent social worker investment required for 

mobilisation of model across integrated teams.

Application Sub Total 0 11,756,543 -11,756,543 -11,165,394 -11,556,543

Assumption new elements of service will only 

commence from 1 July 2015.

Total Integrated Teams Service Reforms 11,756,543 11,756,543 0 0 0



Sunderland CCG

Financial Management 

Out of Hospital Service Reforms  - Recurrent Source & Application of Funds - Recovery at Home

Date: 20.02.2015

Service Provider / Contract Commissioning 

Funding 

Commitment

Recurrent / Non 

Recurrent 

Commitment to 

Providers Contracts

Recurrent / Non 

Recurrent 

Funded by New funding 

source 

requiring 

approval

Source 

£'s

Application 

£'s

Total 

£'s

2015/16 

Impact 

£'s

Recurrent 

Impact 

£'s

Notes

RECOVERY AT HOME SERVICE REFORMS

Source: 

Intermediate Care Service (24/7 Team) Community Contract - STFT Recurrent Recurrent Sunderland CCG No 1,622,908 1,622,908 1,622,908 1,622,908 Recurrent funding for Community Contract in CCG 

baseline budgets

Urgent Care Team Community Contract - STFT Recurrent Recurrent Sunderland CCG No 2,167,919 2,167,919 2,167,919 2,167,919 Recurrent funding for Community Contract in CCG 

baseline budgets

Winter Resilience - Farmbrough Court STFT Recurrent Recurrent Sunderland CCG Yes 909,000 909,000 909,000 909,000 Funding originally committed in winter resilience funds 

for nursing support at Farmbrough Court - requires 

recurrent investment

Intermediate Care Service Pooled Budget Sunderland Care & Support 

Contract

Recurrent Recurrent Sunderland CCG No 910,344 910,344 910,344 910,344 Recurrent funding in Sunderland CCG baseline budgets 

for IC pooled budgets

Intermediate Care Service Pooled Budget Sunderland Care & Support 

Contract

Recurrent Recurrent Sunderland City 

Council 

Yes 119,980 119,980 119,980 119,980 Recurrent funding in Sunderland City Council baseline 

budgets for IC pooled budgets. LA to reduce 

contrinbution to pooled budget from £1,191k in 14/15 

to £120k in 15/16 due to withdrawal of funding for 

Farmbrough Court in savings plans.

Health & Social Care BCF Funding Sunderland Care & Support 

Contract

Non Recurrent Non Recurrent NHS England Yes 85,000 85,000 85,000 0 Health & Social Care Funding from NHS England has 

been utilised in 14/15 to fund TTT beds. Allocation of 

funding will be received by Sunderland CCG in 15/16 and 

assumption this will be allocated to TTT beds while 

reviewed for future requirements.

Reablement at Home Sunderland Care & Support 

Contract

Recurrent Recurrent Sunderland City 

Council 

No 2,666,952 2,666,952 2,666,952 2,666,952 Recurrent funding in Sunderland City Council baselined 

budgets for Reablement at Home Service. 

TTT Beds Funding Independent Sector Non Recurrent Non Recurrent Sunderland City 

Council 

No 787,871 787,871 787,871 0 Assumption LA will continue to fund TTT beds while 

reviewed for future requirements.

Intermediate Care Beds Independent Sector Recurrent Recurrent Sunderland City 

Council 

No 47,562 47,562 47,562 47,562 Assumption LA will continue to fund Intermediate Care 

beds.

Carers Funding Sunderland Care & Support 

Contract

Recurrent Recurrent Sunderland CCG Yes 142,000 142,000 142,000 142,000 Recurrent application of Carers funding in CCGs baseline 

budgets into Recovery at Home Service in Sunderland 

Care & Support

Reablement at Home Sunderland Care & Support 

Contract

Recurrent Recurrent Sunderland CCG Yes 248,000 248,000 248,000 248,000 Recurrent application of Reablement & Readmissions 

budget for Reablement at Home into Recovery at Home 

Service in Sunderland Care & Support.

Readmissions Avoidance Collaborative Various providers Recurrent Recurrent Sunderland CCG Yes 944,567 944,567 944,567 944,567 Recurrent Commitment of Reablement & Readmissions 

budget for RAC to OOH Service Reforms. Service to 

Cease in 31 March 2016

Recovery at Home Service Sunderland Care & Support  

and STFT 

Recurrent Recurrent Sunderland CCG Yes 1,009,000 1,009,000 1,009,000 1,009,000 Recurrent application of Reablement & Readmissions 

budet for Recovery at Home Service in Sunderland Care 

& Support and STFT

BCF Growth - £5 per head funding TBC Recurrent Recurrent Sunderland CCG Yes 100,000 100,000 100,000 100,000 Application of £5 per head on GP Support to Recovery at 

Home Service

BCF Growth - Farmbrough Court Sunderland Care & Support  

and GP & Physio Input from 

other providers

Recurrent Recurrent Sunderland CCG Yes 1,152,197 1,152,197 1,152,197 1,152,197 Sunderland CCG agreement to fund Farmbrough Court 

on a recurrent basis from BCF growth following removal 

of funding from Sunderland City Council.

BCF Growth - Intermediate Care Hub Extension Various providers Recurrent Recurrent Sunderland CCG Yes 658,000 658,000 658,000 658,000 Previous CCG exec decision to fund intermediate care 

hub extension from BCF Growth.

BCF Growth - Recovery at Home Service Reform Various providers Recurrent Recurrent Sunderland CCG Yes 1,221,847 1,221,847 792,107 277,280 Investment required from BCF Growth for Recovery at 

Home Service

Source Sub Total 14,793,148 0 14,793,148 14,363,408 12,975,710

Application: 

Intermediate Care Service STFT Recurrent Recurrent Sunderland CCG No 1,622,908 -1,622,908 -1,622,908 -1,622,908 No change in service costs assumed by STFT

Urgent Care Team STFT Recurrent Recurrent Sunderland CCG No 2,167,919 -2,167,919 -2,167,919 -2,167,919 No change in service costs assumed by STFT

Farmbrough Court Nursing Support STFT Recurrent Recurrent Sunderland CCG Yes 1,339,014 -1,339,014 -1,339,014 -1,339,014 Nursing support from STFT to support clients with 

Nursing needs when admitted to Farmbrough Court 

Beds

Recovery at Home Service - IV Pathway Enhancement STFT Recurrent Recurrent Sunderland CCG Yes 579,000 -579,000 -434,250 -579,000 Additional nursing supoprt to delivery IV services in 

community 

IV Pathway Costs TBC Recurrent Recurrent Sunderland CCG Yes 34,960 -34,960 -26,220 -34,960 Clinical, drugs  & consumables costs

GP Support - Recovery at Home TBC Recurrent Recurrent Sunderland CCG Yes 150,000 -150,000 -112,500 -150,000 GP resource for Recovery at Home Team - assumption 1 

quarter slippage in 15/16.

GP Support - TTT Beds TBC Recurrent Recurrent Sunderland CCG Yes 48,000 -48,000 -48,000 -48,000

GP Support - Farrmbough Court TBC Recurrent Recurrent Sunderland CCG Yes 43,880 -43,880 -43,880 -43,880

Recovery at Home Service Sunderland Care & Support Recurrent Recurrent Sunderland CCG & 

Sunderland City 

Council

Yes 4,306,397 -4,306,397 -4,118,897 -4,112,597 Implementation of Recovery at Home Service has led to 

an increase in costs in the Services provided by 

Sunderland Care & Support of £750k. 

Removal of RAC service after 2015/16 of £193,800.

Readmissions Avoidance Collaborative Various providers Recurrent Non Recurrent Sunderland CCG Yes 750,767 -750,767 -750,767 0 Model assumes recurrent investment in Readmissions 

Avoidance Collaborative Function. £194k of costs 

included in Recovery at Home Service line for 

Sunderland Care & Support.

Intermediate Care Hub Extension Various providers Recurrent Recurrent Sunderland CCG Yes 658,000 -658,000 -658,000 -658,000 Intermediate Care Hub Extension agreed by CCG exec 

committee in 13/14 to be funded recurrently from BCF 

growth.

Farmbrough Court Recurrent Yes 1,966,870 -1,966,870 -1,966,870 -1,966,870 Model assumes that Sunderland CCG will fund 

Farmbrough Court beds for both health & social care 

clients.

TTT Beds  Various Independent 

Providers

Non Recurrent Non Recurrent Sunderland City 

Council 

No 872,871 -872,871 -872,871 0 Assumption Sunderland City Council will continue to 

provide for interim period. 

Intermediate Care Beds Independent Sector Recurrent No 47,562 -47,562 -47,562 -47,562 Assumption Sunderland City Council will continue to 

provide for model

Community EMIS TBC Recurrent Yes 5,000 -5,000 -3,750 -5,000 Investment in Community EMIS for Recovery at Home 

Staff

Community Equipment Costs Sunderland Care & Support Recurrent Recurrent Sunderland CCG Yes 200,000 -200,000 -150,000 -200,000 Possible additional CES costs from implementation of 

Model

Application Sub Total 0 14,793,148 -14,793,148 -14,363,408 -12,975,710 Assumption new elements of service will only 

commence from 1 July 2015.

Total Recovery at Home Service Reforms 14,793,148 14,793,148 0 0 0



Sunderland CCG

Financial Management 

Out of Hospital Service Reforms  - Recurrent Source & Application of Funds - General Costs

Date: 20.02.2015

Service Provider / Contract Commissioning 

Funding 

Commitment

Recurrent / Non 

Recurrent 

Commitment to 

Providers Contracts

Recurrent / Non 

Recurrent 

Funded by New funding 

source 

requiring 

approval

Source 

£'s

Application 

£'s

Total 

£'s

2015/16 Impact 

£'s

Recurrent 

Impact 

£'s

Notes

INTEGRATED TEAMS SERVICE REFORMS

Source: 

Out of Hospital Service 

Reforms TBC Non Recurrent Non Recurrent Sunderland CCG Yes 130,000 130,000 130,000 0

Investment required from BCF Growth for Recovery at 

Home Service

Source Sub Total 130,000 0 130,000 130,000 0

Application: 

Telehealth TBC Non Recurrent Non Recurrent Sunderland CCG Yes 30,000 -30,000 -30,000 0 Estimated cost of Telehealth equipment - one off costs.

Training TBC Non Recurrent Non Recurrent Sunderland CCG Yes 20,000 -20,000 -20,000 0

Estimated costs for training to imbed new model of 

service delivery

Evaluation TBC Non Recurrent Non Recurrent Sunderland CCG Yes 80,000 -80,000 -80,000 0 Estimated costs of service reform evaluation 

Application Sub Total 0 130,000 -130,000 -130,000 0

Total Integrated Teams Service Reforms 130,000 130,000 0 0 0
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Population cost segmentation, secondary care, community and mental health spend, 

20131 

84% 
239k2 

12% 
34k 

3% 
9.7k 

14% 
£29m 

36% 
£77m 

50% 
£106m 

Population 

segments 

Cost 

breakdown 
Spend per 

head: 

£10.9k 

£2.2k 

£0.1k 

High Cost 

Over £5,000 per year 

Moderate Cost 

£1,000 to £5,000 per year 

Low Cost 

Under £1,000 per year 

Appendix 2: 
The population cost pyramid indicates that the top 3% of patients drive 50% 
of cost in Sunderland 

Source: Sunderland CCG secondary, community care and mental health data, Oliver Wyman analysis 

1 – 2013 for secondary care and MH, March 2013 to Feb 2014 for community care 

2 – 127k registered patients with no secondary, community or mental health interactions 
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Frail Elder (65 and over, with 2+ comorbidities): 2,800 people 

• 70% are 75 or over 

• Varied and complex needs across a range of settings 

• Likely to benefit from a person-centred, integrated  care model 

High cost population segments 

Proportion of cost, 20131 

We have identified a range of patient segments that drive high costs in the 
Sunderland health economy 

Source: Sunderland CCG secondary, community care and mental health data, Oliver Wyman analysis 

1 – 2013 for secondary care and MH, March 2013 to Feb 2014 for community care 

Comorbidities: Myocardial Infarction, CHF, Peripheral Vascular Disease, Cerebrovascular Disease, Cystic Fibrosis, Dementia, COPD, Connective Tissue Disease, Ulcer Disease, 

Mild Liver Disease, Diabetes, Multiple Sclerosis, Hemiplegia, Moderate to Severe Renal Disease, Cancer, Moderate to Severe Liver Disease, AIDS/HIV 

0% 

100% 

80% 

60% 

40% 

20% 

Other 

P
e
rc

e
n

ta
g

e
 o

f 
c
o

s
t 

Under 16 

Cancer 

Admitted Mental Health 

1+ Long term condition 

Frail Elder 

1+ Long term condition: 2,600 people 

• Less varied and complex needs, mainly focused on one condition 

• Likely to benefit from management of their condition and reduced 
deterioration 

1,600 people 

• Would benefit from other person-centred care models e.g. with a heavier 
focus on mental health, oncology or paediatrics 

Most frequent admission reasons in the ‘other’ category: 

• 87 – Retinal detachments; defects; vascular occlusion; and 

retinopathy (11%) 

• 203 – Osteoarthritis (8%) 

• 144 – Regional enteritis and ulcerative colitis (4%) 

• 181 – Other complications of pregnancy (4%) 

• 196 – Normal pregnancy and/or delivery (4%) 
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On average, patients with long term conditions drive significantly more cost 

£0.0k 

£32.5k 

£10.0k 

£7.5k 

£5.0k 

£2.5k 

Other 

£0.8k 

Under 16 

£0.6k 

Cancer 

£7.8k 

£6.4k 

£0.8k 

Admitted 

Mental Health 

£30.0k 

£1.5k 

£27.9k 

1+ Long Term 

Conditions 

£2.4k 

A
v

e
ra

g
e
 S

p
e
n

d
 p

e
r 

P
a
ti

e
n
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£1.6k 

Frail Elder 

£11.3k 

£8.1k 

£0.9k 

£1.8k 

Total 

Patients 
2,800 22,400 500 1,800 30,800 98,000 

High Cost 100% (2,800) 11% (2,600) 90% (500) 49% (900) 1% (300) 3% (2,800) 

Average Spend by Patient Segment, 20131 

 

Source: Sunderland CCG secondary, community care and mental health data, Oliver Wyman analysis 

1 – 2013 for secondary care and MH, March 2013 to Feb 2014 for community care 

Note: Excludes patients who haven’t interacted with secondary care, mental healthcare or community care 

Inpatient 

Outpatient 

A&E 

Community 

Mental Health 

11% (2,600) of these 

patients are in the high 

cost category, with an 

average cost of £9k, 

generating £24m (45% of 

the 1+ LTC cost) 
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Section summary – Potential financial impact from generating similar benefits 
to those realised in other geographies  

Care model Target population Segments Total patients Total cost Secondary care 

savings1 

Extensivist 

 

 

 

 

 

High cost segment 

• ~3% of the population (~7k) 

• ~40% of the cost (~£80m) 

• Average of £11k per person 

 

Frail elder 

~2,800 ~£31m ~£6-7m 

Other segments, e.g. 

• Admitted Mental Health 

• Cancer  

• Under 16 

• Other 

~4,500 ~£51m ~£9-12m2 

Enhanced 

Primary 

Care 

 

 

 

 

 

Patients with 1 or more long 

term condition 

 

High cost category 

• ~1% of the total population 

• ~11% of the cost 

• Average of £9k per person 

~2.6k ~£24m ~£4-5m 

 

Other cost categories 

• ~7% of the total population 

• ~14% of the cost 

• Average of £1.5k per person 

~19.8k ~£30m ~£3-4m 

Source: Sunderland CCG data; Oliver Wyman analysis  

Notes: Based upon data collected. Some spend is not accounted for, potentially reducing the size of savings. 

1 Savings based upon achieved activity savings achieved elsewhere, see slide 63 for detailed assumptions 

2 Assumes overall % savings generated are similar to those seen for frail elder populations, evidence of savings for other cohorts is less well documented than for Frail Elders, 

further assessment would be required to confirm this saving could be achieved 
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Appendix: Assumptions for secondary care savings on slide 50  

Secondary care spend by setting Percentage reduction in secondary care 

spend 

 Frail elderly 

(Extensivist) 

High cost 1+ LTC 

(EPC) 

Other 1+ LTC 

(EPC) 

Admissions £18 m £14 m £12 m 

Day case £4 m £3 m £6 m 

OP £3 m £2 m £8 m 

A&E £1 m £1 m £1 m 

TOTAL £25 m £20 £27 m 

Extensivist EPC 

Admissions -25% -30% 

Day case -25% - 

OP -20% +8% 

A&E -20% -30% 

Doesn’t 

account for 

additional 

costs in 

other care 

settings 

(primary, 

community, 

social) 

Note: Based upon acute care data collected. Some spend is not accounted for, potentially reducing the size of savings. 

Includes only Frail Elder patients in the Extensivist population, adding mental health, active cancer treatment and complex 

paediatric patients would increase the size of savings. 

Estimated secondary care reduction by setting 

 Frail elderly 

(Extensivist) 

High cost 1+ LTC 

(EPC) 

Other 1+ LTC 

(EPC) 

TOTAL ~£6-7m ~£4-5m ~£3-4m 



 

 
Item: 11.1 

CATEGORY OF PAPER  

Proposes specific action  

Provides assurance   

 
GOVERNING BODY 

 24 March 2015 

 
Report Title 
 

 
Chief Officer’s Report 

 
Purpose of report 

To provide an update on activities undertaken by the 
CCG Chief Officer. 

 
Key issues, assurances and risks 
 

 
Reports on key stakeholder and other issues and 
activities undertaken by the Chief Officer. 
 

 
Recommendation/Action Required 
 

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

Sponsoring Governing Body member  
(where relevant) 

David Gallagher 

Report Author 
David Gallagher 
 

Governance and assurance  

 
Link to CCG corporate objectives* 
(please tick) 

CO1 CO2 CO3 CO4 CO5 CO6 
      

Any relevant legal/statutory issues Nothing Specific 

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

Not directly applicable 

Any information governance issues  Not directly applicable 

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

Not reviewed elsewhere 
 
 
 

 
Equality Impact Assessment completed 
(please tick)  

Yes  No  
Not 
relevant 

 

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

 
Any additional resources needed? 
 

 
Not directly applicable 

 
Has there been appropriate clinical 
engagement?  
 

Not directly applicable 

 
Any impact on patient outcomes? 
 

Not directly applicable 

 
Has there been member/stakeholder 
engagement if needed?   
 

Not directly applicable 
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Governing Body Meeting 

Chief Officer’s Report 
24 March 2015 

 

 

Preparing for 2015/16 

 

It’s that time of the year where there is a flurry of activity to tidy up and “close down” the 

old financial year while preparing for the next year in April. Two key additions to our 

work in 2015/16 are primary care co-commissioning and the start of the Better Care 

Fund. 

 

On primary care commissioning there has been much activity over the last two months, 

some of which culminates in papers elsewhere on the agenda today. In addition to 

these, over the last month we have met with local NHS England colleagues involved in 

primary care (specifically general practice) commissioning to develop how we will work 

under our new delegated commissioning arrangements from 1 April. This has included 

starting to understand work on APMS (Alternative Primary Medical Services) reviews 

we will need to undertake of the three APMS practices in Sunderland over the next 12 – 

18 months. 

 

We have also met with colleagues in North Durham and Durham Dales, Easington and 

Sedgefield (DDES) CCGs, who are the other two north eastern CCGs undertaking 

delegated co-commissioning next year to see where we can share learning and 

possible some “back of house” work. 

 

The Better Care Fund (BCF), a key enabler of health and social care integration, also 

starts in earnest in 2015/16 after much hard work over the last few months to get the 

agreements and governance structures in place to oversee this fund which sits between 

the City Council and the CCG. The Integration Board, made up of CCG Governing Body 

members and council senior team and cabinet colleagues will have a significant role to 

ensure that the fund is overseen and help us progress integration while maintaining 

organisational statutory responsibilities. 
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The BCF was one of the topics considered by the Sunderland Overview and Scrutiny 

Committee 12th March and will be something they are keen to consider as the 

improvements to health and social care develop using the fund. 

 

 

Winter / Surge 

 

The Northern CCG Forum has met twice now with acute hospital FT chief executives 

and their senior people to look at the pressures on their service and urgent care system 

generally over the last few months since November 2014. While we have an important 

role in commissioning and coordinating the system in Sunderland, it is important that we 

continue to link in to regional issue and systems as well. I have also been involved in a 

number of discussions with the new chief executive of the North East Ambulance 

Service FT (NEAS) including a “tripartite” teleconference on their performance with NHS 

England, Monitor and the Trust Development Agency. 

 

Local Engagement Board 

 

I was delighted to take part in our Local Engagement Board (LEB) on the evening of 

19th February at the Stadium of Light. The smaller group there enabled a much more 

personalised conversation with participants and provided a richer discussion with much 

for our staff who attended to take into their work on integrated teams. 

 

Changes to NHS England 

 

With the joining of two local area teams, Sunderland now falls within the remit of 

Cumbria and the North East within NHS England. A new Director of Commissioning 

Operations, (previously known as Area Team Director) Tim Rideout has been appointed 

and will start in post in early May 2015. I have now met with the Director of Finance, 

Audrey Pickstock and the Director of Nursing, Bev Reilly, from the new team, both of 

whom are new to working with Sunderland. They join the other directors, Mike Prentice - 

Medical Director, Christine Keen – Director of Commissioning and Alison Slater – 

Director of Performance and Delivery, all of whom have worked with us over the last two 

years. I look forward to working with the new team and in us developing constructive 

relationships with them. 

 

Achievements 

 

I’d like to touch on three examples here of Sunderland CCG continuing to achieve: 
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1. Vanguard 

 

Being accepted as a national Vanguard site for work on integrated teams is really 

important in putting Sunderland on the map; recognising the value of the work underway 

in the city and helping us shape future models of care. Achieving this recognition is a 

testament to everyone involved in this work so far; colleagues in member practices, the 

CCG and partner organisations. Work that will pick up pace into 2015/16 when we run 

the new model in shadow form. 

 

2. Investors in People 

 

At an organisational level, having achieved the Investors in People Gold Award late in 

2014, to now be shortlisted at national level for the best newcomer award is fantastic 

and really supports how we have developed in Sunderland CCG and the culture, 

systems and processes that everyone has implemented. 

 

3. Leadership Development 

 

On an individual level, I was delighted to attend the graduation ceremony for staff who 

have completed the Mary Seacroft leadership development programme in Newcastle on 

4th February. Sunderland CCG had four graduates of the programme: - Matt Thubron, 

Cath McClelland and Helen Turnbull. Congratulations to them and other graduates from 

other organisations. We have a number of people on other programmes as developing 

our leaders, present and future is essential to continue the progress of the organisation 

and our people 

 

And finally…… 

 

At the March Executive Committee I reflected on the importance of the discussion at the 

meeting and the decisions that were made. These included agreeing the model for out 

of hospital services and signing off the process for the out of hours procurement and 

demonstrate the progress being made in Sunderland; all laying further foundations for 

further progress in 2015/16. 

 

David Gallagher 

Chief Officer 

March 2015 























































Item No. 3 
 

SUNDERLAND HEALTH AND WELLBEING BOARD 
 

Friday 28 November 2014 
 

MINUTES 
 

Present: - 
 
Councillor Mel Speding (in 
the Chair) 

- Sunderland City Council 

Councillor Pat Smith - Sunderland City Council 
Neil Revely - Executive Director of People Services 
Dave Gallagher - Chief Officer, Sunderland CCG 
Maureen Crawford - Director of Public Health 
Ken Bremner - Sunderland Partnership 
Kevin Morris - Healthwatch Sunderland 
   
   
In Attendance:   
   
Councillor Ronny Davison - Sunderland City Council 
Alderman Mark Greenfield -  
Alan Patchett - Age UK 
Liz Highmore - DIAG 
Gillian Gibson - Consultant in Public Health, Sunderland City 

Council 
Kath Bailey - Locum Consultant in Public Health, Sunderland 

City Council 
Alan Caddick - Head of Housing Support and Community 

Living, Sunderland City Council 
Usha Jacob - Performance and Information Manager, 

Sunderland City Council 
Karen Graham  - Office of the Chief Executive, Sunderland City 

Council 
Gillian Kelly - Governance Services, Sunderland City Council 
 
 
HW26. Apologies 
 
Apologies for absence were received from Councillors Kelly, Leadbitter, Miller and 
Watson and Christine Keen and Dr Pattison.  
 
 
HW27. Declarations of Interest 
 
There were no declarations of interest. 
 
 



HW28. Minutes 
 
The minutes of the meeting of the Health and Wellbeing Board held on 19 
September 2014 were agreed as a correct record.   
 
 
HW29. Feedback from Advisory Boards 
 
Adults Partnership Board 
 
Karen Graham informed the Board that the Adults Partnership Board had met on 4 
November 2014 and the main issues considered had been: - 
 
• Strengthening Families 
• Tobacco Alliance update 
• Age Friendly Cities 
• Mental Health Trailblazer 
• Affordable Warmth update 
 
A joint meeting had also been held with the members of the Children’s Trust on 24 
November and they had agreed that there was a need to review the advisory group 
structures of the Health and Wellbeing Board. It was intended to look at what the 
Board required of its advisory groups and the potential for alternative structures and 
reporting mechanisms. Another joint session would be scheduled for early in the 
New Year. 
 
RESOLVED that the information be noted. 
 
NHS Provider Forum 
 
Ken Bremner informed the Board that the Provider Forum had met on 5 November 
2014 and the main issues discussed had been: - 
 
• ASE Event Follow Up 
• Better Care Fund 
• Role and Membership of the Provider Forum 
• Manpower 
• Engagement Event 
• Health and Wellbeing Board Assurance 
 
Councillor Speding commented that the main point of interest at the meeting had 
been around manpower and resources and discussions on the number of GPs and 
their retention. Dave Gallagher noted that it was great to have Philip Foster as a 
member to represent care providers and that it was good to see that the Sunderland 
GP Alliance was largely up and running. He also highlighted the importance of 
manpower as an issue moving forward and supported the need to receive assurance 
from providers that they were playing a role in delivering the Health and Wellbeing 
Strategy. 
 



Councillor Speding referred to the Durham GP Alliance and asked how partners 
could ensure good coverage of cross border issues. Ken Bremner advised that City 
Hospitals Sunderland was represented on the Durham Health and Wellbeing Board 
and that Sunderland residents were accessing services provided by Durham health 
trusts. He commented that this was a discussion for lead partners and that it may be 
useful for the two health and wellbeing boards to have a conversation on this. 
 
Kevin Morris stated that Healthwatch were currently looking at the different ways in 
which providers engaged and Ken said that this would be placed on the agenda for 
the next Provider Forum. 
 
Neil Revely reported that he had attended a round table discussion at the Cabinet 
Office recently which had focused on integration but the key thing which had come 
out of the conversation was workforce. The challenge on this was in line with the 
transformation agenda, for example looking at how the system would be managed if 
there were less GPs available and the impact if the system was successfully 
transformed. The Cabinet Office were challenging NHS England on this type of issue.  
 
Ken Bremner commented that there was no lack of willingness to transform but it 
was about aligning services so there was not a ‘feast or famine’ situation. Dave 
Gallagher noted that work was underway in various health services to design a 
workforce for the future. 
 
Karen Graham highlighted that workforce was an issue which would come up 
through the course of the agenda and that this was something that was broader than 
the remit of the Health and Wellbeing Board and included the Economic Leadership 
Board and Education Skills Group. Karen proposed that a joint session take place 
with the Economic Leadership Board in the future to look at recruitment and retention 
and noted that the health sector was identified as a growth sector in the Economic 
Masterplan. 
 
Neil Revely added that recruitment needs for sectors such as advanced 
manufacturing were well understood through regional bodies but health recruitment 
was only really understood within the sector itself and Ken Bremner agreed that 
much health planning was done within the vacuum of the health service. It was also 
noted that not having appropriate health services would adversely affect Sunderland 
as an economically attractive location and the boards needed to work together on 
this. 
 
The members of the Provider Forum had felt that the group was starting to work in 
the way which had been intended when it was established and there was added 
value in getting the provider voice. 
 
Councillor Speding asked if the forum could be used as an investigatory body and 
Neil confirmed that this was part of the forum’s terms of reference as well as it being 
an autonomous body.  
 
Nonnie Crawford commented that it was excellent to see NHS providers being 
involved but it was important not to lose other providers, transport for example. It 
was important to reap the benefit of other providers from the independent and 



statutory sector. Ken replied that the provider engagement event would be the first 
step towards achieving this.  
 
RESOLVED that: - 
 
(i) the feedback from the Provider Forum be noted;  

 
(ii) it be noted that the Health and Wellbeing Board can suggest topics to be 

investigated by the Provider Forum; 
 

(iii) the providers’ concern over manpower issues be noted; and 
 

(iv) a further report on assurance be received from providers. 
 
 
HW30. Update from the Integration and Transformation Board (including 
  Accelerated Solutions Event update)  
 
The Board were informed that the Integration and Transformation Board had met on 
5 November 2014 and the main issues discussed had been: - 
 
• Partnership Board Integrated Teams 
• Better Care Fund 
• Integrated Commissioning 
• Follow up Accelerated Solutions Event 
• Governance paper 
 
Dave Gallagher reported that the integration agenda was making progress and it 
was hoped that the Better Care Fund plan would be fully assured during the next 
week so that partners could get on and deliver the plan. Work was ongoing with NHS 
England to close off any outstanding issues. 
 
The Health and Wellbeing Board had previously been made aware that a ‘beefed up’ 
approach to the governance of the Better Care Fund was being considered and the 
draft terms of reference for the Health and Social Services Integration Board were 
presented to the Board for approval. The new Integration Board was intended to be 
bigger, stronger and more inclusive and its purpose was to oversee the development 
and delivery of plans for the integration of health and social care in Sunderland. 
 
Neil Revely advised that the structure being proposed was similar to that being 
adopted by other authorities and was in line with good practice.  
 
Regarding the link between the Integration Board and the Health and Wellbeing 
Board, the Integration Board was a formal sub-committee of the Health and 
Wellbeing Board but had a different function to the advisory groups as it was 
overseeing £170m of funding and had to meet statutory functions on behalf of the 
Board. 
 
Having considered the report, the Board RESOLVED that: - 
 
(i) the update from the Integration and Transformation Board be noted; and 



(ii) the draft terms of reference for the Health and Social Services Integration 
Board be approved. 

 
 
HW31. Health and Wellbeing Performance and Assurance 
 
The Executive Director of People Services submitted a report which provided a 
number of elements of performance data, including performance against outcomes 
and case study evidence of progression against the Health and Wellbeing Strategy. 
 
Neil Revely advised that it was agreed some time ago to bring forward a report to 
provide a general oversight and assurance on the whole system. Partners working in 
health and social care across the city were held to account by various outcomes 
framework and this report was intended to pull together all aspects of performance, 
organised by strategic objective to generate an understanding of what was 
happening across the system. 
 
Performance related to the Public Health Outcomes Framework, the Adult Social 
Care Outcomes Framework and the NHS Outcomes Framework was included within 
the report with red, amber or green ratings and direction of travel. There was a 
narrative description of key areas of underperformance and also a description of key 
innovative actions taken under each of the six objectives. 
 
Usha Jacob, Performance and Information Manager, was in attendance to talk to the 
report. Usha explained that there were some outcomes which were red or amber but 
were showing a positive direction of travel, however there were six outcomes which 
were red and now showing an improvement, namely: - 
 
• Percentage of adults physically active  
• Falls and injuries in people aged 65 and over 
• Life expectancy at 75 
• Emergency readmissions within 30 days of discharge 
• Unnecessary admissions for acute conditions 
• Breast cancer screening coverage 
 
It was highlighted that since the report had been produced, there had been an 
improvement in breast cancer screening so that the Sunderland rate was more in 
line with the national average. Emergency readmissions had shown an improvement 
from the figures recorded at the end of 2013/2014.  
 
Councillor Speding commented that there was tremendous amount of information 
included in the report and queried what the Board should do if indicators were rated 
red but were moving in the right direction. Ken Bremner stated that he felt this 
depended on how significant the indicators were and expressed a preference for a 
focus on the issues which were most important for the Health and Wellbeing Board. 
 
The Board needed to know that it could access all of the detailed information but it 
was agreed that the Board’s priorities and the headline data had to be extracted from 
this wealth of information.  
 



Councillor Smith referred to the child poverty figures and stated that these were 
different depending on which document you looked at. She noted that those within 
the report seemed out of date and possibly reflected the position a few years ago. 
Councillor Speding said that the data would be on a rolling programme and could 
only be as up to date as the system would allow.  
 
Karen Graham advised that there had been discussions taking place about how to 
present the information and this was a work in progress. Officers were looking at 
how to make this more interactive and to include more narrative. The creation of a 
more user friendly document was a target for the next year.  
 
The Board would also have to determine the frequency of reports so that 
improvement could be observed. It was also noted that the Board should not be 
complacent and if there were not demanding targets set, then there was no incentive 
to work towards them.  
 
Dave Gallagher echoed earlier comments about focusing on the really important 
elements of the strategy and felt that the missing piece of work was the distillation of 
outcomes into the half a dozen or so indicators which the Board wanted to measure 
itself against. Nonnie Crawford suggested that Gillian Gibson and Kath Bailey work 
with Usha on the performance reporting for the next Board meeting. 
 
Neil Revely highlighted that because Sunderland’s Health and Wellbeing Strategy 
was different to others, it was as much about how partners were doing things as the 
outcomes. The Board needed to have the knowledge of these issues so it could 
decide what it would focus on over the next 12 to 18 months. He supported the idea 
of an interactive resource which would provide the background and the narrative to 
the data but there needed to be a process to agree the top five or six things which 
the Board wanted to target and receive regular updates on. 
 
The Board RESOLVED that: - 
 
(i) the performance against outcome figures be received and noted;  

 
(ii) the Health and Wellbeing Strategy Objective actions be received; and 

 
(iii) the next steps as outlined in the report be agreed. 
 
 
HW32. Due North: Report of the Independent Inquiry on Health Equity for 
  the North  
 
The Director of Public Health submitted a report proving a briefing to the Board on 
‘Due North: the Report of the Independent Inquiry on Health Equity for the North’. 
 
Kath Bailey was in attendance to talk to the report and advised that Due North was 
the report of an inquiry which built on the Marmot Review and focused on the 
following three themes: - 
 
 
 



• a fair start for children 
• the economy and welfare 
• democratic and community empowerment 
 
The report provided additional evidence of the actions and the scale of the work 
required to tackle the underlying determinants of health and set out four high level 
recommendations: - 
 
• tackle poverty and economic inequality within the North and between the North of 

England and the rest of England 
• promote healthy development in early childhood 
• share power over resources across the North and increase the influence that the 

public has on how resources are used to determinants of health 
• strengthen the role of the health sector in promoting health equity 
 
The report summarised the work which was being done in Sunderland as the 
recommendation themes within the report were not new and there was already a lot 
of activity going on. The current progress was outlined at Appendix 2 of the report 
and the Board was also being asked to provide feedback on the recommendations 
by 8 December 2014. 
 
Public Health England was asking for responses to specific questions and this gave 
an opportunity to consider what was done in Sunderland and also how Sunderland’s 
voice would play into discussions both regionally and nationally.  Kath advised that 
some general feedback would be provided by the deadline but it was felt that it would 
be better to consider the recommendations in full in a workshop context.  
 
Nonnie Crawford stated that the report was to make the Health and Wellbeing Board 
aware of the high level recommendations and suggested that this also be taken to 
the Economic and Education Leadership Boards. Ken Bremner highlighted that the 
progress being made by the Sector Growth Result Group had been reported at the 
last meeting of the Economic Leadership Board, however health issues specifically 
had not really been drafted into this yet. 
 
Councillor Speding referred to ANEC and their links with Public Health initiatives and 
stated that a report to the Board at some point in the future about the economic 
impact on health would give an extra dimension to the process. There was an issue 
about interconnectivity, it was assumed that the Economic Leadership Board created 
wealth, but what it was not clear what it expected the Health and Wellbeing Board to 
deliver.  
 
It was highlighted that the North East Local Enterprise Partnership was economically 
driven but had also recognised education and skills as a big issue in the region. 
Councillor Speding noted that the Economic Leadership Board had identified lack of 
skills as a problem and that the wealth and health of the workforce had always been 
a key theme.  
 
There was a need for the three lead bodies in this area to share intelligence on this 
but it was also about challenging each other as well as looking at where they 
intersected. The Health and Wellbeing Board stood with equal weight and value to 



the other boards and it was about how there could be a cross conversation and a 
joint focus.  
 
Neil Revely highlighted the debate about how carers’ issues could be prioritised in 
the same way as flexible working for parents had been in the past. This could be a 
key ask for the Economic Leadership Board in the context of healthy employers and 
a healthy workplace.  
 
Karen Graham commented that there had previously been an exercise led by the 
Sunderland Partnership about the 'asks' and offers for the three boards and that this 
might be a good time to revisit the work. 
 
The Health and Wellbeing Board RESOLVED: - 
 
(i) that the high level recommendations made by the Due North report be noted; 

 
(ii) that feedback be provided about the findings from the rapid mapping and 

sense check set out in Appendix 2; 
 

(iii) that they will provide feedback about the top three issues which should be 
prioritised for early action within the delivery plan for the Health and Wellbeing 
Strategy; 
 

(iv) that they will provide feedback on the usefulness and/or practicality of the 
recommendations, based on the questions on the template at Appendix 3; 
and 
 

(v) that they are content for further discussions to take place, within the local 
strategic partnership and key partner organisations.  

    
 
HW33. Age Friendly Cities 
 
The Executive Director of People Services and the Director of Age UK, Sunderland 
submitted a joint report, advising the Board about the plans of partners to progress 
Sunderland’s application to become an Age Friendly City. 
 
Sunderland’s demography had changed considerably over the last fifty years and the 
population of people aged 60 and over was projected to increase from 24% in 2012 
to 31.2% in 2037. As the population was ageing, age related health problems would 
become of increasing concern in the city. 
 
The World Health Organisation (WHO) Age Friendly City Programme had been 
established to foster the exchange of experience and mutual learning between cities 
and communities worldwide. The Network provides partners with the opportunity to 
prepare an effective local policy approach for responding to population ageing. 
 
Work was currently ongoing to refresh baseline data which shows the activity taking 
place in Sunderland which contributes to the Age Friendly City domains, as well as 
the city’s 50+ Strategy, in order that the Council can submit an application, on behalf 
of partners, for Sunderland to be given Age Friendly status. 



It was felt that Age Friendly status would have a positive and beneficial impact on all 
of Sunderland’s citizens and would help promote this as an issue for other boards 
and organisations around the city. Age UK Sunderland and the Council would 
continue to lead the work to become an All Age Friendly City and this would be 
monitored by the Adults Partnership Board. 
 
RESOLVED that the intention to pursue Age Friendly City status be supported and 
the next steps set out in section 5 of the report be agreed. 
   
 
HW34. NHS Five Year Forward View 
 
The Chief Officer of Sunderland CCG submitted a report providing an overview of 
the key points outlined in the Five Year Forward View published by NHS England in 
October 2014. 
 
The purpose of the Five Year Forward View was to articulate why change was 
needed, what the change might look like and how it could be achieved. Dave 
Gallagher highlighted that the report recognised workforce issues and key economic 
drivers and also placed emphasis on matters such as stronger partnerships with the 
community and voluntary sector, different ways of commissioning services and a 
modern workforce.  
 
The report mapped out where Sunderland was in relation to the requirements of the 
Five Year Forward View and noted that there was a lot of resonance between the 
national and local plans. The report was presented for information and for the Board 
to note the key elements of congruence between Sunderland and the national 
picture as detailed in section 4 of the report. 
 
Neil Revely commented that it was useful to see the information presented in this 
way but suggested that this led to a ‘so what’ question. Sunderland was meeting the 
Forward View requirement but it had to be considered whether this was having any 
impact. Dave Gallagher advised that strategic plans would be refreshed as a result 
of the NHS Forward View but he was pleased to note that the direction of travel was 
aligned and there was not a great deal of dissonance between Sunderland and the 
national position. 
 
Having considered the report, the Board RESOLVED that: - 
 
(i) the key points of the NHS England Five Year Forward View be noted; 

 
(ii) it be noted how the current and planned work fitted within the Five Year 

Forward View; and 
 

(iii) the additional work necessary, including ensuring all local NHS organisations 
meet the recommendations outlined in this report, be supported. 
 

 
 
 
 



HW35. Affordable Warmth and Excess Winter Deaths – Progress Update 
 
The Head of Housing Support and Community Living submitted a report providing an 
update on the Affordable Warmth Steering Group. 
 
Alan Caddick was in attendance to present the report and advised that Affordable 
Warmth Steering Group had been established and had agreed its terms of reference. 
A ‘Task and Finish Group’ had been set up to develop the Affordable Warmth 
Strategy and Plan and this would be available in draft by the end of December 2014. 
 
The group had been successful in securing funding from the CCG to work with GP 
surgeries on a flu jab campaign and from Age UK to help keep people warm and 
safe over the winter and prevent hospital admissions. It was proposed to combine 
money from the Council’s Hardship Fund with the Age UK funds in order to make a 
real difference to affordable warmth and fuel poverty in the city. 
 
The Steering Group was also monitoring the progress of initiatives such as Warm Up 
North and Collective Switching and the impact they were having on affordable 
warmth and fuel poverty. With regard to Collective Switching, 80 registrations had 
been made in June with an average saving of £191 per customer. 195 households 
had registered in October and had achieved an average saving of £221. The benefits 
of supporting this programme were starting to be seen and the next auction would 
take place from 2 December 2014 to 2 February 2015. The Council would be offering 
help and support to register and would send out information in due course. 
 
Karen Graham advised that the Health and Wellbeing Improvement Group could 
help to get the message out about Collective Switching. Kevin Morris stated that he 
already met with Alan Caddick to discuss how Healthwatch could help. 
 
With regard to the trying to increase the numbers who were registering for the 
scheme, Alan Caddick stated that there were 30,000 registrations nationally at the 
last auction and Sunderland was not dissimilar to other areas. 
 
Councillor Davison highlighted that Gentoo held a lot of data, such as detail on 
housing conditions, which could help information the development of the strategy. 
She also asked what the norm was when it came to ‘excess’ deaths. Kath Bailey 
stated that this was measured using a complicated system of comparing averages 
over four month sections of the year. Data was not yet available to compare this year 
with last year as there was a lag in the figures being produced. 
 
Neil Revely commented that it was good to see these initiatives coming together and 
asked if, as locality integrated teams were developed, referral routes were being 
made easier for individuals.  
 
Alan Caddick advised that an example of this would be boilers on prescription and 
how value could be added by looking at issues in localities using an intelligence led 
approach. Neil noted that this level of intelligence could come from a front line 
practitioner and that Gentoo were delivering this in one area of the city. However, it 
was also highlighted that social prescribing needed to be evaluated to show that it 
was an effective approach. 
 



RESOLVED that the progress made to date be noted. 
 
 
HW36. Mental Health Trailblazer 
 
The Director of Public Health submitted a report providing information about the work 
undertaken by the seven local authorities in the North East Combined Authority area 
to develop and submit a trailblazer project aiming to support people with common 
mental health issues back into work and to seek support for Sunderland’s ongoing 
participation in this work. 
 
The expected outcomes for the trailblazer were as follows: - 
 
• Improved health outcomes for ESA claimants with common mental health 

conditions; 
• Better integration of mental health and employment interventions; 
• Shared outputs and outcomes e.g. benefit off-flows, sustained employment and 

clinical recovery;  
• Improved value for money through integration; 
• Reduced costs for other support services; and 
• Improved evidence base through robust evaluation. 
 
A workshop had been held to develop a design model for the trailblazer and a bid 
was developed and submitted to the Cabinet Office on 1 October with a formal 
decision anticipated on 1 December 2014. 
 
The Board was asked to support the application and to take part in a discussion 
about how the local element of this would work. 
 
Liz Highmore asked if there would be potential to include disabled access to Talking 
Point services within the trailblazer. This would be picked up by officers. 
 
It was noted that Sunderland Workplace Health Alliance had been established, which 
was supported by the Economic Leadership Board, and it was case of joining these 
things together on the ground.  
 
Following consideration of the report, the Board RESOLVED that: - 
 
(i) the work undertaken so far on the mental health trailblazer application be 

noted; 
 

(ii) Sunderland’s continued participation in this work as a means of working 
towards strategic goals for the city be supported;  
 

(iii) the development of the model for local implementation through the Mental 
Health Partnership Board be supported; and 
 

(iv) feedback on the proposed delivery model for the mental health trailblazer be 
provided. 

 
 



HW37. Development Sessions and Forward Plan 
 
The Head of Strategy and Performance submitted a report informing the Board of 
forthcoming development sessions and the forward plan. 
 
It was proposed that the development sessions be framed as closed board sessions 
going forward and the Board were invited to suggest topics of interest.  Initial 
suggestions had been: - 
 
• Collective risk management and assurance 
• Joint working between Economic Leadership Board and the Health and 

Wellbeing Board 
• Integrating needs assessments 
 
Neil Revely suggested a session on setting the top five or six priorities to be for 
Health and Wellbeing Strategy assurance.  
 
Kevin Morris highlighted that there was a lot of good practice around engagement 
but partners were not so good at evidencing this and this might be an area to focus 
on at a future session. Dave Gallagher added that different parts of the city would 
engage on different things and that it might be useful to step back and identify some 
common principles for this. It was noted that this could also link to All Together 
Sunderland work and the State of the Area debates. 
 
Details of the timetable for the Board and its advisory groups and deadlines for 
submission of reports were also provided for information. 
 
The Board RESOLVED that: - 
 
(i) consideration be given to topics for in depth closed/partner sessions for 2015; 
 
(ii) the forward plan be noted and requests for any additional topics passed to 
 Karen Graham; and 
 
(iii) the timetable be noted.  
 
 
HW38. Date and Time of Next Meeting 
 
The next meeting of the Board will be held on Friday 23 January 2015 at 12noon 
 
 
 
 
 
 
(Signed) M SPEDING 
  In the Chair 
 


