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Meeting of the Governing Body 

 
To be held on Tuesday 26 July 2016 1.30-4.00pm in Bede Tower, Burdon Road, 

Sunderland, SR2 7EA. 
 

AGENDA 
 
1. Welcome and Introduction   

Dr I Pattison, chair 
  

    
2. Apologies for Absence   
    
3. Declarations of Interest   
    
4. Minutes of the previous meeting held on  24 May 

2016 
1.35-1.45 Enclosure 

    
5. Matters arising from the minutes and action log 1.45-1.55 Enclosure 
    
6. Notification of Items of Any other business   
    
7. 
 
 
 
 

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

1.55-2.00 
 
 
 
 

 

    
8. 
 

Items of Quality and Safety 
 

  
 

8.1 
 
8.2 
 
 
 
 
8.3 

Patient Story 
 
Report from the Quality, Safety and Risk 
Committee Minutes from  10 May and 14 June          
2016 
A Sullivan 
 
Quality Action Plan 
A Fox 
 

2.00-2.20 
 
2.20-2.40 
 
 
 
 
2.40-2.50 
 
 

Verbal 
 
Enclosures 
 
 
 
 
Enclosure 

9 
 
9.1 
 
 
 

Items of Governance and Assurance 
 
SCCG Financial Report – Month 3 
D Chandler 
 
 

 
 
2.50-3.00 
 
 
 

 
 

Enclosure 
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9.2 
 
 
9.3 
 
 
9.4 
 
 

SCCG Assurance Report 
D Burnicle 
 
QSRC Terms of Reference 
A Sullivan 
 
Annual HR Performance Report 2015/16 
D Gallagher 

3.00-3.10 
 
 
3.10-3.20 
 
 
3.20-3.30 
 
 

Enclosure 
 

 
Enclosure 

 
 

Enclosure 
 

 
10 Items for Information Only 

 
  

10.1 
 

Chief Officers Report 
D Gallagher 

3.30-3.40 Enclosure 

    
10.2 Minutes of the Executive Committee meetings 

held on 3 May and 7 June 2016 
 Enclosures 

    
10.3 Minutes of the Audit Committee meeting held on 

12 April 2016 
 Enclosure 

    
10.4 Minutes of the Primary Care Commissioning 

Committee meeting held on 29 March 2016 
 Enclosure 

    
10.5 Minutes of the Health and Wellbeing Board 

meeting held on 20 May 2016 
 Enclosure 

    
11 Any other business   
    
12 Date of next meeting   
    
 Tuesday 27 September 2016, 1.15-3.45pm. Bede 

Tower, Burdon Road, Sunderland SR2 7EA. 
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GOVERNING BODY 

Minutes of the meeting held on Tuesday 24 May 2016, 3.15-5.45pm in Bede 

Tower, Burdon Road, Sunderland, SR2 7EA. 

Minutes 

Present: Dr Ian Pattison, Chair  

 Dr Raj Bethapudi, Elected GP Member 

                                    Prof Mike Bramble, Secondary Care Clinician 

                                    Mr David Chandler, Chief Finance Officer 

                                    Mrs Ann Fox, Director of Nursing, Quality and Safety 

Mr David Gallagher, Chief Officer 

Dr Karthik Gellia, Elected GP Member 

Dr Jackie Gillespie, Elected GP Member 

Mr Eric Harrison, Interim Lead Practice Manager 

Dr Tracey Lucas, Elected GP Member    

 Mrs Aileen Sullivan, Lay Member, Patient and Public 

Involvement 

 Mrs Pat Taylor, Lay member for Audit and Vice Chair 

   

In Attendance: Mrs Amanda Bellis, Head of Audit, Sunderland Internal Audit 

Services 

 Dr Claire Bradford, Medical Director 

 Mrs Debbie Burnicle, Deputy Chief Officer 

 Ms Deborah Cornell, Head of Corporate Affairs  

 Mrs Gillian Gibson, Director of Public Health, Sunderland City 

Council  

 Mrs Diane Harold, Senior Manager, Mazars 

 Mr Graham King, Sunderland City Council (on behalf of Fiona 

Brown) 

 Mr Chris Macklin, Lay Member, Primary Care Commissioning 
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 Mrs Jan Thwaites, minutes 

  

2016/51          Welcome and Introductions 

 Dr Pattison welcomed everyone to the meeting.  

2016/52          Apologies for Absence 

Apologies for absence were received from Dr Fadi Khalil, Mrs Fiona 
Brown and Mr Cameron Waddell. Dr Pattison confirmed that the 
meeting was quorate. 

 

2016/53 Declaration of Interest 

 There were no declarations of interest. Dr Pattison asked that during 
the course of the meeting if any interests became apparent that they 
be raised for the relevant item. 

 

2016/54 Minutes of the meeting held on 29 March 2016 

 The minutes of the meeting were APPROVED as an accurate record. 

2016/55 Matters arising from the minutes and action log 

                         2016/34 Mrs Fox confirmed that the coroners concerns over 2 deaths 
in relation to the move of patients from Albany care home was not 
going to be pursued, quality improvement measures had been put in 
place. 

 2016/39 Mr Gallagher explained that the South of Tyne health group 
had been renamed South Tyneside and Sunderland health group. 

2016/56          Action Log 

                         Item 2016/12 Safeguarding children learning and improvement action 
plan, it was confirmed this item would remain on the agenda. 

 2016/33 Report from the Quality, Safety and Risk Committee meeting 
on 12 January 2016 – Mrs Burnicle confirmed that this action had 
been taken to the South Tyneside NHS Foundation Trust (STFT) 
contract meeting. Mrs Fox noted this had been raised as part of the 
quality assurance requirement. Dr Gillespie explained that she had 
been informed from one of the localities that the number of district 
nurses had reduced by 50%, Mrs Fox asked that these issues be 
reported on the Safeguard Incident and Risk System (SIRMS) where 
themes and trends could be picked up.  

 Mr Macklin to forward a copy of the advanced information NTW report 
to the governing body, he also noted that the CQC visit will 
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commence at the end of May. As commissioners the CCG had been 
invited to attend a commissioning focus meeting. Mr Holliday was 
attending on behalf of the CCG and Mr Macklin in his position of a 
member of their council of governors. Mr Gallagher confirmed he was 
also having a telephone conversation with the CQC lead inspector. 

 2016/155 Audit Committee terms of reference – Dr Pattison and Mrs 
Taylor had a discussion in relation to the opportunity for a GP to 
attend the Audit Committee meetings, this issue was ongoing. 

 Items 2016/15, 2016/17, 2016/332016/41 and 2016/49 had all been 
completed and therefore would be removed from the action log. 

2016/57 Notification of items of any other business 

 There was no notification of any other business 

2016/58 Question Time 

A member of the public asked for information in regard to an item that 

had appeared in the previous evening’s news programme. In 

response Mrs Burnicle noted that this was in regard to the Out of 

Hospital Vanguard programme and the announcement that the CCG 

had managed to secure a further £5m of funding to support its 

community developments to keep patients out of hospital longer. 

2016/59 Report from the Quality, Safety and Risk Committee meeting held 

on 8 March 2016 

 The purpose of the report was to highlight key points, risks and 

assurances from the minutes of the Quality, Safety and Risk 

Committee (QSRC) held on 8 March 2016. 

 Mrs Sullivan raised the following key points: 

 An action plan had been developed to drive forward the proposed 
improvements following on from the looked after children 
development session in January 2016 

 There had been a 6 month extension of the NHS England (NHSE) 
funded secondment for a mental capacity act practice 
development lead 

 Two specialist domestic violence GP training sessions had been 
commissioned by the safeguarding team 

 A transforming care report was now received monthly by the 
Quality, Safety and Risk Committee (QSRC) 

 Clinical quality visits were carried out by members of the board to 
the following sites Hopewood Park, the emergency department at 
City Hospitals Sunderland, Pallion Urgent Care Centre and 
Northern Doctors. All these visits were deemed as satisfactory 
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 Medicines Optimisation – there had been 121 incidents reported 
from 33 practices, 4 of these were graded as causing moderate 
harm   

 Sunderland CCG register is received by the QSRC on a regular 
basis 

 

 Mrs Taylor enquired as to the shortness of the paragraph in relation to 

Hopewood Park. Mrs Sullivan noted there were no concerns over this 

site following the visit, and she also described that the patients were 

extremely satisfied with the service. 

 Action: The recommendation/action required section of the report 

should read – The governing body is asked to receive the report for 

assurance. 

The governing body RECEIVED the summary and confirmed      

minutes for assurance. 

2016/60 Report from the Quality, Safety and Risk Committee meeting held 

on 12 April 2016 

 The purpose of the report was to highlight key points, risks and 

assurances from the minutes of the Quality, Safety and Risk 

Committee (QSRC) held on 12 April 2016. 

 Mrs Sullivan raised the following key points: 

 In the patient and public involvement highlight report significant 

developments had been achieved over the past few months. Training 

for staff from the consultation institute around statutory duties and 

requirements was being planned. 

 In regard to integrated quality reports the following were reported: 

 City Hospitals Sunderland (CHS) - two never events had been 

reported in March 2016; no significant harm had been reported with 

the duty of candour being applied. Currently there were 22 overdue 

serious incident root cause analyses (RCAs), Mrs Sullivan noted that 

the quality review group would follow this up. 

 In relation to complaints there were 160 unresolved complaints.   

 Mrs Sullivan explained that the QSRC would be undertaking a high 

level review in June and an in-depth look at this issue at its meeting in 

July. 
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 All but 2 CQUIN indicators were achieved which related to learning 

disabilities adults and children where partial payment had been 

agreed. 

 South Tyneside NHS Foundation Trust (STFT) – the trust had 

reported 29 serious incidents with pressure ulcers being the most 

common cause with 21 reported, of these 19 were in the community 

and included 7 Sunderland residents.  

 Northumberland Tyne and Wear NHS Foundation Trust (NTW) – 

there were 24 serious incidents overdue for NTW, 5 of which were 

Sunderland patients. 

 North East Ambulance Service (NEAS) - 25 serious incidents 

remained open at the end of March 2016. 

 Northern Doctors Urgent Care (NDUC) – the number of incidents 

had decreased to 8 from 29. Two incidents related to delayed review 

of x-rays and 2 about lone working, it was noted that no harm was 

caused to the patients. 

 Continuing Health Care (CHC) – strategic work continues in this 

area to ensure compliance with the national CHC framework. 

 Quality in Care Homes – a new joint clinical quality assessment tool 

had been developed with Sunderland City Council; a presentation had 

been given to the QSRC at its May meeting. 

 Committee end of year review and terms of reference – the 

committee had received the changes and noted that the vacancies for 

GP members had been filled. 

 Annual review of sub group effectiveness and terms of reference 

– an annual review of the effectiveness and terms of reference of the 

joint SCCG, South Tyneside CCG (STCCG) health care associated 

infections (HCAI) improvement group was presented to the 

committee. 

 Strategic Safeguarding Group – the QSRC had received the report 

and approve the standing down of the joint strategic safeguarding 

group on the understanding that the named and designated 

safeguarding professionals group would be reviewed and 

strengthened to meet all assurance requirements. 

 Action: The recommendation/action required section of the report 

should read – The governing body is asked to receive the report for 

assurance. 
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 Mrs Taylor raised concerns over the reported never events at CHS 

and asked if the QSRC are receiving assurance on these issues. Mrs 

Fox responded by stating that the report would be reviewed by the SI 

panel to determine if there were any common practice issues. In 

addition with regard to the timescales of reporting there were clear 

national requirements, reports were received by the CCG on the 

current performance and we now need to see improvement. There is 

an expectation of an improvement plan for Q1 and 2 and penalties 

may be considered in Q3 if improvement has not been realised. In the 

interim the QSRC had received some assurance from all of the Trusts 

regarding the methods they have in place to share learning quickly but 

this still does leave some residual risk. 

 The Director of Nursing at CHS had reported at a recent meeting that 

CHS had a plan to address these issues which would be brought to a 

future Quality Review Group (QRG) meeting.  

 Mrs Taylor also enquired as to the risk related to safer staffing in NTW 

and wanted clarity on the ‘9 wards that had qualified staff under 90% 

and 20 under 80%’: she asked if these figures were correct. Mrs Fox 
noted the figure was large however NTW had reviewed their staffing 

skill mix and were developing some expanded health care assistant 

roles with a view to supporting the wards where there were gaps in 

the number of qualified nurses.  

 Action: Mrs Fox to clarify the number of wards in NTW. 

 Dr Gellia noted that he thought there was national guidance on the 

number of registered nurses required on wards. In response Mrs Fox 

confirmed there is a toolkit to use although the dependency on wards 

changes. There is guidance that can be applied. The level of nursing 

depended on patient demand on each ward. 

 Mr Macklin confirmed that he attended the NTW governing body 

meetings where a monthly report was produced; he noted that without 

exception there were questions to the nursing director in regard to the 

staffing levels.  He also noted that NTW over employ lower grades to 

mitigate where they can the staffing levels. Mrs Fox confirmed that at 

the next QRG meeting the most recent 6 monthly staffing review was 

on the agenda. 

 Dr Pattison raised concerns over the level of complaints at CHS to 

which he noted the process was slow and unresponsive and related to 

aspects of clinical care. Dr Bradford established this was part of the 

work that the director of nursing was carrying out to improve 
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timeliness of completion of investigations to support both serious 

incident reporting and complaints completion. 

 Dr Pattison also raised concerns over the issue of lone working 

complaints at Northern Doctors Urgent Care (NDUC). Mrs Fox 

confirmed these incidents had been reported and that assurance 

would be provided via the NDUC QRG. 

 Action: Mrs Fox to share the detail of the lone worker issue with the 

governing body members. 

 Dr Bethapudi raised an issue over the 62.5% of reported incidents in 

relation to delays in the verification of deaths; he asked if the palliative 

care team nurses could verify these deaths instead of using GPs. 

 Action: Mrs Fox to check the detail of this. 

 Mrs Sullivan reminded the governing body that concerns had been 

raised at its meeting in March 2016 with regard to shared care 

protocols and the formulary. At the May QSRC meeting there had 

been a frank discussion in regard to the issues not being taken 

forward. Following this meeting Mr Gallagher had spoken directly to 

Mr Bremner, Chief Executive of City Hospitals Sunderland to ensure 

we received improved outputs quickly.  

The governing body RECEIVED the summary and confirmed minutes 

for assurance. 

 

2016/61 SCCG Financial Report – Year ended 2015/16 

 The report presented the governing body with a summary of the 

financial position as at month 12.  Mr Chandler raised the following 

key points: 

 The CCG had met all of its financial duties including a cumulative 

surplus of £18.653m. 

 The running cost duty had been achieved with an underspend of 

£830k on an allocation of just over £6.2m following some re 

classification of costs such as clinical leads which had been agreed 

with the auditors. 

 The surplus is £500k greater than reported earlier in the year following 

a request for support from NHS England regional area team to assist 

the regional position and a written guarantee that this would come 

back to the CCG in 2017/18. 



NHS Official                                                        Item: 4 

Page 8 of 21 

 

 The Better Care Fund was £4m overspent; prescribing was £1m 

underspent and primary care commissioning just under £500k 

overspent. 

 The Better Care Fund saw increased pressures on packages of care 

of approximately £500k. 

 Mr Chandler gave an update on the 2016/17 financial plan.  All major 

NHS provider contracts have been agreed. 

 Mr Macklin noted in relation to next year’s budget Sunderland CCG 

were 1 of only 3 CCGs who take their budget papers to the governing 

body meeting in public, he questioned how they can justify public 

accountability. Mr Macklin would take this issue up with NHSE local 

director of finance. 

 The governing body NOTED the financial position of the CCG for the 

year ended 2015/16 and APPROVED the budget virements for month 

12. 

2016/62 2015/16 Annual Accounts 

 The purpose of the report was to gain approval of the annual accounts 

for 2015/16 from the governing body. 

 Mr Chandler noted that all NHS bodies including CCGs have to 

submit accounts by Friday 27 May 2016. 

 The CCGs accounting policies were in line with NHS England (NHSE) 

guidance and had been reviewed and amended by the audit 

committee and reported as an ongoing concern basis. 

 Mr Chandler confirmed that the CCG’s expenditure had not exceeded 

income and revenue resource did not exceed directions. 

 Mr Chandler explained that spending had increased from the previous 

year due to taking on primary care commissioning responsibility, we 

received additional vanguard funding in 2016/17, the Better Care 

Funding came direct to the CCG rather than to the local authority and 

we also received additional growth of £16m on last year’s allocation. 

The accounts had also been reviewed by an informal audit committee 

and the formal audit committee meeting earlier today where they had 

been scrutinised in great detail and recommended for approval to the 

governing body. 

 The governing body APPROVED the annual accounts for 2015/16 

following scrutiny at the audit committee and AUTHORISED the chief 



NHS Official                                                        Item: 4 

Page 9 of 21 

 

officer and chief finance officer to sign the various certificates relating 

to the annual accounts. 

2016/63 Annual Internal Audit Report 2015/16 

 The purpose of the annual internal audit report 2015/16 was to inform 

the governing body of the head of internal audit opinion on the 

effectiveness of the system of internal control for the year ending 31 

March 2016, and summarise the internal audit work undertaken. 

 The overall opinion for the year ending 31 March 2016 was that on the 

basis of work carried out in accordance with the annual internal audit 

plan 2015/16; significant assurance could be given that there was a 

generally sound system of internal control. 

 Mrs Bellis confirmed that the internal audit team had issued 19 reports 

since the completion of the annual internal audit report 2014/15 with a 

total of 18 medium priority issues and 19 low priority issues. The audit 

of policy management was given a rating of limited assurance due to 

the number of policy reviews overdue at the time; the CCG 

management have agreed to address the issues. This would be 

followed up by internal audit in 2016/17. 

 In conclusion there were no areas of significant weakness remaining 

that were relevant to the preparation for the annual governance 

statement. 

The governing body NOTED the report. 

2016/64 External Audit Completion Report 

 The report summarised the external auditors work on the statutory 

financial statements and annual report as we as the review of value 

for money arrangements. 

Mrs Harold summarised the key points of the external auditors’ work 
on the financial statements and annual report as well as the value for 
money conclusion. 

At the time of the report subject to the satisfactory conclusion of the 
remaining audit work Mrs Harold anticipated issuing an unqualified 
opinion and had not identified any matters from their value for money 
work that required reporting.  

A number of areas were outstanding due to the tight timeframe which 
included work on service audit reports (SARs) of £80m on primary 
care co- commissioning and prescribing expenditure. Following the 
receipt of the reports Mrs Harold expected to deliver the audit opinion. 
A follow up letter would be issued to the CCG for assurance. 
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Mrs Harold noted a non-material unadjusted amendment of £266k 

between debtors and creditors on the balance sheet. 

CSU assurance control weaknesses had been highlighted in the past, 

the audit committee were monitoring this but Mrs Harold was satisfied 

that there was no material impact on their opinion. The controls were 

disclosed on the annual governance statement and work is 

progressing to iron out these weaknesses. 

A small number of amendments were highlighted in the accounts; 

none of the amendments affect the bottom line. 

Further areas of the report including internal control 

recommendations, summary of misstatements and value for money 

were considered. It was confirmed that the report had been discussed 

in great detail at the audit committee meeting earlier in the day.  

 Mr Macklin asked if the service audit reports were not received what 

would happen. Mrs Harold confirmed that they expect to receive the 

reports on time as this would not only affect Sunderland CCG but all 

CCGs in the country. 

 Mrs Taylor noted that the audit committee had continued to receive 

assurances that the reports would be with us, certainly the prescribing 

report as it was just going through a quality process. Mrs Taylor 

confirmed that the report came from the business services agency 

whose organisation produce reports on the payment on prescriptions 

for all CCGs. 

 Mr Gallagher confirmed that it had been agreed at the audit 

committee that he would write to the 2 agencies and express our 

issues with the delay in receiving the reports. 

The governing body NOTED the external auditors report and 

APPROVED the annual report including the specific assurances 

required by the eternal auditor in the letter of representation, noting 

the specific representation in respect of primary care co-

commissioning. 

2016/65 Management Letter of Representation 

 The letter of representation to be sent by the Chief Officer (as 

accountable officer) to the Director and Engagement Lead, Mazars 

was presented to the Governing Body. The letter covered, 

The Chief Officer’s responsibility for the following: 

o financial statements 
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o accounting information, accounting records policies 
o contingencies  

o fraud and error 

o related party transactions, future commitments 

o primary care co-commissioning expenditure 

o subsequent events 

o going concerns and unadjusted misstatements 

 

Mr Gallagher noted the last paragraph of the newly circulated report 

which had been revised to include the £266k unadjusted amendment 

mentioned earlier in relation to primary care co-commissioning. He 

confirmed that it does not pose any material impact therefore it had 

not been adjusted for in the financial statements. 

The Chief Officer would sign the letter and sought the governing 

body’s agreement to do so. 

The governing body CONSIDERED and AGREED the letter to be 

sent. 

2016/66 Annual Report including Annual Governance Statement 

 The report provided the governing body with the CCG’s annual report, 
including the governance statement for 2015/16. The report is divided 

into 3 main parts as per the guidance from the department of health. 

The report includes a performance report, accountability report and 

financial statements. The accountability report includes the annual 

governance statement.  

 Ms Cornell presented the report noting that it had been reviewed by 

NHS England, the executive committee and the audit committee at its 

meeting earlier today. A number of changes had been incorporated 

which included typographical errors, an additional paragraph in 

relation to  the primary care audit and the head of internal audit 

opinion and an adjustment to the sickness figures. 

The audit committee had reviewed the report and recommended its 

submission to the governing body. 

 Mr Gallagher confirmed that the annual report would be presented to 

the clinical membership and then to the public as part of the annual 

general meeting in July. 

 Dr Lucas enquired as to the attendance section of the report and 

asked if there could be additional information included where 

members gave apologies to the governing body meetings for instance 

due to the requirement to attend other meetings/courses. Mrs Taylor 
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noted that this was a valid question; it may be that this be made 

reference to when presenting the annual report to the clinical 

membership.  

Dr Pattison noted his thanks to the finance and governance teams for 

all the work undertaken in producing this report and requested that the 

governing body formally approve and ratify it following the assurance 

from the audit committee.  

 The governing body APPROVED the annual report, including the 

governance statement, NOTED the requirement for the chief officer to 

sign and date the annual report and AGREED for the report to be 

submitted to NHS England by the required deadline of 12 noon on 

Friday 27 May 2016. 

2016/67 Approval of Annual Accounts and Annual Report 

Dr Pattison handed over to Mrs Taylor to sum up this item. 

Mrs Taylor noted that one of the key roles of the audit committee is to 
scrutinise the annual report and accounts.  Mrs Taylor assured the 
governing body that the audit committee had seen and formally 
approved all of the annual accounts and reports and had lengthy 
discussions on the significant changes around spend for the CCG 
going forward. Mrs Taylor noted the work from both internal and 
external audit. Due to the couple of outstanding issues noted in the 
external audit report the audit committee could only recommend the 
accounts are submitted subject to the reports being received by the 
external auditors. 

Dr Pattison confirmed that the annual accounts and annual report 
would be signed off by the chief officer and chief finance officer later 
today. 

The governing body APPROVED the annual accounts for 2015/16 
following scrutiny at the audit committee and AUTHORISED the chief 
officer and chief finance officer to sign the various certificates relating 
to the annual accounts. 

2016/68 Five year financial plan for general practice 

 Mr Chandler asked if there were any declarations of interest from the 

GP executives present for this item. Dr Pattison declared that as this 

document had a high level of detail and had been recommended 

through the primary care commissioning committee that he was 

assured no-one was conflicted. 

The purpose of the paper was to seek approval of the five year 

strategic financial plan for general practice (delegated primary care 



NHS Official                                                        Item: 4 

Page 13 of 21 

 

services) and the principles that are being proposed for investments 

within the plan. 

 Mr Chandler noted the key points, risks and assurances: 

 The key issue is to ensure the CCG has a five year strategic 
financial plan that is agreed by the governing body 

 The report provides assurance that the proposals for general 
practice/ delegated primary care budgets are within the delegated 
primary medical five year financial allocations as announced by 
NHSE in January 2016 

 The draft five year financial plan was considered and 
recommended for approval to the governing body by the primary 
care commissioning committee in March 2016 

   

Mr Chandler noted that delegated GP budgets were the only area 

seeing growth in allocations of approximately 3.5% in 2016/17, 2% in 

the 3 years following and 3.5% in 2021. This is a ring fenced budget, 

the principles of the plan were documented in appendix a. 

All funds released from PMS over the next 5 years will be invested 

into a quality premium which would be available to all GP practices in 

Sunderland. There would also be investments in areas such as the 

pharmacy pilot and childcare co-ordinated services. The plan also 

identified that the CCG would develop a recurrent GP Career Start 

service in Sunderland, £750k of non-recurrent funding would be 

carried forward into the next 3 years and invested into non recurrent 

schemes such as healthcare assistant career start scheme and 

practice nurse career start scheme. 

Mr Chandler highlighted risks associated with the plan in relation to 

uplifts on contracts and other pressures such as APMS savings and 

GP 5 year growth. 

Mr Macklin confirmed the primary care committee had reviewed this 

report and had asked for this work to support delivery of the 

commissioning strategy for general practice.  He also confirmed 

Sunderland CCG were the only CCG to have a financial 5year plan for 

primary care linked to a strategy. 

This message had now to be communicated to general practice how 

we intend to implement the strategy and a question about what could 

be accelerated e.g. the quality premium. 

Mrs Burnicle urged a note of caution in relation to accelerating the full 

quality premium as it involved a lot of pre work reviewing a large 

number of locally and nationally enhanced services over the next 6 
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months before engagement on the final premium to be in place for 

April 2017, with additional management to support this. 

Mr Chandler mentioned that cash flow for practices is important and 

that he would look to work up a proposal on the quality premium that 

allowed a proportion to be made monthly on account once practices 

had signed up to similar to how the QOF works. 

Action; Mr Chandler to develop a proposal with the primary care 

commissioning committee. 

Mrs Burnicle noted how information to the GP practices would be 

communicated in relation to how we intend to use the PMS monies 

e.g. special bulletin or part of the normal bulletin if timetable supported 

this. 

The governing body APPROVED the principles for investment made 

in the five year strategic financial plan and outlined in the paper and 

APPROVED the five year strategic financial plan for general practice 

 At this point the Chair called for a 10 minute break (5pm). Mrs Bellis 

and Mrs Harold left the meeting. 

2016/69 External Audit Services - Procurement and evaluation strategy 

paper 

 The purpose of the report was to request approval of the proposed 

and attached procurement and evaluation strategy, including contract 

terms, for the procurement of external audit services for Sunderland 

CCG. 

 Following the local audit and accountability act in September 2015 

CCGs were required to select and appoint their own external auditors. 

The current service is provided by Mazars with the contract due to 

expire on 31 March 2017. 

 The governing body approved the appointment of an audit panel to 

undertake a procurement process to identify and recommend a 

suitable provider for the provision of external audit services. 

 The procurement and evaluation strategy identified the background to 

the procurement, the objectives, compliance and recommended 

approach etc. 

 The contract would be for 3 years with an option to extend for an 

additional 2 years. 
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 Mrs Taylor added her assurance that the audit panel wished the 

balance of the marks to be 90/10 but the procurement that was used 

prescribed there must be a 70 for quality /30 for finance split. It had 

been confirmed that the detail in the strategy particularly around the 

scoring could be disclosed because this is an open and transparent 

process. Mrs Taylor confirmed that as this is a new procurement there 

were terms and conditions attributed to that framework run by the 

North of England procurement consortium, they had put together a 

process and prescribed how the CCG would determine how to award 

the contract by using the framework. 

 Action: Once confirmed on 27 September 2016 this extract from the 

minutes would be forwarded to NECS procurement team. 

 The governing body APPROVED the procurement and evaluation 

strategy, procurement timetables, financial thresholds and the 

contract term for the external audit service. The governing body also 

NOTED the date for the recommended bidder report and this item to 

be added to the governing body meeting agenda for 27 September 

2016. 

2016/70          Governing Body Assurance Framework 

 End of year position 2015/16 

 New framework 2016/17 

 The purpose of the report was to present the governing body with an 

end of year position for the 2015/16 framework and an update of the 

2016/17 position for the governing body assurance framework 

(GBAF). 

 The GBAF had been developed to ensure the CCG meets its statutory 

requirements in relation to governance and provide assurance in 

relation to the delivery of the CCGs corporate objectives. The 

objectives were agreed by the governing body in May 2015 and an 

additional objective was added in 2015/16 in relation to primary care 

commissioning. 

 The framework had been reviewed by the relevant lead directors and 

senior managers. The framework provided a list of risks associated 

with each corporate objective. The framework had been reviewed at 

the audit committee meeting this morning and recommended the 

approval of the framework to the governing body. A number of 

additional risks had been identified for 2016/17:  

 CO2b - should be delivery of key proposed targets 
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 CO3 - shared care 

 CO8 - this relates to primary care only 

 Ms Cornell noted that the next update would include these risks. 

The governing body NOTED the GBAF end of year position for 

2015/16 for assurance purposes and APPROVED the GBAF position 

for 2016/17 to include the risks highlighted in section 6 of the report. 

 

2016/71 End of year committee reviews 

 The purpose of the report was to provide the governing body with the 

end of year reviews for its sub-committees for the period 1 April 2015 

to the 31 March 2016. 

 The paper provided an overview of each of the governing body’s sub-

committees, executive committee, audit committee, quality, safety and 

risk committee and primary care commissioning committee. 

 The review focussed on the committee’s performance and 
effectiveness throughout the year as well as identifying their main 

areas of focus. Each of the reviews had been discussed and agreed 

at each of the committees meetings. 

 Each of the committees had reviewed their terms of reference as to 

whether they required review, the executive committee terms of 

reference would be reviewed at today’s meeting. 

The governing body RECEIVED the end of year review for each 

committee for assurance purposes. 

2016/72 Executive Committee terms of reference 

 The report provided the governing body with updated terms of 

reference for the executive committee. 

 Following completion of the annual review changes were 

recommended to the committee’s terms of reference to ensure fitness 
of purpose and robust governance arrangements. The changes 

related to vice chair arrangements, quoracy when managing conflicts 

of interest and clarification of the committee’s responsibilities in 
relation to strategy and planning, risk management, business 

continuity planning, equality and diversity and health and safety. 
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 A discussion ensued as to whether the 6 elected GPs which included 

the Chair, all represented localities, it was agreed that this should not 

be amended.  

 Mrs Fox suggested that the lead nurse should be changed to read 

executive practice nurse and this was agreed. 

 Mrs Taylor queried the clinical/management balance on the 

committee and in response Dr Pattison confirmed this had been 

signed off by NHSE and there had not been any previous issues on 

voting. Any changes would require a change in the constitution which 

would need to be taken to the clinical members and NHSE.  

 The governing body APPROVED the amended terms of reference for 

the executive committee. 

2016/73 SCCG Assurance Report 

 The report provided the governing body with the current position 

against the CCG assurance framework requirements and delivery 

against the CCG operational plan for 2016/17. 

 Mrs Burnicle raised the following key points: 

 In regard to respiratory medicine this continues to be a pressure due 

to capacity issues and increased demand, whilst CHS have recruited 

a consultant, an existing consultant was now leaving so conversations 

were ongoing. 

 A&E was reported as 95% for the previous week although still not 

achieving in Q1 however, once the urgent care centres were included 

in the figures this brings the percentage to 96.25% for last week and 

95.65% for the quarter. 

 There were no further issues around the NEAS contract position and 

arbitration had not been required. 

 In regard to MSK referrals the latest national data shows a decrease 

in GP referrals into secondary care as planned with the new 

community service. 

 In relation to the emergency healthcare plan numbers were higher 

than the planned level and the target had been achieved. 

 Correspondence had been received confirming that Sunderland CCG 

had been awarded a further £5m in vanguard monies, this is the 

highest amount awarded for CCGs. Mrs Burnicle had spoken on BBC 

Radio Newcastle and Look North. A patient from one of the case 
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studies had been included in the interviews; this was noted as being 

very good publicity for what the CCG and partnership with the LA and 

providers was trying to achieve in Sunderland.   In terms of how the 

money would be used over the next year a large amount would be 

used on technology supporting all the digital developments, enhanced 

primary care, and enhancing the older people’s assessment and 

liaison service which was being tested with City Hospitals Sunderland 

(CHS) as part of the recovery at home service.  

 Dr Lucas asked how long we need to keep the quality premium for 

this year and can we remove it as mental health coding in A&E was 

an unrealistic target. Mrs Burnicle noted this target is not in the 

2016/17 quality premium going forward. 

 Mrs Taylor asked in regard to the new national requirements on the 

quality premium the last bullet point (improvement in antibiotic 

prescribing in primary care) – had they defined this. Dr Gillespie noted 

they had and more technical guidance had now been released. 

 Dr Pattison highlighted his concerns over respiratory, breast and 

gastro issues at CHS and therefore sustainability issues at CHS. Mr 

Gallagher confirmed this would be picked up and was one of the 

reasons that our 2 foundation trusts want to work together.  

 In relation to delivery of the operational plan for 2016/174, Mrs 

Burnicle noted a workshop with directors had taken place on 

governance processes to support delivery and this work would be 

reflected on and shared with the executive for further consideration. 

 Whilst the project management framework was being finalised an 

interim reporting solution would be put in place. 

The governing body NOTED the use of proxy measures within the 

outcome measures domain where published data is annual, NOTED 

the predicted CCG quality premium payment relating to 2016/16. 

NOTED the transition to align the contents of the report to the 2016/17 

CCG assurance framework, delivery dashboard and operational plan 

in future reports. 

2016/74 Operational Plan 

 The purpose of the report was to provide an update on the CCG’s 
2016/17 operational plan building on a paper presented on 29 March 

2016 in which information about national planning requirements and 

the content of the CCG’s draft operational plan submission to NHS 

England were shared. The report presented the final operational plan 

2016/17 submitted on 18 April 2016 to NHS England for ratification. 
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 The governing body NOTED the CCG’s priorities detailed in the 
appended plan and summary plan on a page and NOTED the 

submission and assurance process and timetable. 

2016/75 Sustainability and transformation plan 

 The purpose of the report was to provide an update to the governing 

body on the national requirement to take a place-based approach to 

planning and to produce a five year sustainability and transformation 

plan (STP) to transform the way that health and care is planned and 

delivered for the populations within a geographical footprint. 

 There are 44 STP footprints across the country, the STP is an 

umbrella plan holding underneath it a number of different delivery 

plans. We will have a local health economy plan (LHE) for South 

Tyneside and Sunderland which contributes to the Northumberland, 

Tyne & Wear STP. Production of a good STP could attract funding 

and the STP plan submission is required by the end of June 2016. 

 At the moment the system resilience and transformation board is 

trying to steer the development and what this means for Sunderland 

and how it contributes to our local health economy plan with South 

Tyneside. 

 All four executive teams (two CCGs and two FTs) met on 23 May to 

share work to date. Nine proposals came out of this meeting which 

would be worked up and returned to the relevant chief officers. One 

suggestion was to look at a wider transformation board across the 

whole system for Sunderland and South Tyneside. 

 Mr Gallagher noted within the 44 STPs across the country, 3 cover 

the North East – Cumbria, Durham/Darlington and Tees and the North 

East. It is clear the other 2 STPs are more natural communities and 

have had more time to work together over the years on the big 

challenges. Northumberland, Tyne and Wear are not a natural 

construct but have made a lot of progress in a short time. The STP is 

a plan that brings partners together and, there is recognition that we 

are making good progress. 

 Mr Gallagher highlighted that working together enables economies of 

scale.  

 Dr Pattison confirmed that there was not a statutory body across the 

STP and any decisions on commissioning would sit with the governing 

bodies. 
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 Mr Macklin noted the document not only showed work in our locality 

but showed other areas for example Newcastle and Gateshead work 

in Pathology. Mr Gallagher noted that areas working together needed 

to ensure work did not encroach on other areas to their detriment. 

 Mrs Burnicle noted the CCG have encouraged the production of a 

case for change from the FTs and she confirmed that any change 

would have to come through our governance arrangements. Mrs 

Burnicle noted a document that supports the review for each clinical 

service existed and was guiding the review process. 

 Action: Mrs Burnicle to circulate the document to members. 

 Mrs Burnicle also noted that when the report was written there was 

not a Sunderland and South Tyneside local health economy version, 

this has now been developed, this was shared at the executive to 

executive meeting on Monday. 

 Action: Mrs Burnicle to circulate the document for members. 

 The governing body NOTED the process and timetable to develop the 

STP; and NOTED the role of the transformation board in developing 

the LHE plan sitting below the NTW STP and NOTED the current 

version of the NTW STP. 

2016/76 Chief Officers Report 

 Mr Gallagher reflected on the results on the CCG 360 degree 

feedback and noted that the key messages in the results needed to 

be understood. This would be discussed further at a development 

session. 

 Mrs Taylor enquired as to the re-procurement position with NECS and 

enquired as to the proposed deadline in April. Mr Gallagher confirmed 

that consultation dates had slipped.  

 The governing body NOTED the content for information. 

2016/77 Minutes of the Executive Committee meeting held on 1 March 

2016 

 The minutes of the meeting held on 1 March 2016 were RECEIVED 

for information. 

2016/78 Minutes of the Executive Committee meeting held on 5 April 2016 

 The minutes of the meeting held on 5 April 2016 were RECEIVED for 

information. 
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2016/79 Minutes of the Audit Committee meeting held on 2 February 2016 

 The minutes of the meeting held on 2 February 2016 were 

RECEIVED for information. 

2016/80 Minutes of the Primary Care Commissioning Committee meeting 

held on 26 January 2016 

 The minutes of the meeting held on 26 January 2016 were 

RECEIVED for information. 

2016/81 Minutes of the Health and Wellbeing Board meeting held on 11 

March 2016 

 The minutes of the meeting held on 11 March 2016 were RECEIVED 

for information. 

2016/82 Any other business 

 There being no other business the meeting closed at 6.05pm. 

2016/83 Date of next meeting 

 Tuesday 26 July 2016, 1.30 to 4.00pm, Bede Tower, Burdon Road, 

Sunderland. 
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NHS SCCG Governing Body Action Log      

 NHS Sunderland CCG Governing Body Action Log 26 July 2016  
 

Minute Reference Action Point Lead Timescale 

2016/12 Safeguarding children 

learning and improvement action 

plans 

An update of the action plan to be returned to the 

governing body once complete.  A development 

session on safeguarding improvement and the 

children’s services proposals has been arranged for 

31 May 2016 

A Fox 
 
 
 
 

31 January 2017 
 

2016/13 Quality action plan The quality action plan to be brought to the 

governing body in 6 months 

A Fox 26 July 2016 

2016/59 Report from the Quality, 

Safety and Risk Committee meeting 

held on 8 March 2016 and 12 April 

2016 

The recommendations/action required section of 

the report should read – The governing body is 

asked to receive the report for assurance. 

To clarify the number of wards in NTW 

 

Mrs Fox to share the detail of the lone worker issue 

with the governing body members 

Confirmation whether the Palliative care nursing 

team could verify deaths  

A Fox 
 
 
 
A Fox 
 
 
 
A Fox 
 
 
A Fox 

Complete 
 
 
 
Following the meeting – 
there are approximately 
61 wards in NTW 
 
Following the meeting 
 
 
Following the meeting 

2016/68 Five year financial plan for 

general practice 

Mr Chandler to develop a proposal on the quality 

premium with the primary care commissioning 

committee. 

D Chandler Following the meeting 

2016/69 External Audit Services – 

procurement and evaluation strategy 

The minutes extract to be forwarded to NECS 

procurement team following approval at the 27 

D Cornell 27 September 2016 
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 paper September 2016 governing body meeting 

2016/75 Sustainability and 

transformation plan 

Clinical Services Review process to be circulated to 

the governing body members 

The draft local health economy STP slide to be 

circulated to the governing body members 

D Burnicle 
 
 
D Burnicle 

Completed 
 
 
Completed 



NHS Official 

Page 1 of 5 

 

 
 

 Item: 8.2 

CATEGORY OF PAPER  

Proposes specific action  

Provides assurance   

 
GOVERNING BODY MEETING 

 
26 JULY 2016 

Report Title: 
Minutes of the Quality, Safety and Risk 
Committee held on 10 May 2016.   

Purpose of report 

The purpose of the report is to highlight the key points, risks and assurances the minutes from the 
Quality, Safety and Risk Committee (QSRC) held on 10 May 2016. 

Key points, risks and assurances 
  

Patient and Public (PPI) Highlight Report 
 

As part of the delegated co-commissioning responsibilities in relation to primary care services as 
level 3 commissioners, any commissioning decisions that required consultation/engagement was 
the responsibility of the CCG to undertake. Patient and public involvement, including practice 
patient groups was integral to this.   
 

Risks 
There may be a risk to effective engagement for the CCG in that of failing to successfully engage 
with the CCG’s key stakeholders, particularly Sunderland City Council. The need for the council to 
make further savings may hinder development plans going forward. 
 

There may be a risk that the CCG was not meeting its statutory duties in relation to undertaking 
formal consultations as part of its commissioning functions. 
  

Assurances 

 Work is underway to develop engagement planning based upon the operational plan for 2016 -
2017 and to further address the transforming participation agenda. 

 Discussions with the local authority regarding joint working opportunities are ongoing.  

 GP practice commissioning and appropriate involvement was included on the action plan for 
16/17 

 

Safeguarding Highlight Report 
Key Points: 
 

Following the CCG looked after children (LAC) development session in January the LAC 
operational nurse function had been transferred to CHS from STFT to support the improvements in 
the LAC health team. 
 

The CCG designated safeguarding children and adult nurses had an assurance visit by NHSE to 
review compliance against the NHS England safeguarding assurance framework.  The CCG 
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evaluated positively and a report and action plan will be shared with the committee in due course  
 

Two further specialist domestic abuse GP training sessions has been commissioned by the 
safeguarding team and promoted the domestic abuse guidance pack and pathways.  
 

NHSE has published intercollegiate guidance for safeguarding adults during March 2016.  
 

Northumbria police’s pilot of a multi-agency tasking and coordinating (MATAC) process was now 
supported by the CCG safeguarding team who would present intelligence from GPs and feedback 
information to GPs.   
 

The ending violence against women and girls strategy 2016-2020 was published in March 2016; 
the local action plan was coordinated by the safer Sunderland partnership. 
 

Risks  
LAC health arrangements remain on the risk register with mitigating actions monitored via the 
action plan from the development session 
 

Assurances: 
Ongoing monitoring and governance via the CCG designated and named safeguarding assurance 
group and all statutory partnerships. 
 
Clinical Quality Assurance Visit Report 
Key points: 
 

CHSFT Maternity & Paediatric Units 
 

Safeguarding: All staff spoken to were aware of all CHS policies and procedures which were 
accessed via the intranet. None of the staff spoken to had needed to use the LSCB or LSAB 
websites to access procedures. 
 

Children: Staff described that they would communicate any concerns to their manager but were 
also aware of the safeguarding midwives and their role in providing support but accessing them 
was more difficult. Staff were also aware of the named nurse.   
 

Adults: Staff did not know how they would deal with a concern about a vulnerable adult/adult at risk 
and didn’t know who they would communicate with other than safeguarding children leads. All staff 
spoken to had only undertaken basic awareness in safeguarding adults (in house e-learning).  
 

Staff described “Gillick” or “Fraser” competence but were not aware of mental capacity act (MCA) 
and how it applied to adults or 16 years+ 
 
CQUIN 2016/17 
Key points: 
The CQUIN payment framework enabled commissioners to reward excellence.  Each NHS provider 
who holds a standard NHS contract is entitled to earn up to an additional 2.5% of the contract value 
if all the indicators within the agreed scheme are achieved. 
 

For 2016/17 NHS England has identified four mandatory national indicators and a CQUIN picklist of 
indicators for local agreement:   
The national mandatory indicators consisted of: 

1. NHS staff health and wellbeing  
2. Timely identification and treatment of sepsis 
3. Improving physical healthcare to reduce premature mortality in people with severe mental 

illness (PSMI). 
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4. Antimicrobial resistance and antimicrobial stewardship. 
 

Organisations are also allowed to develop their own indicators. 
It was agreed to submit a variation template to NHS England to exempt NTW from two mandatory 
national indicators (nos. 1 & 3 above) which were relevant to Mental Health Trusts on the basis that 
they were already undertaking work on staff well-being and were achieving the PSMI indicators.   
 

Risk: 
A standardised approach may not always be used within the CCG to develop CQUIN schemes with 
providers. 
Mitigating Action: 
The Quality and Safety team is currently in the process of developing a Standard Operating 
Procedure (SOP) for the development of CQUIN schemes to ensure a standardised approach is 
taken by all CCG staff.  
 
Medicines Optimisation: - Shared Care Report 
Risks 
The lack of an agreed joint formulary introduced the following risks to patient safety:  
 

 Prescribers may use a wider variety of drugs and would therefore be less familiar with the side 
effect profile, dosing regime and interactions of individual medications. This would also impact 
on other health professionals involved in the patient’s care. 

 Patients may not be able to access individual drugs immediately either on admission to 
hospital or from community pharmacies due to limitations on stock-holding. This may result in 
missed doses of medicines and could impact on patient outcomes. 

 No available agreed documentation on the ‘traffic light’ safety status of a drug.  This system 
classifies drugs according to the risk associated with prescribing and treatment.  If no such 
reference document existed, there is a risk of a GP prescribing a drug which is not safe for use 
in primary care. 

 Issues may arise during transfer of care if prescribers in primary and secondary care are not 
using the same formulary, leaving patients without access to medicines. 

 There is a risk that City Hospitals Sunderland will again disengage from the process which 
would increase the level of risks outlined above. 

Assurances 
In order to address the risks to patient safety, the project to develop the joint formulary started in 
2013 however, progress has been stalled on several occasions by staff in City Hospitals 
Sunderland who engaged with the process at first, only to prevent final agreement and 
implementation prior to launch. 

 
SCCG Risk Register 
Key assurances 
The risk register continued to be reviewed on a regular basis by the risk leads and risk 
management group.  Data quality issues and overdue reviews continued to be highlighted to the 
relevant risk leads on a regular basis.  However since the workshop with the senior team and 
directors in December 2015, the number of these had reduced significantly.     
 
Monthly CCG Assurance Exception Report 
Key Points:  
Referral to treatment performance for the CCG finished 2015/16 above the national standard for 
incomplete pathways.  Risks remain around orthopaedics, gastroenterology and respiratory 
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medicine.   
 
Orthopaedics continues to improve and a meeting was scheduled for 13 May 2016 with CHS to 
review the current position.  The information for March 2016 showed that the number of over 18 
week waiters was significantly lower than in the previous year.   
 

Accident and emergency four hour wait performance at CHS achieved for quarters one and two but 
failed to achieve for quarters three and four and also 2015/16.  Based on a daily report, CHS had 
achieved 93.6% performance.  However this had been an improvement on previous years which 
was very encouraging. NDUC had achieved 99.3% performance so the combined performance for 
Sunderland had reached the 95% standard.  
 

Cancer performance remained above the national standards for the year to date as at February 
2016 for all standards as exhibited breast symptoms was now achieving.   
 

HCAI performance had improved for both CHS and the Sunderland community.  CHS remained 
significantly above trajectory for C difficile although this was misleading as a number of cases had 
been successfully appealed.  The main issues remained with the testing for c difficile which is 
currently being reviewed.  Contractually CHS are forecasting to be under trajectory by the end of 
the year.  CHS has now reported three MRSA bacteremia which are all deemed avoidable. 
 

Ambulance response times continue to be a significant pressure across the patch and country and 
performance continues to deteriorate, which affected the 2015/16 quality premium.   Pressures 
continue around the national shortage of trained paramedics and increased demand for services 
and commissioners collectively continue to work with NEAS to implement recovery plans.   
 

Risk:  Accident and Emergency four hour waits at CHS for 2016/17. 
Mitigating Actions: Despite not achieving the four hour standard in 2015/16, CHS was only one of 
a few trusts nationally to show an improved position, particularly in Q3 & Q4.  
   
Risk: Referral to treatment at CHS, particularly orthopaedics and respiratory medicine. 
Mitigating Actions: Orthopaedics is on track to be in a delivery position in April due to a recovery 
plan at CHS.  Performance is improving month on month and the number of over 18 week waiters 
continues to decrease.  A new respiratory medicine consultant is now in place and the CCG will be 
working with primary care around standardisation of care to manage demand into secondary care. 
 

Risk: Cancer including two week wait (2WW) and 62 days, particularly urology and breast 
Mitigating Actions: The year to date position remained above the 93% for 2WW and exhibited 
breast symptoms is now also delivering the standard.  The new breast assessment one stop shop 
will be in place from July 2016 and work was about to begin with CHS around the development of a 
urology one stop shop.    
 

Risk: Ambulance response calls, particularly red 1 Category A Calls  
Mitigating Actions: Regional escalation of North East Ambulance Service NHS Foundation Trust 
(NEAS) response times and implementation of a recovery plan to improve response times at NEAS 
continues to be in place.   
 
Assurances:  
Monthly performance meetings are in place with providers which are a formal sub-group of the 
contract review group which reviewed provider performance and actions plans put in place to 
mitigate performance risk. 
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Recommendation/Action Required 

The Governing Body is asked to receive the report for assurance.  

Sponsor/approving director   Ann Fox, Director of Nursing, Quality and Safety 

Report author Sue Goulding, Head of Quality and Patient Safety 

Governance and Assurance 

Link to CCG corporate objectives  (please tick all that apply) 

CO1: Ensure the CCG meets its 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  

CO8:  Develop and deliver primary medical care commissioning  

Any relevant legal/statutory issues 

N/A 

Are the identified risks on the risk register?  

Yes 

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

N/A 

Equality analysis completed 
(please tick)  

Yes  No  N/A  

Key implications 

Are additional resources 
required?   

No 

Has there been appropriate 
clinical engagement?  

Clinicians at QRG and QSRC meetings 

Any current or expected impact 
on patient outcomes/experience? 

Yes 

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

Engagement with provider organisations, Sunderland City 
Council and NHS England.  
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Quality Safety and Risk Committee  
Minutes of the meeting held on 10 May 2016  

Joseph Swan Suite, Pemberton House  
 

Present:  
Mrs Aileen Sullivan, SCCG Lay Member for Patient Public Involvement (Chair)  
Dr Claire Bradford, SCCG Medical Director  
Professor Mike Bramble, SCCG Secondary Care Clinician, CCG Governing Body 
Member 
Mrs Janet Farline, SCCG Clinical Quality Officer  
Mrs Ann Fox, SCCG Director of Nursing Quality and Safety  
Dr Jackie Gillespie, SCCG Medicines Optimisation Elected GP  
Ms Sue Goulding, SCCG Head of Quality and Patient Safety 
Miss Elizabeth Mallett, SCCG Senior Medicines Optimisation Pharmacist 
Mr Matthew Thubron, SCCG Deputy Head of Contracting, Performance and Business 
Intelligence 
Mrs Julie Whitehouse, SCCG Patient Experience Officer  
 
In Attendance 
Mrs Amanda McEwan, NECS Clinical Quality Manager 
Mrs Anne Brock, SCCG, Safeguarding Nurse Children 
Mrs Anne Fairhurst, Sunderland City Council (for item 7.3 only) 
Mrs Caroline Latta, NECS, (left at 3:15pm)  
Mrs Rachael Estrop, SCCG Safeguarding Adults Nurse (observing)  
Mrs Sharon Thompson, SCCG &STCCG Mental Capacity Act Practice Development 
Project Lead 
Mrs Eleanor Hardy, CCG PA (minutes) 
  
 
2016/103 Welcome and Introductions 
 
Mrs Sullivan welcomed everyone present to the meeting and a round of introductions 
was made. Mrs Sullivan also reminded members of the purpose of the committee.   
 
Those present were advised that for accuracy of the minutes the meeting would be 
recorded.  The recording would only be retained until the minutes were written and 
confirmed then would be destroyed. Mrs Sullivan questioned was there any objections 
to the meeting being recorded. All present confirmed there were no objections.  
 
Mrs Sullivan advised the committee that there would be a change in the order and that 
the first item presented would be the Quality in Care Homes revised Joint Assessment 
Tool. 
 



   

Page 2 of 21 

 

2016/104 Quality in Care Homes Revised Joint Assessment Tool - enclosure and 
presentation 
 
Mrs Farline and Mrs Fairhurst delivered a presentation on the quality in care homes 
revised joint assessment tool to the committee Mrs Fairhurst provided an update to the 
committee on the background of quality monitoring of adult social care. 
 
Currently, the quality monitoring of adult social care in Sunderland differed depending 
on the service areas. In registered homes for older people commissioned by the council 
the quality standards model had been used.  This had been introduced in 2009, updated 
in 2010 and then had been subject to a more detailed update following a review in 2011. 
This model was initially developed so that service quality could be linked to fee levels. It 
had been originally the intention to roll out this model of quality monitoring in other 
service areas but this had not been progressed. 
  
In 2013 the Social Care Governance (SCG) model had been revised and redeveloped 
to work alongside the quality standards model in operation in the registered homes for 
older people. This model had four strands, three linked to monitoring and one linked to 
the advice guidance and support function which was important both for existing 
provision and for newly developing services. All of the individual strands could be used 
together or separately to monitor services in accordance with the need identified or as 
requested in a changing situation focussed on personalised services. 
 
The CCG used the Teesside model to monitor the quality of clinical care in nursing 
homes.  The model gave a RAG rated score and further monitoring of the service was 
undertaken if the home scored red or amber.  Mrs Farline had adapted the TEES tool to 
provide a more clinical output  from the monitoring visit;  the visits were unannounced 
visits with the local authority and an action plan was provided with areas of 
improvement which were followed up to assess if the home had put measures in place.  
Any homes that scored red in the RAG rating were reassessed to see if improvements 
had been made. 
 
The development and introduction of this framework reduced duplication of work and 
provided shared data to both the council and the CCG on the quality of care 
commissioned across the city. As well as identifying areas for improvement this 
assessment process ensured that each service had an action plan and enabled 
strategic commissioning and the CCG to give advice, support and guidance to providers 
on achieving and maintaining the expected outcomes and standards of care. 
  
Mrs Farline advised that within the framework an assessment visit would be undertaken 
to a service or number of services within a specific identified service area. The joint 
integrated tool would be used which contained a series of questions, all of which had  
been specifically linked to standards to determine whether evidence would indicate that 
a standard had been met, not met, or not applicable. The joint integrated tool had been 
cross referenced with the key lines of enquiry used by the care quality commission, who 
regulated adult social care nationally. The Joint assessment tool looked at three areas, 
clinical assessment, care plan and service assessment. It then provided a RAG rated 
summary for all areas providing an individual score for the areas assessed. 
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Mrs Fox questioned whether the care home would receive the assessment tool in 
advance so they were able to commence a self-assessment.  Mrs Farline advised that 
the home would receive the best practice guidance in advance or be directed to the 
website of the assessment so they were aware of what was expected.  
 
Mrs Fox referred to the service assessment worksheet and questioned where the data 
base was held that captured all of the information.   Mrs Farline advised that the data 
base was held with the CCG. The CCG business intelligence team were looking at 
developing a system which would allow the data base to be shared with the council for 
working in an integrated way. 
 
Action: JF to confirm this information will be accessible by the Council 
 
Mrs Farline described the criteria used for making a judgement following an assessment 
visit: 
Yes – The evidence is all clearly available and can be considered on the day of the visit. 
The evidence produced is clearly related to what is being considered as evidence of 
compliance with an outcome.  
No – The evidence is unavailable and cannot be considered on the day of the visit or 
only some of the evidence needed is available. The content or quality of evidence is 
considered to be lacking in many areas.  
Not applicable –The only circumstances where this will be used will be when the above 
categories do not apply. It is anticipated it will be rare for an assessment of not 
applicable to be made 
 
Mrs Farline advised that it was the decision and professional judgement of the officers 
undertaking the visit to determine what outcome should be recorded. Whenever 
possible, yes or no would be used. Managers would receive feedback throughout the 
visit or at the end of the visit and there would be an opportunity to clarify any areas. 
Recommendations would be made and a percentage score given to the service.  Mrs 
Farline advised that this percentage score would feed into the fees where previously it 
had not. This percentage score would be rated red, amber or green.  Red would mean 
that the score was below 60%, amber the score was between 61-79% and green that 
the score was between 81-100%. 
 
Following the assessment visit an action plan would be produced and forwarded to the 
manager/owner. If the assessment score was 80-100% then the service would receive 
no further follow up. If the assessment score was between 61-79% then a self-
assessment document would be provided to monitor for progress against the action 
plan three months from the date of the assessment and a follow up visit to assess 
progress would be made one month after the self-assessment. If the service scored 
below 60% then a self-assessment document would be sent monthly to the service with 
a follow up assessment carried out three months from the original date.  
 
Mrs Sullivan referred to each criteria having a certain mark and questioned was there a 
number of fails that would trigger action being taken.  Mrs Farline advised this would 
depend what came out of the assessment as every service visited was different.  Mrs 
Sullivan questioned what the action would be if a service had failed specifically on care.  
Mrs Fairhurst advised the visit would be stopped immediately and the assessors would 
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contact the safeguarding team and go through the safeguarding referral processes. Mrs 
Fairhurst advised that the accessors did not make the decision to close a care home or 
suspend services; this decision would be made from the outcome of the safeguarding 
investigations.  Mrs Fox questioned whether this was clearly articulated in an escalation 
process.  Mrs Farline advised at the moment it was not but was something that would 
be done now that the joint tool had been developed. Mrs Sullivan questioned whether 
the CCG and local authority triangulated data with the CQC.  Mrs Farline confirmed that 
they did and that the CCG and Local authority met with the CQC every six weeks to 
discuss all care homes and any issues and that all information was shared.  
 
Professor Bramble asked how often care homes were monitored.  Mrs Fairhurst advised 
this was an annual full assessment visit.  If a home had been rated as red the maximum 
time for a follow up visit would be monthly then visited again in a further two months to 
ensure progress was being made.  If the rating remained red contact would be made on 
a weekly basis until the position improved.  
 
Mrs Latta referred to public engagement in care homes and questioned when CQC 
reports were published how this information was communicated to residents and 
families to provide assurances.  Mrs Fairhurst advised that the care home provider 
would offer support and provide information to residents and families. Commissioners 
would be involved in this support but did not routinely oversee communication.  Mrs Fox 
noted as the CCG was moving to a more integrated approach to commissioning there 
was the opportunity to be more proactive in what the CCG thought the standards should 
be.   
 
Mrs Fox commented she was mindful the CCG was commissioning the commissioning 
team from the council as outlined in the S75 agreement. She asked for a formal 
proposal paper to come to the committee  which detailed the outcome of what decisions 
had been arrived at regarding implementation for the committee to review and approve.  
Action: A Fairhurst/J Farline 
 
Mrs McEwan questioned whether the CCG was working regionally with regards to 
quality in care homes to share good practice. Mrs Farline advised that they were not as 
these were Sunderland based standards and each local authority had its own standards 
and different ways of looking at things.  Mrs Fox advised that the Cumbria and North 
East (CNE) care home network was being re-energised and this would be an 
opportunity for the principles and best practice to be shared.  
Action: J Farline to be a member of the CNE care home network group 
 
Mrs Sullivan thanked Mrs Farline and Mrs Fairhurst for their presentation and noted 
there was still work to be done around engagement and sharing of best practice.  
 
2016/105 Apologies for Absence 
 
Apologies received from:  
David Gallagher, SCCG Chief Officer  
Dr Kerry Benton, GP Representative 
Ms Deborah Cornell, SCCG Head of Corporate Affairs  
Carol Lancaster, SCCG Clinical Quality Officer 
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Mrs Gillian Gibson, Director of Public health, Sunderland Council  
 
2016/106 Declarations of Interest 
 
There were no declarations of interest. Mrs Sullivan reminded all present that if any 
declarations became apparent during the meeting these should be declared at the time 
of the relevant agenda item. 
 
2016/107 Minutes of the previous meeting held on 12 April 2016 – enclosure  
 
The minutes of the meeting held on 12 April 2016 were agreed as a true and accurate 
record of the meeting.  
 
2016/108 Matters arising  
 
Professor Bramble referred to page 6 of the minutes “antimicrobial prescribing” and 
questioned if there was any progress.  Miss Mallett advised that a new target had been 
set for the financial year 2016/17 and generally things were moving in the right direction. 
Dr Bradford advised that antimicrobial prescribing was also a CQUIN indicator. 
 
Dr Gillespie referred to page 17 of the minutes “STFT HCAIs” and questioned why17 C 
difficile cases had been appealed against and upheld.  Mrs Fox advised this was due to 
a number of reasons; some had been because of reporting as there had been a high 
number of false positives this year.  Gateshead lab was investigating this as the testing 
rate in the lab was twice as it should have been for the kit.   Also, some of the cases 
had been unavoidable with no lapses in care or there was evidence there was no CDI 
disease present.  Mrs Fox advised that all C difficile cases that were appealed against 
were peer reviewed in detail by the HCAI Panel. 
 
2016/109 Action Log – enclosure  
 
All actions were discussed and updated on the action log.  Actions 11, 12, 13, 19, 21, 
24 29-33, 41 and 42 were closed and would be removed from the action log.  
 
2016/110 Summary sheet – enclosure  
         
Mrs Goulding presented the summary sheet to the committee. The purpose of the 
summary sheet was to confirm the minutes from the quality, safety and risk committee 
held on 12 April 2016 and approval of the cover sheet prior to their submission to the 
governing body meeting on 24 May 2016. 
 
The quality safety and risk committee RECEIVED the summary sheet and minutes and 
APPROVED both for submission to the governing body meeting on 24 May 2016. 
 
PATIENT EXPERIENCE 
 
2016/111 Patient and Public (PPI) Highlight Report – enclosure 
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Mrs Whitehouse presented the PPI highlight report to the committee.  The purpose of 
the report was to provide the committee with an update on engagement and 
involvement activity undertaken with stakeholders since the last report received 12 April 
2016. Mrs Whitehouse updated the committee that in future this report would be 
submitted to the committee on a bi-monthly basis and would include all elements of PPI.  
 
Key points 
The CCG had made significant developments in enhancing the range of 
involvement/engagement mechanisms available since its inception and many of the 
opportunities had evolved with the engagement of the public, patients, carers and 
communities of interest.  Plans were in place to continue to build upon these 
developments. 
 
The report provided an update on the following areas: 

 current engagement activity 

 planned engagement activity 

 Transformational action plan update 

 Regional and National initiative update 

 
The committee was asked to note that as part of the delegated co-commissioning 
responsibilities in relation to primary care services as level 3 commissioners, any 
commissioning decisions that required consultation/engagement was the responsibility 
of the CCG to undertake. Patient and public involvement, including practice patient 
groups was integral to this.  Mrs Whitehouse asked the committee to refer to 5.1 of the 
report for additional information.  
 
Risks 
There may be a risk to effective engagement for the CCG in that of failing to 
successfully engage with the CCGs key stakeholders, particularly Sunderland City 
Council. The need for the council to make further savings may hinder development 
plans going forward. 
 
There may be a risk that the CCG was not meeting its statutory duties in relation to 
undertaking formal consultations as part of its commissioning functions. 
 
Assurances 

 Work was underway to develop engagement planning based upon the 

operational plan for 2016 -2017 and to further address the transforming 

participation agenda. 

 Discussions  with the local authority regarding joint working opportunities were 

ongoing and Mrs Whitehouse asked the committee to refer to 3.1 of the report for 

additional information.  
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 GP practice commissioning and appropriate involvement was included on the 

action plan for 16/17 

 
Mrs Whitehouse drew attention to item 2.3 patient participation groups (PPGs) and 
advised the committee that the first PPG report was included as appendix 1 of the main 
report and included project milestones to the end of February 2017. The Pioneering 
Care Partnership (PCP) would provide the CCG with a monthly project report and were 
currently developing a best practice guide which would provide guidance to patients and 
practice managers.  The PCP then planned to meet with all of the locality practice 
managers and locality PPGs on a locality basis to start to get plans in place as to what 
needed to be done in different PPGs. Kelly Wilson from PCP would be meeting with 
locality commissioning managers on 16 May 2016 and they would guide her into having 
an input into the locality practice meetings.  
 
Mrs Sullivan questioned whether the patient voice was clear in all of the work 
undertaken by PCP.  Mrs Whitehouse advised that it was and that meeting dates were 
already set up with the two locality patient groups already established.  
 
Mrs Whitehouse drew attention to page 3 of the report “planned engagement activity” 
and advised that the engagement plan for 2016/17 was currently being mapped to 
inform activity and support required for the coming year. Specific pieces of work would 
be chosen for the locality groups and PPGs to take part in.  
 
Mrs Latta referred to page 6 of the report “new models of care” The model considered 
how social movement frameworks may be helpful in understanding how to mobilise 
improvements inside as well as across NHS organisations.  Mrs Latta suggested that a 
longer session to look at empowering communities and the new models of care could 
be scheduled for a future committee meeting  
 
Mrs Fox referred to page 1 of the report 2.1 “looked after children” and questioned when 
the infographic to feedback the main outcomes to children and young people would be 
produced. Mrs Whitehouse advised that this was expected to be produced in the next 
few days. Mrs Fox noted this was a fairly standard presentation and asked why it was 
taking so long to be produced. Mrs Whitehouse advised she would look into this.  
Action: Mrs Whitehouse  
 
Dr Bradford referred to page 1 of the report “Sunderland health forum” and questioned 
whether the discussions from the forum held on 14 April 2016 relating to the CCGs 
commissioning priorities for 2016/17 had been fed back elsewhere. Mrs Whitehouse 
advised this had been uploaded onto the CCG website but she would forward the 
document to Mrs Hardy for circulation to the committee. Mrs Bradford noted it would 
also be helpful if the milestones starting on page 8 of the report were numbered.   
Action: Mrs Whitehouse     
 
Dr Bradford referred to item 3.1 of the report and noted it was useful to have the update 
but this was a process rather than engagement.   
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Dr Bradford referred to 3.2 of the report relating to mental health user feedback and 
noted again that it would be useful to see the users feedback included in the report.   
Mrs Whitehouse agreed and added that a health needs audit, incorporating a number of 
groups of people was planned and the intention was to look at the information when the 
audit was completed.   
Action: Mrs Whitehouse 
 
Mrs Latta updated the committee that the Sunderland and South Tyneside health group 
alliance had mandated NECS to set up a joint communications and engagement task 
and finish group to support its work and ensure that best practice was available for any 
future engagement and public consultation. Mrs Fox asked if this would be included in 
the future bi-monthly reports to the committee.  Mrs Latta confirmed that it would be.  
Action: Mrs. Whitehouse  
 
The quality safety and risk committee RECEIVED the report and NOTED the assurance 
provided. 
 
PATIENT SAFETY  
 
2016/112 Safeguarding Highlight Report  
 
Mrs Brock presented the safeguarding highlight report to the committee.  The purpose 
of the report was to advise the committee of key safeguarding activity, associated risks 
and mitigating actions. 
 
Key Points: 
 
Following the CCG looked after children (LAC) development session in January the 
LAC operational nurse function had been transferred to CHS from STFT to support the 
improvements in the LAC health team. 
 
NHS England had undertaken a regional LAC benchmarking exercise and would be 
holding an event in May 2016 to feedback the results.  This would be attended by the 
CCG designated nurse for LAC. 
 
The CCG designated safeguarding children and adult nurses had an assurance visit by 
NHSE to review compliance against the NHS England safeguarding assurance 
framework.  The CCG evaluated positively and a report and action plan would be 
shared with the committee in due course  
 
The South of Tyne CCGs’ designated nurses had worked with Northumbria police to 
recruit a nurse to the team sanctuary south using police innovation fund monies.   
 
The 2nd part of the level 3 safeguarding training was now being delivered in the localities 
by the CCG safeguarding team. 
 
Two further specialist domestic abuse GP training sessions had been commissioned by 
the safeguarding team and promoted the domestic abuse guidance pack and pathways 
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recently endorsed by the safer Sunderland partnership, the Sunderland safeguarding 
children board (SSCB) and the Sunderland safeguarding adults board (SSAB.) 
 
An adult safeguarding lead for CHS had now been appointed utilising the non- recurrent 
funding agreed by the CCG.   Mrs Fox advised that CHS would then pick up this 
post through the tariff in its contract. 
 
NHSE had published intercollegiate guidance for safeguarding adults during March 
2016. A separate report detailing the core requirements and the implications for SCCG 
and its providers was being prepared for the committee. 
 
A force wide review of MARAC had been undertaken and findings would be fed back 
across the partners involved. 
 
Northumbria police’s pilot of a multi-agency tasking and coordinating (MATAC) process 
was now supported by the CCG safeguarding team who would present intelligence from 
GPs and feedback information to GPs.   
 
The ending violence against women and girls strategy 2016-2020 was published in 
March 2016; the local action plan was coordinated by the safer Sunderland partnership. 
 
The SSCB independent chair and the SSCB lay person had both resigned.  An interim 
independent chair had been appointed and would commence in May for a period of 6 
months.   
 
Recent data from children’s services indicated some improvement in performance with 
a reduction in the number of children becoming looked after, or being made subject to 
child protection plans and more consistent use of threshold guidance by partners in 
making referrals to children’s services 
 
The final joint strategic safeguarding group had been held in March and the first 
designated and named safeguarding assurance group (children and adults) would meet 
on May 13th and agree reporting processes to provider QRGs on, for example, 
safeguarding dashboards and  safeguarding review action plans 
 
Appendix 1 of the report provided an update to the committee regarding reviews that 
had been commissioned by any of the 3 statutory partnerships. 
 
An overview of 6 SCRs still to be published had been commissioned by the SSCB 
which would support implementation of learning and the media strategies. 
 
A review of the decision making regarding 2 SCRs still to commence had been agreed 
by the incoming independent chair. 
 
Risks  
 
LAC health arrangements remained on the risk register with mitigating actions 
monitored via the action plan from the development session 
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Assurances: 
Ongoing monitoring and governance via the CCG designated and named safeguarding 
assurance group and all statutory partnerships. 
 
Mrs Fox advised the committee that there was currently a gap within the CCG for a GP 
adults safeguarding lead.  Mrs Fox asked Dr Gillespie if she could provide any support 
in recruiting to this role via her GP colleagues or GP executives and added that any 
assistance would be appreciated.  
 
The quality safety and risk committee RECEIVED the report and NOTED the assurance 
provided 
 
QUALITY IN COMMISSIONED SERVICES  
 
2016/113 Clinical Quality Assurance Visit Report – enclosure 
 
Mrs McEwan presented the clinical quality assurance visit report to the committee.  The 
purpose of the report was to highlight the key findings and any recommendations made 
following the clinical quality assurance visits to City Hospitals Sunderland NHS 
Foundation Trust (CHSFT) maternity unit, neonatal unit and ward F65 on 22nd March 
2016. Mrs Sullivan advised that she had attended this visit which had been generally 
good. 
 
Key points: 
 

CHSFT Maternity & Paediatric Units 
 
Safeguarding: All staff spoken to were aware of all CHS policies and procedures which 
were accessed via the intranet. None of the staff spoken to had needed to use the 
LSCB or LSAB websites to access procedures. 
 
Children: Staff described that they would communicate any concerns to their manager 
but were also aware of the safeguarding midwives and their role in providing support but 
accessing them was more difficult. Staff were also aware of the named nurse.   
 
Adults: Staff did not know how they would deal with a concern about a vulnerable 
adult/adult at risk and didn’t know who they would communicate with other than 
safeguarding children leads. 
 
Adults – in house e-learning.  All staff spoken to had only undertaken basic awareness 
in safeguarding adults. Children, level 3 was delivered within CHS 
 
Staff described “Gillick” or “Fraser” competence but were not aware of mental capacity 
act (MCA) and how it applied to adults or 16 years+ 
 
Ward F65: Both sets of parents staying were very complimentary about the staff and 
care they had received.  One parent was concerned about ambulance waiting times 
which would be addressed separately.  Both had come in via A/E and had a good 
experience there. 
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The quality safety and risk committee RECEIVED the report and NOTED the assurance 
provided. 
 
2016/114 Clinical Quality Assurance Visit Action Log    - enclosure  
 
Mrs McEwan presented the clinical quality assurance visit action log to the committee 
for information. Mrs Goulding questioned whether the committee was happy to close the 
action with NDUC around signage.  The committee agreed that this was action would 
affect all other buildings therefore they were happy for the action to be closed.   
 
The quality safety and risk committee RECEIVED the report and NOTED the assurance 
provided. 
 
2016/115 CQUIN 2016/17 
 
Mrs Goulding presented the CQUIN 2016 report to the committee.  The purpose of the 
report was to inform the committee of the agreed CQUINs for City Hospitals Sunderland 
NHS Foundation Trust and Northumberland Tyne & Wear NHS Foundation Trust for 
2016/17. The schemes which had now been agreed with CHSFT and NTWFT were 
attached to the report. The CQUIN scheme for northern doctors (NDUC), breast care 
services and South Tyneside foundation trust (STFT) work was ongoing in their 
development. 
 
Key points: 
The CQUIN payment framework enabled commissioners to reward excellence. Each 
NHS provider who held a standard NHS contract was entitled to earn up to an additional 
2.5% of the contract value if all the indicators within the agreed scheme were achieved. 
 
For 2016/17 NHS England had identified four mandatory national indicators and a 
CQUIN picklist of indicators for local agreement. Organisations were also allowed to 
develop their own indicators.  
 
The national mandatory indicators consisted of: 

5. NHS staff health and wellbeing  

6. Timely identification and treatment of sepsis 

7. Improving physical healthcare to reduce premature mortality in people with 

severe mental illness (PSMI). 

8. Antimicrobial resistance and antimicrobial stewardship 

 
Following a discussion between SCCG and NTW it had been agreed to submit to NHS 
England a variation template to exempt NTW from two mandatory national indicators 
which were relevant to Mental Health Trusts.  

 NHS staff health and wellbeing 
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 Improving physical healthcare to reduce premature mortality in people with 

severe mental illness (PSMI). 

 
Therefore the CQUIN scheme for NTW did not include any national indicators for 
2016/17. The variation templates submitted gave the rationale to explain why the trust 
should be exempt from the mandatory indicators 
 
Rationale for exemption: 

 (PSMI) is already being delivered by NTW. The provider had already delivered a 

stretch on cardio metabolic assessment and treatment for patients with 

psychoses and there was an agreed pathway in place for communications with 

general practitioners by means of an integrated development plan with SCCG.  

 All elements of the NHS staff health and wellbeing were already being provided 

by NTW. Work had taken place as a direct output of their work around principal 

community pathways, transformation work and previous service improvement 

development plans. NTW had also stated that they were committed to providing 

healthy food to NHS staff, visitors and patients. 

 A robust system was in place to encourage and improve the uptake of flu 

vaccinations for front line staff. 

 
Dr Bradford questioned whether there was agreement across providers in regards to 
NTW CQUIN.  Mrs Goulding advised there was not and that they were slightly different.  
Dr Bradford commented that it would make it easier for NTW as a trust to be able to 
make a step change if the CQUIN was the same  for the whole Trust and suggested this 
may be something to recommend in the future to the QSG for providers that cover a lot 
of commissioners.  Mrs Fox suggested that since the agreement had been made about 
NTW not delivering on the national indicators, the CCG should look at the requirements 
of those indicators to ensure the QRG gains the required assurance.  
 
The CQUIN for CHS and NTW were attached as appendices to the main report.  
 
Mrs Goulding advised there was still one indicator to agree around breast services with 
Gateshead, Northern Doctors and South Tyneside Foundation Trust 
 
Risk: 
A standardised approach may not always be used within the CCG to develop CQUIN 
schemes with providers. 
 
Mitigating Action: 
CQUIN Standard Operating Procedure (SOP): 
The Quality and Safety team was currently in the process of developing a SOP for the 
development of CQUIN schemes. It was envisaged that the CQUIN SOP would ensure 
a standardised approach within SCCG during CQUIN scheme development with NHS 
providers. 
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The quality safety and risk committee RECEIVED and APPROVED the CQUIN 
schemes presented. 
 
CLINICAL EFFECTIVENESS 
 
2016/116 Shared Care Report - enclosure  
 
Miss Mallett presented the shared care report to the committee.  The purpose of the 
report was to describe the development of the joint formulary for Sunderland and the the 
work completed to date, the barriers to implementation, measures taken to address 
these and the remaining issues that needed to be resolved. 
 
Miss Mallett outlined key points, risks and assurances.  
 
The joint formulary was intended to provide a common range of approved medicines 
available for use in Sunderland. This should help ensure seamless prescribing for 
patients between general practice and hospital, facilitating continuity of treatment and 
minimising supply problems. It should also help those healthcare professionals that 
work for more than one organisation in the local health economy. 
 
Risks 
The lack of an agreed joint formulary introduced the following risks to patient safety:  
 

 prescribers may use a wider variety of drugs and would therefore be less familiar 

with the side effect profile, dosing regime and interactions of individual 

medications. This would also impact on other health professionals involved in the 

patient’s care. 

 patients may not be able to access individual drugs immediately either on 

admission to hospital or from community pharmacies due to limitations on stock-

holding. This may result in missed doses of medicines and could impact on 

patient outcomes. 

 no available agreed documentation on the ‘traffic light’ safety status of a drug.  
This system classified drugs according to the risk associated with prescribing and 

treatment.  If no such reference document existed, there was a risk of a GP 

prescribing a drug which was not safe for use in primary care. 

 issues may arise during transfer of care if prescribers in primary and secondary 

care were not using the same formulary, leaving patients without access to 

medicines. 

 There is a risk that City Hospitals Sunderland would again disengage from the 

process which would increase the level of risks outlined above. 

Assurances 



   

Page 14 of 21 

 

 In order to address the risks to patient safety, the project to develop the joint 

formulary started in 2013 however, progress had been stalled on several 

occasions by staff in City Hospitals Sunderland who engaged with the process at 

first, only to prevent final agreement and implementation prior to launch. 

 
As of the 27th April, there had been agreement to publish the initial six chapters (based 
on BNF classification) of the joint formulary. These chapters had been launched in 
primary care and were available on the website 
http://www.formulary.sunderlandccg.nhs.uk/.  
 
City Hospitals Sunderland had been offered an incentive scheme for 2015-16 and 2016-
7, and the CCG medicines optimisation team were leading on the work on the 
formulary, however, the risk that City Hospitals Sunderland would again disengage with 
the process remained, in particular that there was incomplete implementation and 
monitoring of the completed chapters. 
 
Miss Mallett advised that updates on the progress of the implementation of the 
formulary would be made in the regular quarterly reports to the committee. 
 
Miss Mallett updated the committee that although it had been agreed that the 6 chapters 
had been approved in March 2016, the chair of the joint formulary committee (JFC) had 
informed the CCG medicines optimisation team (MOT) that this was not the case and 
that additional work on the chapters was required. The CCG medical director, Dr 
Bradford, had spoken to the chair of the JFC and gained agreement that the CCG could 
progress with the launch of the joint formulary website using the 6 chapters discussed at 
the meeting in March 2016.  Miss Mallett advised that the chair of the JFC had been 
very supportive of this project and agreed with the risks in relation to the joint formulary 
and shared  care not being fully established and was fully committed to this work going 
forward.  
 
Dr Bradford updated the committee that the current situation was that in terms of 
general practice the joint formulary was live but it was not known if it was live within the 
hospital.  Three days before the website should have been launched; problems were 
identified in regards to CHS intranet.  The JFC chair had advised he would speak to 
CHS IT to try to resolve this issue then feedback to the CCG.  The committee discussed 
this and the view was that this should have been raised by CHS much earlier in the 
project and there should have been an implementation plan included in regards to the 
joint formulary being launched on CHS intranet. 
 
Mrs Fox questioned what the plan was to address this issue in the longer term.  Dr. 
Gillespie advised that there was commitment form the JFC but the stumbling block in 
regards to the joint formulary and shared care was CHS pharmacy input.  Dr Gillespie 
added that the CCG MOT had worked very hard to get to get to the point of getting the 
joint formulary launched. Dr Bradford advised that pharmacy was one of the first subject 
areas of priority for the South Tyneside and Sunderland health care group and there 
was a well-established system in place at South Tyneside Foundation Trust (STFT) via 
the medicines management group which was chaired by STFT medical director.  

http://www.formulary.sunderlandccg.nhs.uk/
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Professor Bramble questioned whether the CCG could utilise the STFT pharmacy 
process and build a much bigger network as the CCG did commission services from 
STFT albeit mostly community services.  Professor Bramble suggested that a JFC for 
Sunderland and South Tyneside could be established and chaired by the STFT 
medicines management group chief pharmacist with consultant microbiologists as part 
of the membership of the group.  Professor Bramble also noted a lead clinician should 
be responsible to the JFC.  Miss Mallett advised that the Sunderland JFC chairs view 
was that there could be problems with merging Sunderland and South Tyneside JFCs 
and that it was best to proceed as currently doing i.e. two separate groups. Professor 
Bramble stated that there had been a lamentable lack of work and commitment  over 
the last three years in Sunderland in relation to the joint formulary and shared care.  
 
Mrs Sullivan noted there was an issue in regards to the structure of the JFC and 
questioned whether patient safety was still being compromised in regards to the issue 
with CHS and the joint formulary.  Professor Bramble confirmed that his opinion was 
that it was.  Miss Mallett agreed with Professor Bramble and advised also, in terms of 
shared care guidelines, there were issues around moving of resources from secondary 
to primary care.  
 
Mrs Sullivan questioned whether there were any other major issues that the committee 
wanted to discuss; the committee advised that there was not.  Mrs Sullivan questioned 
how the committee wanted to take this issue forward and asked if there was any 
additional work in regards to the structure of the group that could be done to move this 
forward. Dr Gillespie noted that she had felt quite positive following the last JFC meeting 
w/c 2 May 2016 and what was needed was the right people around the table and 
improved engagement from CHS pharmacy team. 
 
Discussions were held around clinicians being part of discussions at the JFC only when 
relevant drugs/guidance were on the agenda.  This would be a way of better 
engagement and use of clinician’s time. Professor Bramble suggested that JFCs were 
held at 5pm or just after as this would fit in better with clinician’s diaries/workloads.  
 
Mrs Sullivan noted that it was unacceptable that the issue with CHS and the joint 
formulary continued and requested an update to be brought to the next committee 
meeting on 14 June 2016 and if this issue remained unresolved, significant action would 
be taken via the CCG board and CHS board.  In the meantime Mrs Sullivan advised she 
would brief the CCG chief officer and chair on the situation as it stood to date.  It was 
noted that the joint formulary issue was not included on CHSs risk register.  Mrs Fox 
advised that this issue could also be raised at the CHS quality review group meeting on 
12 May 2016. 
Action: Mrs Sullivan and Dr Bradford  
 
The quality safety and risk committee RECEIVED the report, NOTED the progress 
made in the completion of six chapters of a joint formulary, publication on website and 
supported the further development and implementation of the joint formulary across the 
health economy in Sunderland 
 
GOVERNANCE 
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2016/117 SCCG Risk Register – enclosure  
 
Mrs Watson presented the CCG risk register report to the committee on behalf of Ms 
Cornell. The purpose of the report was to provide the committee with the latest update 
of the CCG’s risk register and associated reports. 
 
Ms Watson outlined key points, risks and assurances.  
 
The CCG was committed to ensure that risk management was part of its overall 
management approach that supported the organisation in achieving its objectives.   The 
CCG had a service line agreement in place with the North of England Commissioning 
Support Service (NECS) to manage the registers on its behalf.   
 
Key assurances 
The risk register continued to be reviewed on a regular basis by the risk leads and risk 
management group.  Data quality issues and overdue reviews continued to be 
highlighted to the relevant risk leads on a regular basis.  However since the workshop 
with the senior team and directors in December 2015, the number of these had reduced 
significantly.     
 
The following reports attached to the main report showed the CCG risk register as at 28 
April 2016.   

 Appendix 1 – the CCG’s corporate risk register 

 Appendix 2 – summary of movement in the key corporate risks  

 Appendix 3 – closed risks report 

 
Mrs Watson asked the committee if they were happy to close the six risks identified for 
closure in appendix 3.    The committee confirmed that they were.  
 
The quality safety and risk committee RECEIVED the updated register, NOTED the 
movement in the key corporate risks and APPROVED the risks identified for closure in 
appendix 3. 
 
2016/118/ Monthly CCG Assurance Exception Report - enclosure  
 
Mr Thubron presented the CCG assurance exception report to the committee. The 
purpose of the report was to provide the committee with a report detailing the current 
under-performing measures which were part of the CCG assurance framework and to 
provide assurance of the actions being taken where necessary. 
 
Key Points:  
Referral to treatment performance for the CCG finished 2015/16 above the national 
standard for incomplete pathways.  Risks remained around orthopaedics, 
gastroenterology and respiratory medicine.  .  
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Mrs Sullivan questioned how work was progressing with the South Tyneside and 
Sunderland health care group.  Mr Thubron advised that it was early days with the first 
meeting being held 11 May 2016; there were three phases but these were fast paced 
programmes.  
 
Orthopaedics continued to improve and Mr. Thubron advised that a meeting was 
scheduled for 13 May 2016 with City Hospitals Sunderland Foundation Trust (CHSFT) 
to look at local information to see what the current position was.  The information for 
March 2016 showed that the number of over 18 week waiters was significantly lower 
than in the previous year and this showed the trajectory that CHSFT had achieved.  Dr 
Gillespie questioned whether this was because of additional work or because of SIMS.  
Mr. Thubron advised this was because of both. SIMS activity had been looked at and 
had been low compared to the same period last year.  
 
Dr. Gillespie noted that Cobalt was not good at communicating back to practices. Dr 
Gillespie had recently been asked to provide probiotic VSL#3 which she had refused.  
Mr. Thubron advised he would pick this up with Deborah Crew.  Mrs Fox noted this 
should be input onto SIRMS as this could be happening to other GPs.  This should also 
be included in the next newsletter asking if this was an issue as there could be an 
impact on patient outcomes 
Action: Dr. Gillespie/Mr. Thubron  
 
Accident and emergency four hour wait performance at CHSFT achieved for quarters 
one and two but failed to achieve for quarters three and four and also 2015/16. Mr. 
Thubron advised that based on a daily report, CHSFT had achieved 93.6% 
performance.  However this had been an improvement on previous years and was very 
encouraging. Northern Doctors Urgent Care (NDUC) had achieved 99.3% performance 
so the combined performance for Sunderland had reached the 95% standard.  
 
Cancer performance remained above the national standards for the year to date as at 
February 2016 for all standards as exhibited breast symptoms was now achieving.   
 
HCAI performance had improved for both CHS NHSFT and the Sunderland community.  
CHSFT remained significantly above trajectory for C difficile although this was 
misleading as a number of cases had been successfully appealed.  The main issues 
remained with the testing for c difficile which was currently being reviewed.  Taking the 
upheld cases into account, contractually CHSFT were forecasting to be under trajectory 
by the end of the year.  CHSFT had now reported three MRSA bacteremia with all three 
being deemed avoidable. 
 
Ambulance response times continued to be a significant pressure across the patch and 
country and performance continued to deteriorate, which affected the 2015/16 quality 
premium.   Pressures continued around the national shortage of trained paramedics and 
increased demand for services and commissioners collectively continued to work with 
North East Ambulance Service (NEAS) to implement recovery plans.   
 
Risk:  Accident and Emergency four hour waits at CHS NHSFT for 2016/17. 
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Mitigating Actions: Despite not achieving the four hour standard in 2015/16, CHS 
NHSFT was only one of a few trusts nationally to show an improved position, 
particularly in quarters three and four.  Throughout winter, a system wide surge group 
had been established which had helped address any pressures throughout the system. 
 
Risk: Referral to treatment at CHSFT, particularly orthopaedics and respiratory 
medicine. 
 
Mitigating Actions: Orthopaedics was on track to be in a delivery position in April due 
to a recovery plan at CHSFT.  Performance was improving month on month and the 
number of over 18 week waiters continued to decrease.  A new respiratory medicine 
consultant was now in place and the CCG would be working with primary care around 
standardisation of care to manage demand into secondary care. 
N.B it was noted after the meeting that a respiratory medicine consultant had not 
been recruited 
 
Risk: Cancer including two week wait (2WW) and 62 days, particularly urology and 
breast 
 
Mitigating Actions: The year to date position remained above the 93% for 2WW and 
exhibited breast symptoms was now also delivering the standard.  The new breast 
assessment one stop shop would be in place from July 16 and work was about to begin 
with CHSFT around the development of a urology one stop shop.    
 
Risk: Ambulance response calls, particularly red 1 Category A Calls  
 
Mitigating Actions: Regional escalation of NEAS response times and implementation 
of a recovery plan to improve response times at NEAS continued to be in place.  
Discussions on-going for contract negotiations to agree a contract which would help 
deliver transformation and improvements in performance.    
 
Risk: Healthcare acquired infections in both CHSFT and the community, particularly C. 
difficile. 
 
Mitigating Actions: Increased clinical discussions held around C. difficile in the 
community and hospital setting via the HCAI improvement group including 
implementation of recovery plans.  Issues identified with testing at Gateshead NHS 
Foundation Trust had been identified and actions had been agreed to address this.  
Root cause analysis undertaken on all cases to identify cause and any lessons learnt.  
All actions included within the HCAI action plan. 
 
Assurances:  
Monthly performance meetings were in place with providers which were a formal sub-
group of the contract review group which reviewed provider performance and actions 
plans put in place to mitigate performance risk. 
 
Monthly reports to executive committee and bi-monthly reports to governing body. 
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Monthly provider management meeting which provided a forum to escalate performance 
risks and issues with providers. 
 
The quality safety and risk committee RECEIVED the report, NOTED the current 
position for each under-performing indicator in the CCG assurance framework and 
NOTED the actions being taken to address the performance issues 
 
2016/119 Quality Safety and Risk Committee Terms of Reference  
 
Mrs Sullivan presented the revised quality safety and risk committee terms of reference 
report to the committee on behalf of Ms Cornell.  Mrs Sullivan advised that the terms of 
reference had been revised as per the recommendations following the annual review of 
the committee discussed at the previous meeting in April 2016. 
 
The key changes included the following: 
 

 Reduced membership to ensure the committee had the right level of 

representation and ensure appropriate assurance could be gained within the 

committee discussions 

 Reporting arrangements for the safeguarding sub-groups changed 

 Clearer alignment to the CCG’s quality strategy and agenda 

 Clarification in relation to the committee’s responsibilities to support 
improvements in quality within primary care (as part of the CCG’s duty) 

 Clarification on the committee’s responsibilities in relation to patient and public 
involvement (as part of the CCG’s duty). 

 
The revised terms of reference were attached to the report and the changes were 
highlighted in yellow for ease of reference. 
 
Mrs Fox referred to 5.3 and noted this should read “subgroups” rather than “sub 
committees” and the name of the HCAI group was “HCAI Improvement group” 
Action: Ms Cornell to amend 
 
The quality safety and risk committee RECEIVED the report, APPROVED the revised 
terms of reference and AGREED for the amended terms of reference to be submitted to 
the governing body for formal ratification 
 
2016/120 Cycle of Business  
 
Mrs Sullivan presented the committee’s cycle of business and requested this was used 
to advise when reports were required for the committee. In-depth discussions would be 
added to the cycle of business going forward.  Mrs Sullivan advised that the SCCG 
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exception report would not be on the agenda at the same time as the integrated quality 
report and that the cycle of business would be amended to reflect this change.   
Action: Mrs Hardy  
 
POLICIES FOR REVIEW 
 
2016/121 SCCG Safeguarding Adults Policy  
Mrs Brock presented the SCCG safeguarding adults policy report to the committee.  
The purpose of the report was to advise the committee of key changes following review 
of the policy. 
 
Mrs Brock advised the committee that the CCG safeguarding adults policy had been 
subject to a planned review and that the policy had been amended to reflect changes in 
legislation and guidance for adults since April 2015 including: 
 

 Statutory prevent duty guidance for England and Wales July (2015) 

 Duty to report female genital mutilation (FGM) under the serious crime act 

October (2015) 

 
Mrs Fox noted that she had asked for changes to the policy to be track changed or 
highlighted as this would be helpful for reference. 
Action: Mr. Scott 
 
The quality safety and risk committee RECEIVED the report and APPROVED the 
reviewed and updated policy in principle.  Once the changes had been highlighted the 
policy would be ratified outside of the meeting  
 
ITEMS FOR INFORMATION 
 
2016/122 NHS England Mortality Governance Guide  
 
The quality safety and risk committee RECEIVED the report for information.  
 
2016/123 Northumberland Tyne and Wear Foundation Trust Quality Review Group 
minutes, 25 February 2016 
 
The quality safety and risk committee RECEIVED the minutes for information  
 
ANY OTHER BUSINESS 
 
2016/124 
 
2016/126 Date and time of next meeting 
 
Tuesday 14 June 2016, 2pm - 5pm 
Joseph Swan Suite, Pemberton House  
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Signed:  
 
 
 
 
Date: 14 June 2016 
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Item: 8.2 

CATEGORY OF PAPER  

Proposes specific action  

Provides assurance   

 
GOVERNING BODY MEETING 

 

26 JULY 2016 

Report Title: 
Minutes of the Quality, Safety and Risk 
Committee held on 14 June 2016.   

Purpose of report 

The purpose of the report is to highlight the key points, risks and assurances the minutes from the 
Quality, Safety and Risk Committee (QSRC) held on 14 June 2016. 

Key points, risks and assurances 
 

Quality in Care Homes Report 
Key Points: 

 A new joint quality improvement framework had been developed and approved by 
Sunderland City Council led by the head of service for integrated commissioning. The 
implementation of this tool started at the end of May 2016 and a programme of work 
has been agreed between the local authority and the CCG. 

 One home is in the process of being sold to an identified alternative provider. No 
definite date for completion of the sale had been identified and no changes to service 
provision have occurred. 

 A number of homes had recently been inspected by the CQC and had been rated as 
inadequate or requires improvement; a number of homes had also been rated as 
good. 
 

Risk: Risk of care not being of a high standard. 
Mitigating Actions: 

 Strategy meetings in place with the local authority to address safeguarding issues.  

 Information sharing meetings between the local authority and the Care Quality 
Commission (CQC) to discuss concerns in care homes.  

 Joint working arrangements in place with the integrated commissioning and the CCG 
to audit and monitor services.  

 

Monthly CCG Assurance Exception Report 
Key Points:  
Referral to treatment performance for the CCG finished 2015/16 above the national 
standard for incomplete pathways.   
  

HCAI performance had improved for both CHSFT and the Sunderland community in 
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2015/16 on the previous year.  CHSFT finished on trajectory based on contractual 
performance, after appeals were taken into account.  2016/17 trajectories remained the 
same as 2015/16.   
 

Risk:  Accident and emergency four hour waits at CHSFT for 2016/17. 
 

Mitigating Actions: Despite not achieving the four hour standard in 2015/16, CHSFT was 
only one of a few trusts nationally to show an improved position, particularly in quarters 
three and four. The year to date performance for quarter 1 in 2016/17 is 94.16%, below the 
95% standard which affected the system transformation fund (STF).  Looking at system 
wide performance (including urgent care centres), performance was above the 95% which 
was good.  
 

Risk: Referral to treatment at CHSFT, particularly orthopaedics and respiratory medicine, 
the latter due to demand being higher than capacity due to workforce shortages. The risk 
around Orthopaedics being sustainability due to the specialty in April 2016 being above the 
standard which was encouraging.   
 

Mitigating Actions:  The CCG position was slightly below 92% due to complex spinal 
pressures at Newcastle Upon Tyne Hospitals NHS Foundation Trust (NUTH.)  The 
continued work of the community MSK service is reducing demand in secondary care and 
the CCG continued to work with the provider and primary care to ensure patients are seen 
in the most appropriate setting.    
 

Regarding respiratory medicine, pressures continue with demand levels exceeding 
capacity.  The CCG has had an initial meeting with CHSFT to identify potential short and 
longer term actions needed to address the issues.  Longer term actions revolved around 
the standardisation of care programme and map of medicine implementation. 
 

Risk: Cancer including two week wait (2WW) and 62 days, particularly urology and breast 
 

Mitigating Actions: The CCG delivered all national cancer standards in 2015/16 but risks 
remained into 2016/17, particularly around 62 days.  The CCG is about to begin the 
development of a cancer strategy and are working with CHSFT to develop a one stop shop 
for urology patients. The one stop shop breast service at Grindon Lane is also scheduled 
to start the first week in July 2016. 
 

Risk: Ambulance response calls, particularly red 1 category A calls continue to be a 
significant pressure across the patch and country and performance continued to 
deteriorate, which affected the 2015/16 quality premium.    
 

Mitigating Actions: Regional escalation of North East Ambulance Service NHS 
Foundation Trust (NEAS) response times and implementation of a recovery plan to 
improve response times at NEAS continued to be in place.  Discussions were on-going for 
contract negotiations to agree a contract which would help deliver transformation and 
improvements in performance.    
 

Risk: Healthcare acquired infections in both CHSFT and the community.   
 

Mitigating Actions: Increased clinical discussions around C. difficile in the community and 
hospital setting via the HCAI improvement group including implementation of recovery 
plans.  Issues with testing for C. difficile at Gateshead Health NHS Foundation Trust 
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(GHFT) had been identified and actions have been agreed to address this.  Root cause 
analysis undertaken on all cases to identify cause and any lessons learnt.  All actions 
included within the HCAI action plan.   
CHSFT reported three MRSA cases which were all deemed avoidable during 2015/16.   
 

Two MRSA cases have been reported by CHSFT in April and May 2016 and were both 
Sunderland residents.  These cases will be monitored via the HCAI improvement group 
and the Serious Incident panel.  
 

Serious Incidents Panel Lessons Learned Report  
Key Points 
71 serious incidents (SIs) were closed in 2015/16 which had been reported by CHSFT, 189 
lessons learned were identified by the Trust, with the top 5 areas of learning identified as 
documentation, assessments, process issues, internal communications and staffing issues. 
 

114 SIs were closed in 2015/16 which had been reported by STFT, 138 lessons learned 
were identified by the trust, with the top 3 areas of learning identified as documentation, 
assessments and process issues. This figure excluded 39 instances where no lessons 
learned were documented, 33 of which related to pressure ulcers with 27 incidents being 
reported by community services. 
 

Assurances 
A robust checklist process is in place in North of England Commissioning Support (NECS) 
to review all root cause analysis reports against criteria determined by the NHS England 
serious incident framework. 
 

All pressure ulcer serious incidents are reviewed by the relevant CCG head of quality and 
patient safety and the joint South Tyneside CCG and Sunderland CCG serious incident 
panel review all remaining serious incidents and any queries in relation to the root cause 
analysis or action plan prior to considering closure. 
 

Complaints Highlight Report 
Key points: 
The national complaints guidance (2009) changed the timeframe for final responses to be 
sent to complainants from 25 working days to within a timescale agreed with the 
complainant, however CHSFT decided to continue to try to work within 25 days for the final 
responses to be sent.  
 

CHSFT is not currently resolving complaints within an acceptable timeframe, with 15 
unresolved for over 365 days. 
 

Risk: 
In spite of additional financial support from the CCG and internal reviews of the complaints 
processes within CHSFT, a backlog of unresolved complaints remains, which causes a 
poor experience for complainants and damages the reputation of the trust. 
 

Mitigating actions: 
Concerns had been raised at the quality review group meetings and an improvement plan 
has been requested by the CCG to understand how the backlog can be resolved and the 
improvement maintained. 
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Provider Quality Reports 2015/16 
Key points: 
Quality reports detail the quality of services provided by an NHS healthcare provider. 
These reports are published annually by each provider, including the independent sector, 
and are available to the public. 
 

As part of the quality report process, clinical commissioning groups (CCGs) are required to 
provide a commissioner response statement to each provider’s quality report. The paper 
included the response to each provider’s quality report, with the response statement 
included.  Both NHS and non-NHS bodies needed to submit their reports and upload them 
on to their website by 30 June 2016.   
 

Quality in Primary Medical Services Report 
The report highlighted the outcomes of the CQC inspections undertaken at the time of the 
report.  The majority of practices (24) were rated as good, 3 required improvement and 6 
were rated as inadequate and had therefore been placed in special measures  
 

Key issues within the reports included: 

 Employment checks 

 Recording and review of significant events 

 Infection control  
 

Medicines Optimisation Report 
 

Patient safety: Medicines incident reports from general practice via SIRMS  
From April 2015 to March 2016, there had been 172 incidents reported by 38 practices. In 
the last quarter 8 incidents were assessed by the reporter as causing minor harm and 3 
incidents were graded as causing moderate harm.  
 

Risk: Medicines and the prescribing, administration and dispensing processes carry 
inherent risks. Medication incident themes that had emerged during the last quarter were 
diabetes prescribing and adding a new medication to the patient record. 
 

Mitigating actions: 
The use of insulin passports in Sunderland is being investigated to reduce risks with insulin 
prescribing, dispensing and administration.  Themes are reported back to prescribers by 
the CCG medicines optimisation team in “learning from reporting” newsletters to raise 
awareness and suggestions made to reduce the risk of recurrence. 
 

Risk: Use of multi-compartment aids 
There are multiple, nationally recognised risks associated with the use of multi-
compartment aids (MCA). CHSFT’s pharmacy were unable to provide MCAs for patients 
on discharge. As a result, there is a risk that patients may not have access to a MCA for 
their medicines on discharge, may not take their medicines at home, which may have 
adverse health consequences.  
  
Mitigating Actions: The CCG is leading a working group of appropriate stakeholders to 
identify issues with MCAs and address them.  
 
Joint Formulary and Shared Care Highlight Report 
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The joint formulary is intended to provide a common range of approved medicines 
available for use in Sunderland.  
 

Risk: 
The absence of an agreed local formulary and lack of implementation potentially impacts 
on patient safety, access to medicines and quality of care. The lack of current, agreed 
shared care documents for amber drugs also represented a risk to patient safety and 
access to medicines in settings that are closer to home.   

Mitigating actions: 
The first six chapters (aligned with BNF drug classification) were approved at the March 
joint formulary committee (JFC) meeting and these have been launched and promoted in 
primary care. It had also been agreed that shared care documents would be updated. 
Further progress had been made since then in clarifying roles and responsibilities within 
the JFC, and there had been movement towards implementation in secondary care. 
 

Controlled Drugs Assurance Report 
 

Key points 

 The roles and responsibilities of the CCG in monitoring prescribing of controlled 
drugs have been clarified and were presented in the report. 

 Quarterly controlled drug reports provided on behalf of the Cumbria and North East 
controlled drugs accountable officer (CDAO) for quarter 2 and quarter 3 2015/16 
had been reviewed by the medical director and MO team. 

 Areas identified for attention were:- 
Quarter 2    

 Increased in prescribing of oxycodone (specifically injection), alfentanil and 
dexamfetamine 

 High prescribing of diazepam 10mg tablets 
Quarter 3 
Increase in prescribing of lisdexafetamine, morphine and tapentadol 
 
Proposal for Medicines Optimisation and Guidelines Group Report   
Key points: 

 Following the CCG plan to review governance arrangements for all existing 
committees and the recent review of the Sunderland joint formulary committee 
(JFC) it became apparent that a review of the medicines optimisation committee 
was required 

 It was proposed that the medicines optimisation and guidelines group (MOGG) 
would replace the medicines optimisation committee 

 Functions of the MOGG include: 
o To provide assurance to the CCG executive committee on all medicines 

optimisation issues 

o To consider the commissioning and financial implications of implementing 

medicines-related NICE guidance and other guidelines and pathways 

o To consider the use of high –cost drugs 
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Recommendation/Action Required 

The Governing Body is asked to receive the report for assurance 

Sponsor/approving director   Ann Fox, Director of Nursing, Quality and Safety 

Report author Sue Goulding, Head of Quality and Patient Safety 

Governance and Assurance 

Link to CCG corporate objectives  (please tick all that apply) 

CO1: Ensure the CCG meets its 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  

CO8:  Develop and deliver primary medical care commissioning  

Any relevant legal/statutory issues 

N/A 

Are the identified risks on the risk register?  

Yes 

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

N/A 

Equality analysis completed 
(please tick)  

Yes  No  N/A  

Key implications 

Are additional resources 
required?   

No 

Has there been appropriate 
clinical engagement?  

Clinicians at QRG and QSRC meetings 

Any current or expected impact 
on patient outcomes/experience? 

Yes 

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

Engagement with provider organisations, Sunderland City 
Council and NHS England.  
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Quality Safety and Risk Committee  
Minutes of the meeting held on 14 June 2016  

Joseph Swan Suite, Pemberton House  
 

Present:  
Mrs Aileen Sullivan, Lay Member for Patient Public Involvement (Chair)  
Dr Claire Bradford, Medical Director  
Professor Mike Bramble, Governing Body Secondary Care Clinician  
Ms Deborah Cornell, Head of Corporate Affairs  
Mrs Janet Farline, Clinical Quality Officer  
Mrs Ann Fox, Director of Nursing Quality and Safety (arrived 2.30pm) 
Mrs Gillian Gibson, Director of Public Health, Sunderland City Council (left at 4pm) 
Dr Jackie Gillespie, Medicines Optimisation Elected GP  
Ms Sue Goulding, Head of Quality and Patient Safety 
Carol Lancaster, Clinical Quality Officer 
Dr Ian Pattison, Governing Body Chair (arrived at 3.25pm)  
 
In Attendance 
Mrs Juliet Fletcher, Medicines Optimisation Pharmacist (for items 7.1 & 7.3) 
Mrs Laurie Robson, Contract Manager (for item 8.1, arrived 2.30pm)  
Mrs Sara Seldon, Formulary Pharmacist (for item 7.2) 
Mrs Eleanor Hardy, PA (minutes) 
  
 
2016/127 Welcome and Introductions 
 
Mrs Sullivan welcomed everyone present to the meeting and a round of introductions 
was made. Mrs Sullivan also reminded members of the purpose of the committee.   
 
Those present were advised that for accuracy of the minutes the meeting would be 
recorded.  The recording would only be retained until the minutes were written and 
confirmed then would be destroyed. Mrs Sullivan questioned was there any objections 
to the meeting being recorded. All present confirmed there were no objections.  
 
2016/128 Apologies for Absence 
 
Apologies received from  
David Gallagher, Chief Officer, Dr Kerry Benton, GP Representative, Mr Matthew 
Thubron,  Deputy Head of Contracting, Performance and Business Intelligence, Ms 
Deanna Lagun,  Head of Safeguarding and Mrs Julie Whitehouse,  Patient Experience 
Officer  
 
2016/129 Declarations of Interest 
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There were no declarations of interest. Mrs Sullivan reminded all present that if any 
declarations became apparent during the meeting these should be declared at the time 
of the relevant agenda item 
 
2016/130 Minutes of the previous meeting held on 10 May 2016 – enclosure  
 
The minutes of the meeting held on 10 May 2016 were agreed as a true and accurate 
record of the meeting subject to an amendment on page 17 regarding recruitment of a 
respiratory medicines consultant.  
 
2016/131 Matters arising 
 
There were no matters arising.  
 
2016/132 Action Log – enclosure  
 
All actions were discussed and updated on the action log.  Actions 1, 3, 5, 11, 17, 20, 
29, 30 and 31 were closed and would be removed from the action log.  
 
2016/133 Summary sheet – enclosure  
         
Mrs Goulding presented the summary sheet to the committee. The purpose of the 
summary sheet was to confirm the minutes from the meeting held on 10 May 2016 and 
approval of the cover sheet prior to its submission to the governing body meeting on 26 
July 2016. 
 
The committee RECEIVED the summary sheet and minutes and APPROVED both for 
submission to the governing body meeting on 26 July 2016 
 
Mrs Sullivan advised the agenda would be moved and the next item presented to the 
committee was the quality in care homes report.  
 
2016/134 Quality in Care Homes Report - enclosure 
 
Mrs Farline presented the report to the committee which provided an overview of recent 
concerns in care homes in Sunderland. 
 
Key Points 

 A new joint quality improvement framework had been developed and approved 

by Sunderland City Council (the local authority) led by the head of service for 

integrated commissioning. The implementation of this tool had started at the end 

of May 2016 and a programme of work had been agreed between the local 

authority and the CCG. 

 There was one home in the process of being sold to an identified alternative 

provider. No definite date for completion of the sale had been identified and no 

changes to service provision had occurred. 
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 A number of homes had recently been inspected by the CQC and had been rated 

as ‘inadequate’ or ‘requires improvement’; a number of homes had also been 
rated as ‘good’. 

 
Risk 

 Concerns in care homes as detailed in the report. 

 
Mitigating Actions 

 Strategy meetings were in place with the local authority to address safeguarding 

issues.  

 Information sharing meetings were taking place between the local authority and 

CQC to discuss concerns in care homes.  

 Joint working arrangements were in place with the integrated commissioning 

team and CCG to audit and monitor services.  

 
Assurance 

 The risks identified around the assurance of care within commissioned services 

were detailed on the risk register. 

 
Mrs Farline updated the committee that since the report had been written, Adey 
Gardens care home would be closing on 15 June 2016 due to financial issues. The 
home had 22 residents of which 20 had been moved to other care homes within 3 days 
of notice being given and the remaining 2 residents were being moved by 15 June 
2016. Mrs Sullivan questioned whether there would be any follow up re care of these 
residents and Mrs Farline confirmed they would be followed up by social workers. 
 
Mrs Farline advised that there were concerns around Donwell House care home which 
had been rated as inadequate in 3 areas.  Mrs Farline and the local authority had met 
with the area manager to discuss the findings from the visit and a robust action plan had 
been put in place.   
 
Professor Bramble noted that one of the care homes previously rated as ‘gold’ had 
since been rated as ‘inadequate’ and queried  the reason for this.  Mrs Farline advised 
that the ‘gold’ rating related to fees and not quality.  Dr Bradford questioned what criteria 
was used in regards to care home visits.  Mrs Farline advised that the local authority 
standards were used.   Mrs Farline advised that the previous ratings in the report 
presented to the committee today were based on 2014/15.  All care homes were visited 
annually but the ratings for 2015/16 had not yet been published because of changes to 
the audit tool.  
 
Professor Bramble queried how many care home providers there were.  Mrs Farline 
advised there were 20 providers for care homes in Sunderland.  
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Mrs Gibson asked when a care home rating went from gold to inadequate and this was 
because of change of manager, was the care home visited soon after.  Mrs Farline 
confirmed that when a manager left, the care home would be visited on a weekly basis.  
 
Mrs Sullivan requested that the care home rating grid previously included in the report 
be including forward as this provided a better overview from the CQC and CCG visits.  
Action: Mrs Farline  
 
The committee RECEIVED the report and NOTED the progress described.  
 
Mrs Sullivan advised there would be a further move on the agenda and that item 8.1 
monthly CCG assurance exception report would be presented next.  
 
2016/135 Monthly CCG Assurance Exception Report - enclosure  
 
Mrs Robson presented the report to the committee which detailed the current under-
performing measures which were part of the CCG assurance framework and provided 
assurance of the actions being taken where necessary. 
 
Mrs Robson highlighted key points risks and assurances:  
 
Key Points  

 The CCG’s year end performance for referral to treatment for 2015/16 had 
finished above the national standard for incomplete pathways.  Risks remained 

around orthopaedics, gastroenterology and respiratory medicine, the risk around 

orthopaedics being sustainability due to the specialty in April 2016 being above 

the standard which was encouraging.   

 

 Accident and emergency 4 hour wait performance at City Hospitals Sunderland 

NHS Foundation Trust (CHSFT) had been achieved for quarters 1 and 2 but 

failed to achieve for quarters 3 and 4 and therefore also for the year end for 

2015/16. Mrs Robson advised that the year to date performance for 2016/17 for 

quarter 1 was 94.16%. 

 

 Cancer performance remained above the national standards for the year to date 

(as at February 2016) for all standards as exhibited breast symptoms standard 

was now being achieved.    

 

 Healthcare acquired infections (HCAI) performance had improved for both 

CHSFT and the Sunderland community in 2015/16 compared to the previous 

year.  CHSFT finished on trajectory based on contractual performance after 

appeals had been taken into account.  The trajectories for 2016/17 remained the 

same as for 2015/16.  CHSFT reported 3 MRSA cases, all of which were 

deemed avoidable, and so far 2 had been reported in 2016/17. 
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Mrs Robson advised that the 2 MRSA cases at CHSFT in April and May 2016 were both 
Sunderland residents.  Mrs Fox advised that these cases would be monitored via the 
HCAI improvement group and the serious incident panel.  
 
Dr Bradford referred to the high number of c.difficle cases at CHSFT and in the 
community and advised there had been a high number of false positive reports from the 
laboratory.  This and other issues around the level of service had been raised formally 
with Gateshead NHS Foundation Trust (GHFT) by CHSFT and South Tyneside 
Foundation Trust (STFT) medical directors. 
 
Ambulance response times continued to be a significant pressure across the patch and 
country and performance continued to deteriorate, which had affected the 2015/16 
quality premium.   Pressures continued around the national shortage of trained 
paramedics and increased demand for services and commissioners collectively 
continued to work with North East Ambulance Service (NEAS) to implement recovery 
plans.   
 
Risk:   

 Accident and emergency 4 hour waits at CHSFT for 2016/17. 

 
Mitigating Actions:  

 Despite not achieving the 4 hour standard in 2015/16, CHSFT was only one of a 

few trusts nationally to show an improved position, particularly in quarters 3 and 

4.  So far in 2016/17, performance was below the 95% standard which affected 

the system transformation fund.  Looking at system wide performance (including 

urgent care centres), performance was above the 95% which was good.  

 
Risk: 

 Referral to treatment at CHSFT, particularly orthopaedics and respiratory 

medicine, the latter due to demand being higher than capacity due to workforce 

shortages. 

 
Mitigating Actions:  

 Orthopaedics at CHSFT was now above trajectory as of April 2016 and CHSFT 

was working on sustaining the position.  Although CHSFT achieved the standard 

for April for orthopaedics, the CCG position was slightly below 92% due to 

complex spinal pressures at Newcastle Upon Tyne Hospitals (NUTH.)  The 

continued work of the community MSK service was reducing demand in 

secondary care and the CCG continued to work with the provider and primary 

care to ensure patients were seen in the most appropriate setting.    

 

 Regarding respiratory medicine, pressures continued with capacity with demand 

levels exceeding capacity.  The CCG had had an initial meeting with CHSFT to 

identify potential short and longer term actions needed to address the issues.  A 

further internal meeting was scheduled to take place week commencing 5 June 
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2016 to agree actions.  Longer term actions revolved around the standardisation 

of care programme and map of medicine implementation. 

 
Risk:  

 Cancer, including 2 week wait (2WW) and 62 days, particularly urology and 

breast 

 
Mitigating Actions:  

 The CCG had delivered all national cancer standards in 2015/16 but risks 

remained going forward into 2016/17, particularly around 62 days.  The CCG was 

about to begin the development of a cancer strategy and was working with 

CHSFT to develop a one stop shop for urology patients although primary care 

input would be needed.  The one stop shop breast service at Grindon Lane was 

also scheduled to start the first week in July 2016. 

 
Risk:  

 Ambulance response calls, particularly red 1 category A calls  

 
Mitigating Actions:  

 Regional escalation of NEAS response times and implementation of a recovery 

plan to improve response times at NEAS was in place.  Discussions around 

contract negotiations were ongoing to agree a contract which would help deliver 

transformation and improvements in performance.    

 
Risk:  

 HCAIs in both CHSFT and the community, particularly C.difficile. 

 
Mitigating Actions:  

 Increased clinical discussions around C.difficile in the community and hospital 

setting were taking place via the HCAI improvement group, including the 

implementation of recovery plans.  Issues identified with testing at GHFT had 

been identified and actions had been agreed to address this.  Root cause 

analysis had been undertaken on all cases to identify cause and any lessons 

learnt.  All actions would be included within the HCAI action plan.   

 
Assurances:  

 Monthly performance meetings in place with providers (a formal sub-group of the 

contract review group) which reviewed provider performance and action plans 

put in place to mitigate performance risk. 

 

 Monthly reports to the executive committee and bi-monthly reports to the 

governing body. 

 

 Monthly provider management meeting which provided a forum to escalate 

performance risks and issues with providers. 
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Mrs Robson advised there had been a breach at CHSFT in regards to mixed sex 
accommodation for the first time since 2013.  This had affected 4 patients on the chest 
pain assessment unit.  A full route cause analysis was being carried out and would be 
discussed at the next FT quality review group meeting with CHSFT.  
 
In regards toImproving Access to Psychological Therapies ( IAPT) Mrs Robson advised 
that the CCG had failed the 15% standard for 2015/16 for people accessing the service 
with a final performance of 14.7% but achieved the 50% standard for 2015/16 for 
moving to recovery. 
 
Dr Gillespie referred to the 2 week wait for upper gastrointestinal and children’s tumors 
and queried why these standards had not been achieved.  Mrs Fox advised this was 
because the numbers were so low for each tumor group and if there was one breach 
this would show as lower than the threshold. Mrs Fox added that these tended to be 
complex pathways and were also shared care with Newcastle.  Mrs Fox noted route 
cause analysis would be carried out for each of these cases and reported.  
 
Professor Bramble referred to community gastroenterology relieving the pressure in 
secondary care and asked what the solutions were.  Dr Bradford advised the CCG was 
exploring developing GPs with special interests or increasing the number of people that 
could carry out gastroscopy in a community setting. 
 
Mrs Sullivan questioned whether CHSFT was still seeking to recruit for respiratory 
medicine consultant and whether would this be 1 or 2 consultants. Mrs Robson advised 
she would clarify this and feedback to the committee.   
Action: Mrs Robson to check and update the committee 
 
Mrs Fox advised this would also depend on the pathways being reviewed as part of the 
South Tyneside and Sunderland Health Care Group arrangements.   Dr Bradford 
confirmed regular meetings were taking place around these and an audit to look at 
capacity and follow up had been carried out  by senior managers and consultants 
around referrals from GPs. Dr Bradford advised there were still a number of items to 
review which the senior managers and consultants were taking forward. An internal 
CCG meeting had also taken place and it had been agreed that Dr Pattison would 
discuss capacity issues at the CCG’s TiTo event on 15 June 2016. Dr Bradford advised 
she had been approached by the STFT respiratory clinical lead  and  a 4 way meeting 
with South Tyneside and Sunderland  hospitals and  CCGs would be arranged to look at 
this issue and a variety of other issues across the system. It was thought there was 
capacity available within STFT which could assist with capacity issues at CHSFT.  
 
The committee RECEIVED the report, NOTED the current position for each under-
performing indicator in the CCG assurance framework and NOTED the actions being 
taken to address the performance issues 
 
PATIENT SAFETY 
 
2016/136 Joint Sunderland CCG (SCCG) and South Tyneside STCCG Serious 
Incident Panel Terms of Reference – enclosure  
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Mrs Fox presented the revised joint SCCG/STCCG serious incident panel terms of 
reference to the committee.  An annual review of the terms of reference (ToR) had been 
undertaken at the SI panel on 1 June 2016, and the revised ToR had been developed 
for approval by the committee.  
 
Key changes to the ToR included (emboldened) 
 
Membership of the panel amended to state:  

 Executive director of nursing, quality and safety from each of the CCGs (co-

chairs) 

 Head of quality and patient safety from each of the CCGs or their 

representative 

 Other representatives will be co-opted as appropriate e.g. CCG safeguarding 

adults/children’s leads to provide advice on safeguarding issues, as well as 

representatives from provider organisations. 

 
Roles and responsibilities amended to include: 

 To ensure safeguarding issues are identified and relevant action taken 

 
The preparation of monthly reports for the quality review groups had been amended to 
bi-monthly to reflect the frequency of the meetings. 
 
Dr Bradford asked whether both a director of nursing and medical director was 
necessary on the membership of the group.  Mrs Fox’s view was it was not necessary 
for both CCG medical directors to be included in the membership but ideally one 
medical director should attend each meeting. Mrs Fox also advised that other members 
would be co-opted as necessary for specialist advice.  Ms Cornell advised this was 
acceptable from a governance perspective due to the small number of members.  
 
The committee APPROVED the terms of reference for the joint Sunderland CCG and 
South Tyneside CCG serious incident panel. 
 
2016/137 Joint SCCG/STCCG Serious Incident Panel lessons learned – enclosure  
 
Mrs Fox presented the report to the committee which detailed the types of lessons 
learned documented by CHSFT and STFT in their root cause analysis reports submitted 
as a result of serious incident investigations. In 2015/16, the panel had closed 185 
incidents reported by CHSFT and STFT, a number of which pertained to incidents which 
had occurred in 2013 and 2014. 
 
Key Points 
71 incidents were closed in 2015/16 which had been reported by CHSFT, 189 lessons 
learned were identified by the trust, with the top 5 areas of learning identified as 
documentation, assessments, process issues, internal communications and staffing 
issues. 
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114 incidents were closed in 2015/16 which had been reported by STFT, 138 lessons 
learned were identified by the trust, with the top 3 areas of learning identified as 
documentation, assessments and process issues. This figure excluded 39 instances 
where no lessons learned were documented, 33 of which related to pressure ulcers with 
27 incidents being reported by community services. 
 
The review highlighted that similar lessons learned were documented by both trusts, 
however it was noted that STFT used more standard phrases in their lessons learned 
than CHSFT. It was concerning that 27 pressure ulcer serious incidents were reported 
by STFT with no accompanying lessons learned. 
 
Key risks 
The incidents closed in 2015/2016 spanned a reporting period of 2013 (n=5), 2014 
(n=48) to 2015 (n=132). During this period 327 lessons learned were identified across 
the two organisations with common themes of documentation, assessments and 
process issues. Both organisations continued to record the same themes of lessons 
learned in cases presented to panel for consideration of closure. In addition to this it 
was also concerning that of the 52 pressure ulcer serious incidents reported by 
community/district nursing services, 27 (52%) did not document any learning. 
 
Assurances 
A robust checklist process was in place in NECS to review all route cause analysis 
reports against criteria determined by the NHS England serious incident framework. 
All pressure ulcer serious incidents were reviewed by the relevant CCG head of quality 
and patient safety and returned to the trust for action with any queries in relation to the 
root cause analysis or action plan prior to considering closure. The panel had reviewed 
all remaining serious incidents and considered any queries or actions prior to 
considering closure. 
 
The lessons learned report would be shared with the CHSFT and STFT clinical quality 
review groups for discussion and response. 
 
Mrs Fox advised that pressure ulcers and falls continued to be the highest number of 
incidents and that a significant amount of work was being undertaken to try to reduce 
these incidents.  No other themes or trends had emerged in the report and the plan was 
for the panel to use this report as an aid memoir going forward to determine if lessons 
had been previously learned/ improvements sustained.  
 
Dr Bradford noted this was a useful piece of work but queried why there were no never 
events referenced and whether never events were considered as serious incidents.  Mrs 
Fox confirmed that they were and were recorded as serious incidents but there had not 
been any never events reviewed by the panel during 2015/16 and none so far in 
2016/17.  Mrs Fox advised the title ‘never events’ would be added to the report stating 
there had been no route cause analysis reviewed.  
Action: Mrs Fox  
 
Dr Gillespie referred to the high number of pressure ulcers in the community and noted 
there were no lessons learned from these.  Mrs Fox explained this was largely because 
of existing pressure ulcers before the district nurses had become involved with the 
patients. The trust would then report the pressure ulcers and the district nurses would 
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develop a full plan of care.  However there was the issue that other people did not 
deliver this or patients did not choose to comply, this may also link with safeguarding if 
the patient was in residential care home and would trigger an alert.  
 
Mrs Sullivan questioned whether it was actually known if lessons had been learned as 
there did not appear to be any evidence of this in the report.  Mrs Fox advised that with 
regards to pressure ulcers and falls, the trajectory of improvement was shown in the 
integrated quality report.  The challenge for STFT was that community numbers 
adversely affected the data and the CCG had asked for this to be shown separately.  
Mrs Fox advised that lesson learnt would also be shown through the regular safety 
thermometer reports.  
 
Mrs Sullivan noted there were a number of areas in the report to look at and compare in 
the future and queried whether NECS should be asked to review this report in 6 months 
to see if there had been a reduction in numbers.  
 
Mrs Fox advised she was unsure if a review would be helpful in 6 months as the CCG 
already received the data via the safety monitor and incidents. 
 
With regards to pressure ulcers in the community and no lesson learnt, Professor 
Bramble questioned whether there was any way of assessing those people in the 
community who would be more at risk if they were immobile.  Mrs Fox advised that a 
significant amount of improvement work had been carried out across the patch by the 
pressure ulcer collaborative group and an event would be held on 15 June 2016 to 
share best practice from this. The challenge was for this work to be sustained as there 
was still a long way to go.  STFT had reported these pressure ulcers but there would be 
lots of people in the community that had not been picked up that were not engaged in a 
proactive way with health services. Future development work would need to link into 
joint commissioning and the integration agenda.  
 
Action: AF to update the committee at a later date regarding the pressure ulcer 
collaborative work and joint commissioning arrangements.  
 
Dr Bradford questioned whether nursing homes reported pressure ulcers.  Mrs Goulding 
advised that residential care homes reported pressure ulcers to the CQC and were not 
investigated as they would be in a hospital setting.  If a district nurse visited the home 
they would report them but if there was no contact with the trust they did not get 
reported anywhere.  Mrs Goulding and Mrs Farline were looking to develop a mini route 
cause analysis tool to address this.  
 
Mrs Fox advised  a much more integrated approach would develop with joint 
commissioning and enable the CCG to influence  and support care homes.  Mrs Fox 
added that in terms of reporting, this may also be picked up as a safeguarding alert 
depending upon the circumstances.  
 
The committee RECEIVED the report for information and assurance. 
 
QUALITY IN COMMISSIONED SERVICES  
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2016/138 Clinical Quality Site Visits Annual Plan and City Hospital Sunderland 
Foundation Trust adapted Memorandum of Understanding for Clinical Quality Site 
Visits Process – enclosure  
 
Mrs Lancaster presented the clinical quality site visits annual plan and CCHSFT 
adapted Memorandum of Understanding (MOU) for the clinical quality site visits 
process.    
 
Mrs Lancaster advised the committee that the annual plan for 2016 was agreed and 
providers had been informed of dates for the planned visits. The adapted MOU for 
CHSFT had been signed and agreed. 
 
Mrs Sullivan questioned whether there was a MOU with other providers Mrs Goulding 
confirmed that there was and that the MOU was generic.  
 
The committee RECEIVED the report and NOTED the contents.  
 
Mrs Goulding updated the committee that the CQC had carried out a visit to Northern 
Doctors Urgent Care (NDUC) following a whistleblowing to CQC from a  staff member 
raising concerns about staffing, training and resuscitation particular of children.  The 
CQC had asked NDUC for additional information. The CCG had also conducted a visit 3 
days later and changed the proforma questions to reflect the concerns.  The CCG was 
to meet with the CQC and establish a joint approach.   
 
Mrs Sullivan queried whether there were any concerns in relation to patient harm. Mrs 
Goulding advised the concerns were around staffing however there had been no reports 
of harm.  
 
Dr Bradford asked when the CQC report would be received.  Mrs Goulding advised this 
had been expected by 10 June 2016 but the CQC had not received all of the requested 
information from NDUC so the report had been delayed.   
 
Mrs Fox advised a significant amount of work ongoing with NDUC regarding compliance 
with their contract.   The CCG was holding NDUC to account via the quality schedule of 
the contract.     
 
2016/139 Quality Impact Assessment of Foundation Trust Cost Improvement 
Schemes, Assurance of Compliance 2016/17 
 
Mrs Fox gave a verbal update regarding the quality impact assessment of provider cost 
improvement schemes.  Due to the development of the sustainable transformation plan 
and the alliance between CHS and STFT, the cost improvement plans had not yet been 
concluded.  This would be discussed at the quality review groups and providers were 
required to submit their plans to the CCG by September 2016.  Mrs Fox would bring a 
further report on this to the next meeting on 12 July 2016.  
Action: Mrs Fox  
 
Mrs Sullivan advised the committee there would be a further move on the agenda and 
the complaints highlight report would be the next item discussed.  
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2016/140 Complaints Highlight Report - enclosure  
 
Mrs Lancaster presented the complaints highlight report and presentation to the 
committee (see below) which provided information in relation to the improvement plans 
for CHSFT’s complaints management process for 2016/17. 
 
Presentation available upon request.  
 
Key points 
The national complaints guidance (2009) changed the timeframe for final responses to 
be sent to complainants from 25 working days to within a timescale agreed with the 
complainant.  
 
CHSFT had decided to continue to try to work within 25 days for the final responses to 
be sent.  
 
CHSFT was not currently resolving complaints within an acceptable timeframe, with 15 
unresolved for over 365 days. 
 
Risk 
In spite of additional financial support from the CCG and internal reviews of the 
complaints processes within CHSFT, a backlog of unresolved complaints remained, 
which caused a poor experience for complainants and damaged the reputation of the 
trust. 
 
Mitigating actions 
Concerns had been raised at the quality review group meetings and an improvement 
plan requested by the CCG to understand how the backlog was to be resolved and the 
improvement maintained.  
 
Professor Bramble queried how much financial support the CCG had provided and Mrs 
Lancaster confirmed this was £60,000 but not all of this had been for complaints.  
CHSFT had proposed to spend some of this on recruiting staff to help with the back log 
of complaints.  
 
Ms Cornell asked whether the first response timescale related to an acknowledgement 
of the complaint and Mrs Lancaster confirmed that it was.  
 
Mrs Sullivan referred to the graph showing the time to resolution of complaints and 
queried whether this was categorised by patient and family.  Mrs Lancaster advised that 
it did not distinguish between patient or family as it related to patient care. Ms Cornell 
advised that CHSFT used SIRMS and that it was not difficult to pull off a report in 
regards to this. It was highlighted that CHSFT was not undertaking detailed analysis 
themselves therefore the CCG was not receiving all of the information.  
 
Mrs Sullivan referred to the role of the trust’s weekly complaints group and Mrs Fox 
advised this was an internal group to ensure the trust was on track to resolve reported 
complaints.  
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Ms Cornell questioned what information CHSFT produced internally with regards to 
complaints.  Mrs Lancaster advised the trust produced an annual report and was happy 
to share this with the CCG. Previously CHSFT had produced an aggregated quarterly 
report but had stopped producing this in May 2015 and replaced this with a monthly 
quality risk and assurance report but the information within the report in relation to 
complaints had decreased.  
 
Mrs Fox advised that CHSFT director of nursing had since formed a new internal 
complaints group which she attended on a weekly basis and had made it clear that an 
improvement plan and new style of report would be in place soon.  When completed it 
would come to the CCG for assurance.  
 
Dr Pattison queried whether a recovery plan to clear the outstanding complaints would 
be included.  Dr Bradford advised that the improvement plan was in relation to the 
process and how this would be sustained going forward.  
 
Dr Pattison enquired as to whether CHSFT was compliant with Francis and with duty of 
candour and Dr Bradford confirmed they were.    
 
Dr Pattison questioned whether the CCG had received assurance that when complaints 
were upheld, CHSFT apologised to the complainant.   Mrs Fox advised that this should 
be noted on SIRMS and would also come through via the monthly reports.   Mrs Fox 
confirmed she was confident that the CCG received this information and that the 
monthly reports provided details in relation to complaints.  This detail was also now in 
contracts and quality schedules. 
 
Dr Pattison asked whether the CCG was confident that CHSFT board had sight of 
enough information and referred to a similar situation of being discussed during the time 
of the PCT.  Mrs Fox advised there was a concern in that by the time the committee 
received the aggregated report from CHSFT, the information was out of date.  It had 
been agreed collectively that CHSFT would produce a monthly report containing more 
contemporary information but the impact of this meant that themes and trends were not 
being seen.   The new director of nursing at CHSFT was working on a new style of 
report to address this and the CCG would receive this in relation to quarter 1 2016/17. 
 
Dr Pattison highlighted that a clear timescale for this was needed and that the CHSFT 
board received robust clinical assurance. Dr Pattison added clarity was needed around 
this as there had been similar issues in the past.  
 
The committee RECEIVED the report and NOTED the contents.  
 
2016/141 Provider Quality Accounts Report – enclosure  
 
Mrs Fox presented the 2015/16 draft quality reports and collaborative CCG statements 
for City Hospitals Sunderland (CHSFT), Northumberland Tyne & Wear (NTW), South 
Tyneside NHS Foundation Trust (STFT) and North East Ambulance Service NHS 
Foundation Trusts (NEAS.) to the committee. 
  
The reports detailed the quality of services provided by the providers and were 
published annually by each provider, including the independent sector.   
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The reports were an important way for local NHS services to report on quality and 
showed improvements in the services they delivered to local communities and 
stakeholders. The quality of the services was measured by looking at patient safety, the 
effectiveness of treatments that patients received and patient feedback about the care 
provided. 
 
As part of the quality report process, the CCG was required to provide a commissioner 
response statement to each provider’s quality report. This statement should support the 
provider’s priorities and would be included within the published quality accounts.    .   
 
The report provided assurance to the committee that the provider organisations and 
CCG had undertaken their responsibilities as outlined in the report. 
 
Dr Bradford advised that when the quality accounts had been published, the link would 
be circulated and to send any comments to Mrs Goulding/Mrs Lancaster to feed into the 
quality review groups.    
 
The committee RECEIVED the report and NOTED that the statement attached would be 
included in the CHSFT, NTWSTFT and NEAS quality accounts 
 
2016/142 Quality in Primary Medical Services Report - enclosure  
 
Mrs Fox presented the report to provide an update to the committee on the current 
position on the outcome of the recent CQC inspections of GP surgeries within 
Sunderland. 
 
Mrs Fox highlighted the key points, risks and assurances to the committee:  
 
To date CQC inspections had rated the surgeries as follows: 

 24 surgeries had been rated as good  

 3 surgeries had been rated as requires improvement  

 6 surgeries had been rated as inadequate and had therefore been placed in 

special measures  

 
Key issues within the reports included: 

 Employment checks 

 Recording and review of significant events 

 Infection control  

 
Other issues in a few of the practices included: 

 Policies and the system for their review 

 Checking and recording staffing 
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 Quality and safety information 

 
Mrs Fox highlighted that the governing body had held a session on how the CCG would 
monitor and report on primary medical care.  Since then, NECS and NHS England had 
produced a draft primary medical care quality assurance framework for CCGs comment 
on.  Mrs Fox advised that she was drafting a report for the executive committee on 5 
July and would bring the report to this committee following that.  Dr Pattison noted that 
some of the governance arrangements caused some concern but he was sure that this 
would be addressed.  
 
Action: Primary Care Medical Assurance proposal for agenda July 2016. 
 
Dr Bradford advised that the CQC inspections were a rolling programme and since the 
report in April, some ratings had changed for the better.  The expectation was that by 
the end of autumn 2016, the CQC would have visited all general practices in 
Sunderland and the majority would be rated as good.   
 
The committee RECEIVED the report and NOTED the contents  
 
CLINICAL EFFECTIVENESS 
2016/143 Medicines Optimisation Report - enclosure  
 
Mrs Fletcher presented the report to the committee which provided an update and 
assurance on quality and risk associated with medicines optimisation in Sunderland.  
Mrs Fletcher pointed out that there was an error on page 5 of the report in that ‘insulin’ 
was not a never event.  
 
Mrs Fletcher highlighted key points, risks and assurances:  
 
Patient safety  
Medicines incident reports from general practice via SIRMS  
From April 2015 to March 2016, there had been 172 incidents from 38 practices. In the 
last quarter 8 incidents were assessed by the reporter as causing minor harm and 3 
incidents were graded as causing moderate harm.  
 
Risks 
Medicines and the prescribing, administration and dispensing processes carry inherent 
risks. Medication incident themes that had emerged during the last quarter were 
diabetes prescribing and adding a new medication to the patient record 
 
Assurances 

 Themes were reported back to prescribers by the medicines optimisation (MO) 

team in ‘learning from reporting’ newsletters to raise awareness and suggestions 

made to reduce risk of recurrence. 

 The use of insulin passports in Sunderland was being investigated to reduce 

risks with insulin prescribing, dispensing and administration. 

 
Use of multi-compartment aids 
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Risk: There were multiple, nationally recognised risks associated with the use of multi-
compartment aids (MCA). Locally, there was no facility for CHSFT pharmacy to provide 
MCAs for patients on discharge. As a result, there was a risk that patients who were 
admitted on a MCA, and who need an MCA, may not have access to a MCA for their 
medicines on discharge and could not take their medicines in the intended way when 
they got home. This may have adverse health consequences.  
 
Assurances: The CCG was leading a working group of appropriate stakeholders to 
identify issues with MCAs and address them. It had been agreed in May 2016, that CHS 
pharmacy would provide a process map of the current pathways used at discharge for 
people who had been admitted with a MCA. This would clarify the discharge process, 
timeframes and provide contact details for primary care to use in case of queries or 
issues. The process map would be presented at the next meeting in June 2016 and an 
update would be provided in the next quarterly report. 
 
Quality  
Antimicrobial prescribing 
The CCG had achieved the 2015/16 national quality premium targets for antimicrobial 
prescribing, reducing prescribing of all antibiotics, and also reducing prescribing of 
higher risk antibiotics – cephalosporins, quinolones and co-amoxiclav. 
Similar, but tougher antimicrobial prescribing targets had been included in the 2016/17 
quality premium and the MO team would continue to support practices to achieve this.   
 
Access to medicines 
All outstanding PGDs required for use in Sunderland practices had been approved and 
distributed.  
 
Medicines optimisation reviews in practices 
For the full financial year 34 interventions from the reviews were evaluated by the 
provider medicines optimisation team, (Pharmicus), as likely to have supported 
avoidance of hospital admissions.  
 
Patient and public engagement 
The MO team had undertaken an engagement exercise with the public to inform 2 
public facing campaigns to raise awareness of the need for antimicrobial stewardship, 
and the need to ensure that avoidable medicines waste was minimised. 
 
Professor Bramble noted there was variation between practices reporting onto SIRMS.  
Mrs Fletcher advised that practices who were not reporting would be highlighted in the 
next MO newsletter and be the focus for further encouragement to report incidents.  Mrs 
Fox noted that SIRMS reporting in general practice had improved.  There would be a 
stand promoting incident reporting at the TiTo session on 15 June 2016 to reinforce the 
message. Mrs Fox advised this was a good opportunity for Mrs Grant, the NECS clinical 
quality officer to link in with the MO team around medication incidents. Dr Pattison noted 
that the message needed to be about practices reporting everything but more in their 
own practices.  
 
Mrs Sullivan referred to page 11 of the report ‘actions taken to tackle the ongoing issue 
of MCAs - at the first meeting in February it was agreed that CHSFT pharmacy 
department would undertake an audit to confirm the number, however at the follow up 
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meeting in May they reported that the audit had not been completed but a snapshot 
estimated that 10 patients per week needed a MCA for discharge’ and questioned 
whether the MO team was happy with these. Mrs Fletcher advised she would take this 
back to the team to confirm.  
Action: Mrs Fletcher  
 
Professor Bramble referred to issues regarding MCAs in CHSFT pharmacy and 
questioned whether this was normally community pharmacists.  Dr Gillespie confirmed 
that it was. Professor Bramble questioned whether the hospital should be out sourcing 
MCAs.  Dr Gillespie advised that this had been looked at but CHSFT could not do this 
itself.    Dr Gillespie added that the numbers were very low and that the hospital did not 
start patients on MCAs, the only patients discharged on MCAs were the ones that had 
been admitted on a MCA.  
 
The committee RECEIVED the report and NOTED both progress and ongoing concerns 
and appropriate action was being taken to address these.  
 
2016/144 Joint Formulary and Shared Care Highlight Report – enclosure  
 
Mrs Seldon presented the joint formulary and shared care highlight report to the 
committee.  The report provided an update on the progress since the previous meeting 
on 10 May 2016 regarding the development of the joint formulary and shared care 
guidelines for Sunderland. 
 
Mrs Seldon highlighted Key points, risks and assurances:  
 
The joint formulary was intended to provide a common range of approved medicines 
available for use in Sunderland. As reported at the May meeting, the first 6 chapters 
(aligned with BNF drug classification) were approved at the March joint formulary 
committee (JFC) meeting.  These had been launched and promoted within primary 
care. It had also been agreed that shared care documents would be updated. Further 
progress had been made since then in clarifying roles and responsibilities within the 
JFC, and there had been movement towards implementation in secondary care. 
 
Risks 

 The absence of an agreed local formulary and lack of implementation potentially 

impacts on patient safety, access to medicines and quality of care. The lack of 

current, agreed shared care documents for amber drugs also represented a risk 

to patient safety and access to medicines in settings that are closer to home.  

The risks were fully detailed in the 10 May report. 

 The risk that CHSFT staff would disengage from the formulary and shared-care 

development process remained.  

 
Assurances 

 Implementation of chapters 1-6 of the joint formulary in primary care 
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 The May joint formulary committee had good representation from CHSFT 

clinicians who had engaged with the agenda 

 Roles and responsibilities had been clarified to support the joint formulary chair 

to ensure that decisions made at the meetings were implemented.  

 An update of the prostate shared care information would be prepared for the July 

JFC meeting.  

 
Mrs Seldon advised that updates on the progress of the implementation of the joint 
formulary would be made in the regular quarterly reports to the committee.  She also 
advised that there were now approved terms of reference for the JFC however the 
appeals process was still outstanding but the interim chair was picking this up.  
 
Mrs Seldon highlighted that despite the challenges with CHSFT regarding implementing 
the formulary which the committee was aware of, this was moving forward.  However 
there had been no formal information received from CHSFT acknowledging this.  Mrs 
Sullivan requested that when formal information was received it was shared with the 
committee.  
Action: Mrs Seldon  
 
Professor Bramble noted that the CCG medical director and MO team were to be 
commended on progress made in relation to shared care.   In regards to the joint 
formulary committee (JFC) Professor Bramble’s view was that there were not enough 
pharmacists or clinicians for all specialities on the membership and that the numbers of 
each should be doubled. Dr Gillespie agreed and noted that if pharmacists were not 
engaging the drugs would not be approved.  
 
Dr Pattison questioned whether there was potential for the CCG as commissioners to 
implement a quality incentive.  Dr Bradford noted that CHSFT had already been given a 
monetary incentive in 2015/16 which had made some difference but not resolved all the 
issues. 
 
Mrs Fox noted that if shared care was not working this was a quality and safety issue 
and that contractual levers should be looked at to ensure this was more important 
 
Mrs Sullivan requested that the issue with CHSFT website was followed up and an 
update on shared care was presented to the committee at its meeting on 16 August 
2016. 
Action: Mrs Seldon  
 
Dr Gillespie suggested when clinical quality assurances visits were made to CHSFT that 
staff were asked if they were aware of the joint formulary. 
Action: Mrs Lancaster to remind people of this at visit pre-meets  
 
The committee RECEIVED the report, NOTED the progress that had been made, 
NOTED the barriers to progress on the development and implementation of the 
formulary and shared care guidelines outlined in the report; and SUPPORTED the MO 
team in addressing these. 
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2016/145 Controlled Drugs Assurance Report – enclosure  
 
Dr Bradford presented the controlled drugs assurance report to the committee.  The 
report provided an update and assurance on quality and risk associated with controlled 
drug prescribing in Sunderland. 
 
Mrs Fletcher highlighted key points, risks and assurances:  
 
Key points 

 The roles and responsibilities of the CCG in monitoring prescribing of controlled 

drugs had been clarified and were presented in the report. 

 Quarterly controlled drug reports provided on behalf of the Cumbria and north 

east controlled drugs accountable officer (CDAO) for quarter 2 and quarter 3 

2015/16 had been reviewed by the medical director and MO team. 

 Areas identified for attention were:- 

Quarter 2    

 Increased in prescribing of oxycodone (specifically injection), alfentanil and 

dexamfetamine 

 High prescribing of diazepam 10mg tablets 

Quarter 3 

 Increase in prescribing of lisdexafetamine, morphine and tapentadol 

 
Mrs Fletcher advised these had been investigated, addressed and a response provided 
to the CDAO. 
 
The committee AGREED that in the future, the controlled drugs report could be included 
in the MO assurance reports.  
 
The committee RECEIVED the report and NOTED its contents and the actions taken in 
response to the controlled drugs reports. 
 
2016/146 Proposal for Medicines Optimisation and Guidelines Group Report - 
enclosure 
 
Dr Bradford presented the proposal to establish a medicines optimisation and guidelines 
group within the CCG.   The proposal described the proposed functions, governance 
and reporting arrangements of the group and outlined the proposed membership and 
frequency of meetings. 
 
Dr Bradford highlighted key points within the report:  
 
Key points 
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 Following the CCG’s plan to review governance arrangements for all existing 
committees and the recent review of the Sunderland joint formulary committee 

(JFC), it became apparent that a review of the medicines optimisation committee 

was required 

 It was proposed that the medicines optimisation and guidelines group (MOGG) 

would replace the medicines optimisation committee 

 Functions of the MOGG would be: 

 To provide assurance to the  executive committee on all MO issues 

 To make decisions on behalf of the CCG based on recommendations of 

the Sunderland JFC 

 To determine which pathways, guidelines and medicines would be used 

by the CCG 

 To consider the commissioning and financial implications of implementing 

medicines-related NICE guidance and other guidelines and pathways 

 To undertake medicines horizon-scanning to provide a connection with 

commissioning intentions 

 To consider the use of high –cost drugs 

 
The MOGG would provide a routine report of the meeting to the quality safety and risk 
and executive committees and make recommendations to the executive committee 
when required. 
 
Ms Cornell queried whether the MOGG would be a formal sub-group of the executive 
committee but continue to report to the quality safety and risk committee.  Dr Bradford 
confirmed this was correct. Ms Cornell noted that there was a corporate terms of 
reference template that should be used and advised she would forward it to the MO 
project manager (Mrs Hood.)  
Action: Ms Cornell  
 
The committee RECEIVED the report and APPROVED the proposal to establish and 
develop the medicines optimisation and guidelines group. 
 
GOVERNANCE  
 
2016/147 Cycle of Business – enclosure  
Mrs Sullivan presented the committee’s cycle of business and requested this was used 
to advise when reports were required for the committee. In-depth discussions would be 
added to the cycle of business going forward.   
 
ITEMS FOR INFORMATION  
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2016/148 City Hospitals Sunderland Foundation Trust Quality Review Group 
minutes, 18 March 2016 – enclosure  
 
The committee RECEIVED the minutes for information  
 
2016/149 South Tyneside Foundation Trust Quality Review Group minutes, 6 April 
2016 – enclosure  
 
The committee RECEIVED the minutes for information  
 
2016/150 Northern Doctors Urgent Care Quality Review Group minutes, 24 
February 2016 – enclosure  
 
The committee RECEIVED the minutes for information  
 
2016/151 Cumbria and North east Quality Surveillance Group (C&NE QSG) – 
verbal update 
 
Dr Bradford updated the committee that at the last C&NE QSG, the work of the group 
had been discussed.  It had been proposed that the broader system quality and safety 
issues at each individual provider would be looked at and knowledge of best practice 
shared to make better use of the groups’ time.  
 
Mrs Fox added that lots of senior people attended the C&NE QSG who could influence, 
add value and make better use of time at the meetings.  
 
Dr Pattison questioned whether confirmation had been received on how to 
communicate specialised commissioning assurance.  Dr Bradford advised that 
specialised commissioning was now a national team and   assurance on communication 
would not come from the primary medical care quality surveillance group.  
 
The committee NOTED the verbal update for information.  
 
2016/152 Joint SCCG/STCCG HCAI Improvement Group minutes, 30 March 2016 – 
enclosure  
 
The committee RECEIVED the minutes for information  
 
2016/153 Communications and Engagement Steering group minutes, 4 March 
2016 – enclosure  
 
The committee RECEIVED the minutes for information  
 
ANY OTHER BUSINESS 
 
2016/154 Report of Investigations into Unsafe Discharge from Hospital – 
enclosure  
 
The committee RECEIVED the report for information  
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2016/155 Leading Change, Adding Value - A framework for nursing, midwifery and 
care staff 
 
Mrs Fox advised the committee that a link to the framework for nursing, midwifery and 
care staff would be circulated for information.  The framework built on the 6C’s and was 
linked to the forward view around the role of nursing and midwifery, and nurses and 
care staff working in social care.  There were 10 new commitments within the 
framework which the CCG needed to review both internally and with providers as to 
how to improve outcomes for individuals for whom care was being provided.  
 
2016/156 Date and time of next meeting 
Tuesday 12 July 2016, 2pm - 5pm 
Joseph Swan Suite  
Pemberton House 
 
 
Signed  
 
 
Date: 12 July 2016 
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CATEGORY OF PAPER  

Proposes specific action  

Provides assurance   

 
GOVERNING BODY MEETING 

26 JULY 2016 

Report Title Quality Action Plan  

Purpose of report 

 

Background:  
This Quality Action Plan was originally developed as a 
Francis 2 Action Plan in response to Robert Francis 
QC’s report published in February 2013 which made 
290 recommendations for action, 16 of which relate 
directly to commissioners.  
 

The plan has since been amended to incorporate the 
recommendations of other national reports which 
relate to quality of care including Keogh, Berwick, 
Clwyd & Hart and Hard Truths: The Journey to Putting 
Patients First etc.    
 

This report reflects progress against the 
recommendations within the national reports by 
highlighting outstanding actions only or those 
completed since the last update.   
 

 
Key points, risks (with mitigating 
actions) and assurances 
 

 

Key points: 
Action 7 in relation to monitor and evaluate 
effectiveness of patient engagement strategy once in 
place is now completed. 
 

New actions relating to the following documents have 
been added since the last update: 
 

 The ‘Freedom to Speak Up’ report.  
 National Safety Standards for Invasive Procedures 

(NatSSIPs) is now included. 

 Leading Change, Adding Value, (Framework for 
Nursing, midwifery and care staff).  

 The Wood report – the government’s response to 
the review of the role and functions of local 
safeguarding children boards.  
 

 Five actions remain on the action plan. Some 
actions will continue to be integral part of the quality 
team’s work, therefore will not have an absolute 
completion date.  

 

Risk:  Delay in receiving assurance that City Hospitals 
Sunderland NHS Foundation Trust has a robust 
complaints process in place. (Action 2) 
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Assurance:   A briefing paper and presentation was 
delivered to the quality safety and risk committee 
(QSRC) on the 14th June 2016. The purpose of this 
paper is to inform the QSRC the improvement plans 
for CHSFT’s complaints management process for 
2016-2017. An improvement plan from CHSFT will be 
presented at the quality review group (QRG) in 
September. 

 
Recommendation/Action Required 
 

The Governing Body is asked to note the new actions, 
the progress made on the actions identified in the 
Quality Action Plan and to seek any clarification.  

Sponsor/approving director   Ann Fox, Director of Nursing, Quality and Safety 

Report author 
Carol Lancaster, Clinical Quality Officer/Sue Goulding 
Head of Quality and Patient Safety  

Governance and assurance  

 
Link to CCG corporate objectives* 
(please tick) 

CO1 CO2 CO3 CO4 CO5 CO6 CO7 

       

Any relevant legal/statutory issues N/A 

 
Are the identified risks on the risk 
register? (If so, include reference 
number) 
 

No 

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

 
N/A 
 

 
Equality analysis completed 
(please tick)  

Yes  No  
Not 
relevant 

 

Key implications  Yes No Details 

 
Are additional resources required?  
If so please specify 
 

   

 
Has there been appropriate clinical 
engagement?  
 

 
 

 
Any current or expected impact on 
patient outcomes/experience? 
 

 
 

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

 
 
 
 
 
 

Version Date Comments  

QSRCV1.0   
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Quality Action Plan 

SCCG Response to Francis, Keogh, Berwick, Clwyd and Hart, the Cavendish Review, Kirkup, Hard Truths and the Investigation into 

Southern Health Reports 
    

  
   

 
Action 
 no.  

Reports 
covered 

Description of action Lead Start date  
Review 
date 

Progress  
Date 
completed/ 
removed 

RAG 
Rating  

2 

Reports covered: 
Francis 2, 
Berwick 
Keogh,& Clwyd 
Hart 

Review and monitor 
provider’s complaints 
data and lessons 
learned on at least a 
quarterly basis. 
Ensure that providers 
have a robust 
complaints process in 
place.  

CL/SG 
From April 

2014.  

Aug-15 
revised to 

June 2016. 

Complaints and lessons learnt are 
reported on and discussed at 
Quality Review Group (QRG) 
meetings.  
Lack of assurance that complaints 
are being responded to within 
timescales agreed with 
complainants at City Hospitals 
Sunderland NHS Foundation Trust. 
(CHSFT). A ‘deep dive’ into 
complaints was performed by 
CHSFT and presented to the QRG 
in November (2014). 
SCCG have provided fixed term 
funding until the end of March 2015 
to support CHSFT in improving the 
process of dealing with complaints. 
 
Update requested from CHSFT. 
Further clarity required.  
 
15.12.15. Complaints report 
received at November QRG at 
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CHSFT. There have been delays in 
the Quality and Risk Facilitators 
being in post to support complaints 
investigations. Work is on-going 
with the Directorates to address the 
backlog. SCCG has requested 
more detailed information for future 
reports to the QRG. 
 
20.04.2015. Backlog of complaints 
was raised at the March QRG as a 
concern. An Internal improvement 
plan will be developed and brought 
to the May QRG with milestones to 
see improvements in Q1 &Q2.  
Outstanding complaints and 
timeframes are to feature in future 
Quality Risk & Assurance Reports. 
 
30.06.2016. A briefing paper and a 
presentation on the issues with 
complaints management process 
and the plans to improve was 
delivered to the QSRC on the 14th 
June 2016. An improvement plan 
from CHSFT will be presented at 
the QRG in September. 
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7 
Reports covered - 
Francis 2 (R. 
136.3), 

Monitor end evaluate 
effectiveness of 
patient engagement 
strategy once in 
place. 

JW, DC Apr-15 
Oct-15 

Revised to 
June 2016 

Supporting action plan is 
developed and will be implemented 
and monitored during 2014/15.  
Engagement Strategy to be 
reviewed in April 2015.  
 
03 07 15 : timescale revised due to 
long term sickness to October 2015 
 
15.12.15 Bi-monthly updates on 
Transforming Participation, the PPI 
action plan and activity within the 
highlight reports are received at the 
QSRC.  
The strategy will now be evaluated 
at the end of 2015/16 
 
30.6.16 The PPI action plan and 
activity within the highlights report 
will now be received Bi-monthly at 
the QSRC. 
 

 

 

9 
Reports covered - 
Francis 2 (R. 
137.1) 

Strengthen gathering 
of ‘soft intelligence’ 
through Datix and 
maximise patient 
experience 
information by clearly 
articulating our Patient 
& Public Engagement 
strategy.  

SG, JW 
& DC 

  
Updated 
Jun-2016 

Work on-going with GP practices 
and other providers to improve use 
of Datix and improve the response 
times to give feedback. Issue with 
the ownership of the licence 
delayed progress therefore target 
date revised to Feb 14.   
Incident reporting system now 
changed to SIRMS (Safeguard 
Incident Risk Management 
System). 
 
Practices are being encouraged to 
report incident/share soft 
intelligence via SIRMS.  
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SIRMS User group to be set up by 
NECS. First meeting to be 
arranged in September 2015 
 
14.12.15: User group has been set 
up and an action plan has been 
developed. Communications 
strategy to be employed to re-
launch SIRMS. A project plan has 
been produced incorporating the 
re-launch plus survey and revision 
of the GP and practice newsletters. 
SIRMS User Group update 
received at the QSRC in November 
2015. 
 
23.06.16: Reporting of incidents 
incidents to SIRMS in Q4 2016 by 
Sunderland CCG member 
practices are increasing in some 
GP practices, however some 
practices are still not reporting.  
To encourage practices to report 
NECS present monthly data 
analysis at TITO. Some GP 
practices have also requested 
further training which is being 
delivered by NECS.   
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12 

Report covered: 
the Kirkup Report 
of the 
Morecambe Bay  
Investigation 

To ensure that the 
recommendations 
relating to Trusts 
within the Kirkup 
Report are considered 
by CHSFT and 
actions taken to 
implement any 
relevant changes  

SG/CL Dec-15 
Febuary-

16  

A response to the report to be 
requested at the QRG meeting at 
CHSFT.  
 
17.12.15: Response received from 
CHSFT. Report will be placed on 
the QRG agenda for discussion in 
January 2016. 
 
30.6.16: CHSFT have responded 
to the Kirkup report at January 
QRG. A produced a report 
benchmarking the actions from the 
report. 

   

13 

Guidance- 
Commissioning 
Excellent 
Nutrition and 
Hydration 2015-
2018. 

To ensure that the 
guidance for 
commissioning 
excellent nutrition and 
hydration needs of the 
local population is 
implemented.  

SG/CL Dec-15 June 2016 

17.12.15 Overall objectives of the 
guidance are to improve the 
delivery of adequate nutrition and 
hydration services in hospital.  
Discussed at the QRG meetings in 
November. Nutritional regional and 
local steering groups in place. 
NICE guidance and tools are 
currently being utilised by internal 
teams and Integrated Community 
Teams. The CCG will monitor the 
implementation of the guidelines 
through the QRG. 
 
30.6.16 This action will continue to 
be reviewed at the QRG. 
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14 

Report covered: 
Independent 
review of deaths 
of people with a 
Learning 
Disability or 
Mental Health 
problem in 
contact with 
Southern Health 
NHS Foundation 
Trust 

To ensure that the 9 
recommendations 
identified for 
commissioners within 
the report are acted 
upon.  

CL/SG 
From 

January 
2016 

July 2016 

Recommendation 1 relates to 
Serious Incident (SI) reporting 
timescales and the submission of 
SI reports for closure, which is 
already reported and discussed at 
the SI panel and at QRG meetings.  
 
Recommendations which relate to 
CCGs monitoring the actions of 
provider organisations will be 
raised at future Northumberland 
Tyne and Wear NHS Foundation 
Trust (NTW) and CHSFT QRG 
meetings.   
 
30.6.16: CHSFT & NTW have 
responded to the report and a 
number of actions are already 
undertaken by the trusts and 
further actions are planned going 
forward. Actions will be monitored 
through the QRGs. 

 
 

  

15 

Report: Freedom 
to speak up: An 
independent 
review into 
creating an open 
and honest 
reporting culture 
in the NHS  
(February 2015) 

To ensure that all 
organisations which 
provide NHS 
healthcare

 

have 
implemented the 
Principles and Actions 
set out in the report in 
line with the good 
practice described. 
 
 

SG/CL 
From 

January 
2016 

July 2016 

The overarching Principle is that 
every organisation needs to foster 
a culture of safety and learning in 
which all staff feel safe to raise a 
concern. 
 
The CCG will seek assurance of 
consideration of the paper by 
providers and monitor the 
implementation of the principles 
and actions through QRG 
meetings. 
 
27.06.16 Consideration and 
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response to the paper is expected 
at CHSFT’s July 2016 QRG in July 
2016. Northumberland Tyne & 
Wear NHS Foundation Trust 
(NTW) presented an action plan at 
the May QRG. Implementation of 
the principles and actions will be 
monitored through QRG meetings. 

16 

National Safety 
Standards for 
Invasive 
Procedures 
(NatSSIPs) 
September 2015 

To ensure that all 
organisations which 
provide NHS 
healthcare

 

have 
implemented the Key 
elements set out  for 
safe care in Invasive 
Procedures in line 
with the good practice 
described 

SG/CL 
From 

January 
2016 

July 2016 

 

The NatSSIPs document sets out 
key elements of safe care, and 
should be used as a basis for the 
development of Local Standards 
for Invasive Procedures by 
organisations providing NHS-
funded care. 
 
The CCG will seek assurance 
through the QRGs that the key 
elements set out for safe care are 
developed and implemented for 
Invasive Procedures. Spire are 
creating organisation wide 
standards.  
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17 

Leading Change, 
Adding Value (A 
Framework for 
nursing, 
midwifery and 
care staff.) 

To ensure the ten 
aspirational 
commitments to 
support nursing, 
midwifery and care 
staff are applied within 
all NHS organisations. 

SG/CL May 2016 
November

2016 

There are three key areas of focus 
that underpin the ten commitments 
that have been identified as gaps in 
unwarranted variation of care, 
which include health and wellbeing, 
care and quality, funding and 
efficiency. 
 
The CCG will seek assurance 
through the QRGs that the ten 
commitments are being 
implemented.  

  

18 

Review of the role 
and functions of 
Local 
Safeguarding 
Children Boards. 
The government’s 
response to the 
review by Alan 
Wood CBE. 

To ensure a  
local response to new 
stator guidance on: 

 Local 
Safeguarding 
Childrens’ Board. 

 Child Death 
Review Register 

 Commissioning of 
Serious Case 
Reviews.  

DL May 2016  

The government’s response to the 
Wood report endorses the 34 
recommendations to strengthen 
multiagency working and improve 
practice at local and national 
levels. 
 
Progress in relation to the 34 
recommendations will be reviewed 
through the QRGs and QSRC. 

  

 
 

  

 
Key 

 
 
 

  

   

    Action not due to be started     

   Action underway but not completed or ongoing work with no end date   

   Action completed  
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  Names of persons responsible: 
 

   

  Sue Goulding - SG  
  

   
 

  Carol Lancaster - CL  
  

   
 

  Julie Whitehouse - JW 
  

   
 

  Scott Watson - SW  
  

   
 

  Matt Thubron - MT  
  

   
 

  Ian Holliday - IH  
  

   
 

  Michelle Turnbull – MiT 
Deanna Lagun -DL 
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GOVERNING BODY MEETING 

 
26th JULY 2016 

Report Title: 

 
Sunderland CCG Finance Report Month 3 
2016/17 
 

Purpose of report 

 
The purpose of this report is to present to the Governing Body a summary of the financial position 
of the CCG as at month 3 (for the period ending 30th June 2016).  
 

Key points, risks and assurances 

 

 The key issue is to ensure the CCG meets all its financial duties for 2016/17. 
 

 The report provides assurance that the year to date and financial outturn position is in line 
to achieve those duties.  

 

 Risks to delivery are documented within the report.  
 

Recommendation/Action Required 

 
Members are asked to:  
 

 Note the financial position of the CCG as at 30th June 2016. 
 

Sponsor/approving director   David Chandler, Chief Finance Officer 

Report author Tarryn Lake, Head of Finance  

Governance and Assurance 

Link to CCG corporate objectives  (please tick all that apply) 

CO1: Ensure the CCG meets its public accountability duties 
 

CO2:  Maintain financial control and performance targets  

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

CO8:  Develop and deliver primary medical care commissioning  

Any relevant legal/statutory issues 

N/A 

Are the identified risks on the risk register?  

 
Yes. 649, 992, 1285, 1389, 1415, 1532 & 1533 
 
 

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

N/A 
 

Equality analysis completed 
(please tick)  

Yes  No  N/A  

Key implications 

Are additional resources 
required?   

None 

Has there been appropriate 
clinical engagement?  

N/A 

Any current or expected 
impact on patient 
outcomes/experience? 
 

N/A 

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

N/A 
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Version Date Comments  

ACV1.0 12/07/2016 RA Initial Draft 

ACV 2.0 13/07/2016 TL Review & Amendments 

ACV 3.0 13/07/2016 TS Review & Amendments 

ACV 4.0 13/07/2016 DC Review & Amendments 

ACV 5.0 Final  13/07/2016 DC Final Agreed Report  

ACV 6.0 Final 
Final 

14/07/2016 DC Final Agreed Report - Amended 
 

ACV 7.0 Final  19/07/2016 DC Final Agreed Report – Amended ts 
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Governing Body 
Financial Report for the period to 30

th
 June 2016 

(Month 3) 
 
1. Purpose of Report  

 
The purpose of this report is to present the Governing Body with the summary 
financial position for the CCG as at month 3. It also incorporates the CCGs 
forecast year end position for 2016/17. 
 
 

2. Summary Financial Performance 
 

The summary financial performance for the CCG against key financial 
performance indicators (KPIs) is outlined below. The CCG is currently delivering 
against all financial KPIs. Further detailed information is provided within this 
report on the performance against each KPI.    
 

Reporting Area Key Performance Indicator Target Achievement RAG RAG Colour

2016/17 

Target 

£000's

2016/17 

Outturn 

£000's

Forecast Performance against 2016/17 in-year allocation - (surplus) / deficit 2,000 2,000 → Green

Forecast Performance against cumulative surplus allocation - (surplus) / deficit (16,653) (16,653) → Green

Running costs to remain within allocation 5,967 5,837 ↓ Green

Achievement of productivity targets 15,786 15,786 → Green

Period End 

Target

Period End 

Position

Cash balance in bank account at period end <£400k £318k ↑ Green

Better payment practice code average achievement >95% 99.5% ↓ Green

Aged debts > £50k and > 90 days old 0 0 → Green

2015/16 

Target 

£000's

2015/16 

Forecast 

£000's

Headroom for mitigation of financial risks
Greater than 

zero

Greater than 

zero
→ Green

RAG Rating Key

↑ performance is on target and improving

→ performance is on target and has remained steady

↓ performance in on target and has declined

↑ performance is close to target and improving

→ performance is close to target and has remained steady 

↓ performance is close to target and declining 

↑ performance is off target but improving

→ performance is off target and has remained steady 

↓ performance is off target and declining

2016/17 

Income & 

Expenditure

Statement of 

Financial Position

Financial Risks & 

Mitigation 

 
 
Please note that specific performance measurement for RAG rating of KPI 
indicators can be viewed in Appendix 1.  
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3. 2016/17 Income and Expenditure  
 

NHS England requires CCGs to report on the cumulative financial position of the 
CCG (i.e. inclusive of previous year’s surpluses). The cumulative financial 
position of the CCG to 30th June 2016 together with the forecast outturn for the 
year is outlined below. The cumulative surplus included within the CCG’s 
reported position has been separately identified to provide further clarity to 
members on the 2016/17 financial position of the CCG. Further, it should be 
noted that access to brought forward surpluses requires NHS England approval 
and is effectively ring-fenced.  
 
Sunderland CCG Cumulative Financial Position

Month 3 2016/17

CATEGORY Budget 

(£000's)

Actual

(£000's)

Variance

(£000's)

Annual 

budget 

(£000's)

Outturn

(£000's)

Variance

(£000's)

CCG NON POOLED BUDGETS

ACUTE COMMISSIONING 58,251 58,265 14 233,005 233,100 94

AMBULANCE SERVICES 2,975 2,949 -26 11,900 11,869 -31

COMMUNITY SERVICES 4,460 4,472 12 17,841 17,846 5

MH COMMISSIONING 5,267 5,267 0 21,068 21,066 -2

MISC COMMISSIONING 383 372 -11 5,673 4,119 -1,553

PACKAGES 1,311 1,265 -46 2,123 2,252 129

PREMISES 255 255 0 1,021 1,021 0

PRESCRIBING 13,861 13,793 -68 55,444 55,231 -213

PRIMARY CARE 10,328 10,218 -110 42,882 42,525 -356

REABLEMENT 133 131 -2 534 534 0

CONTINGENCY AND RING FENCED 1% NR RESERVE 0 0 0 6,873 6,873 0

SUB TOTAL NON POOLED BUDGETS 97,226 96,988 -238 398,363 396,436 -1,928

CCG POOLED BUDGETS (BCF)

COMMUNITY INTEGRATED TEAMS & RAH 5,191 5,032 -159 20,763 20,599 -164

MENTAL HEALTH SERVICES 6,415 6,393 -22 25,661 25,647 -14

LD SERVICES 2,433 2,476 44 9,731 9,938 207

PACKAGES 7,920 8,281 361 31,679 33,455 1,776

CARERS 425 432 7 1,700 1,727 27

COMMUNITY EQUIPMENT SERVICES 413 450 37 1,652 1,879 227

DISABLED FACILITIES GRANT 75 75 0 300 300 0

CCG POOLED BUDGETS (BCF) 22,871 23,139 268 91,486 93,544 2,058

SUB TOTAL COMMISSIONING BUDGETS 120,097 120,128 30 489,849 489,979 130

RUNNING COSTS 1,468 1,397 -71 5,967 5,837 -130

TOTAL 2016/17 CCG FINANCIAL POSITION 121,566 121,525 -41 495,816 495,816 0

BROUGHT FORWARD RING FENCED SURPLUS 4,163 0 -4,163 16,653 0 -16,653

TOTAL CUMULATIVE CCG FINANCIAL POSITION 125,729 121,525 -4,204 512,469 495,816 -16,653

2016/17

 
 
For 2016/17 the CCG is reporting a year to date surplus of £41k which is in line 
with the planned forecast outturn of breakeven. The CCG is reporting a forecast 
cumulative surplus of £16,653k which is in line with plans submitted to NHS 
England. The table below details the main forecast movements from the month 2 
reported position. 
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Forecast Movement Mth 3 vs Mth 2

CATEGORY Month 2 

Variance 

(£000's)

Month 3 

Variance 

(£000's)

Movement 

(£000's)

CCG NON POOLED BUDGETS

ACUTE COMMISSIONING -23 94 117

AMBULANCE SERVICES 0 -31 -31

COMMUNITY SERVICES -15 5 19

MH COMMISSIONING 24 -2 -26

MISC COMMISSIONING 644 -1,553 -2,198

PACKAGES 0 129 129

PREMISES 0 0 0

PRESCRIBING 0 -213 -213

PRIMARY CARE -467 -356 110

REABLEMENT 0 0 0

CONTINGENCY AND RING FENCED 1% NR RESERVE 0 0 0

SUB TOTAL NON POOLED BUDGETS 164 -1,928 -2,092

CCG POOLED BUDGETS (BCF)

COMMUNITY INTEGRATED TEAMS & RAH 0 -164 -164

MENTAL HEALTH SERVICES 0 -14 -14

LD SERVICES 0 207 207

PACKAGES 0 1,776 1,776

CARERS 0 27 27

COMMUNITY EQUIPMENT SERVICES 0 227 227

DISABLED FACILITIES GRANT 0 0 0

CCG POOLED BUDGETS (BCF) 0 2,058 2,058

SUB TOTAL COMMISSIONING BUDGETS 164 130 -34

RUNNING COSTS -164 -130 34

TOTAL CCG -0 0 0

Forecast

 
 
The main forecast movements in month 3 relate to an adverse movement on the 
Better Care Fund pooled budgets, in particular packages. This is offset by a 
favourable movement against miscellaneous commissioning due to the release of 
reserves to cover pressures. Further details are provided below.  
 

 Non Pooled Budgets 
 
The CCG is reporting a minor overspend against Acute Commissioning in month 
3. The increase is mainly due to pressures against the South Tyneside NHS FT 
contract for additional Gastroenterology acute activity and a number of high cost 
stroke patients. 
 
The main acute contracts with City Hospitals Sunderland (CHS) and Gateshead 
Health FT (GHFT) are blocked at agreed funding levels in 2016/17. These 
agreements will mitigate any fluctuations in expenditure which may occur due to 
movements in activity levels.  
 
Although these agreements manage in year pressures for 2016/17, material 
fluctuations in activity would lead to contract discussions between commissioners 
and providers which will impact on future funding required for acute contracted 
activity.  
 
The financial impact due to activity variations against plan are being closely 
monitored to ensure any short and medium term financial risks are mitigated and 
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appropriately managed. The chart below outlines the underlying financial position 
of key tariff based services as at month 2 (period to 30th May 2016) across 
Sunderland. Although the majority of these services are covered by in year block 
contracts for 2016/17 the underlying position is a net underspend of £810k being 
generated by a mixture of elective and non-elective activity.   Please note this 
data is subject to change following data validations being carried out by the 
contracting team and discussions with providers.  
 

 
 
There is some minor over performance on A&E activity which is due to an 
increase in attendances in May 2016 as outlined in the chart below. This is 
currently being reviewed and validated by the Contracting Team.   
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Primary Care Services has adversely moved by £110k from the reported month 2 
position. This is due to the incorporation of an expected non recurrent scheme for 
practice sustainability of £497k which is being proposed to the Primary Care 
Committee for consideration. This has been offset by a favourable movement 
due to the reversal of 2015/16 accruals in QOF and Other GP Services which are 
no longer required following confirmation of previous year achievement levels 
and associated expenditure.  
 
The pressure identified against Packages is as a result of an increase in the 
forecast for children’s packages of care of £141k, due to additional complex 
clients based upon the latest information available to the CCG. Further, there is a 
forecast pressure due to local resolution cases following appeals of £95k offset 
by 2015/16 accrual reversals of £105k.  
 
Prescribing is reporting a year to date under spend based on month 1 prescribing 
data received from the Prescription Pricing Agency (PPA). The forecast under 
spend is based on expected growth levels (2.2%) in line with the financial 
recovery plan proposed by the Medicines Optimisation Team. This remains a 
volatile area and work has been undertaken to highlight potential over and 
underspend scenarios to identify any risks faced by the CCG.  
 
Delegated General Practice Budgets 
 
Delegated General Practice budgets are reported within the overall position of 
the CCG in line with the nature of the expenditure being incurred. In order to 
ensure clarity and transparency on the financial position of the ring-fenced 
delegated general practice budget the memorandum account has been provided 
below for information.    
 
CATEGORY Budget 

(£000's)

Actual

(£000's)

Variance

(£000's)

Annual 

budget 

(£000's)

Outturn

(£000's)

Variance

(£000's)

General Practice - GMS 5,369,964 5,370,061 97 21,480,246 21,480,244 -2

General Practice - PMS 968,925 968,936 11 3,875,747 3,875,745 -2

General Practice - APMS 508,521 478,125 -30,396 2,034,110 1,622,407 -411,703

QOF 1,073,633 989,982 -83,651 4,295,100 3,959,927 -335,173

Enhanced Services 452,168 454,591 2,423 1,809,779 1,818,363 8,584

Premises Cost Reimbursement 804,873 805,029 156 3,220,118 3,220,118 0

Dispensing/Prescribing Drs 46,648 47,177 529 186,830 186,989 159

Other GP Services 245,991 240,877 -5,114 984,237 953,467 -30,770

Primary Care Reserves 0 0 0 1,171,387 1,539,921 368,534

NHS FT Services 2,332 2,332 0 9,326 9,326 0

Public Relations Expenses 12,500 12,500 0 50,000 50,000 0

1% Held Reserve 0 0 0 395,120 395,120 0

Total 9,485,555 9,369,610 -115,945 39,512,000 39,111,627 -400,373  
 
The forecast under spend on APMS relates to expected savings from the 
reprocurement of contracts. The QOF under spend relates to the reversal of 
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2015/16 accruals which are no longer required following the finalisation of QOF 
achievement as discussed previously in the report. The forecast overspend on 
Primary Care Reserves assumes a commitment to a proposed sustainability 
scheme for general practice which is being considered by the Primary Care 
Committee.  
 
Pooled Budgets (Better Care Fund (BCF) budgets) 
 
Due to the reconciliation process required between the CCG and the Local 
Authority in order to determine the consolidated financial position for the pooled 
budgets, the forecast outturn position included in this report for the Better Care 
Fund relates to month 2 (period ending 31st May 2016).  
 
Overall the BCF position has moved adversely by £2,058k from the previous 
reported position. The main movement relates to an increase of £1,776k in the 
packages forecast outturn position resulting from additional increases in client 
numbers.   Smaller overspends on Learning Disabilities and Community 
Equipment Services have also been reported this month based on the latest 
information available. These are partially offset by an underspend on Community 
Integrated Teams as a prior year benefit has been released into the position. 
 
The CCG and Local Authority have completed a review of the potential forecast 
outturn scenarios for 2016/17 which are included in Appendix 3 for information. 
The high spend forecast scenario highlights a further potential pressure for the 
CCG of £1,259k in addition to the £2,058k already included in the financial 
position.  
 
Running Costs 
 
Running costs are currently showing a year to date and forecast underspend 
position. The under spend relates to staff costs where actual pay expenditure is 
below the budget which is set at top of scale.  
 
Productivity Savings 
 
The CCG’s productivity plan for 2016/17 requires £15.8m of efficiencies to be 
delivered which the CCG is currently forecasting to deliver. The main area of risk 
associated with the productivity plan for 2016/17 relates to the miscellaneous 
scheme which requires productivity of £1.2m to be delivered across 4 schemes 
(PLCV, Weight Management, Urgent Care Contracts and Packages of Care). 
 
Management leads for these sustainability areas of the CCG’s Plan on a Page 
are currently assessing potential efficiencies which could be released in 2016/17 
for delivery of the miscellaneous scheme.   
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The Executive Committee continues to review productivity achievement on a 
monthly basis, taking appropriate corrective action where necessary. In addition, 
the CCG Executive is currently considering additional governance arrangements 
which may be required to ensure delivery against the CCG’s productivity 
requirements.  
 
 

4. Statement of Financial Position  
 
Summary Statement of Financial Position  
 
A copy of the summary Statement of Financial Position as at 30th June 2016 
shows current assets of £2,350k and current liabilities stood at £26,485k. Please 
note that the prepayments and accrued income relates in the majority to the 
maternity pathway prepayment made in line with national guidance. There has 
been a movement in accruals and payables in June which is in the main due to a 
number of areas of spend for which invoices have not yet been received.  
 

Jun-16 May-16 Movement

£000's £000's £000's

Non Current Assets Property, plant and equipment 29 28 1

Total Non Current Assets 29 28 1

Current Assets Trade and other Receivables 558 193 365

Prepayments & Accrued Income 1,474 1,441 33

Cash and cash equivalents 318 373 (55)

Total Current Assets 2,350 2,007 343

Total Assets 2,379 2,035 344

Current Liabilities Trade and other payables (7,153) (3,352) (3,801)

Accruals (19,332) (23,665) 4,333

Provisions 0 0 0

Total Current Liabilities (26,485) (27,017) 532

TOTAL ASSETS EMPLOYED (24,106) (24,982) 876

Financed by Taxpayers Equity

Capital & Reserves General Fund (24,106) (24,982) 876

TOTAL TAXPAYERS EQUITY (24,106) (24,982) 876  
 
Better Payment Practice Code (BPPC) 

 
BPPC can be summarised as a target to pay 95% of NHS and non-NHS trade 
creditors within 30 calendar days of receipt of goods or valid invoice (whichever 
is later) unless other payment terms have been agreed. The target for the month 
of April was achieved. The BPPC year to date performance is outlined below.  
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Better Payment Practice Code - 30 Days NUMBER £000's

Non-NHS

Total Non-NHS Trade Invoices Paid in the Year 1,742 22,603

Total Non-NHS Trade Invoices Paid Within 30 Day Target 1,715 22,479

Percentage of Non-NHS Trade Invoices Paid Within 30 Day Target 98.45% 99.45%

NHS 

Total NHS Trade Invoices Paid in the Year 451 78,724

Total NHS Trade Invoices Paid Within 30 Day Target 451 78,724

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

Average BPPC Achievement 99.48%  
 
Cash Management 

 
The CCG is expected by NHS England to proactively manage the cash it draws 
down each month and the amount it actually spends. The target is to have no 
more than 1.25% of the monthly drawdown of cash left in the main bank account 
each month. This equates to circa £400k for the CCG. This target was achieved 
in June with £318k left in the bank at the end of the month.  
 
Aged Debts  
 
The CCG monitors aged debts on a monthly basis to ensure prompt recovery of 
all outstanding debts and avoidance of debt write offs. The current target is to 
have no outstanding debts over 90 days old and above £50k in value. This target 
was achieved in June with no aged debts over 90 days old and above £50k in 
value outstanding.  

 
 
5. Financial Risks & Mitigation  

 
The financial risks facing the CCG in 2016/17 have been assessed at £6,176k in 
the worst case scenario. The risks identified are as follows:   
 

 Acute contract over performance due to higher growth £1,000k  

 Mental health packages over performance £500k  

 Risks of BCF spend including continuing care clients costs exceeding 
expected growth £2,000k 

 Under delivery of productivity schemes £1,176k  

 Risks of prescribing costs exceeding expected growth £1,000k 

 Potential for other unknown financial liabilities £500k  
 

When adjusted for the likelihood of risks materialising the overall financial risk 
has been assessed as £3,088k.  
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Mitigation in the form of a 0.5% contingency has been identified to offset financial 
risks in 2016/17. Risks will need to be monitored closely in 2016/17 to ensure the 
CCG can effectively deploy mitigations and manage residual risks.   
   

 

6. Recommendation  
 

Members are asked to:  
 

 Note the financial position of the CCG as at 30th June 2016. 
 
 

 Tarryn Lake  
 Head of Finance  
 Sunderland CCG 
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Appendix 1 –Performance Measurement Thresholds for KPIs 
 
 

Reporting Area Key Performance Indicator Green Blue Red

Status of 

Indicator

Forecast performance against 2016/17 core allocation

Forecast 

expenditure 

less than or 

within 0.1% of 

plan. 

Forecast 

expenditure 

greater than 

plan by more 

than 0.1% but 

less than 

0.5%.

Forecast 

expenditure 

greater than 

plan by more 

than 0.5%.

NHS England 

national 

assurance 

indicator.

Forecast to achieve planned surplus

Forecast 

surplus 

greater than 

or within 0.1% 

of plan. 

Forecast 

surplus less 

than plan by 

more than 

0.1% but less 

than 0.5%.

Forecast 

surplus less 

than plan by 

more than 

0.5%.

NHS England 

national 

assurance 

indicator.

Running costs to remain within allocation 

Running costs 

forecast equal 

to or less than 

allocation.

not 

applicable.

Running costs 

forecast 

above 

allocation.

NHS England 

national 

assurance 

indicator.

Achievement of productivity targets

Forecast 

productivity 

achievement 

greater than 

95% of plan.

Forecast 

productivity 

achievement 

less than 95% 

but greater 

than 75% of 

plan.

Forecast 

productivity 

achievement 

below 75% of 

plan.

NHS England 

national 

assurance 

indicator.

Cash balance in bank account at period end

Cash balance 

less than 

£400k at 

period end.

Cash balance 

greater than 

£400k but less 

than £600k at 

period end. 

Cash balance 

greater than 

£600k at 

period end.

Local CCG 

indicator. 

Better payment practice code average achievement

BPPC average 

achievement 

greater than 

95%.

BPPC average 

achievement 

greater than 

75% but less 

than 95%.

BPPC average 

achievement 

less than 75%.

Local CCG 

indicator. 

Aged debts > £50k and > 90 days old

No aged debts 

greater than 

£50k and 

older than 90 

days. 

Number of 

aged debts 

greater than 

£50k and 

older than 50 

days  not 

greater than 

two in total.

Number of 

aged debts 

greater than 

£50k and 

older than 50 

days greater 

than two in 

total.

Local CCG 

indicator. 

Financial Risks & 

Mitigation 

Headroom for mitigation of financial risks

Mitigations 

are greater 

than or equal 

to risks 

identified.

Risks not fully 

mitigated and, 

if they were to 

materialise, 

the CCG 

would not be 

in deficit or 

would be in 

deficit up to 

1% of 

allocations.

Risks not fully 

mitigated and, 

if they were to 

materialise, 

the CCG 

would be in 

deficit greater 

than the 1% of 

allocation

NHS England 

national 

assurance 

indicator.

Statement of 

Financial Position

Rating Measurement

2016/17 

Income & 

Expenditure
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Appendix 2 – Budget Category Analysis 
 
Acute Commissioning

Month 3 2016/17

CATEGORY

Budget 

(£000's)

Actual

(£000's)

Variance

(£000's)

Annual budget 

(£000's)

Outturn

(£000's)

Variance

(£000's)

CITY HOSPITALS SUNDERLAND NHSFT 44,325 44,326 1 177,300 177,300 0

GATESHEAD HEALTH NHSFT 5,309 5,309 0 21,237 21,237 0

NEWCASTLE TYNE HOSP NHSFT 2,645 2,645 0 10,581 10,581 0

CO. DURHAM & DARL NHSFT 1,612 1,612 -0 6,447 6,447 -0

SPIRE HEALTHCARE LTD 1,044 1,044 0 4,177 4,177 0

NORTHERN DOCTORS 781 781 0 3,122 3,122 0

SOUTH TYNESIDE NHSFT 258 290 31 1,033 1,133 100

NORTHUMBERLAND T/W NHST 169 169 0 678 678 0

SOUTH TEES HOSPITAL NHSFT 135 121 -14 541 527 -14

NORTHUMBRIA HC NHSFT 100 101 0 402 402 0

NORTH TEES & HARTLEPOOL NHSFT 82 80 -2 329 327 -2

EXEMPT OVERSEAS VISITORS 5 5 0 20 20 0

AQP SERVICES 559 553 -5 2,234 2,218 -16

WINTER PRESSURES 587 581 -6 2,350 2,344 -6

NON CONTRACT ACTIVITY NHS & NON NHS 639 647 9 2,554 2,587 33

TOTAL 58,251 58,265 14 233,005 233,100 94

YTD Notes

Mental Health Commissioning

Month 3 2016/17

CATEGORY

Budget 

(£000's)

Actual

(£000's)

Variance

(£000's)

Annual budget 

(£000's)

Outturn

(£000's)

Variance

(£000's)

NORTHUMBERLAND T/W NHST 5,036 5,036 0 20,142 20,142 0

TEES ESK/WEAR VAL NHSFT 63 63 0 253 253 0

MIND 0 14 0 56 56 0

OTHER 168 154 0 616 614 -2

TOTAL 5,267 5,267 0 21,068 21,066 -2

YTD Notes

Community Services

Month 3 2016/17

CATEGORY

Budget 

(£000's)

Actual

(£000's)

Variance

(£000's)

Annual budget 

(£000's)

Outturn

(£000's)

Variance

(£000's)

S TYNESIDE NHSFT 3,355 3,359 4 13,419 13,419 -1

SUNDERLAND LA 10 9 -1 41 40 -1

OTHER CONTRACTS 145 164 19 582 602 21

VANGUARD 950 940 -10 3,800 3,786 -14

TOTAL 4,460 4,472 12 17,841 17,846 5

YTD Notes

Budgets have been included at the agreed contract. At this early point of the financial year no material variances are anticipated against the 

planned figures. The variances that are reported above are in relation to impacts from 2015/16.

2016/17 Forecast

Budgets have been included at the agreed contract level. At this early point of the financial year no material variances are anticipated 

against the planned figures.  There are a couple of small impacts from 2015/16 that have materialised up to month 3 the biggest of which 

relates to Tyneside Surgical Services and South Tees.  Within 2016/17 the only notable variation relates to STFT where there has been an 

increase in Gastro Acute Activity and a one-off High Cost Patient.

2016/17 Forecast

Budgets have been included at the agreed contract. At this early point of the financial year no material variances are anticipated against the 

planned figures.

2016/17 Forecast
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Appendix 3 – Better Care Fund Mth 2 
 

Sunderland CCG & Sunderland City Council 

2016/17 Better Care Fund - Summary 

Month 2 Forecast Scenarios (Period ending 31st May 2016) 

Schemes   Annual Budget

£

Realistic 

Forecast 

Spend Scenario

£

Realistic 

Forecast 

Variance

Scenario

£

Low Spend  

Forecast 

Scenario

£

Low Spend

Forecast 

Variance

Scenario

£

High Spend 

Scenario

High Spend 

Variance

CITs & RaH Services Scheme 30,296,540        30,059,419        237,121-             29,999,419        297,121-             30,059,419        237,121-             

Mental Health Services Scheme 27,851,784        27,836,316        15,468-               27,836,316        15,468-               27,836,316        15,468-               

LD Services Scheme 33,573,529        34,288,319        714,790             34,288,319        714,790             34,946,617        1,373,088          

Packages Scheme 56,288,224        59,443,077        3,154,853          59,055,243        2,767,019          61,342,547        5,054,323          

Carers Scheme 3,635,332          3,692,605          57,273               3,692,605          57,273               3,692,605          57,273               

Community Equipment Scheme 2,456,328          2,793,188          336,860             2,793,188          336,860             2,793,188          336,860             

Disabled Facilities Grant 3,157,117          3,157,117          -                      3,157,117          -                      3,157,117          -                      

Total 2016/17 BCF OVER / (UNDER) SPEND       157,258,854       161,270,041           4,011,187       160,822,207           3,563,353       163,827,808           6,568,955 

SUNDERLAND CCG SHARE OF FORECAST OVER / (UNDER) SPEND* 2,058,069 1,798,359 3,317,894

SUNDERLAND CITY COUNCIL SHARE OF FORECAST OVER / (UNDER) SPEND* 1,953,119 1,764,994 3,251,061  
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CATEGORY OF PAPER  

Proposes specific action  

Provides assurance   

 
GOVERNING BODY 

26th July 2016 

Report Title: SCCG Assurance Report – July 2016 

Purpose of report 

To provide the Governing Body with the current position against the CCG Assurance Framework 
requirements and delivery against the CCG Operational Plan for 2016/17 

Key points, risks and assurances 

Key point to note: 
 
For 2016/17, a new CCG Improvement and Assessment Framework has been introduced to 
replace the existing CCG assurance framework and CCG performance dashboard (delivery 
dashboard).  A summary of the framework is provided as an appendix. The transition to this new 
framework has now begun and the performance dashboard included within the appendix and 
referenced throughout this report is now aligned to this new framework.  Due to the availability of 
data for the new indicators and baseline positions, a significant proportion of the dashboard is not 
yet populated.  The BI Team are in the process of establishing data flows from national data and 
local data to serve as a proxy (where available). 
 
Reporting has also commenced on the quality premium for 2016/17.  Again, this will not be fully 
populated until baseline positions have been published and data is flowing nationally.  Baseline 
positions for each of the new indicators for the whole framework including the quality premium were 
expected to be published at the end of June 2016, but realistically it will be July 2016. 
 
This report also provides the Governing Body with an update in relation to Sunderland CCG’s 
2016/17 operational plan. The focus of this report is the progress made to conclude the steps 
endorsed by the Executive Committee in June and July to ensure effective execution of the CCG’s 
plan including systems in place to allow for monitoring and reporting of progress of delivery.  
 

 
Key performance Risks based on latest data available for each indicator: 
 

 A&E 95% City Hospitals Sunderland NHS Foundation Trust (CHS) performance. 

 Astro PU (local KPI) 

 Activity levels 

 Referral to Treatment (RTT) at CHS particularly respiratory medicine and CCG performance 
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for Gastroenterology due to increased capacity concerns. 

 Cancer 62 day performance 

 MRSA at CHS  

 Ambulance Red 1 and Red 2 performance 

 IAPT Access and Recovery 

 Activity Levels in Secondary Care 

 Mixed Sex Accommodation 
 

Recommendation/Action Required 

The Governing Body is recommended to: 

 Note the position and progress to date against the CCG Operational Plan 2016/17 and 
consider and endorse next steps. 

 Note the summary of the new Assurance framework for CCGs for April 2016/17  

 Note the position and progress against each indicator in the 2016/17 improvement and 
assessment framework including mitigating actions to improve performance. 

 Note the issues relating to the lack of nationally published baselines for new elements of the 
improvement and assessment framework which prevents full reporting against the 
framework 

 Note the predicted CCG Quality Premium payment relating to 2016/17.  
 

Sponsor/approving director   
Debbie Burnicle 

Deputy Chief Officer 

Report author 

Matt Thubron 

Deputy Head of Contracting, Performance and 

Business Intelligence 

Helen Steadman 

Strategy and Planning Manager 

Governance and Assurance 

Link to CCG corporate objectives  (please tick all that apply) 

CO1: Ensure the CCG meets its 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  

CO8:  Develop and deliver primary medical care commissioning  

Any relevant legal/statutory issues 
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*CCG Corporate Objectives 

CO1 - Ensure the CCG meets it public accountability duties 

CO2 - Maintain financial control and performance targets 

No 

Are the identified risks on the risk register?  

Yes  
647 – Accident and Emergency 4 Hour Wait 
643 – Referral to Treatment 
1285 – Non Electives/QIPP 
1074 - MRSA 
657 – Astro PU/Prescribing Spend 
1075 – C Difficile 

 

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

A report is provided monthly to the Executive Committee and to every Governing Body and the 

summary of the new assurance framework was reported to the July 2016 Executive Committee. 

Equality analysis completed 

(please tick)  
Yes  No  N/A  

Key implications 

Are additional resources 

required?   

No  

Has there been appropriate 

clinical engagement?  
Yes via the clinical leads and Executive GP leads 

Any current or expected 

impact on patient 

outcomes/experience? 

 

Yes these are summarized in the project outline document for 
each strategic priority available on request, with highlight 
reports being available from the September Governing Body 
meeting (August 2016 Executive Committee) 

 

Has there been member 

practice and/or other 

stakeholder engagement if 

needed?   

Yes via the Programme Boards which are multi agency and via 
specific operational groups and contract management 
meetings e.g. the HCAI group with CHS and the NTW contract 
meetings re IAPT   
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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   
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Governing Body 
Assurance Framework 

26th July 2016 
 

1. Purpose 
The purpose of this report is to provide the Governing Body with an update in 
relation to the current position for the CCG against the new 2016/17 CCG 
improvement and assessment framework (IAF) and progress with delivery of 
the operational plan transformation programmes.   
 
Due to the lack of baseline information for the new indicators in the framework, 
a number of indicators have no performance rating.  National guidance 
originally stated that baseline information for each indicator would be published 
at CCG level at the end of June 2016, but more recently revised to July 2016.  
Once this is available, the performance dashboard will be populated as data 
becomes available.  
 
As some of these indicators rely on nationally published data which is not 
timely, the BI Team will be working to develop proxy measures where the ability 
is there to do so.  Where data is available from local data sources for 2016/17, 
this is referenced in the report.  

 
2. 2016/17 improvement and assessment framework 

 NHS England has introduced a new improvement and assessment framework 
(IAF) for 2016/17 which replaces the CCG assurance framework and delivery 
dashboard which operated in previous years.  In the Government’s Mandate to 
NHS England, the new framework takes an enhanced and more central place 
in the overall arrangements for public accountability of the NHS. A summary of 
the framework is included as Appendix 1.   

 
 The IAF draws together in one place NHS Constitution and other core 

performance and finance indicators, outcome goals and transformational 
challenges. 

 
 A full list of the indicators is included within the performance scorecard included 

in Appendix three of this report.  Leadership and sustainability will not be 
reported as these are full year assessments.  The finance aspects are covered 
by the Finance Report. 

 
3. Changes since last month’s report 
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o Appendix two contains the new dashboards which are now aligned to the 
IAF 
 

o Appendix three contains the new QP for 2016/17 but at this time does not 
include estimated achievement due to the lack of nationally published 
baselines for the CCG. 

 
o Cancer performance for all national standards was achieved in 2015/16, 

pressures still relate to the 62 day standard going into 2016/17, with 
performance for April 16 below the 62 day standard. . 
 

o Referral to treatment performance for incomplete pathways was achieved for 
2015/16 and performance remains above the standard for April 2016 at CCG 
level.  Respiratory medicine is the main pressure as well as sustainability for 
gastroenterology. 

 
o Accident and Emergency four hour wait at CHS is below the 95% standard 

so far in quarter one 2016/17 due to under performances in April 16 and May 
16.  Although performance improved in June 2016, it was not enough to 
deliver the standard for Q1. 
  

o Red 1 category A calls responded to <8 minutes finished below the 75% 
standard for NEAS overall with a final 2015/16 performance of 70.12%.  This 
affects the Quality Premium for 2015/16.   
 

o CHS have reported two cases of MRSA, one case in April 16 and one case 
in May 16, both are Sunderland residents and both CHS acquired.  Both 
cases are complex cases relating to antibiotic therapy using a Hickman line. 

 
o CHS have reported one mixed sex accommodation breach (MSA) which 

affected four patients, all Sunderland residents.  This is the first breach of 
MSA since May 2013. 

 
o The CCG failed to achieve the IAPT 15% standard for 2015/16 which is 

disappointing due to lower than expected performance in February 16 and 
March 16.  Final performance was 14.7%.  The 50% recovery standard was 
achieved overall for 2015/16.  April 16 performance is above the monthly 
trajectory so far in 2016/17 for both access and recovery. 

 

4. NHS Constitution Indicators  
o Referral to Treatment (RTT) – The CCG achieved the overall standard for 

2015/16 and performance remains above the standard based on locally 
available data for April 2016.  CHS performance for April 2016 was at its 
highest level for a number of years, CHS are now in a position of delivery for 
orthopaedics which was a pressure in 2015/16.  The impact of the 
Sunderland Intermediate Musculoskeletal Service (SIMS) on secondary care 
is beginning to take effect with reductions in referrals into secondary care 
being observed since October 2015.  CHS still have pressures around 
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certain sub-specialties but on-going developments with SIMS are 
progressing well.  A key test will be sustainability over the coming months of 
the orthopaedics position.  

 
Respiratory medicine continues to be a pressure due to capacity constraints 
linked to a shortfall in consultants at CHS.  An initial meeting has taken place 
between the CCG and CHS and internal CCG meeting is scheduled to take 
place this month to look at the short term and long term actions to address 
the issue.  
 
Regarding gastroenterology, a meeting has been scheduled with providers 
to work through options for a potential community gastroenterology service 
which will help bring gastroenterology into a sustainable position and bring 
capacity back into Sunderland.   
 
Work continues in the Standardisation of Care (SOC) work stream and Map 
of Medicine (MoM) work stream in which gastroenterology and respiratory 
medicine are key priorities. 

 
o A&E 95% – CHS are currently not achieving the 95% standard for quarter 

one due to under performances in April 16 and May 16.  Although 
performance improved in June 2016, it was not enough to deliver the 
standard for Q1.  Performance for July 2016 (as at 10/07/2016) is 94.52%, 
again under the standard with the year to date position 94.57%.  This will 
have implications for the System Transformation Fund (STF) which CHS 
NHSFT have signed up to.  The recently published guidance which details 
how the STF will operate states that no financial adjustments will be made in 
quarter one. 
 

o Cancer 2WW – The CCG delivered the overall 2WW standard and the 
standard for exhibited breast symptoms.  Upper GI and children’s were the 
only tumour groups which failed to achieve the standard, the latter due to 
very low numbers.   

 
The breast service development at Grindon lane continues to develop, with 
patients expected to be treated within the new service in late July 2016.  

 
o Cancer 62 Days – The CCG delivered the standard overall for 2015/16 

despite pressures throughout the year, particularly around lung and urology, 
both of which remain the pressures in 2016/17.  The CCG have agreed to 
work with CHS to develop a one stop shop for urology which will mean 
improved flow through the pathway and access to diagnostics which is one 
of the main pressures.  Work is about to commence on this project which will 
require input from Primary Care.   
 
The CCG have agreed an improvement trajectory with CHS as part of the 

STF process which is based on CHS delivering the standard for all months 

apart from July 16 and August 16 due to pressures in Urology.  It is hoped 
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that the work around the one stop shop will provide some improvements to 

these pathways. 

o Red 1 Category A calls responded to within 8 minutes - Performance for the 
region was 69.08% in April 16 well below the target of 75%, but above NEAS 
STP trajectory of 62.79% for April 16.   Red 1 performance for SCCG was 
72.22% which is above regional performance. 
 
As reported in the last assurance report NEAS will not receive any financial 

benefits for the STF, but have agreed an improvement trajectory with the 

standard being achieved in February and March 17.  The CCG’s QP for 
2016/17 will be based on Q4 performance of 75% 

NEAS are continuing to work on the following improvement actions 

o Internal reviews to reduce volume of red triaged incidents 
o Ongoing use of third party provision 
o Ongoing pilot of Fire and Rescue Service First Responder Scheme 
o Work with the vanguard subgroup to review handover processes with a 

view to agreeing a standardised best practice approach across the region 
 
Sunderland CCG have commissioned NEAS to make improvements to the 
dispatch of Advanced Practitioners to appropriate calls to help prevent 
hospital admissions. Recovery at home team are now liaising with NEAS to 
request an AP response (via ambulance control) to a patient where they 
believe it will stop admission to hospital. The pilot is commissioned from 1 
April 2016 to 30th September 2016 
 

o CHS has reported one mixed sex accommodation breach (MSA) which 
affects four patients, all Sunderland residents.  This is the first time the CCG 
have had a breach of MSA since 2013 which is disappointing.  A full RCA 
has been carried out and will be discussed at the QRG.  The breach 
occurred in the Chest Pain Assessment Unit (CPAU) when the department 
was busy and a female had to be admitted to a male bay for initial 
assessment prior to moving to an admission ward.  This was not done in a 
timely manner and internal policies and procedures were not followed in 
time.  CHS have re-affirmed the policy with staff and refresher training will be 
given periodically.   
 
 

5. Other mandatory national requirements 
o HCAI – C. difficile for the Sunderland community and CHS finished above 

trajectory using published data for 2015/16.  Due to the number of cases 
being upheld by the HCAI Improvement Group, contractually, CHS was on 
trajectory.   
 
CHS reported three MRSA cases in 2015/16 and all three were deemed 
avoidable and the action plan is being monitored by the HCAI Improvement 
Group.  So far in 2016/17, two further cases have been (one in April 16 and 
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one in May 16) reported by CHS, the results of both PIR have not been 
released at this time. 

 
o Cost per ASTRO-PU for March 2016 was £4.07 (Area Team= £3.81, 

England= £3.47).  This is 6.8% higher than the Cost per ASTRO-PU for the 
Area Team. (February = 7.0%); and 17.3% higher than for England 
(February = 15.1%).   In comparison to our neighbouring CCGs, Sunderland 
is below South Tyneside CCG (£4.20) and Gateshead CCG (£4.09) 

  
At March 2016 for the end of 2015/16 financial year, the outturn resulted in 
an underspend on the prescribing budget by 1.27% or £650,501.   

 
Progress on the Medicines Optimisation Strategy: 

o The community stoma review service is undertaking the first clinics at 
the end of June.  Collaboration is ongoing with the acute CHS service 

o MO diabetes specialist nurse reviews are being received well and are 
now complete in 6 practices.  Practices previously less engaged have 
now approached Neva for more information about the service 

o Project Management Officer is now in post with the team 

o A successful TITO session was held in June to all GPs, practice nurses 
and nurse practitioners around the Joint Formulary. 

o  MO LIS results for 2015/16 have been completed and will be 
communicated to practices week commencing 20th June. 

o Engagement continues to be good with CHS directorates including joint 
working on formulary applications and shared care and direct queries 
from clinicians.  

o The initial cohort of pharmacists employed by Sunderland GP Alliance 
for the NHS England Clinical Pharmacists in General Practice Pilot are 
now in place and a handover from Pharmicus is currently in progress 

o IAPT Access and Recovery – Final 2015/16 performance is now available for 
access and recovery and unfortunately the CCG did not achieve the national 
standard of 15% access.  NTW delivered overall but 14.7% was the final 
position for Sunderland CCG which is disappointing.  Work has commenced 
on understanding the flow of patients in and out of Sunderland to understand 
the impact on the CCG and provider.  Recovery was delivered for 2015/16 
and published information for April 16 shows the CCG is ahead of the 
monthly trajectory for both indicators so it is key that this performance 
continues for the CCG to deliver the 16/17 national standards. 
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6. Better health 
This section of the new IAF contains the following indicators which will be 
reported going forward: 
 
o Personalisation and choice 

o Personal health budgets 
o Proportion of deaths which take place in hospital 
o People with a LTC who feel supported to manage their condition 

o Health inequalities 
o Avoidable emergency admissions 

o Clinical Priority – Diabetes 
o Diabetes patients that have achieved all the NICE-recommended 

treatment targets: Three (HbA1c, cholesterol and blood pressure) 
for adults and one (HbA1c) for children 

o People with diabetes diagnosed less than a year who attend a 
structured education course 

o Child Obesity 
o Percentage of children aged 10-11 classified as overweight or 

obese 
o Smoking 

o Maternal smoking at delivery 
o Successful smoking quitters at 4 weeks - (Quality Premium) 

o Falls 
o Injuries from falls in people aged 65 and over - (Quality Premium) 

o Anti-microbial resistance 
o Anti-microbial resistance: Appropriate prescribing of antibiotics in 

primary care - (Quality Premium) 
o Anti-microbial resistance: Appropriate prescribing of broad 

spectrum antibiotics in primary care - (Quality Premium) 
o Carers 

o Quality of life for carers. 
 

As mentioned earlier in the report, baseline information is not yet published 
for these indicators but once these are available, these will be reported going 
forward using a combination of nationally published data and local proxy 
data.  Due to the historical information available, it is very likely that a 
significant proportion of these indicators will be rated as red. 
 

7. Better care 
This section of the new IAF contains the following indicators which will be 
reported going forward (over and above those in the NHS Constitution): 
 
o Urgent and emergency  

o Achievement of milestones in the delivery of an integrated urgent 
care service 

o Emergency admissions for urgent care sensitive conditions 
o Short stay emergency admissions for ages 75+ - (Quality 

Premium) 
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o Delayed transfers of care attributable to the NHS per 100,000 
population 

o Population use of hospital beds following emergency admission 
o Primary medical care 

o Management of long term conditions 
o Patient experience of GP services - (Quality Premium) 
o Primary care access 
o Primary care workforce 

o NHS Continuing Healthcare 
o People eligible for standard NHS Continuing Healthcare 

o 7 day services 
o Achievement of clinical standards in the delivery of 7 day services 

o Care ratings 
o Use of high quality providers 

o Clinical Priority – Maternity 
o Clinical Priority – Maternity 
o Women’s experience of maternity services 
o Choices in maternity services 

o Clinical Priority – Dementia 
o Estimated diagnosis rate for people with dementia 
o Dementia care planning and post-diagnostic support 

o Clinical Priority – Cancer 
o Cancers diagnosed at early stage - (Quality Premium) 
o One-year survival from all cancers 
o Cancer patient experience 

o Learning disabilities 
o Reliance on specialist inpatient care for people with a learning 

disability and/or autism 
o Proportion of people with a learning disability on the GP register 

receiving an annual health check 
o Mental Health 

o Improving Access to Psychological Therapies recovery rate 
o People with first episode of psychosis starting treatment with a 

NICE-recommended package of care treated within 2 weeks of 
referral 

o Children and young people’s mental health services 
transformation 

o Crisis care and liaison mental health services transformation 
o Out of area placements for acute mental health inpatient care - 

transformation 
 

As mentioned earlier in the report, baseline information is not yet published 
for these indicators but once these are available, these will be reported going 
forward using a combination of nationally published data and local proxy 
data.  Due to the historical information available, it is very likely that a 
significant proportion of these indicators will be rated as red. 
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8. Activity 
o Non Elective Inpatients – Indicative information for April 16 (based on local 

Secondary Uses Data (SUS) which is the new currency for reporting) shows 
a slight under performance against trajectory which is encouraging.  
Although there is a slight under performance (based on local data), the 
profile for the planned 1,250 spell reduction is lower in the first quarter so it is 
key that we begin to see more aggressive reductions in non-electives.   

 
Looking at HRG level information, the planned reductions are being seen 
which suggests that the teams are beginning to impact on activity but other 
areas are also under (and over) so this needs further analysis which is in the 
process of being completed.  It is also worth noting that April 16 did have two 
days which were affected by the junior doctors strike where non-elective 
admissions were at one of the lowest levels due to being staffed with senior 
decision makers. 

 
Using daily information for CHS (as a proxy), May 16 is showing some 
pressure so it is likely that we will see a different position when May 16 
information is made available.  It is key that we understand the drivers of this 
if it materialises. 

 
o Elective Inpatients – Indicative information for April 2016 (as non-elective) 

shows a slight over performance against plan, predominantly haematology 
and a slight over performance in orthopaedics.  Due to the impact SIMS is 
having on secondary care, we are hopeful that activity will come back on line 
in May 16 for orthopaedics and due to CHS being in a delivery position for 
RTT.   

 
o Accident and Emergency – Indicative information for April 2016 shows an 

over performance for A&E and growth on 2015/16 with proxy information for 
May 16 showing circa 5% growth on the same period last year which is 
affecting A&E performance at CHS .  More work is being produced to try and 
understand the possible reasons for the growth and to identify any further 
actions that can be taken to address the growth. 

 
Full validation will begin when the information for April 16 is published by 
NHS England later in the month. 

 
Please note that a narrative is included within the main scorecard for each 

indicator. 

9. Quality Premium 
A new quality premium is in place for 2016/17 worth £1.421m depending upon 
achievement.  The 2016/17 QP is split into two sections; the first being 
nationally mandated measures (70% of the scheme) and the second being 
locally selected measures (30% of the scheme) and the measures are as 
follows: 
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o National measures 

o Cancers diagnosed at early stage (20% of the scheme) 
o GP referrals made by NHS e-Referral (20% of the scheme) 
o Overall experience of making a GP appointment (20% of the scheme) 
o Improving antibiotic prescribing in primary care (10% of the scheme) 

o Local measures 
o Reduction in the number of injuries from falls for ages 65 and over 

(10% of the scheme) 
o Reduction in short stay emergency admissions for ages 75 and over 

(10% of the scheme) 
o Maintain the number of smoking quitters at 2015/16 levels (10% of the 

scheme) 
 

As with previous years, a number of financial penalties will be incurred if the 
CCG do not deliver a number of constitutional targets which are A&E 4 hour 
wait, RTT which is now only for incomplete pathways, Cancer 62 days and 
NEAS red 1 ambulance calls.   

A full breakdown of the QP for 2016/17 is including in appendix three of this 
report along with a risk assessment against each indicator based on previously 
available data and local intelligence.  At this point, performance against the QP 
is not available until baselines are published so the full value of the scheme is 
shown until we can report an indicative position. 

 
10. Operational plan 2016/17 

The CCG’s 2016/17 to 2018/19 operational plan, summarised in the plan on a 
page (PoaP), has 11 transformation programmes including sustainability which 
comprises 11 productivity projects to meet the £16m funding gap for 2016/17 
as well as contributing to saving requirements of £32m over the remaining four 
financial years.  

 
The purpose of this section of the report is to provide the Governing Body with 
an update in relation to the CCG’s 2016/17 operational plan.  

 
10.1 Work done to date 

The focus of this report is the progress made to conclude the steps 
endorsed by the Executive Committee in June and July to ensure 
effective execution of the CCG’s plan including systems in place to 
allow for monitoring and reporting of progress of delivery.  

 
10.1.1 Project Outline Document (POD) review 

The development of the CCG’s operational plan has led the 
Programme Management Office (PMO) team to undertake a 
review of the existing project management framework and project 
tools, housed on Sharepoint, and their fitness for purpose to 
deliver the CCG’s planned transformation programmes in 
2016/17. 
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The PMO and colleagues have developed a revised project 
management framework, underpinned by a Project Outline 
Document (POD), to support the delivery of the programmes 
on the plan on a page (PoaP).  

 
The POD is the programme/project justification and aims to 
provide more clarity than the previous planning process 
regarding: 
 
1. Why this programme/project is a priority for SCCG 
2. What the programme/project will achieve and by when 
3. An ongoing reference to monitor and measure project 

success during its life span. 
 

Management Leads, in collaboration with their GP Executive 
and Director Leads, for the transformation programmes on the 
PoaP were asked to complete a POD.  The PODs have been 
reviewed internally with the management leads with the 
following outcomes:  
 

 A very small number of PODs required further development to 
ensure clarity on the objectives, milestones and benefits 
associated and this work will be concluded by 08 July. 

 Long term condition rehab (previously ‘weight management’) – 
the focus should be on productivity due to the lack of value for 
money (VfM) of contracts. POD is to be revised to reflect 
agreement on focus. Potential contract notice issues need to 
be explored and resolved by end of August 2016. 

 Two sustainability projects, procedures of limited clinical value 
(PLCV) and NDUC urgent care centre review, will not be 
transferred onto the project toolkit because: 
‾ PLCV – is being implemented and the ‘go-live’ date is 01 

July 2016. The overlap/duplication with the 
Standardisation of Care (SoC) project, including adding 
the pathways to the Map of Medicine tool, was recognised 
and it was therefore proposed to merge PLCV with SoC. 
Ongoing monitoring will be key. 

‾ UCC review – considered to be a contractual matter and 
little value to be gained from adding to the toolkit. 

 All projects will be added to the project toolkit by 13th July and 
each project will complete a first highlight report to be included 
in the August Executive Committee report. 

 
10.1.2 Roles and responsibilities 

A draft proposal regarding roles and responsibilities within 
project management has been developed by the PMO team. 
The intention has been to simplify this as much as possible and 
provide an at a glance guide to capture accountability, 
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responsibility and requirements for consultation and/or 
information. This is in the process of being shared and 
validated with specific teams to ensure their input is accurately 
captured during this testing period, which will be led by the 
PMO and circulated widely when validated.  Training needs 
may be identified during the course of the validation period 
which PMO will need to review and support appropriately – 
bespoke training may be required which PMO can develop and 
deliver. 

 
10.1.3 PMO offer 

In light of the operational plan a review of the PMO has been 
agreed mindful of the increasing financial challenges facing 
SCCG over the coming five years and potential business 
benefits a fully established PMO may offer. The review 
considers the current establishment (staff resource), current 
PMO role and sets out issues. An action plan has been 
developed for SCGG PMO redesign and implementation. 

 
The PMO ‘offer’ will ultimately be to provide both an 
assurance function as well as ‘hands on’ project support to 
the transformation programmes. However it is proposed that 
this approach is phased:  

 

 Phase 1: 13 June to 11 July: dedicated 1-1 PMO support 
for Management Leads from allocated PMO team 
members to transition project outline information onto the 
detailed project management toolkit.  The transition onto 
the toolkit is expected to require maximum PMO capacity 
to support.  

 
Significant further work is required over the coming 
months to further test and refine the project management 
toolkit, which will be led by the PMO Team.   

 

 Phase 2: 11 July – 12 September 2016 
The PMO Team will work closely with Leads during this 
phase to agree the appropriate RAG rating for the project 
overall and for individual sections of the highlight report.  
PMO will collate all highlight reports into an overall 
monthly dashboard for assurance purposes.  
 
Project Leads will continue to have an aligned PMO team 
member to ensure they are able to comfortably utilise the 
functionality of the new project management toolkit.     
 
Well placed to outline resource requirements to support 
project delivery as they have been supported to develop 
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detailed plans, Management Leads will be asked to 
advise of their requirements for project support. 

 
During this time the capacity of the PMO Team will be 
reviewed to assess the capacity required to support the 
assurance role, given the introduction of a new project 
toolkit, as well as provide hands on project support. The 
outcome will be shared with the Director Team for 
consideration as additional external resource is likely to 
be required to supplement the capacity of the PMO team. 
 
The PMO ‘offer’, to fulfil both an assurance role and 
project support/delivery, will then be finalised, agreed and 
shared with all staff. 

 
10.1.4 Projects or programmes 

The review has assisted in understanding and getting 
agreement on what are programmes of work and what are 
projects. The following are considered to be programmes of 
work: 

 General practice strategy 

 Learning disabilities 

 Ambulatory emergency care 

 Childrens mental health 

 Childrens and maternity 
It is unclear yet whether cancer and cardiovascular disease will 
be programmes or projects until the scope has been 
concluded.  
 
The approach to programmes is still to be determined and 
agreed but they will clearly span more than one year. 

 
10.1.5 Standard operating procedure 

A flow chart has been developed for Quality Impact 
Assessments (QIAs), Privacy Impact Assessments (PIAs) and 
Equality Impact Assessments (EIAs) to be shared with 
management leads and hosted on Sharepoint. 

 
10.1.6 Projects not on a plan on a page  

A review has taken place on the work detailed in Heads of 
terms with City Hospitals Sunderland and Gateshead Health 
NHS FTs which are out with the transformation programmes on 
the plan on a page.  
 
Leads for the work streams are set out below: 

 Looked after children – Deanna Lagun. 

 Community geriatrician service – contract led with input 
from Out of Hospital provider board. 
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 Pathology – contract led. 

 Reconfiguration of breast service – contract led and near 
completion. 

 Diabetes and retinal screening – to be advised. 
 

An area however which needs to be considered, as is not 
assigned, is the therapies review covering a range of services 
including physiotherapy, OT, dietetics, stroke, SALT, 
community stroke rehabilitation.  
 
Therapies review would naturally sit within the Out of Hospital 
work stream but it needs to be considered in a wider Local 
Health Economy (LHE) context of the reconfiguration and 
transformation of clinical services across the STFT and CHS 
NHSFT and the current work on the out of hospital models in 
Sunderland and South Tyneside.  
 
It is suggested that the proposed therapies review is 
considered in this wider context. The Out of Hospital Board was 
asked to give direction to the Executive Committee on the how 
this work could be undertaken and timing and the chair of the 
OOH Board updated the Executive at the July meeting.  The 
OOH Board have approved the model they want to commission 
and the community services provider board are reviewing how 
they can support delivery of this model currently taking account 
of the acute operating model review timeframe.  

 
10.1.7 Financial gap 

A review of all sustainability projects from the PoaP was 
undertaken following the meeting to review the PODs.  
 
Key points from the review which relate to the five projects 
identified to achieve the £1.3m recurrent productivity savings 
gap in 2016/17 include: 

 

 PLCV – Acute block contract arrangements will not 
release savings in 2016/17 but the impact on potential 
future contract values and reduction in activity, as a result 
of implementing the new process, need to be monitored to 
achieve recurrent savings. Project to continue as planned. 
(rated amber) 

 Standardisation of care - Work progressing with low 
level of savings in the short to medium term. Evaluation 
required by December 2016 to inform likely longer term 
recurrent productivity releases and the resulting return on 
investment (rated as amber). 

 Long term condition rehab – scheme to continue in 
accordance with revised focus to deliver productivity 
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savings. A recommendation is needed by the end of 
August 2016 (rated as amber). 

 NDUC UCC review – Potential issue concerning NDUC’s 
engagement in the process but non-recurrent slippage 
(i.e. underperformance of activity against baseline on the 
contract) can still be obtained. A key interdependency is 
agreeing next steps on UCCs - i.e. whether decommission 
/ re-procure (rated as amber) 

 Packages of care – Savings target (500k in 16/17) based 
on local benchmarking data. The Management Lead was 
to rapidly identify the issues and the savings opportunities 
which are required to manage pressures in this area by 
August 2016 (rated as red).  As a result it is not felt this 
scheme can deliver on the required level of savings this 
year and the concern is increasingly about the growth in 
demand in this area.  The group who have been assuring 
the plans have advised a ‘stop the line’ on this area of 
work and escalation to the Director team. 

 
An initial risk log has been set up for the plan on a page 
and sustainability projects to ensure risks to the 
programme are clearly captured, and owned with 
mitigating actions. There needs to be a read across from 
this risk log to the corporate risk register 

 
10.1.8 Governance 

Following a development session with Directors in May to 
review the governance arrangements which are currently in 
place and which support the delivery of the 2015/16 operational 
plan, the work will be concluded by the end of July though an 
Executive Development session.  Half of the current 
arrangements were agreed as appropriate or needing tweaking 
with half being new priorities and therefore needing new 
governance arrangements – to be resolved by the end of July 
2016. 

 
10.2 Next steps 

The next steps are: 

 All projects to be put into the new project toolkit by 13th July 
2016. 

 Every project to complete a first highlight report by 13th July 
2016. 

 Out of Hospital Board to progress the therapies review  with the 
community services provider board. 

 Management leads to complete actions in respect of the 
financial gap. 

 Escalate the issue of the growing demand and financial impact 
re packages of care to the Director team for further 
consideration 
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10.3 Recommendations 

The Governing Body is asked to: 

 Note the position and progress to date against the CCG 
Operational Plan 2016/17 and the next steps. 

 Note the summary of the new Assurance framework for CCGs 
for April 2016/17 

 Note the position and progress against each indicator in the 
2016/17 improvement and assessment framework including 
mitigating actions to improve performance. 

 Note the issues relating to the lack of nationally published 
baselines for new elements of the improvement and 
assessment framework which prevents full reporting against 
the framework 

 Note the predicted CCG Quality Premium payment relating to 
2016/17.  

 
Authors:  Matt Thubron 

Deputy Head of Contracting, Performance and Business 
Intelligence 

 
   Helen Steadman 
   Strategy and Planning Manager 
 
Sponsoring Director: Debbie Burnicle 
    Deputy Chief Officer 
 
Date:   13th July 2016 
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Appendix 1 
 
 

CCG Improvement and Assessment Framework 2016/17- Summary 

 

1. Introduction 
NHS England (NHSE) has a statutory duty to conduct an annual assessment of every 

CCG. Since initial authorization in April 2013, CCGs have been assessed three times: 

2013/14; 2014/15 and 2015/16. Sunderland CCG’s 2015/16 end of year review took 
place on 09 May 2016 and formal feedback is awaited. The CCG will be assigned a 

rating based upon its performance across the five domains of the 2015/16 framework. 

NHS England published guidance on a new CCG improvement and assessment 

framework 2016/17 at the end of March 2016. The Operating Manual, part one, was 

published on 23 May 2016 providing detail about the operational processes that 

underpin the framework. 

2. 2016/17 CCG improvement and assessment framework - what is new? 
In 2016/17 the terminology has changed signaling a shift in focus. The new CCG 

Framework for 2016/17 is an Improvement and Assessment Framework (IAF) and not 

an assurance framework. The focus on improvement signifies a change in how NHS 

England perceives its role. The CCG IAF guidance states that the intention of the IAF 

is to ‘empower CCGs to deliver the transformation in the Forward View’ and so the 

focus is ‘practical support rather than assurance and monitoring’ (p.10). 

3.1  Transparency 

The new framework introduces transparency into the assessment process as 

historically CCG assessments have not been highly visible. To support transparency 

for the public and CCG benchmarking against peers, the overall ratings in the clinical 

areas (section 3.2) and relative performance on indicators will be published, including 

on MyNHS. 

3.2  Alignment to the Five Year Forward View 

The 2016/17 CCG IAF is aligned to the Five Year Forward View (‘Forward View’) and 
the triple aim: 
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Personalisation and Choice Urgent and emergency care

Health inequalities Primary medical care

Clinical priority: Diabetes NHS Continuing Healthcare

Child obesity Elective access

Smoking 7 day service

Falls Care ratings

Anti-microbial resistence    Clinical priorities:  Maternity

Carers Dementia

Cancer

Learning disabilities

Mental health

Quality of Leadership Estates strategy

Workforce engagement Allocative efficiency

CCGs' local relationships New models of care

Probity and corporate governance Financial sustainability

Sustainability and transformation plan Paper-free at the point of care

3.3  Delivering the system needs 

Delivery of the Forward View, and its triple aim, requires greater system working and 

system responses. The IAF indicators (section 5) cover things that are not fully in 

control of CCGs and require CCGs to focus on the strength and effectiveness of their 

system relationships, levers and incentives, to make progress. The IAF has been 

designed to supply indicators for adoption in Sustainability and Transformation plans 

(STPs) as markers of success. 

3. Framework design – how will it work? 
 The diagram below summarizes the new CCG IAF: 

 

 

 

 

 

 

 

 

 

 

 

 

 

4.1  Four components 

Within the new framework it is proposed that CCGs will be assessed in relation to four 

key facets of their functions and responsibilities: 

 

 

 

  

 Better health – this section looks at how the CCG contributes towards improving 
the health and wellbeing of its population  
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 Better Care – this principally focuses on care redesign, performance of 
constitutional standards and outcomes including in important clinical areas  

 Sustainability – this section look at how the CCG is remaining in financial 
balance and is securing good value for patients and public from the money it 
spends. 

 Leadership – this domain assesses the quality of the CCG leadership, the 
quality of its plans, how the CCG works with its partners and the governance 
arrangements that the CCG has in place to ensure it acts with probity, for 
example in managing conflicts of interest. 

 

3.2 Six clinical priorities 
The Forward View and planning guidance set out national ambition for transformation 

in six clinical priority areas. The assessment framework includes the six clinical priority 

areas: 

 

 

 

 

 

 

 

 

Assessments in each clinical priority will be overseen by independent panels and their 

clinical chairs have been appointed. The chairs have agreed a common approach to 

assessment combining the individual indicators in the IAF to reach a composite score 

for each area. A small number of indicators require an element of subjective 

judgement and these will require moderation to ensure consistency. 

A first assessment (baseline performance) for each CCG for each of the six areas was 

to have been completed by 06 June, results shared with CCGs by 17 June and results 

published on MyNHS by the end of June. These milestones have slipped and it has 

been indicated that publication will be mid-July. Initial data for each of the six areas will 

be derived solely from the indicators in the new framework looking at a CCG’s current 
baseline performance and offers a useful starting point for future assessments. 

Each of these areas will have an annual summative assessment on a four point scale. 

4.  Data supporting the framework 
The 2016/17 framework will report 60 indicators in 29 areas across the four domains 

and six clinical priorities. A number of these indicators are in development or will start 

to be reported during the year. 
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Key points are: 

 The 60 indicators are not intended to be comprehensive across the breadth of 
a CCG’s or NHS England’s responsibilities; 

 The indicators cover NHS Constitution and other core performance and finance 
indicators as well as outcome goals and transformational challenges and are 
reported in the Committee’s July Assurance report.  

 It is expected that indicators will be retired, where the greatest progress is 
made and new metrics will be added to ensure focus continues on priorities 
and emerging opportunities. 

 Some indicators require CCGs to use their influence as system leaders.  

 Greater transparency on this information for patients and the public will be 
enabled by publication on MyNHS. 

 It is intended that the indicators will be reported quarterly. A detailed technical 
document has been issued to help CCGs to understand the purpose and 
construction of the indicators in the IAF. 

 

Prior to the publication of the IAF Operating Manual in May the CCG undertook a 

baseline assessment and the July assurance report to the Executive Committee sets 

out the position and progress against each indicator in the 2016/17 IAF including 

mitigating actions to improve performance. 

5. Ways of working 
The framework is intended to be a focal point for joint work, support and dialogue 

between NHSE and CCGs. Regional and local teams will work with CCGs in different 

ways depending whether the CCG needs to get back on track or whether it is planning 

for future development and transformation. Clinical networks have an important role to 

play at the local level in cancer, maternity, diabetes, adult and children’s mental health, 
dementia and urgent and emergency care. 

 

Familiar with the continuous process introduced in 2015/16 the approach is likely to 

take the form of regular issue-focused meetings where wider sources of evidence 

inform conversations on improvement and the support required. The schedule of 

meetings would be based upon the level of risk a CCG is carrying and the focus will be 

‘enabling change rather than an assurance process and giving ratings’ (p.6, Operating 
Manual). 

6. CCG accountability and assessment 
NHSE has a statutory duty to conduct an annual performance assessment of each 

CCG and the Government’s Mandate to NHSE specifies the four ‘Ofsted style’  
categories to be applied – outstanding, good, requires improvement and inadequate – 

to CCGs. 

The annual assessment will be a judgement reached by taking account of the CCG’s 
performance in each indicator area over the full year and balanced against the 

qualitative assessment of the leadership of the CCG. 
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The CCG year end assessment will require regional and national moderation as 

happens currently to ensure assessments have been applied consistently. NHSE’s 
Commissioning Committee will oversee the process and sign off of the ratings. The 

Committee will also receive the independent panels’ assessments of the six clinical 

priority areas. 

Author:    Helen Steadman 

     Planning & Strategy Manager 

Date:    24.6.16 
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Appendix two – Indicative performance against the 2016/17 CCG improvement and assessment framework (IAF) 
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2016/17 CCG Improvement and Assessment Framework 

 

Personalisation and Choice Urgent and emergency care

Health inequalities Primary medical care

Clinical priority: Diabetes NHS Continuing Healthcare

Child obesity Elective access

Smoking 7 day service

Falls Care ratings

Anti-microbial resistence    Clinical priorities:  Maternity

Carers Dementia

Cancer

Learning disabilities

Mental health

Quality of Leadership Estates strategy

Workforce engagement Allocative efficiency

CCGs' local relationships New models of care

Probity and corporate governance Financial sustainability

Sustainability and transformation plan Paper-free at the point of care
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Appendix three – 2016/17 estimated quality premium achievement 

 

Quality premium 2016/17 overview

Sunderland CCG

Population*

Possible Quality Premium Funding (£5 per head)

Assumptions

Title of Measure
Percentage of Quality 

Premium
Value for CCG

Measure Achieved Eligible QP funding
Comments

Cancers diagnosed at early stage 20% £284,321 Yes £284,321
Rated as medium risk due to previous performance.  Baseline 

information is expected imminently to assess likelihood of achievement.

Increase in the proportion of GP referrals made by e-referrals 20% £284,321 Yes £284,321 Rated as medium risk due to the availability of reliable data at this time.  

Overall experience of making a GP appointment 20% £284,321 Yes £284,321

Rated as high risk due to previous performance.  Nationally published 

information not expected for a number of months due to national 

publication timescales.

Antimicrobial resistance (AMR) Improving antibiotic prescribing in 

primary care
10% £142,161 Yes £142,161 Rated as medium risk due to stretching targets in 2016/17

Reduce the number of injuries from falls for ages 65+ 10% £142,161 Yes £142,161
Rates as medium risk due to levels of reduction required and previously 

seen growth levels.

Reduce short stay emergency admissions for ages 75+ 10% £142,161 Yes £142,161
Rates as medium risk due to levels of reduction required and previously 

seen growth levels.

Maintain the number of smoking quitters at 2015/16 10% £142,161 Yes £142,161 Rated as high risk due to national and local deteriorating position.

Totals 100% £1,421,605 £1,421,605

NHS Constitution rights and pledges Adjustment to Quality Value of adjustment Measure Achieved Adjustment to QP 

Maximum 18 weeks from referral to treatment - incomplete 25% -£355,401 Yes £0
Low risk due to performance at CCG level.  Performance for April 2016 

not yet available to assess current performance.

Maximum four hour waits in A&E departments - standard 25% -£355,401 Yes £0
Medium risk for 2016/17 due to previous performance.  Performance 

for April 2016 not yet available to assess current performance.

Maximum two months (62 day) wait from urgent GP referral to first 

definitive treatment for cancer
25% -£355,401 Yes £0

Medium risk for 2016/17 due to previous performance.  Performance 

for April 2016 not yet available to assess current performance.

Maximum 8 minute response for Category A (Red 1) ambulance calls 25% -£355,401 Yes £0
High risk for 2016/17 due to previous performance.  Performance for 

April 2016 not yet available to assess current performance.

TOTAL ADJUSTMENT 100% -£1,421,605 £0

REVISED TOTAL £1,421,605 £1,421,605
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284,321

£1,421,605

The CCG manages within its total resources for 2016/17

There are no serious quality failures during 2016/17

Value



NHS Official                                              Item: 9.3 

 

CATEGORY OF PAPER  

Proposes specific action  

Provides assurance   

 
GOVERNING BODY 

 
26 JULY 2016 

Report Title: 

 
Quality, Safety and Risk Committee Revised Terms 

of Reference  
 

Purpose of report 

To provide the governing body with the revised terms of reference for the quality, safety and risk 
committee.  

Key points, risks and assurances 

As part of the annual report preparations and to review the effectiveness of the quality, safety and 
risk committee (the committee) against the functions set out in the committee’s terms of reference, 
an annual review of performance was undertaken by Aileen Sullivan, chair of the committee. 
 
The review highlighted the need to revise the committee’s terms of reference to provide further 
clarity on the functions delegated to it by the governing body.  The proposed changes are as 
follows:  
 

 Reduction in the number of members to ensure the committee continues to function 
efficiently and effectively – paragraph 4 

 Paragraph 5.3 updated to remove the reference to the safeguarding strategic group.  

 Wording in paragraphs 6.2.1 and 6.2.2 clarified to reflect the CCG and NHS England 
responsibilities for quality in primary care 

 Paragraph 6.3.7 updated to reflect the revised medicines optimisation and guidelines group 

 Paragraph 6.5 added to reflect the committee’s responsibilities in relation to patient and 
public involvement.  

 
The changes have been highlighted in yellow in the document for ease of reference.  The terms of 
reference were approved by the committee at its meeting on 10 may 2016. 
 

Recommendation/Action Required 

The governing body is asked to approve the amended terms of reference for the quality, safety and 
risk committee. 

Sponsor/approving director   
Mrs Aileen Sullivan, lay member PPI and committee 
chair 

Report author Ms Deborah Cornell, head of corporate affairs 

Governance and Assurance 

Link to CCG corporate objectives  (please tick all that apply) 

CO1: Ensure the CCG meets its public accountability duties  



Official  

Page 2 of 9 

 

 

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  

CO8:  Develop and deliver primary medical care commissioning  

Any relevant legal/statutory issues 

CCG Constitution, scheme of reservation and delegation and general corporate governance 
guidelines.  

Are the identified risks on the risk register?  

 
None identified. 

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

The terms of reference were approved by the committee at its meeting on 10 May 2016 and 
recommended for submission to the governing body for formal ratification.  

Equality analysis completed 
(please tick)  

Yes  No  N/A  

Key implications 

Are additional resources 
required?   

 
None identified 

Has there been appropriate 
clinical engagement?  

Yes via the clinical members on the committee. 

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

Not applicable 

Any current or expected 
impact on patient 
outcomes/experience? 

Not applicable 

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

Not applicable 
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QUALITY, SAFETY AND RISK COMMITTEE 
 

TERMS OF REFERENCE 
 
 
1. Introduction 

 
1.1  The quality, safety and risk committee (the committee) is established as a 

committee of the governing body of NHS Sunderland Clinical Commissioning 
Group (the CCG), in accordance with constitution, standing orders, scheme of 
delegation and quality strategy.  

 
1.2  These terms of reference set out the membership, remit, responsibilities and 

reporting arrangements of the committee and shall have effect as if incorporated 
into the CCG constitution and standing orders.  

 
2. Principal Function 

 
2.1 The committee is responsible for ensuring the appropriate governance systems 

and processes are in place to  
 

 commission, monitor and ensure the delivery of high quality safe patient 
care in commissioned services, 

 facilitate, monitor and ensure quality improvement in general medical 
practice working with NHS England.  

 
2.2 In achieving this, the committee will seek to promote a culture of continuous 

improvement and innovation with respect to safety of services, clinical 
effectiveness and patient experience, to secure public involvement and to 
provide assurance to the governing body about the quality, safety and risks of the 
services being commissioned, and the overall risks to the organisation’s strategic 
and operational plans. 
 

2.3 The committee will, as delegated by the governing   body, provide oversight and 
scrutiny of arrangements for supporting NHS England in relation to securing 
continuous improvement in the quality of primary medical services through the 
planning process and future primary care commissioning arrangements.  
 

 
3. Accountability 
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3.1  The committee is a formal committee of the CCG’s governing body.  
 

4. Membership 
 

4.1 Membership of the committee will consist of:  
 

 lay member for patient and public involvement (chair) 

 director of nursing, quality and safety (vice chair) 

 chief officer  

 medical director 

 secondary care clinician  

 GP x3    

 head of quality and patient safety 

 head of medicines optimisation  

 head of safeguarding  

 head of corporate affairs  

 head of contracting, performance and business intelligence 

 director of public health  

 The following members of staff will be invited to attend as appropriate:    
  

 patient experience officer 

 clinical quality officer 

 clinical quality officer (nursing homes) 

  The CCG chair will be an ex-officio member.           
 
4.2 The chair of the committee has responsibility to ensure that the committee obtains 

appropriate advice in the exercise of its functions.  Officers, employees, and 
practice representatives of the CCGs and other appropriate individuals may be 
invited to attend all or part of meetings of the committee to provide advice or 
support particular discussion from time to time.   

 
5. Authority 

 
5.1  The governing body authorises the committee to pursue any activity within these 

terms of reference including to: 
 

(i)  seek any information it requires from CCG employees, in line with its 
responsibility under these terms of reference and the scheme of reservation 
and delegation; 

 
(ii)  require all CCG employees to co-operate with any reasonable request made 

by the committee, in line with its responsibility under these terms of reference 
and the scheme of reservation and delegation; 
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(iii)  review and investigate any matter within its remit and grants freedom of 

access to the organisation’s records, documentation and employees. The 
committee must have due regard to the CCG’s information governance 
policies regarding personal health information and the CCG’s duty of care to 
its employees when exercising its authority. 

 
5.2 In discharging its responsibilities the committee will comply with the CCG’s 

standing orders and prime financial policies and standards of business conduct 
policy.   

 
5.3 The committee is authorised to establish sub-groups to assist it in discharging its 

responsibilities.   Such sub-groups will include the HCAI improvement group, risk 
management group and joint designated named professionals group (a joint 
arrangement with other CCGs). 

 
6. Roles and responsibilities 
 
6.1    Quality in commissioned services 
 
6.1.1  To develop, monitor and review the CCG’s vision and framework for 

commissioning services that are high quality, safe, clinically effective and provide 
positive patient/carer experience and in line with the CCG’s quality strategy. 

 
6.1.2  To receive reports on the quality of commissioned services, to review risks 

arising and monitor progress in implementing recommendations and action plans. 
 
6.1.3  Where the CCG is the coordinating commissioner ensure provision of appropriate 

quality assurance and improvement information to collaborating CCGs, in 
particular escalating any areas of concern in timely way.  

 
6.1.4  To receive reports (via the integrated quality reports or separate reports where 

necessary) on the quality of commissioned services from other CCGs where they 
act as the coordinating commissioner and the CCG has contracts.   

 
6.1.5  To seek assurance on the performance of NHS provider organisations in terms of 

the Care Quality Commission, Monitor and any other regulatory bodies (note that 
the Monitor’s compliance framework relies on assurance from third parties, 
including local commissioners of services). 

 
6.1.6  To receive and review the draft quality accounts of NHS providers where the 

CCG acts as coordinating commissioner and approve the corroborative 
statement to the provider within the timescales outlined in the quality account 
regulations.  

 
6.1.7  To receive and review the published quality accounts of NHS foundation trusts 

which, as a minimum, will include those relating to the foundation trusts which 
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provide local acute services, community health care services and mental health 
and learning disabilities services to the Sunderland population. 

 
6.1.8  To oversee the development of quality incentive schemes e.g. CQUIN, ensuring 

alignment to CCG strategic priorities and national requirements.  
 
6.1.9  To ensure a clear escalation process, including appropriate trigger points, is in 

place to enable appropriate engagement of external bodies in relation to areas of 
concern, with a view to an external review being carried out. 

 
6.1.10 To ensure appropriate collaboration with the area team of the NHS England e.g. 

through local area quality surveillance groups.  
 
6.2   Improving quality in general medical practice 
 
6.2.1  To assist and support NHS England in relation to their duty to improve the quality 

of primary medical services through agreements and processes with the CCG’s 
members practices with regards to patient safety, risk, safeguarding and patient 
experience and through the CCG’s co-commissioning delegated responsibilities 
for primary medical care services.  

 
6.2.2  To ensure an appropriate interface and collaborative working with NHS England 

(via the primary care quality surveillance group) is maintained in relation to 
quality in general medical practice to help contribute to improved patient 
outcomes.  

 
6.3   Patient safety – overarching systems  
 
6.3.1   To receive reports on clinical risks, incident reporting, serious incidents, never 

events, complaints and claims and monitor progress in implementing 
recommendations and action plans. 

 
6.3.2  To ensure oversee development/adaptation of a patient safety assurance 

framework with systems for monitoring quality and safety of care, with reference 
to a range of indicators which might include Care Quality Commission ratings and 
reviews, Monitor ratings and any other relevant sources of external assurance.   

 
6.3.3  To receive and scrutinise independent investigation reports relating to patient 

safety issues and agree publication plans as part of the serious incident reporting 
and safeguarding processes.  

 
6.3.4  To receive reports on the management of infection control performance, 

especially health care acquired infections. 
 
6.3.5  To receive reports on assurance in relation to medicines optimisation, including 

safety alerts and cost effectiveness prescribing, not less than quarterly. 
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6.3.6  To receive assurance in relation to controlled drugs and receive a reports as 
appropriate (liaising with NHS England as appropriate).  

 
6.3.7  To receive minutes from the medicines optimisation and guidelines group. 
 
6.3.8  To ensure that appropriate strategies and training plans are in place for 

safeguarding of children and vulnerable adults, receiving appropriate reports 
pertaining to the CCG’s safeguarding duties. 

 
6.4   Patient experience 
 
6.4.1  To ensure that the views of patients and the public are properly reflected in the 

development and implementation of CCG policies and plans and to receive and 
act upon reports on patient experience. 

 
6.4.2  To oversee the development and implementation of a structured and planned 

approach to the collection and use of patient reported experience in both provider 
management processes and commissioning decisions.  This will also include 
using feedback from individual consultations in practice.  

 
6.5  Patient and Public Involvement 
 
6.5.1 To ensure arrangements are in place to secure public involvement in the 

planning, development and consideration of proposals for changes and decisions 
affecting the operation of commissioning arrangements.  

 
6.5.2 To ensure patient and the public are consulted with and involved in accordance 

with the relevant legislation and through the development and publication of a 
patient and public involvement strategy.  

 
6.6 Clinical effectiveness 
 
6.6.1  To promote and encourage an evidence based culture within the CCG and wider 

health economy ensuring CCG’s commissioning takes account of national 
guidance such as NICE guidance, including technology appraisals, NICE quality 
standards and other relevant standards e.g. from royal colleges and professional 
bodies. 

 
6.7  Risk 
 
6.7.1  To ensure that all systems are in place and operating effectively for the 

identification, assessment and prioritisation of potential risk (including quality and 
patient safety issues), and to report on any major strategic issues and any 
associated financial implications to the governing body and to other external 
agencies as appropriate including the National Reporting and Learning System. 

 
6.7.2  To use the governing body assurance framework to guide the work of the 

committee in gaining assurances on the principal risks identified within the 



Official  

Page 8 of 9 

 

framework.  This will include review of the content of the corporate risk register 
and to scrutinise controls and actions for high and extreme risks. 

 
 
 
 
7.   General 
 
7.1 To consider and approve relevant policies and procedures as appropriate on 

behalf of the governing body. This duty may be delegated to sub-committees or 
executive arrangements. 

 
8. Administration 

8.1  The head of corporate affairs will ensure an appropriate minute of the meeting is 
taken and provide appropriate support to the chair and committee members.  

 
 

9. Quorum 
 

9.1  The quorum shall be one third of the membership of the committee, including at 
least one lay member or the vice chair and one executive clinical member (doctor 
or nurse).  

 
10. Decision making 

 
10.1  Generally it is expected that decisions will be reached by consensus. Should this 

not be possible then a view of members will be required. In the case of an equal 
vote, the person presiding (i.e. the chair of the meeting) will have a second, and 
casting vote. 

 
11. Frequency and notice of meetings 

 
11.1  Meetings will be held at such interval as the chair shall judge necessary to 

discharge the responsibilities of the committee, but shall be at least six times per 
year. 

 
12. Attendance at meetings 

 
12.1   The members of the committee are required to provide information to progress 

and inform the agreed agenda items. 
 
12.2   The committee members are required to attend each meeting or if apologies are 

made any information they are expected to contribute must be supported either 
through a deputy or in writing to the chair. 

 
12.3  In addition to the core membership the committee may co-opt additional 

members as appropriate to enable it to undertake its role. 
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13. Reporting Arrangements 

 
13.1  The minutes of the meetings shall be formally recorded and submitted to the 

governing body. 
 
13.2  The chair of the committee shall draw to the attention of the governing body any 

issues that require disclosure to the governing body, or require executive action.  
 
13.3  The committee will report to the governing body, at least annually on its work. 
 
14.  Policy and best practice 

 
14.1  The committee will apply best practice in its decision making, and in particular it 

will:  
 

 ensure that decisions are based on clear and transparent criteria 

 comply with CCG policy and procedures for the declaration of interests 
 

13.2 The committee will have full authority to commission any reports or surveys it 
deems necessary to help it fulfil its obligations and to invite individuals to attend 
as appropriate to provide advice on its functions. 

 
15. Conduct of the committee 

15.1  All members of the committee and participants in its meetings will comply with 
the standards of business conduct for NHS staff, the NHS code of conduct and 
the CCG’s standards of business conduct policy which incorporate the Nolan 
principles. 

 
16. Date of Review 

 
16.1  The committee will review its performance, membership and these terms of 

reference at least once per financial year.  It will make recommendations for any 
changes as a result to the governing body for approval.   

 
16.2 No changes to these terms of reference will be effective unless and until they are 

agreed by the governing body. 
 
 
Date agreed by committee: 10 May 2016   
 
 
Date ratified by governing body:      
 
 
 


