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Meeting of the Governing Body 

 
To be held on Tuesday 27 September 2016 1.00-3.30pm 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  26 July 

2016 
1.05-1.15 Enclosure 

    
5. Matters arising from the minutes and action log 1.15-1.25 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. 

1.25-1.30  

    
8. 
 

Items of Quality and Safety 
 

  
 

8.1 
 
 
 
 
8.2 
 
 

Report from the Quality, Safety and Risk 
Committee Minutes from  12 July and 16 August 
2016 
A Sullivan 
 
Safeguarding Annual Report 2015/16 
A Fox/D Lagun 
 

1.30-1.50 
 
 
 
 
1.50-2.10 

Enclosures 
 
 
 
 
Enclosure 
 
 

9 
 
9.1 
 
 
9.2 
 
 

Items of Governance and Assurance 
 
SCCG Financial Report   
D Chandler 
 
SCCG Assurance Report 
H Steadman 
 

 
 
2.10-2.20 
 
 
2.20-2.35 
 
 

 
 

Enclosure 
 
 

Enclosure 
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9.3 
 
 
 
9.4 
 
 
9.5 
 
 
 
 
 
9.6 
 
 

South Tyneside and Sunderland Healthcare 
group – case for change 
P Garner 
 
Annual audit letter 2015/16 
D Chandler 
 
Managing Conflicts of Interest 

 Revised CCG Process 

 Standards of Business Conduct and 
Declarations of Interest Policy 

D Cornell 
 
Risk Management Policy and Framework 
D Cornell 
 

2.35-2.55 
 
 
 
2.55-3.00 
 
 
3.00-3.10 
 
 
 
 
 
3.10-3.20 
 
 

Enclosure 
and 
presentation 
 
Enclosure 
 
 
Enclosure 
 
 
 
 
 
Enclosure 
 

10 Items for Information Only 
 

  

10.1 
 

Chief Officers Report 
D Gallagher 

 Enclosure 

    
10.2 Minutes of the Executive Committee meetings 

held on 5 July and 2 August 2016 
 Enclosures 

    
10.3 Minutes of the Audit Committee meeting held on 

24 May 2016 
 Enclosure 

    
10.4 Minutes of the Primary Care Commissioning 

Committee meeting held on 24 May 2016 
 Enclosure 

    
11 Any other business   
    
12 Date of next meeting   
    
 Tuesday 29 November 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 26 July 2016, 1.30-4pm in Bede Tower, 

Burdon Road, Sunderland, SR2 7EA. 

Minutes 

Present: Mrs Pat Taylor, Lay member for Audit and Vice Chair (Chair)  

 Dr Raj Bethapudi, Elected GP Member 

                                    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 

Dr Fadi Khalil, Elected GP Member   

 Mrs Aileen Sullivan, Lay Member, Patient and Public 

Involvement 

     

In Attendance: 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 Tarryn Lake, Head of Finance 

 Mrs Fiona Brown, Sunderland City Council (part) 

 Mr Chris Macklin, Lay Member, Primary Care Commissioning 

 Mrs Kathryn Headley, minutes 

  

2016/84          Welcome and Introductions 

 Mrs Taylor welcomed everyone to the meeting.  

2016/85          Apologies for Absence 
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Apologies for absence were received from Dr Ian Pattison, Prof Mike 
Bramble, Dr Tracey Lucas, Mr Eric Harrison, Mr David Chandler and 
apologies that Mrs Fiona Brown would be late.  Mrs Taylor confirmed 
that the meeting was quorate. 

 

2016/86 Declaration of Interest 

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

 

2016/87 Minutes of the meeting held on 24 May 2016 

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

2016/88 Matters arising from the minutes and action log 

                         There were no matters arising. 

2016/89         Action Log 

 2016/59 Report from the QSRC meetings on 8 March and 12 April 

2016 – In relation to lone worker issues, Mrs Fox advised that, 

following a CQC and clinically led visit from the CCG, it was 

recognised that there were some staffing issues and work was 

underway with the CQC and provider to address these.  The 

Governing Body would receive feedback from the future minutes from 

the QSRC. 

 The fourth action point against this item related to seeking 

confirmation on whether the palliative care nursing team could verify 

deaths.  Mrs Fox confirmed that nurses who have undertaken the 

training could verify deaths, and she would look into the numbers of 

trained nurses.  In addition, she would ensure that this was widely 

communicated. 

 Action: AF 

 2016/68 Five year financial plan for general practice – Mrs Lake 

confirmed that a report on cash flow payments to general practice 

would be presented to the Primary Care Commissioning Committee 

later that day. 

 Items 2016/12, 2016/13, 2016/75 were complete and would be 
removed from the action log. 
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2016/90 Notification of items of any other business 

 There was no notification of any other business. 

2016/91 Question Time 

 There were no questions from the floor. 

2016/92 Patient Story 

 AF introduced Mrs Goulding, Head of Quality and Patient Safety, who 

would present the patient story on behalf of the mother of a young 

man, who had given his consent, about his journey through the NHS 

and cancer services.  The mother is an NHS manager and for 

anonymity her son is referred to as X during this story.  This record 

was taken in April 2016. 

 “This 21 year old young man is intelligent, sporty, fit & active and 

attends the gym on a regular basis.  In June 2015 X started to 

experience some knee pain, which his mother assumed had been 

damaged at the gym so was not overly concerned.  Her son continued 

to use pain relief to ease the pain, but he was struggling.  Despite this, 

X finished his degree in 2015 then took a month off to travel around 

Europe with his girlfriend, although still experiencing pain.  

 On his return in October 2015 X visited his GP who didn’t think it was 

anything major and advised him to carry on with his pain relief, also 

referring him to the muscular skeletal (MSK) service.  That particular 

week coincided with the service being contracted to a new provider 

organisation.  Having not received an appointment X made a couple 

of phone calls and was advised that an appointment would be sent 

out. 

 Meanwhile the pain was increasing and X also started experiencing 

back pain.  On two occasions X attended Bunny Hill Urgent Care 

Centre with increased pain.  However the GPs said the back pain was 

probably a mechanical thing and they would give him a new 

appointment for MSK and prescribed more pain relief, i.e. codeine 

phosphate and later amitriptyline and diazepam, to relax him. 

 Seeing no improvement, his mother contacted a nurse consultant 

from A&E and was advised to take him to Pallion Urgent Care Centre 

where the nurse consultant suggested that, because of the way X was 

walking, it was definitely his back and not his knee that was the 

problem.  A referral was made to the hospital physiotherapist and X 
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was treated for a mechanical back problem, which initially alleviated 

some of the pain.  

 However, the pain worsened and X noticed a lump on his back above 

his right buttock.  He returned to the GP (bearing in mind he had up to 

this point been receiving repeat prescriptions for codeine) and showed 

him the lump.  The GP suggested that it may have been there all his 

life.  

 X’s pain was still not being managed and his mother then e-mailed a 

senior physiotherapist at the hospital to ask if she should request an 

MRI scan.  Having reviewed X’s notes she contacted X’s 

physiotherapist and confirmed that she definitely considered this was 

a mechanical back problem and, if there was still no improvement 

within two weeks, another referral should be made to MSK.  This was 

now November/December and the original referral in October had not 

triggered an appointment date. 

 X’s pain continued to increase although given the reassurance by the 

senior physiotherapist the family weren’t too worried.  

 By Christmas bank holiday Monday (28th December) X could not sit in 

a chair, stand up or lie down in one position for a long period of time; 

he was now lying on the floor in agony.  At 5pm his mum rang 111 

and was advised to take X to Bunny Hill UCC at 8.45pm.  The GP 

there was the first doctor to question why X had not been referred for 

an MRI scan.  The GP said she could not prescribe anything other 

than X was already taking but prescribed more Diazepam and advised 

him to make an appointment with his own GP and insist on an MRI 

scan. 

X’s Mum went to the pharmacy to put in the prescription for the 

Diazepam.  However all the pharmacies were now shut, even the one 

that the GP had advised was meant to be open out of hours, but had 

closed at 7.30pm.  She contacted 111 to advise that there were no 

pharmacies open and the call handler said that she was the third 

caller that day stating there were no pharmacies with late opening on 

the bank holiday.  

 Throughout all this time X had been prescribed codeine, paracetamol, 

amitriptyline and diazepam by his GP surgery.  At no point did anyone 

question why this 21 year old fit young man needed all this level of 

pain relief medication. 

 At 1am the next morning X was sobbing with the pain.  His Mum rang 

NHS 111 who advised she take him to A&E, which she did.  This was 
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when X’s mum commented that everything changed.  The A&E 

registrar was excellent and didn’t stop asking questions, they took x-

rays and referred X to the trauma and& orthopaedics registrar who 

also suggested that it may be a mechanical back problem.   

 Bloods were taken and X was given entonox and tramadol to relieve 

the pain.  By the time they left the hospital at 7am that morning X’s 

pain was under control.  The registrar informed X that his sodium 

blood test had come back as abnormal and was puzzled by this as 

these levels were usually associated with dehydration or overload of 

fluid.  The registrar asked X to attend the Ambulatory Care Unit on the 

Wednesday morning for his bloods to be retested.  

 On Wednesday 30th December, in Ambulatory Care, several tests 

were done; bloods, ECG, X-ray and an MRI scan.  By the end of the 

day X had been in Ambulatory Care for 7½ hours and been seen by a 

registrar who had undertaken a thorough examination.  At 

approximately 5pm the consultant asked to see X and his mum and 

they were taken into a side room with a nurse practitioner present.  

They were then told that X had an aggressive bone sarcoma.  The 

consultant was amazing.  Within half an hour they had been 

introduced to a specialist nurse who had already contacted the 

Freeman Hospital for a specialist opinion and a CT scan at 

Sunderland Royal Hospital was arranged for the following day.  

 Following the CT scan, the Freeman Hospital contacted X on Monday 

4th January and made an appointment for the Wednesday with a 

consultant in the oncology team.  The same week an appointment 

came through from the MSK for 18th January.  The Freeman Hospital 

took a biopsy and said they would contact X as soon as they knew the 

results which could take a week to 10 days for the final results.  

However, the hospital called the following Wednesday morning.  This 

was the first time X cried.  The consultant explained there were two 

types of this sarcoma, one normal and the other Ewing’s sarcoma, 

which responds well to chemotherapy.  X was diagnosed with the 

Ewing’s sarcoma, a rare type of cancer.  

 By now X had been experiencing pins and needles in his legs, was 

unable to walk very well and was having to use a wheelchair to move 

between departments.  Staff were concerned that X may have cauda 

equina syndrome (a relatively rare but serious condition caused by 

pressure and swelling of the nerve ends of the spinal cord which can 

result in permanent nerve damage) and he was kept in hospital that 

day (which was the Wednesday). 



NHS Official                                                        Item: 4 

Page 6 of 19 
 

 X started chemotherapy on the Friday.  He would not have been seen 

by the MSK until 3 days later.   

 X’s mother said that had she not done what she did X would still have 

been waiting for an appointment.  The hardest part was getting to the 

diagnosis, and she had asked the consultant at the Freeman Hospital 

whether an earlier diagnosis of X’s condition would have made a 

difference.  The consultant said X was lucky to have been diagnosed 

so quickly because of the rarity of the cancer.   

 X’s mum initially had a concern around the response from the GP 

when X had gone regarding the lump on his back, although she 

acknowledges that as this cancer is rare it is also more difficult to 

diagnose.  However, she is still concerned at the amount of pain relief 

X received without a medication review and he continued to receive 

by repeat prescription for pain.  The impact of this medication caused 

X severe constipation and piles and this became a big issue for him 

(nothing was prescribed for the constipation).  

 The plan is for X to receive 6 cycles of aggressive chemotherapy.  He 

will spend 4 days each cycle in the teenage and young adult unit.  X 

will then receive radiotherapy and a further 8 cycles of chemotherapy. 

 X is due to have his last chemotherapy of the first cycle next week 

(April 2016) with the radiotherapy to follow.  However, the 

radiotherapist asked how X would feel about going out of the country 

for his radiotherapy treatment.  The treatment is Proton Beam 

Radiotherapy which will be delivered at Jacksonville in Florida on the 

5th May for 11 weeks.  It is expected that this radiotherapy will reduce 

the tumour.  Other benefits, unlike conventional radiotherapy, will 

protect his other organs as it is very precise and focuses treatment on 

the tumour.  This seems to be the silver lining on such an awful time 

for the family.  

 From last year Proton Beam Radiotherapy was only available for 

people up to 16 years of age.  This treatment is something that the 

NHS would wish to introduce in England and subsequently why more 

people from England are accessing treatment abroad to gather 

evidence.  X and his family believe he is only the second young adult 

to be sent for this treatment from Freeman Hospital.  The service X 

received at the Freeman Hospital has been remarkable.  The NHS 

funding covered the costs of the treatment, travel and accommodation 

for both X and his mum.  In addition, the Freeman Hospital managed 

to secure some charitable funding to pay for X’s dad to join them.  
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 X’s mother had stated that every department they have come across 

since diagnosis has been remarkable, including the GP practice which 

has been amazing.  The family know they are still on a journey but are 

feeling very positive.  

 X and his family still have concerns and consider some key areas of 

services mentioned in their story that could be improved.” 

 Mrs Taylor emphathised with this story as someone close to her 

family had recently had the same condition diagnosed. 

 Dr Gillespie said that the timing of this case was particularly 

unfortunate with the transfer of the MSK service to a new provider and 

the long waiting list that existed at that time.  Waiting times have now 

been significantly reduced.  Dr Bethapudi said that on average, there 

are at least two young patients present with back pain every day, and 

diagnosis was difficult.  The service change had also impacted on the 

delay and he said that robust plans should be put in place to provide 

the capacity to support all future service transfers. 

 Mrs Sullivan asked Mrs Goulding, given her involvement with the 

family, to share her thoughts on the key lessons to be learned from 

this case.  She said that repeat prescribing without review should be 

looked into.  Another disappointing observation was the challenge 

from the GP that the lump patient X had discovered may have been 

there all his life without him knowing. 

 Dr Khalil said that this raised the awareness of cancer in young 

people.  Dr Gellia said that although this was rare, GPs could benefit 

from having some teaching on cancers, diagnosis and medication at a 

future Time in Time out learning event. 

 Mr Gallagher said that the issue of the access to out of hours 

pharmacy would need to be addressed as this was a crucial part of 

the service. 

 Mrs Fox said that, whilst the story was upsetting, on a positive note, 

the support offered to the patients and families to access the 

treatment in Florida was not to be overlooked. 

 Mrs Taylor asked that the thanks of the Governing Body, and those in 

attendance, be conveyed to patient X and his mother for sharing this 

story and to advise them that lessons would be learned and followed 

up on, especially in terms of medication reviews and access to out of 

hours services.  A letter of thanks to the family would also be sent. 

 Action: Ann Fox  
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Mrs Brown joined the meeting at 1.40pm 

 2016/93 Report from the Quality, Safety and Risk Committee meeting held 

on 10 May 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 10 May 2016. 

 Mrs Sullivan raised the following key points: 

 Assurance had been received that work was underway to develop 

engagement planning based on the Operational Plan for 2016/17 and 

to further address the transforming participation agenda, discussions 

with the local authority regarding joint working opportunities were 

ongoing, and that GP practice commissioning and appropriate 

involvement was included on the action plan for 2016/17.  The August 

meeting of QSRC would receive the annual plan for Patient and 

Public Involvement (PPI). 

 In relation to safeguarding, following the CCG Looked After Children 

(LCA) development session in January 2016, the LAC safeguarding 

nurse function had transferred to CHS from STFT to support the 

improvements in the LAC health team.  A positive evaluation had 

been received from NHSE following the assurance visit to the CCG 

designated safeguarding children and adults nurses.  More GP 

training sessions on domestic violence had been held and had been 

well attended.  New guidance for safeguarding adults and the Ending 

Violence against Women and Girls Strategy 2016-20 were published 

in March 2016. 

The LAC health arrangements remain on the risk register and are 

reviewed regularly. 

There was assurance given on ongoing monitoring and governance 

by the CCG designated and named safeguarding group and all 

statutory partnerships. 

Mrs Sullivan and the Head of Safeguarding had undertaken clinical 

visits to CHSFT maternity and paediatric units.  There were no major 

issues noted. 

CQUIN for 2106/17 included four mandatory national indicators and a 

picklist of indicators for local agreement.  A variation had been 

submitted to NHSE relating to NTW as two of the indicators were 

already being done. 
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A risk to patient safety was that of a lack of an agreed joint formulary, 

this was an ongoing issue with CHSFT.  A meeting with CHSFT was 

scheduled for 28 July 2016 and the outcome would be reported. 

There had been some data quality issues with the CCG Risk Register 

although these had now been resolved. 

Mrs Taylor referred to the observation that staff at the hospital were 

not well aware of where to raise concerns relating to vulnerable 

adults.  Mrs Sullivan said this had been raised at the time with their 

Director of Nursing and this related to staff who had not completed 

their full induction programme and this was now resolved. 

The Governing Body RECEIVED the summary and confirmed minutes 

for assurance purposes. 

2016/94 Report from the Quality, Safety and Risk Committee meeting held 

on 14 June 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 14 June 2016. 

 Mrs Sullivan referred to the section on quality in care homes and 

reminded members that the status of the information had changed in 

the intervening period.  The joint quality improvement framework tool 

agreed between the local authority and the CCG has now been 

implemented. 

71 serious incidents (SIs), reported by CHSFT, were closed and 189 

lessons learned with the top 5 areas identified.  114 Sis, reported by 

STFT were closed and 138 lessons learned with the top 3 areas of 

learning identified , 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. 

 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. 

 In relation to complaints, the national complaints guidance (2009) 

changed the timeframe for final responses to be sent to complainants 
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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.  It was noted that 

CHSFT was not meeting that timeframe, with 15 unresolved for over 

365 days.  The CCG Director of Nursing and the Quality Review 

Group had requested and received an improvement plan to address 

the issues and a progress report would be submitted to an autumn 

meeting of the QRG. 

 The Quality in Primary Medical Services 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. 

 Work continues to try to increase reporting of medicine incidents on 

SIRMS.  In 2015/16, 172 incidents were reported by 38 practices.  

Use of insulin passports in Sunderland and issues with multi-

compartment use was being investigated. 

 The first 6 chapters of the Joint Formulary had been launched and GP 

feedback had been positive. 

 The responsibilities of the CCG in monitoring the prescribing of 

controlled drugs had been clarified and were presented in the report. 

There was a proposal to establish a new Medicines Optimisation and 

Guidelines Group (MOGG) to provide assurance to the CCG 

Executive Committee on all medicines optimisation issues.  The 

QSRC had approved the proposal. 

FK asked if CHSFT had provided adequate assurance that the 

improvement action plan would deliver on the backlog of complaints.  

Mrs Fox said she was not assured although was confident that this 

was a focus of the CHSFT Board and Executive Team.  However, 

contractual levers would be applied should this prove necessary. 

In relation to the joint formulary, JG said that data would be reviewed 

in September to assess the uptake in secondary and primary care.  A 

meeting on 27 July would review an additional 7 chapters which would 

be in use by the end of March 2017 at the latest. 

The process for use of multi compartment aids had been agreed by all 

stakeholders although implementation had been delayed due to the 

LMC not responding to requests for its logo to be included.  Dr Gellia 

suggested that in the interests of patient safety a deadline be set for 
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the LMC to respond.  The Governing Body AGREED that Dr Gillespie 

should proceed on that basis. 

Action Dr Jackie Gillespie to progress the use of multi-

compartment aids 

In relation to prescribing incidents being reported on SIRMS, Dr 

Bethapudi asked if there was a more robust process to raise 

awareness with GPs and prescribing clinicians.  Mrs Fox said that the 

MO team attend locality meetings, TITOs, presented to the practice 

managers forum and circulate a medicines-specific newsletter.  Mrs 

Taylor said that there were 13 practices not reporting and it was noted 

that the MO team were working with those practices.  Dr Bradford said 

that the prescribing reporting included incidents which had occurred in 

hospital or community pharmacies.  Mrs Fox added that all incidents, 

not only related to prescribing, were reported on SIRMS and this was 

the reason for taking a marketing approach to change culture and 

behaviours.  Dr Khalil said that it would be helpful if locality managers 

and lead GPs could be made aware of those practices not reporting 

incidents.  Mrs Taylor said that this was an improving situation 

although it was important to continue to reinforce messages. 

The Governing Body RECEIVED the report for assurance purposes. 

2016/95 Quality Action Plan 

 Mrs Fox presented the report which provided the Governing Body with 

an updated action plan which identified new actions and progress 

made against those reported previously in response to the Robert 

Francis QC reports. 

 The framework had developed over time and continues to do so to 

include any new compliance, best practice and statutory guidance 

which is published in order to provide assurance of discharging CCG 

responsibilities and holding providers to account. 

 In relation to action 18, the response to the review by Alan Wood 

CBE, Mrs Sullivan asked if there was an expectation for any specific 

work to come out of the 34 recommendations.  Mrs Fox confirmed that 

this would be the case as the report referred to health as an entity and 

it was important to ensure that the representation at Safeguarding 

Boards was appropriately agreed with other health colleagues. 

 Mrs Taylor commented that the outstanding complaints issues, 

discussed in the previous item, also featured in this report and should 

be more proactively pursued.  Mrs Fox advised that at a recent 

nursing conference, run by CHSFT, it had been publicly admitted that 
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their complaints management was unacceptable and the focus was 

on improving that position.  She added that the CCG had invested 

quality premium funding for CHSFT to recruit resources to manage 

complaints however the recruitment process had not been successful.  

A further review of the approach would be made in the autumn.  The 

Governing Body would receive an update via the QSRC reports. 

 Mrs Taylor pointed out a typing error on page 5, action 12, which be 

amended to read as follows “30.6.16: CHSFT have responded to the 

Kirkup report at January QRG and produced a report benchmarking 

the actions from the report.”  Mrs Fox added that there was a detailed 

action plan and strategic work linked to maternity being done as part 

of the STP which will look at these key recommendations. 

 Mrs Burnicle referred to action 15, “Freedom to speak up”, and some 

draft guidance for general practice.  Locality practice managers had 

offered to act as link champions and therefore it may be considered 

worthwhile linking the work.  Mrs Fox said that when assurance on 

arrangements was confirmed that would be the opportunity to make 

those links via the QSRC. 

 The Governing Body NOTED the new actions and progress made on 

the actions identified in the Quality Action Plan and RECEIVED 

clarification. 

2016/96 SCCG Financial Report – Month 3 2016/17 

 Mrs Lake presented the report which provided the Governing Body 

with a summary of the financial position of the CCG as at month 3, the 

period ending 30 June 2016.  This was the most up to date position 

and would be presented to the Executive Committee the following 

week. 

 Mrs Lake highlighted the key points. 

 The CCG was on target to achieve all statutory duties.  There had 

been some movement on the forecast outturn, particularly in relation 

to the Better Care Fund, and some minor variances in some other key 

areas. 

 As more block contracts had been agreed with acute providers this 

would help to manage financial risk against those contracts, although 

activity levels would continue to be monitored.  It was noted that A&E 

activity had increased beyond the financial plan and this was being 

investigated. 

 Plans remain on target for prescribing budgets. 
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 In relation to delegated budgets, a more detailed illustration of the 

financial position had been included in the report.  Mrs Lake said that 

a further scheme for primary care has been included in the forecast 

and this was going to the Primary Care Committee for approval. 

 A forecast overspend of £2m on the Better Care Fund related 

primarily to packages of care and was due to increasing demand and 

cost growth.  Since writing the report, new Funded Nursing Care 

(FNC) rates had been announced which would create further financial 

pressures.  Negotiations with local care homes on CHC rates are 

underway.  Mr Gallagher said that it may be beneficial if negotiations 

were held on a regional basis and including local authorities.  In terms 

of financial risk, this posed the most significant risk to the CCG. 

 Mr Macklin said it was good to see the improving financial position 

around prescribing and asked how this would impact on Sunderland’s 

position.  However, Sunderland now had the highest number of 

packages of care per thousand population and he asked if there was 

any understanding or explanation on this position.   

 Mrs Lake said that the Plan on a Page had included a sustainability 

scheme on packages of care which aimed to generate in-year 

efficiencies.  However it was now recognised that this was no longer 

achievable and work was underway to understand the position and 

develop plans to mitigate against this which would be reported to the 

Executive Committee. 

 In terms of prescribing, Dr Gillespie said that while the position was 

good, the CCG was not as advanced in some areas as other CCGs, 

e.g. oral anticoagulants, and increasing prescribing costs could follow 

some of these advances in addition to those related to packages of 

care.  Dr Bradford added that, in the absence of the chief pharmacist 

taking a strategic lead, she was mindful of the impact other 

improvements may have on prescribing budgets, although she was 

confident that the CCG position would not deteriorate to previous 

levels.  Given the major improvements made by Sunderland CCG, 

Mrs Taylor queried the position of other CCGs in the area that had 

impacted on the overall rating.  Dr Gillespie said that it was 

unfortunate that the only measure used was the astro PU which 

therefore did not reflect or recognise the achievements of having the 

lowest cost growth and uptake in budget and more importantly the 

improvements on quality outcomes for patients. 

 Dr Khalil referred to the lower than expected non-elective activity and 

asked what impact this would have and whether it related to CHC 
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packages of care.  The Out of Hospital Board was the forum to 

oversee the issue. 

 Mrs Fox left the meeting at 2.44pm 

 Mrs Taylor summarised the discussion in that while the diagram in the 

report implied that A&E was the high risk area, the key financial 

pressure related to packages of care and said that the planned 

improvement event to look into the detail would be a positive step. 

 The Governing Body NOTED the financial position as at 30 June 

2016.  

2016/97 SCCG Assurance Report 

 Mrs Burnicle presented the report which provided the Governing Body 

with the current position against the CCG Assurance Framework 

requirements and delivery against the CCG Operational Plan for 

2016/17.  The key points to note were highlighted. 

 Mrs Burnicle said that this was a new assessment framework and as 

there were no baseline figures available this did not provide the usual 

assurance.  The whole framework was appended to the report for 

information.  The four components the CCG would be measured 

against were based on the 5 Year Forward View, with indicators to 

illustrate progress against better health and wellbeing, better care, 

sustainability and leadership.  There were six national clinical 

priorities, maternity, mental health services, learning disabilities, 

cancer, dementia and diabetes.  Within that there were 60 indicators 

in 29 areas.  The end of year Ofsted-style assessment will determine 

the performance as outstanding, good, requiring improvement or 

inadequate.  A number of the indicators were in areas outwith direct 

control of, but influenced by the CCG. 

 Mrs Fox rejoined the meeting at 2.50pm 

 In relation to cancer performance, the CCG had achieved all national 

standards in 2015/16, although pressure remains on the 62 day 

standard and this will be monitored. 

 Referral to Treatment performance in 2015/16 had been achieved.  It 

was noted that pressures continue around respiratory and 

gastroenterology services, however significant work is underway to 

explore alternative approaches. 

 A&E performance and increasing pressures continue to be monitored 

by the Urgent Care Board.  It was noted that the standard in quarter 1 
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had not been achieved, although Mrs Burnicle said that while the 

overall performance had improved, increasing numbers were negating 

any positive impact. 

 Ambulance service performance across the patch had not met the 

standard in 2015/16, although it had been achieved in Sunderland.  

This pattern had continued into April 2016. 

 In relation to IAPT, Mrs Sullivan asked what was hindering the 

achievement of the standard.  Mrs Burnicle said that while the MH/LD 

team would be able to provide the detail, she could give assurance 

that all efforts were being made to support access to services and 

using every opportunity for every contact counts.  Mrs Sullivan said 

that this provided a new opportunity to do things differently and look to 

engage and work collaboratively with local specialist groups. 

 Dr Khalil asked if the urgent care centre activity was impacting on 

A&E performance.  AF said that combined performance would have 

achieved the target and it had been CHSFT which had not met its 

target.  Mr Gallagher said every effort would be made to support 

CHSFT to achieve the target. 

 Mrs Taylor expressed disappointment at the mixed sex 

accommodation breach.  The QSRC had received a root cause 

analysis report on this breach. 

 The report also provided an update on the Operational Plan.  A 

detailed highlight report would be included in the report to the 

September Governing Body meeting.  Mrs Burnicle said that the 

Project Management Office team were working with GP leads to 

establish what support was required to ensure that all risks are 

identified and addressed.  Five of the CCG priorities were identified as 

programmes of work and there were eleven sustainability projects, 

although as these progressed it was anticipated they would reduce to 

six.  Governance arrangements have been revised to oversee the 

delivery of the new priorities and these would be mapped and 

reported back to the Governing Body. 

 In relation to children’s mental health services, Mr Macklin said this 

was part of a national issue with Yorkshire and Humber taking a lead 

on this work.  The North-east would look to link into this specialist 

commissioning work at an early stage.  Mr Gallagher said that a 

challenge for SCCG was to ensure children were being referred into 

the service at an appropriate level and work was underway with the 

local authority and schools to correct this. 
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 Dr Bradford referred to the rating for diabetes and retinal screening 

and said that this formed part of a national screening programme and 

therefore was not a local issue.  Mrs Lake suggested that this may be 

an error and should refer to dietetics.  Mrs Burnicle would look into 

this. 

 Action: Mrs Burnicle to review 

 The Governing Body noted the: 

• position and progress to date against the CCG Operational Plan 

2016/17 and consider and endorse next steps. 

• summary of the new Assurance framework for CCGs for April 

2016/17  

• position and progress against each indicator in the 2016/17 

improvement and assessment framework including mitigating 

actions to improve performance. 

• 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 

• predicted CCG Quality Premium payment relating to 2016/17. 

 

2016/98 QSRC Terms of Reference 

 Mrs Sullivan presented the report which provided the Governing Body 

with the revised terms of reference for the QSRC following the annual 

review of committee performance and the amended membership.  In 

addition there had been some changes to sub groups to address 

quality issues, an agreement that the committee would receive 

minutes of the Medicines Optimisation Guidance Group (MOGG) and 

assurance of responsibilities relating to patient and public 

involvement. 

 Mr Gallagher referred to the section 6.5.2, Patient and Public 

Involvement, and suggested some rewording relating to engagement.  

Mrs Sullivan would be advised by the communications team in NECS. 

 Action: Mrs Sullivan to review the wording 

 Mrs Taylor asked if the complement of three GPs had been filled on 

the QSRC.  It was noted that these were Dr J Gillespie, Dr K Benton 

and Dr K Gellia. 
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 Mrs Burnicle suggested a minor amendment be made to 6.2.1 to read 

“To assist and support NHS England in relation to the duty to 

improve……”.  She also queried whether the Mental Health and 

Learning Disabilities team should be represented on the committee.  

Mrs Sullivan advised that the committee received reports, which were 

supported by representation from the team, and this was considered 

appropriate at this point in time, although that position would be kept 

under review. 

 In the interests of clarity Mrs Fox asked that the reference to the 

primary care quality surveillance group be removed from that 

paragraph. 

 Subject to those amendments, the Governing Body APPROVED the 

amended terms of reference for the Quality Safety and Risk 

Committee. 

2016/99 Annual HR Performance Report 2015/16 

 Mrs Nesbit presented the report which provided the Governing Body 

with information relating to SCCG Annual HR Performance for 

2015/16.  The key points were highlighted. 

 There had been steady activity throughout 2015/16 and the 116 

employees included 17 staff on zero hours contracts, i.e. clinical 

leads, practice managers and nurses. 

 A risk to the organisation in terms of succession planning was that 

only 8 employees were aged 30 or under.  The Executive Committee 

had discussed introducing graduate placements and funding was 

being pursued to support these.  Mrs Taylor said that she had positive 

past experience of retaining staff from similar schemes and would be 

keen to see this taken forward in Sunderland.   

 In relation to sickness absence, whilst the years’ performance had 

been disappointing, it was noted that 63 percent of the 1,268 days 

related to seven people, three of which had accrued a total of 100 

days each.  The key reason for sickness absence was stress and 

anxiety, although it was noted that this was consistent with other 

organisations, with the second highest attributed to back problems.  

Staff are offered appropriate levels of support to return to work.  The 

SCCG staff time out had promoted better communications, i.e. regular 

one to one meetings where issues could be identified at an early 

stage and referrals made to occupational health where appropriate.  

Following the time out an action plan had been developed and shared 

with directors and senior managers.  A quarterly sickness absence 
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report was also shared with directors for an overview of sickness 

absence management. 

 HR support to the CCG is provided by North East Commissioning 

Support (NECS) and all KPI indicators were met with the exception of 

one, which related to a slight delay in receiving a performance report. 

 Mr Macklin queried the definition of “stress” as it would be of concern 

if this was work-related and asked if there could be a way to define if 

the condition was work or non-work-related.  However this would not 

detract from any support offered to staff.  Mrs Nesbit said that line 

managers may have a clearer view when receiving fit notes from 

clinicians. 

 Dr Gillespie asked whether the full quarterly report was shared with all 

directors.  It was noted that directors received the report for their 

respective teams.  Mr Gallagher and Mrs Nesbit had sight of the full 

report and would have an overview of where additional support may 

be required. 

 Mrs Taylor observed that the sickness absence average was 16 days 

per whole time equivalent staff member and, while being mindful of 

some long term absentees, considered this to be extremely high.  She 

queried whether a sub analysis could be undertaken to remove the 

long term absences to illustrate a more realistic average.  Mr 

Gallagher had made a request for this information.   

 Action: Mrs Nesbit to get further analysis from NECS 

 Mrs Taylor suggested that the report could be improved, including 

how sickness absence was managed within directorates, for 

assurance purposes. 

 The Governing Body RECEIVED the report for information. 

2016/100 Chief Officers Report 

 The report provided the Governing Body an update on activities 

undertaken by the CCG Chief Officer. 

 Mr Gallagher advised that there was to be a presentation to the 

Executive Committee on how children’s services are developing in 

Sunderland. 

 In relation to the CCG rating of “requires improvement” for 

performance, Mr Macklin queried the likelihood of future ratings being 

affected by the separate reporting of A&E and urgent care activity in 

Sunderland unlike other areas.  Mr Gallagher said that he had been 
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assured that all other areas had been rated on the same basis, adding 

that the rating would not have been different if the A&E and urgent 

care performance had been reported jointly. 

 The Governing Body RECEIVED the report for information. 

2016/101 Minutes of the Executive Committee meeting held on 3 May and 7 

June 2016 

 The minutes of the meetings held on 3 May and 7 June 2016 were 

RECEIVED for information. 

2016/102 Minutes of the Audit Committee meeting held on 12 April 2016 

 The minutes of the meeting held on 12 April 2016 were RECEIVED 

for information. 

2016/103 Minutes of the Primary Care Commissioning Committee meeting 

held on 29 March 2016 

 The minutes of the meeting held on 29 March 2016 were RECEIVED 

for information. 

2016/104 Minutes of the Health and Wellbeing Board meeting held on 20 

May 2016 

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

for information. 

2016/105 Any other business 

 Quality Premium 

 Dr Gillespie queried whether there was a chance to appeal against 

penalties on the quality premium for not meeting constitutional 

indicators, of which A&E waits was one, given the way this is 

measured in Sunderland.  Mr Gallagher said that this had been 

queried in the past and would raise the question again.  

 There being no other business the meeting closed at 3.45pm. 

2016/106 Date of next meeting 

 Tuesday 27 September 2016, 1.15 to 3.45pm, 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 
 

2016/59 Report from the Quality, 

Safety and Risk Committee meeting 

held on 8 March 2016 and 12 April 

2016 

Mrs Fox confirmed that nurses who have 

undertaken the training could verify deaths, and she 

would look into the numbers of trained nurses.  In 

addition, she would ensure that this was widely 

communicated. 

A Fox Following the meeting 

2016/69 External Audit Services – 

procurement and evaluation strategy 

paper 

The minutes extract to be forwarded to NECS 

procurement team following approval at the 27 

September 2016 governing body meeting 

D Cornell 27 September 2016 

2016/92 Patient Story A letter of thanks be sent to the patient and his 

family. 

A Fox Following meeting 

2016/94 Report from the Quality, 

Safety and Risk Committee meeting 

held on 14 June 2016 

Notify LMC of deadline for response on use of logo 

on process for use of multi compartment aids, 

following which implementation will proceed. 

J Gillespie Following meeting 

2016/97 SCCG Assurance Report Check rating against diabetes and retinal screening  

as this may refer to dietetics 

D Burnicle Following meeting 

2016/98 QSRC Terms of Reference Section 6.5.2, Patient and Public Involvement, 

rewording required relating to engagement 

A Sullivan Following meeting 



                                                                  NHS Official                                              Item: 05      

              

 
2 

NHS SCCG Governing Body Action Log      

 Minor typing amendment be made to 6.2.1 

Reference to the primary care quality surveillance 

group be removed 

2016/99 Annual HR Performance 

Report 2015/16 

A sub analysis to remove the long term absences to 

illustrate a more realistic average be requested 

C Nesbit Following meeting 
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CATEGORY OF PAPER  

Proposes specific action  

Provides assurance   

 
GOVERNING BODY MEETING 

 

27th September 2016 

Report Title: 
Minutes of the Quality, Safety and Risk 
Committee held on 12 July 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 12 July 2016 

Key points, risks and assurances 

PATIENT SAFETY  
 
Safeguarding Highlight Report 
Key Points: 
Following the CCG looked after children (LAC) development session in January a LAC Nurse had 
been appointed by City Hospitals Sunderland NHS Foundation Trust (CHSFT) and will take up her 
position in October 2016. 
 
NHS England held a regional event in May 2016 to provide feedback from the LAC benchmarking 
exercise which was held in February. The benchmarking exercise identified the need to 
standardise CCGs’ commissioning function re LAC; highlighted evidence of a conflict of interest 
between the dual roles of named and designated LAC professionals and the need for compliance 
with statutory guidance.    
 
The Wood Report 
Key Points: 
This review of the role and functions of local safeguarding children boards (LSCBs), the child death 
review process and the commissioning of serious case reviews (SCRs) had been requested by the 
secretary of state for education and the minister of state for children and families. The report, 
written by Alan Wood CBE, set out a new framework for improving the organisation and delivery of 
multi-agency arrangements to safeguard children. 
 
PATIENT EXPERIENCE 
Patient and Public (PPI) Highlight Report 
 
Risks 

 Failing to effectively dovetail the CCG’s engagement work with partners, particularly 
Sunderland City Council. 

 Member practices are not clear about the CCG vision for practice patient participation 
groups (PPGs), locality PPGs and a city wide group. 
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Assurances 

 New approaches are being discussed with Sunderland City Council to develop joint working  

 Appropriate communication and support recognition of the disparity of understanding 
regarding the purpose of PPGs between the CCG and member practises would support 
development of appropriate communications to address this (see 2.3 of the report) 

 
QUALITY IN COMMISSIONED SERVICES 
Integrated Quality Report 
 
City Hospitals Sunderland NHS Foundation Trust (CHSFT) 
 
Risk: Serious Incidents (SIs):  Currently there are 37 SIs reports overdue from CHSFT.  A high 
level paper was presented to the May quality review group (QRG) which detailed the current 
position. .  
 
Mitigating Actions: A further paper will be presented to the September QRG. The trust set an 
internal deadline for the completion of all outstanding RCAs by the end of June 2016. SIs will 
continue to be monitored at the SI panel and QRG. 
 
Risk: Complaints: Over the past 12 months only 27% of complaints had been resolved within the 
trust standard of 25 working days, which was a limited improvement from May 2014 figures of 
19.5%.  
 
Mitigating Actions: Concerns have been raised at the QRG about the backlog of complaints and an 
improvement plan had been requested by the CCG to understand how this can be resolved and the 
improvement maintained, which should be presented at the QRG in September.  
 
Risks: Nursing & Midwifery Workforce: The trust was not meeting the national target of 100% fill 
rate. In March the overall trust fill rates for CHSFT was 92% and 95% at Sunderland eye infirmary. 
 
Mitigating Actions: The matron team closely monitors staffing levels across all wards and meets 
three times a day.  A nurse staffing escalation plan is in place and the NHS nursing bank is utilised. 
Staffing levels continued to be discussed at the QRG.  
 
Assurances:  
Safety Thermometer: The trust was above the national average for % of harm free care in March 
2016 of 94%.  
 
Commissioning for Quality and Innovation (CQUIN) 2015/16 Q4: All the Q4 indicators were 
achieved with two exceptions which were for sepsis IV antibiotics, learning disabilities reasonable 
adjustments (adults).   
 
National Reporting and Learning System (NRLS): The trust reported 7,547 incidents between April 
2015 and September 2015, placing them in the highest 25% of reporters. The incidents in the main 
related to patient accidents, clinical assessment and medication. 
 
South Tyneside NHS Foundation Trust (STFT) 
 
Risk: SIs: There were 78 on-going SIs, all requiring sign off by Sunderland CCG and South 
Tyneside CCG for STFT. Pressure ulcers were recorded as the highest incidents (n.=14) for Q4.  
 
Mitigating Actions:  SI Panel, QRG and the North of England Commissioning Services (NECS) 



    

Page 3 of 6 

clinical quality manager meets with STFT on a monthly basis to discuss case management.  
 
Risk: Safer Staffing in Community Services: In the absence of the relevant data there was a lack of 
assurance on safe staffing levels in community services. 
 
Mitigating Actions:  The CCG had requested through the QRG that staffing levels in future reports 
should also include a breakdown of community staffing levels.  
 
Assurances:  
Safety Thermometer: Community: Community services were above the national average for % of 
harm free care in April 2016 of 93.98%.  
 
Community Services FFT: Results published for April 2016 indicated that STFT community 
services had a 68% response rate and a % recommend score of 99%, compared to the England 
average response rate of 3.5% with a 95% % recommend score.  
 
CQUIN: Q4 2015/16: The national indicators were reconciled apart from sepsis antibiotics 
administration. The local indicator for SCCG to develop and deliver a "community information 
management & technology integration” (IM&T) programme was achieved. 
 
Northumberland Tyne and Wear NHS Foundation Trust (NTW) 
 
Risk: Serious incidents (SI):10 SIs were reported during the month April 2016, these were all 
reported within the two day timescale.  Currently there are 17 60 day SI reports overdue for 
Northumberland Tyne and Wear foundation trust (NTWFT), one which related to SCCG. 
 
Mitigation Actions: NTW were implementing a new SI and incident policy which should assist in 
improving this. Timescales are also being more proactively managed. This would be monitored at 
the QRG. 
 
Risk: Complaints: CQC Intelligent Monitoring: The trust was given an elevated risk for the number 
of fully and partially upheld investigations into complaints by the Parliamentary & Health 
Ombudsman (PHSO).  
 
Mitigating Action: This was discussed at the May QRG and the Trust highlighted that the report did 
not reflect that the Trust investigations into these complaints reached the same conclusion as the 
PHSO. 
 
Risk: Safer Staffing: Data released for April 2016 showed 3 areas with fill rates of registered nurses 
(RNs) of less than 75%. Concerns had been raised previously at the QRG of the impact of staffing 
levels on the quality of patient care in terms of increased incidents and complaints.  
 
Mitigation Actions:   Verbal assurance was provided at the May meeting, that there was no 
correlation between staffing levels and incidents/complaints. The trust also stated that they were 
looking at more innovative approaches for MDTs, and a significant release of staff was expected as 
a result of the learning disabilities transformation to fill vacancies. 
 
CQUIN: Q4 2015/16: NTW achieved all Q4 indicators with exception to one partial achievement for 
children and young people Services (CYPS) for patients waiting less than 12 weeks for treatments. 
 
North East Ambulance Service NHS Foundation Trust (NEAS)  
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Key point: 
Care Quality Commission (CQC) The CQC undertook a routine inspection at NEAS in April 2016.  
The final report is expected in three to six months’ time.  
 
Risk: Emergency Care Performance: NEAS reported to the May 2016 QRG that emergency care 
performance had been below target for all three national indicators in March.   
 
Mitigating action: Performance and the impact on quality and patient safety was monitored at the 
QRG. 
 
Risks: System pressures: NEAS reported a 21.3% growth in red volumes in March 2016 compared 
to March 2015 figures.  System pressure was also evident with one hour and two hour handover 
delays being significantly higher than those last year.   
 
Mitigating Action: A revised recovery forecast had been developed by NEAS for 2016/17, based on 
whole system improvements, showing potential performance recovery against the three national 
standards in Quarter 4.  
 
Risk: Incidents: Year to date (YTD) the total number of recorded patient safety Incidents stood at 
1,996. 

1. Dispatch – G2 / G3 delays (1040) 
2. 999 triage (285) 
3. NEAS treatment or procedure Issue (159) 
4. NHS 111 (154) 
5. 3rd party provider / private contractor Issue (61) 

 
Mitigating Actions: The trust continues to work on improving the response rates for G2/G3 cases.  
The introduction of the clinical hub within the contact centre was intended to assist and support the 
process. The contact centre management team continue to work with call handlers to try and 
mitigate the call handling errors; this would also be supported by the clinical hub and the new 
management structure which included clinical management. Improvements would be reviewed at 
the QRG.  
 
Assurances:  
 
Workforce Recruitment: NEAS reported to the May QRG that staffing levels continued to improve. 
A number of recruitment activities were underway.  NEAS has a first cohort of recruits with more to 
follow and a programme was up and running with Sunderland University.  A number of initiatives 
had been implemented in regards to the sickness absence policy and the downward trajectory had 
continued.  
 
Northern Doctors Urgent Care (NDUC) Urgent Care Centres (UCC)  
 
Key points: 
There has been a whistleblowing report in regards to staffing and training to CQC. The CQC 
conducted an unannounced inspection on the 24th May at Houghton UCC.  A planned announced 
visit was undertaken by the CCG to Bunny Hill and Washington UCCs.  
 
Risk: Workforce: A lack of assurance on workforce issues e.g. sickness absence, safer staffing, 
mandatory training etc. at the QRGs as the organisation had been unable to produce the 
information from their systems.  
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Mitigating action: The information had been requested at the QRG and there were actions for the 
provider in the CQA visit report to be presented at the QRG and at a future QSRC.  
 
Spire Washington Hospital (SWH)  
 
Key points: 
From April 2016 North Durham CCG became the lead commissioner for SWH as they had the 
highest contract value with the hospital.  
 
CQUIN Q4 achievement: SWH achieved all the indicators with the exception of the number of falls 
per 1,000 admissions and partial payment was given for discharges within 5 hours for day cases. 
 
Assurances: 
 
Safety Thermometer: SWH reported a 100% harm free care over Q4 
 
Quality in Primary Care Medical Services Assurance Framework 
The draft quality in primary medical care services assurance framework was presented to the 
committee. The purpose of the report was to raise awareness of the Cumbria and North East 
primary care medical assurance framework and its proposed application in the CCG.   
 
The framework described in the paper outlined an approach of a single operating model to enable 
local NHSE and CCG teams to respond to primary care medical quality issues within a national 
framework. 
 
Implementing this approach within Sunderland would provide assurance regarding the quality of 
primary care medical services and identify areas requiring support for quality improvement. 

 
Continuing Health Care Report 
Risk: Delayed discharges from hospital 
Mitigating Actions: Local agreements are in place to reduce risk of this 
 
Risk: Ensure compliance with the CHC national process 
Mitigating Actions: Strategic approach continued to improve processes to ensure compliance with 
the national CHC framework and therefore reduce risks.   This is being delivered through a multi-
agency strategic group, supported by a local operational group. 
 
Risk: Retrospective review CHC shutdown 2004-2012 
Mitigating Actions: Action plan developed and additional funding provided for staffing to ensure 
deadline of September 2016 was complied with and the CCG were not placed in a difficult financial 
position 
 
Risk: Care Homes seeking higher weekly cost for placements from April 2016. It appeared that 
rather than the usual agreed increase for social care and health funded placements they were 
wishing to negotiate a separate rate entirely for CHC clients.  
Mitigating Actions: Initial meetings with the care home providers had taken place.  Also exploring 
the effects of other resources being piloted in care homes to see if this provided further mitigation.  
 
Quality Impact Assessment of Foundation Trust Cost Improvement Schemes – Assurance of 
Compliance 
 
The report provided partial assurance to the committee that the CCG and provider organisations 
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had discharged their responsibilities as outlined in the paper. However, due to financial challenges 
across the system and changes to provider architecture, further assurance would be required in-
year associated with pathway and lead provider changes as well as the impact of sustainable 
transformation plans (STP).  
 
Transforming Care Report 
Risks 
The CCG is not seen to be responding to the transforming care agenda which includes: 

 Community mortality reviews; 

 Hospital admissions increase; 

 Delayed discharges from acute and specialised hospitals; 

 Costs associated with increased number of bespoke packages of care; 

 Screening for learning disability patients; 

 Capacity to deliver the ever increasing number of community treatment reviews (CTRs), 
tracker monitoring and reporting mechanisms linked to this area and the ever changing 
processes and formats; 

 The CCG had a possible risk around patient identifiable information being held. 
 
Mitigating Actions: 

 The CCG is working with NHS England via a number of meetings to understand fully the remit, 
roles and responsibilities associated with this programme of work. This would result in a plan of 
action to address and mitigate associated risks. 

 Northumberland Tyne and Wear (NTW) and Sunderland City Council community services in 
Sunderland are focussed on avoiding hospital admissions and urgently plan for discharge 
should an individual have to be admitted. 

 To work with providers to identify suitable placements for individuals who were in need to step 
down from more specialised units. Development of bespoke packages of care to ensure the 
needs of patients were met fully while ensuring costs of packages are kept to a minimum; 

 The development and delivery of the primary  care strategy and training programme working 
with localities; 

 Discussions were on-going within the joint commissioning team to co-ordinate commissioner 
attendance wherever possible and develop a robust process for these moving forward and 
joining together with the CPAs to reduce duplication and inefficiencies; 

 Patient information was stored in a locked location where only relevant staff could access.  
 
Assurances: 
Through joint working arrangements with partners and other stakeholders the CCG uses its well-
established links to ensure joined up working took place across the city. The joint commissioning 
team are working with corporate affairs regarding patient information. 
 
Items for information, for the Committee: 

 South Tyneside Foundation Trust Quality Review group minutes, 6 April 2016 

 North East Ambulance Service Quality Review Group minutes, 14 March 2016 

 Communications and Engagement Steering Group minutes, 6 May 2016 
 

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 
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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 12 July 2016  

Joseph Swan Suite, Pemberton House  
 

Present:  
Mrs Ann Fox, SCCG Director of Nursing Quality and Safety (chair)  
Professor Mike Bramble, SCCG Secondary Care Clinician, CCG Governing Body 
Member 
Ms Deborah Cornell, SCCG Head of Corporate Affairs  
David Gallagher, SCCG Chief Officer  
Mrs Gillian Gibson, Director of Public Health (left at 4pm) 
Dr Jackie Gillespie, SCCG Medicines Optimisation Elected GP  
Ms Sue Goulding, SCCG Head of Quality and Patient Safety 
Mrs Elizabeth Mallett, SCCG Senior Pharmacist  
Dr Ian Pattison, SCCG Chair  
Mr Matthew Thubron, SCCG Deputy Head of Contracting, Performance and Business 
Intelligence 
 
In Attendance 
Mrs Margaret Curtis, Pioneering Care Partnership (for item 5.1 only)  
Carol Lancaster, SCCG Clinical Quality Officer 
Mrs Linda Reiling, SCCG Joint Commissioning Manager, Mental Health/Learning 
Disabilities (for item 7.5 only) 
Mrs Julie Whitehouse, SCCG Patient Experience Officer = 
Mrs Eleanor Hardy, SCCG PA (minutes) 
  
2016/156 Welcome and Introductions 
 
Mrs Fox welcomed everyone present to the meeting and a round of introductions was 
made. Mrs Fox 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 Fox asked whether there were any objections 
to the meeting being recorded. All present confirmed there were no objections.  
 
2016/157 Apologies for Absence 
 
Apologies were received from:  
Dr Claire Bradford, SCCG Medical Director  
Mrs Deanna Lagun, SCCG Head of Safeguarding  
Mrs Aileen Sullivan, SCCG Lay Member for Patient Public Involvement 
 
2016/158 Declarations of Interest 
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There were no declarations of interest. Mrs Fox reminded all present that if any 
declarations became apparent during the meeting these should be declared at the time 
of the relevant agenda item 
 
2016/159 Minutes of the previous meeting held on 14 June 2016 – enclosure  
 
The minutes of the meeting held on 14 June 2016 were agreed as a true and accurate 
record of the meeting subject to an amendment on page 17 of the minutes in relation to 
the joint formulary committee “Professor Bramble’s view was that there were not 
enough pharmacists and clinicians for all specialties on the membership”  
 
2016/156 Matters arising 
  
There were no matters arising.  
 
2016/157 Action Log – enclosure  
  
All actions were discussed and updated on the action log.  Actions 2, 6, 10, 13, 19, 20, 
22, 23 and 27 were closed and would be removed from the action log.  
 
2016/158 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 14 June 2016 and approval of the cover sheet prior to their submission to the 
governing body meeting on 26 July 2016. 
 
The quality safety and risk committee RECEIVED the summary sheet and minutes and 
APPROVED both for submission to the governing body meeting on 26 July 2016 
 
Mrs Fox advised that the agenda would be moved to accommodate people attending 
the meeting and the next item would be the quality action plan.   
 
PATIENT SAFETY  
 
2016/159 Quality Action Plan – enclosure  
 
Mrs Lancaster presented the quality action plan to the committee.  The purpose of the 
report was to advise of progress made against the recommendations derived from 
various the national reports by highlighting outstanding actions only or those completed 
since the last update.  Mrs Lancaster highlighted the key points, risks and assurances 
within the report.  
 
Key points: 

 Action 7 in relation to monitor and evaluate effectiveness of patient engagement 

strategy once in place was now completed. 
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 A new action had been added in relation on the implementation of the ‘freedom to 

speak up’ report.  

 Another action had been added relating to national safety standards for Invasive 

procedures (NatSSIPs). 

 Five actions remained on the action plan. Some actions would continue to be an 

integral part of the quality team’s work, therefore would not have an absolute 

completion date.  

 
Risk: Delay in receiving assurance that City Hospitals Sunderland NHS Foundation 
Trust (CHS) had a robust complaints process in place. (action 2) 
 
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 was to inform 
the committee of the improvement plans for CHS’s complaints management process for 
2016-2017. An improvement plan from CHS would be presented at the quality review 
group (QRG) in September 2016. 
 
Mrs Lancaster invited questions form the committee.  
 
Mrs Fox noted that good progress had been made and that this dynamic approach to 
the 2quality action plan would be used going forward. Mrs Fox referred to the CNO  
“leading change, adding value” strategy and requested that the recommendations from 
this was added to the quality action plan and that the 10 commitments within the report 
were added as a reference. Mrs Gibson questioned whether the “leading change, 
adding value” report related to public health nurses and school nurses and Mrs Fox 
confirmed that it did and there was a specific executive summary for nurses and carers 
working within social care.  
Action: C Lancaster  
 
The committee RECEIVED the report and NOTED the new actions and the progress 
made on the actions identified in the quality action plan 
 
2016/160 Safeguarding Highlight Report – enclosure  
 
Mrs Fox 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.  Mrs Fox highlighted key points, risks and assurances within the 
report.  
 
Key Points: 
Following the CCG looked after children (LAC) development session in January a LAC 
Nurse had been appointed by CHS and would take up her position in October 2016.  
 
NHS England (NHSE) held a regional event in May 2016 to provide feedback from the 
LAC benchmarking exercise which was held in February; the event was attended by the 
designated nurse LAC. The benchmarking exercise identified the need to standardise 
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CCGs’ commissioning function re LAC; highlighted evidence of a conflict of interest 
between the dual roles of named and designated LAC professionals and the need for 
compliance with statutory guidance.    
 
It was noted that  Internal Audit  had undertaken an audit of the CCG’s safeguarding 
arrangements and given an outcome of  significant assurance.  The audit report would 
be shared with the committee following ratification by the audit committee in September. 
 
The South of Tyne designated nurses had worked with Northumbria Police to recruit a 
nurse to Team Sanctuary South using police Innovation fund monies.  The successful 
candidate was subsequently unable to take up the post.  Further interviews were 
scheduled for the first week in July 2016 and the CCG.  Mrs Fox advised that since the 
report was submitted to the committee, interviews had taken place again but the post 
had not been recruited to.  The CCG was working with the police to consider if agency 
recruitment would be an option; until then the resources within the safeguarding teams 
would be used to ensure that statutory processes were utilised.  
 
The second part of the level 3 safeguarding training was now being delivered in the 
localities by the safeguarding team. 
 
Two further specialist domestic abuse GP training sessions had been commissioned by 
the safeguarding team on 3 August 2016 and 12 September 2016.   
 
NHSE had published intercollegiate guidance for safeguarding adults during March 
2016. The guidance had since been withdrawn and would be subject to further 
consultation with the Royal Colleges prior to re publication of the guidance. 
 
Northumbria University had produced an initial evaluation of the multi-agency tasking 
and co-ordination process (MATAC).  Representatives from the CCG’s safeguarding 
team had been in attendance at the evaluation event on the 29 June 2016. 
 
Jane Held, the interim independent chair of the Sunderland safeguarding children board 
(SSCB) , was undertaking a diagnostic exercise on the board’s functioning, alongside 
an external review of the SSCB which had been commissioned by the Children’s 
Commissioner.  Both would be reported to the SSCB in July 2016.  The new chair had 
agreed the decision making on 2 serious case reviews (SCRs) leaving 4 reviews still to 
commence.  The serious case reviews would all be published at the same time as it was 
thought this would be better for the families and staff involved.  
 
A national review of local safeguarding children boards, serious case reviews and child 
death overview panels had been published and the key findings were reported to the 
committee separately. 
 
The performance report to the improvement board continued to demonstrate progress 
against targets; however, there remained considerable pressures in the recruitment and 
retention of permanent social workers.  
 
Appendix 1 of the report provided an update to the committee regarding reviews that 
had been commissioned by any of the 3 statutory partnerships that had not yet been 
published. 
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LAC health arrangements remained 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. 
 
Mrs Fox invited questions from the committee. 
 
Professor Bramble questioned when Ofsted would be coming back to Sunderland.  Mrs 
Fox advised that Ofsted would be visiting Sunderland this month and would be focusing 
on children’s services with some involvement from members of the LSCB.  The plan 
was that rather than another full review, Ofsted would visit on a quarterly basis and 
focus on service reviews.  This will support clear direction for future priorities for the 
SSCB over the next 12 months. Mr Gallagher added that the interim chair of the SSCB 
was really focused and had a positive impact in a short space of time.  
 
Dr Gillespie questioned whether children’s services were still using agency social 
workers.  Mrs Fox advised that there was now a core team of permanent management 
and leadership in place with the recognition that it was difficult to achieve the ideal level 
of permanent recruitment therefore some agency social workers continued to be used.  
 
Mrs Fox informed the committee that the CCG still did not have a named GP for adult 
safeguarding and that this remained a gap in our statutory function.  If this post could 
not be recruited to in Sunderland, the CCG may need to look outside of Sunderland to 
recruit.  
 
The committee RECEIVED the report for information and NOTED the assurance 
provided   
 
2016/161 Wood Report - enclosure  
 
Mrs Fox presented the Wood report to the committee.  The purpose of the report was to 
advise the committee of the key findings of the Wood report (March 2016) and the 
government’s response (May 2016).  Mrs Fox highlighted key points, risks and 
assurances within the report.  
 
Key Points: 
This review of the role and functions of local safeguarding children boards (LSCBs), the 
child death review process and the commissioning of serious case reviews (SCRs) had 
been requested by the secretary of state for education and the minister of state for 
children and families. The report, written by Alan Wood CBE, set out a new framework 
for improving the organisation and delivery of multi-agency arrangements to safeguard 
children. 
 
The government’s response to this review endorsed the 34 recommendations to 
strengthen multiagency working and improve practice at local and national levels. The 
proposals included the development of a better coordinated, more consistent framework 
for protecting children led by 3 key partner agencies - local authorities, the police and 
health. 
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The report proposed a new statutory framework which fundamentally reformed 
safeguarding children arrangements, transferred responsibility for the child death review 
process from the Department for Education to the Department for Health and proposed 
centralisation of the commissioning of some SCRs via an independent national panel 
and others at a local level.  
 
Mrs Fox advised that the CCG needed to strategically engage with the proposal as this 
was an opportunity to contribute to the shape of what was meant by ‘health’ and 
requested that this was added to the quality action plan.  
Action: Mrs Lancaster  
 
Assurances:  
Statutory changes subject to the passage of Children and Social Work Bill. 
 
The committee RECEIVED the report for information and NOTED the summary of key 
findings 
 
2016/162 Quality in Primary Medical Care Services Assurance Framework – 
enclosure  
 
Mrs Fox presented the quality in primary medical care services assurance framework to 
the committee. The purpose of the report was to raise awareness of the Cumbria and 
North East primary care medical assurance framework and its proposed application in 
the CCG.  Mrs Fox highlighted key points, risks and assurances within the report.  
 
Ensuring the quality of primary care medical services was key to delivery of the CCG 
statutory responsibilities and corporate objectives, particularly following changes to the 
commissioning arrangements between the CCG and NHSNHSE. 
 
Effective quality monitoring in primary care medical services had always presented a 
challenge. The framework described in the paper outlined an approach of a single 
operating model to enable local NHSE and CCG teams to respond to primary care 
medical quality issues within a national framework. 
 
Implementing this approach within Sunderland would provide assurance regarding the 
quality of primary care medical services and identify areas requiring support for quality 
improvement. 
 
Mrs Fox advised that it was recognised that already a significant amount of support and 
improvement work had been undertaken by the CCG i.e. getting general practices ready 
for CQC visits and supporting practices after the visits. The future assurance report that 
would be submitted to the committee would link with assurance from NHSE.  The 
framework submitted today was a starting point and had not yet been approved by the 
executive committee as there was further work to be done around clarifying, from a 
governance perspective which  committee the delegated function would sit with. Once 
the governance had been agreed and the framework refined which was expected to be 
in August, the report would be brought back to this committee as it is proposed that the 
local quality group would be a sub-committee of the quality safety and risk committee.  
Action: D Cornell/A Fox  
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Mrs Fox invited questions from the committee. 
 
Mrs Gibson queried where screening and immunisation fitted in and whether this was 
still with NHSE as there was no input in terms of the membership of the local quality 
group.  Also in regards to stage 2 of the process, would this go to NHSE.  Mrs Fox 
confirmed it would be NHSE and advised it would be beneficial for Mrs Gibson to have a 
conversation with them from a public health perspective to clarify where screening and 
immunisation fit within the framework. . Ms Cornell advised that NHSE would be 
triangulating all of the data they collect and would share this with the CCG.   
Action: GG to liaise directly with NHSE 
 
Professor Bramble referred to the annual self-declaration and queried who in general 
practices submitted this.  Dr Gillespie advised that in her practice it was the practice 
manager following discussions with the practice.  
 
Mrs Fox advised that by quarter 3 and 4 there would be some reporting and this 
approach would evolve over time as information mechanisms became smarter.  
 
The committee RECEIVED the report, APPROVED the establishment, membership and 
terms of reference of the SCCG local quality group (primary medical care) APPROVED 
the reporting arrangements and AGREED to receive an update in January 2017 
 
PATIENT EXPERIENCE 
 
2016/163 Patient and Public (PPI) Highlight Report – enclosure 
 
Ms Cornell presented the patient and public highlight report to the committee.  The 
purpose of the report was to provide an update on engagement and involvement activity 
undertaken with stakeholders during the period 10 May 2016 and 22 June 2016.  Ms 
Cornell highlighted the key points, risks and assurances within the report.  
 
Key points 
The report was divided into the following 3 sections: 

1. Current and planned engagement activity 

2. Transformational participation action plan update 

3. Regional and national initiative update  

 
Risks 

 Failing to effectively dovetail the CCG’s engagement work with partners, 

particularly Sunderland City Council. 

 Member practices are not clear about the CCG vision for practice patient 

participation groups (PPGs), locality PPGs and a city wide group. 

 
Assurances 
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 New approaches were being discussed with Sunderland City Council to develop 

joint working (see 2.8 of the report) 

 Appropriate communication and support recognition of the disparity of 

understanding regarding the purpose of PPGs between the CCG and member 

practises would support development of appropriate communications to address 

this (see 2.3 of the report) 

 
Ms Cornell updated the committee that the Sunderland health forum originally 
scheduled for July as advised in the report, had now been moved to September 2016.   
 
In regards to the Consultation Institute staff training, Ms Cornell advised that a pre-
workshop had been organised for 21 July 2016 to clarify who needed to do what training 
and to help assist with the pipeline process.  This would be carried out with SCCG 
project management office staff and commissioning and reform staff.  
 
Mrs Whitehouse introduced Mrs Curtis to the committee who was a programme 
manager with the Pioneering Care Partnership.  Mrs Curtis provided a verbal update to 
the committee around the patient participation groups (PPGs)  
 

 One to one meetings with general practices were in place and were going well.  

There had been a very positive reaction from patients and staff in regards to this 

 Practical support was being provided to general practices for example scripts for 

receptionists explaining what PPGs were.  Practices had been given ots of 

templates for leaflets and posters to use on websites 

 Stalls had been set up displaying information around PPGs and encouraging 

people to join up 

 New TV screens in general practices providing promotional information on PPGs 

 
Mrs Curtis advised the committee there were 3 areas of challenge:  
 

1. Sustainability - what would happen when the project ends for example what 

would the support be and who would support them 

2. Funding in terms of holding the groups and specifically venue hire costs 

3. Concept of locality group – a lot of people on the PPGs did not consider 

themselves to be part of the locality 

 
Mrs Curtis reported the effectiveness of the pioneering care partnership work to date 
would be tested over the next 3 months as well as strengthening some of PGPs that 
were already established and resolving the issue around locality groups 
 
Mrs Curtis invited questions form the committee.  
 
Mrs Fox questioned how many people had signed up to PPGs.  Mrs Curtis advised that 
from a website survey it had been established that 34 practices had a dedicated part of 
the website for PPGs and 17 practices had virtual PPGs.  Some general practices, 
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approximately 12, had joint groups  and some  were yet to establish PPGs.  In terms of 
people signing people up to the groups the target was 12 for each PPG. Numbers were 
increasing but the exact number of people who had joined was not yet known. Mrs 
Curtis advised that the Coalfields locality was the most advanced in having structured 
PPGs and that these were attended and had minutes of meetings; the main challenge 
was to keep PPGs involved and ongoing commitment.  
 
Mrs Fox advised it was how the CCG used its infrastructure to ensure people remained 
jointly engaged with practices and noted that engagement from patient and the public 
depended on what the subject for engagement was.  Ms Cornell advised that this would 
be looked at closely at the workshop on 21 July 2016. 
 
Mrs Gibson asked if attendees at PPGs were used more in terms of consultation or 
actually doing something i.e. mother and toddler sessions and things that were much 
more tangible and real and would really help the practice. Mrs Curtis advised that best 
practice guides from other areas were used in Sunderland and the groups would be 
encouraged to  do more than just consultation. .  
 
Dr Gillespie advised that the PPGs in the Coalfields were the oldest established groups 
and liked to be kept  informed on the transformation work that the CCG was doing i.e. 
recovery at home and were focused on friends and family using the service. 
 
Professor Bramble asked whether Mrs Curtis was happy with the demographics of the 
representatives on PPGs for example different age groups etc.   Mrs Curtis advised all 
age groups were welcome to join up and work was in place around encouraging young 
people and minority groups to be involved. Mrs Whitehouse advised that she had set up 
an equality and diversity group with members of the public that were interested in PPGs 
and they were going to support the CCG in looking at how to contact different 
organisations that work with different groups  that may not  generally be heard from.   
 
Dr Gillespie questioned whether virtual groups in practices to attract younger people 
and young families had been considered.  Mrs Curtis advised this had not been looked 
at yet but was part of the brief to demonstrate the diversity of the groups. Mr Gallagher 
noted it was important to accept that there would never be only one channel for 
communications.  
 
Mr Gallagher advised that Sunderland City Council was leading on a piece of work in 
terms of linking in and seeking views and support from children and young people.  It 
had been agreed at the children’s strategic partnership board that this would be the 
single route into engaging with children and young people and there was a whole 
system in place that the CCG could utilise. 
 
Mr Gallagher referred to section 2 of the report and clarified that the sustainability and 
transformational plan (STP) was not being developed and led by South Tyneside and 
Sunderland Health Group, this referred to a specific part of the STP was but not the 
whole plan.  
 
Mrs Fox noted there was a huge role for the CCG as a commissioner to identify how 
engagement at local level in terms of the South Tyneside and Sunderland STP level 
and South Tyneside linked in with strategic engagement at Northumberland and Tyne 
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and Wear STP level.  . Mrs Fox noted that the workshop planned for 21 July should help 
to start to frame this and requested that an update and clarity and options on how this 
could be done was presented at the quality safety and risk committee on 13 September 
2016. 
Action: Ms Cornell/Mrs Whitehouse  
 
The committee thanked Mrs Curtis for her update and requested that the evaluation of 
the pioneering care partnership work was brought to a future committee when available.  
Action: Ms Cornell 
 
The committee RECEIVED the report for information 
 
QUALITY IN COMMISSIONED SERVICES  
 
2016/163 Integrated Quality Report - enclosure  
 
Mrs Lancaster presented the new style integrated quality report and delivered a high 
level presentation to the committee.  The purpose of the report and presentation was to 
highlight and provide assurance to the committee that safe effective services were 
being commissioned and that where primary areas of concern or risk had been 
identified that robust actions had been taken and appropriate assurance obtained. 
 
The reporting period was January to May 2016. Where information was available, 
quarter 4 2015/16 data had been used, but where available up to date monthly 
information was included. Mrs Lancaster highlighted key points, risks and assurances 
within the repot.  
 
City Hospitals Sunderland NHS Foundation Trust (CHS) 
 
Risk: Serious incidents (SI): serious incidents (SIs): 6 SIs were reported during the 
month of March (2016). Currently there were 37 SIs reports overdue for CHS.  A high 
level paper was presented to the May quality review group (QRG) which detailed the 
current position.  
 
Mitigating Actions: A further paper was to be presented at the September QRG. The 
trust had set an internal deadline for the completion of all outstanding RCAs by the end 
of June 2016. Trusts may ask for an extension on RCA reports but would be required to 
present a rationale for the delay of submission. SIs would continue to be monitored at 
the SI panel and QRG. 
 
Risk: Friends & Family Test (FFT) April 2016 data showed the trust to be below the 
England average response rate for A&E, inpatients and outpatients.  
 
Mitigating Action: FFT response rates would continue to be monitored at QRG meetings 
 
Risk: Staff Friends and Family Test: Results published on 1 June 2016 showed that the 
response rate for the trust was 1% below the national average at 11%. 
 
Mitigating Action: Staff FFT response rates were monitored at QRG meetings 
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Risk: Complaints: Over the past 12 months 27% of complaints had been resolved within 
the trust standard of 25 working days, which was a limited improvement from May 2014 
figures of 19.5%.  
 
Mitigating Actions: Concerns had been raised at the QRG in relation to the backlog of 
complaints.  An improvement plan had been requested from the trust to understand how 
the backlog was to  be resolved and the improvement maintained. A briefing paper and 
presentation on complaints management at CHS had been presented to the QSRC in 
June 2016. 
 
Risks: Nursing & Midwifery Workforce: The trust was not meeting the national target of 
100% fill rate. In March the overall trust fill rates for CHS was 92% and 95% at 
Sunderland eye infirmary. 
 
Mitigating Actions: The matron team closely monitored staffing levels across all wards 
and met three times a day. Nurse staffing escalation plan was in place and use of the 
NHS nursing bank was utilised. Staffing levels continued to be discussed at the QRG.  
 
Assurances:  
 
Safety Thermometer: The trust was above the national average for % of harm free care 
in March 2016 of 94%.  
 
Commissioning for Quality and Innovation (CQUIN) 2015/16 Q4: All the Q4 indicators 
had been achieved with 2 exceptions for sepsis IV antibiotics, learning disabilities 
reasonable adjustments (adults).   
 
Mortality: CHS was no longer being reported as an outlier. 
 
National Reporting and Learning System (NRLS): The trust reported 7,547 incidents 
between April 2015 and September 2015, placing them in the highest 25% of reporters. 
The incidents in the main related to patient accidents, clinical assessment and 
medication. 
 
NHS Staff Survey: results for 2015 had been released and the trust’s score of 3.84 for 
overall engagement was above (better than) average when compared with trusts of a 
similar type. 
 
In regards to the first slide on the presentation ‘quality overview – CHS’ Mrs Fox 
highlighted  that there appeared to be a substantial number or reds however this was a 
12 month roll of data.  There had been no surprises and CHS were compliant with 
reporting.  In regards to the friends and family test (FFT) response rate, there were 
issues that the CCG was aware of.  Professor Bramble noted that the most real and 
valuables information came from the patient survey and that it was a misrepresentation 
rating CHS as red.  
 
Dr Gillespie referred to workforce improvement and questioned why there was a 25% 
fall out rate.  Mrs Fox advised this was because the English language test was not easy 
to complete and was not necessarily tailored to the role.  However this demonstrated 
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that there was a robust process in place.  The first cohorts of nurses had arrived and 
were going through the induction process in CHS.  
 
In regards to the number of incidents reported by CHS, Mrs Gibson queried whether 
there was a point when the number of incidents reported was too high.  Mrs Fox 
advised that no harm/low harm demonstrated that if reporting remained high this was 
good as it addressed systemic issues.  
 
South Tyneside NHS Foundation Trust (STFT) 
 
Risk: SIs: There were 78 on-going SIs, all requiring sign off by Sunderland CCG and 
South Tyneside CCG (for STFT). Pressure ulcers were recorded as the highest 
incidents for Q4. 14 pressure ulcers were reported in Q4. 
 
Mitigating Actions:  The serious incident panel, QRG and clinical quality manager from 
the North of England Commissioning Support Service (NECS) would continue to meet 
with STFT on a monthly basis to discuss case management.  
 
Risk: Safer Staffing in Community Services: In the absence of the relevant data there 
was a lack of assurance on safe staffing levels in community services.  
 
In regards to Sunderland community information, Dr Gillespie notedthat it would be  
useful to have this broken down by localities/GPs. Mrs Fox asked Mr Thubron if 
Sunderland community information was being perused contractually and Mr Thubron 
confirmed that it was. Information was starting to come through from localities regarding 
the recruitment drive but this needed to be picked up more widely for community 
services.  
 
It was agreed that Mr Thubron and Mrs Goulding would meet in advance of the next 
STFT QRG on 10 August to ensure the contracting team and quality team were clear on 
what the understanding was.  
Action: Mr Thubron and Mrs Goulding  
 
Mitigating Actions:  The CCG had requested, through the QRG, that staffing levels in 
future reports should also include a breakdown of community staffing levels.  
 
Assurances: Safety Thermometer: Community: community services were above the 
national average for % of harm free care in April 2016 of 93.98%.  
 
Community Services FFT: Results published for April 2016 indicated that STFT 
community services had a 68% response rate and a % recommend score of 99%, 
compared to the England average response rate of 3.5% with a 95% % recommend 
score.  
 
CQUIN: Q4 2015/16: The national indicators were reconciled apart from sepsis 
antibiotics administration. The local indicator for the CCG to develop and deliver a 
‘community information management & technology integration’ (IM&T) programme had 
been achieved. 
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NHS Staff Survey: results for 2015 had been released and the trust’s score of 3.70 for 
overall staff engagement was below (worse than) average when compared with trusts of 
a similar  
 
Northumberland Tyne and Wear NHS Foundation Trust (NTW) 
 
Key points: 
 
NRLS: the trust reported 5,340 incidents between April 2015 and September 2015, 
placing them in the middle 50% of reporters.  
 
Risk: Serious incidents (SI):10 SIs were reported during the month April 2016, these 
were all reported within the two day timescale.  However there was still a delay in 
relation to the 60 day reports.  Currently there were 17 SI reports overdue for 
Northumberland Tyne and Wear foundation trust (NTW), one which related to SCCG. 
 
Mitigation Actions: NTW were implementing a new SI and incident policy which should 
assist in improving this. Timescales were also being more proactively managed. This 
would be monitored at the QRG. 
 
Risk: FFT: Friends and Family Test (FFT): The results published for April 2016 indicated 
that 86% of patients would recommend NTW compared with the England average of 
87%. 
 
Mitigation Actions: In an effort to counter declining response rates NTW intended to 
review and make plans going forward on how they could improve collating FFT.  
 
Staff Friends and Family Test: Results published on 1 June 2016 showed that the trust 
was on par with the national response rate and above the England average for the 
percentage recommend scores for the trust as a place to work and receive care. 
Mrs Fox advised that some other mental health trusts had better FFT response rates 
and NTW would be speaking to them to learn how these had been achieved.  NTW also 
had a number of other mechanisms in place for patient’s views.  
 
Risk: Complaints: CQC Intelligent Monitoring: The trust was given an elevated risk 
rating for the number of fully and partially upheld investigations into complaints by the 
Parliamentary and Health Ombudsman. This was discussed at the May QRG and the 
Trust highlighted that the report did not reflect that the Trust investigations into these 
complaints reached the same conclusion as the PHSO. 
 
Risk: Safer Staffing: Data released for April 2016 showed 3 areas with fill rates of 
registered nurses (RNs) of less than 75. Concerns had been raised previously at the 
QRG of the impact of staffing levels on the quality of patient care in terms of increased 
incidents and complaints.  
 
Mitigation Actions:   Verbal assurance was provided at the May meeting that there was 
no correlation between staffing levels and incidents/complaints. The trust also stated 
that they were looking at more innovative approaches for MDTs, and a significant 
release of staff was expected as a result of the learning disabilities transformation to fill 
vacancies 
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Mrs Fox advised NTW had 22 wards and it was a challenge for them to achieve the fill 
rates and had over compensated with health care assistants. If NTW stated  it needed 
fewer registered nurses this would have to be taken into context with other quality 
information to ensure there was no negative impact on patients.  Mrs Fox advised there 
was a full NTW trust report in regards to this. Mrs Goulding advised that NTW had been 
benchmarked against Southern Health and was seen as good practice.  
 
Assurance: Safety Thermometer: The trust remained above the national average for the 
% of harm free care.  
 
Professor Bramble noted that the safety thermometer was not shown in the summary 
highlights for CHS and asked for this to be included in the next report.  
Action: Mrs Lancaster   
 
CQUIN: Quarter 4 2015/16: NTW achieved all indicators with exception of 1 partial 
achievement for children and young people Services  which related  to patients waiting 
for less than 12 weeks for treatments. 
 
North East Ambulance Service NHS Foundation Trust (NEAS)  
 
Key points:  
Care Quality Commission (CQC): the CQC undertook a routine inspection at NEAS in 
April 2016.  The final report was expected in three to six months’ time.  
 
Risk: serious incidents (SIs): 25 SIs remained open as of April 2016, 8 SI investigation 
reports and action plans had been received (further information was requested for some 
of these incidents). Three SIs remained overdue and 11 incidents remained within 
timeframes.  
 
Mitigating actions: the trust was currently working through the backlog of SIs and a 
great deal of work had been completed working through the incidents which the QRG 
noted as a positive step. 
 
Risk: emergency care performance: NEAS reported to the May 2016 QRG that 
emergency care performance had been below target for all 3 national indicators in 
March.   
 
Mitigating action: performance and the impact on quality and patient safety were 
monitored at the QRG. 
 
Risks: system pressures: NEAS reported a 21.3% growth in red volumes in March 2016 
compared to March 2015 figures.  System pressure was also evident with 1 hour and 2 
hour handover delays being significantly higher than those last year.   
 
Mitigating Action: a revised recovery forecast had been developed by NEAS for 
2016/17, based on whole system improvements, showing potential performance 
recovery against the three national standards in quarter 4.  
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Mrs Fox advised that the quality surveillance group had looked at having a single item 
QRG for NEAS, however when the quality risk profile had been done, NEAS had good 
plans in place and recognised that the system could only work in partnership with other 
organisations. The single item QSG for NEAS would therefore not take place. NECS 
and the QRG had agreed to review the quality risk profile issues and check against 
different strands of activity within the urgent and emergency care network/vanguard 
plans.  Following this, a reported would be submitted to the quality surveillance group in 
September to provide assurance that the actions were being addressed.   Mrs Fox 
added that there were fairly unique circumstances for NEAS as they were dependent on 
a number of other providers to achieve performance.  
 
Risks: although trust-wide absence rate had fallen from 7.19% in February 2016 to 
6.40% in March 2016, sickness levels remained high. 
 
Mitigating actions: sickness and absence was monitored through the QRG.  
 
Staff Friends and Family Test (FFT): results published on 1 June 2016 showed that the 
trust response rate of 2% was significantly below the national response rate of 12%.  
 
Mitigating action: The staff FFT would continue to be monitored through the QRG 
 
Friends and Family Test (FFT): results published for April 2016 indicated that 87% 
(PTS) patients would recommend NEAS based on 364 responses (0.7% response rate). 
The % recommend score had decreased, whereas the response rate had increased 
slightly when compared to the previous data release.  
 
Risk: Incidents: Year to date (YTD) the total number of recorded patient safety Incidents 
stood at 1,996. 

6. Dispatch – G2 / G3 delays (1040) 

7. 999 triage (285) 

8. NEAS treatment or procedure Issue (159) 

9. NHS 111 (154) 

10. 3rd party provider / private contractor Issue (61) 

 
Mitigating Actions: The trust continued to work on improving the response rates for 
G2/G3 cases.  The introduction of the clinical hub within the contact centre was 
intended to assist and support the process. The contact centre management team 
continued to work with call handlers to try and mitigate the call handling errors; this 
would also be supported by the clinical hub and the new management structure which 
included clinical management. Improvements would be reviewed at the QRG.  
 
Assurances:  
 
Complaints: The number of complaints received year to date from the 1st April 2015 to 
March 2016 was 673 compared to 730 YTD 2014/16; this was a 7.81% decrease.  
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Workforce Recruitment: NEAS reported to the May QRG that staffing levels continued 
to improve. A number of recruitment activities were underway.  Mrs Fox advised that 
NEAS had the first cohort of recruits with more to follow and a programme was up and 
running with Sunderland University.  A number of initiative shad been implemented in 
regards to the sickness absence policy and the downward trajectory had continued.  
 
Dr Gillespie queried whether it was known what the percentage of vacancies was for 
NEAS.  Mrs Fox advised that the percentage was still high but a shift should be seen in 
year when additional staff arrived. This would be factored into the next integrated quality 
report.  
Action: Mrs Lancaster  
 
Mrs Goulding questioned whether NEAS had a plan in place in regards to complaints 
response times. Mrs Fox advised there was not a planned trajectory for improvement 
but improvement had been seen in SI and route cause analysis  reporting.  
 
In regards to the exception report for outstanding SIs for all providers, Mr Gallagher 
noted this was not in a good position.  Mrs Fox advised that cultures had shifted but the 
outstanding serious incident reports and complaints demonstrated how tight resources 
were.  The forthcoming contract discussions would look at when the CCG could expect 
to see improvements.  
 
Northern Doctors Urgent Care Urgent Care Centres (NDUC UCCs)  
 
Key points: 
 
There has been a whistleblowing report in regards to staffing and training to CQC. The 
CQC conducted an unannounced inspection on the 24 May at Houghton UCC . A 
planned announced visit was undertaken by the CCG to Bunny Hill and Washington 
UCCs. Mrs Goulding advised that the deadline for the assurance report to be provided 
was 221 July 2016. 
 
The numbers of incidents reported on Datix in March was 12, an increase from 4 in 
February. Incidents were due to aggressive patients, receptionist booking appointments, 
poor communication and staffing levels.  An increase in reporting compared to the 
previous quarter was acknowledged at the QRG as positive. Incidents would continue to 
be monitored at the QRG. 
 
Risks: Serious Incidents (SIs): There was 1 SI reported in quarter 4. 
 
Mitigating action: In January NDUC held a ‘Look back and learn paediatric event’ which 
focused on serious incidents and never events of children. The information learned from 
this event had been utilised into how NDUC UCCs would manage children 
appointments more appropriately going forward and had increased clinicians awareness 
of the identification of sepsis. 
 
Risk: complaints: There were 13 complaints received in quarter 4 which was an 
increase of 5 from quarter 3.  
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Mitigating actions: work was underway to service delivery in relation to information 
available to the public to ensure that this was correct. The detail of complaints was 
discussed at the QRG. 
 
Risk: FFT: there had been a poor return of FFT information, however the overall 
findings from Bunny Hill, Washington and Houghton le Spring, patients would be happy 
to recommend the service and were happy with the care and advice they received. 
 
Mitigation action: recent changes in the NDUC UCCs operational support model is 
expected to demonstrate improvements for FFT in quarter 1. Implementation of the 
recommendations from the recent clinical quality assurance visit should help to improve 
the FFT response rate.  
 
Risk: Workforce:  a lack of assurance on workforce issues e.g. sickness absence, safer 
staffing, mandatory training etc. at the QRG as the organisation had been unable to 
produce the information from their systems.  
 
Mitigating action: the information had been requested at the QRG and there were 
actions for the provider in the clinical quality assurance  visit report to be presented at 
the QRG and at a future QSRC.  
 
Northern Doctors Urgent Care Out of Hours service (NDUC OOH) 
 
Complaints: There had been 1 formal complaint in quarter 4. 
 
Risk: Incidents: Number of incidents reported in Q4 was 12, an increase from Q3 figures 
of 8. 
 
Mitigating action: incidents will be monitored at the QRG.  Mrs Goulding advised there 
were measures in place around the incidents that had happened.  
 
Risk FFT: unfortunately  only 12 patient feedback questionnaires had been returned 
during quarter 4.  
 
Mitigating Actions: new ways of obtaining feedback were being reviewed by NDUC. 
 
Assurances: Number of incidents reported in quarter 4 was 12, an increase of 8 from 
quarter 3. 
 
Dr Gillespie advised that patients had emergency care plans in place which NDUC OOH 
did not look at.  Mrs Fox advised that if there was evidence this was happening then it  
should be logged onto Datix in order that themes and trends could be identified and this 
could then be discussed at QRG.  
 
Spire Washington Hospital (SWH)  
 
Key points: 
 
From April 2016 North Durham CCG were to the lead commissioner for SWH as they 
had the highest contract value with the hospital.  
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CQUIN quarter 4 achievement: SWH achieved all the indicators with the exception of 
the number of falls per 1,000 admissions and partial payment was given for discharges 
within 5 hours for day cases. 
 
Risk: serious incidents (SIs):  3 SIs were reported to Sunderland CCG in quarter 4. 
Patient discharged after arthroscopy and micro fracture, readmitted to local trust with 
signs of deep vein thrombosis , one patient fall and wrong size prosthesis implanted for 
a total knee replacement. 
 
Mitigating Actions: SWH undertakes RCAs for all SIs and recommendations and 
lessons learned were identified and shared with the relevant staff as stated within 
SWH’s corporate policy. 
 
Risk: level 2 complaints: There were 9 formal complaints in quarter 4.  
 
Mitigating Actions: all complaints were investigated robustly and the appropriate actions 
were taken in all cases and lessons learned. 
 
Assurances: 
Incident reporting: 146 incidents were reported in quarter 4 higher than previous 
reported quarter of 92. SWH investigate all incidents reported and monitor trends and 
themes. There were monthly health and safety meetings and quarterly risk committee 
meetings taking place where trends and themes were discussed.  Both meetings fed 
into the senior management meeting and incidents were also discussed at the QRG to 
provide assurance  on the  management of them. 
 
Safety Thermometer: SWH reported a 100% harm free care over quarter 4  
 
Primary Care  
 
Incidents: in quarter 4 2015/16, 268 incidents were reported on SIRMS by  CCG 
member  practices which was an increase of 92% on the previous quarter, and an 
increase of 120% compared to the same period last year, demonstrating a more 
positive safety culture.   
 
Mrs Fox asked if it would be helpful to have feedback regarding the style/layout of the 
report and suggested that a survey monkey was set up to collect this.  Mr Gallagher 
commented that the new style of report was well balanced and had prompted a lot of 
discussion. 
Action: Mrs Lancaster to arrange for a survey monkey to be set up – ALL to 
respond 
 
2016/165 Continuing Health Care Report – enclosure  
Mrs Fox presented the report to the committee.  The purpose of the report was to 
provide an update of the ongoing concerns and risks to the CCG in delivering its 
statutory responsibilities under NHS continuing healthcare (CHC) and proposals to 
improve performance.  Mrs Fox highlighted the assurances and risks within the report.  
 
Risk: individual case management for complex cases 
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Mitigating Actions: undertaken by Sunderland City Council  social workers with advice 
and support from health colleagues. 
 
Risk: delayed discharges from hospital 
Mitigating Actions: local agreements were in place to reduce risk of this. 
 
Risk: ensure compliance with the CHC national process 
Mitigating Actions: improvements were continuing to be made through a robust strategic 
approach to ensuring compliance with the national CHC framework and therefore 
reduce f u r t h e r  risks.   This was being delivered through a multi-agency strategic 
group, supported by a local operational group. 
 
Risk: retrospective review CHC shutdown 2004-2012 
Mitigating Actions: action plan had been developed and additional funding provided for 
staffing to ensure the deadline of September 2016 was complied with and the CCG was 
not placed in a difficult financial position. 
 
Risk: care homes seeking higher weekly cost for placements from April 2016. It 
appeared that rather than the usual agreed increase for social care and health funded 
placements, a separate rate entirely for CHC clients was being considered.  The 
request from social care was approximately 10%. Although negotiations with the care 
home providers were in the early stages it appeared the request was for a Price 
Waterhouse Cooper ‘true cost of care’ style model which potentially could be up to a 
25% increase on the current fees.  
Mitigating Actions: initial meetings with the care home providers had taken place.  Also 
exploring the effects of other resources being piloted in care homes to see if this 
provided further mitigation  
 
Mrs Fox advised that in regards to the national focus on periods of unassessed care, 
the CCG was working much more closely with the local authority in an integrated way.  
 
Professor Bramble raised a concern in terms of the cost of health funded placements to 
the CCG.  Mrs Fox advised this was a significant risk for health and social care and the 
out of hospital environment and there would be less flexibility if a number of care homes 
closed. Mr Gallagher highlighted there was a risk that some national care home 
providers could withdraw and some CCGs looked at CHC in isolation from local 
authorities.  
 
Ms Cornell noted the CHC report submitted to the committee was predominately around 
performance/finance and was a duplication of the report submitted to the executive 
committee.  Mrs Fox agreed and advised the CHC report for this committee should 
focus on the quality impact if there was a problem with performance.  It was agreed that 
this would be discussed outside of this meeting.  
Action: Mrs Fox/Mrs Sullivan/Ms Cornell  
 
The committee RECEIVED the report, NOTED both progress and ongoing concerns 
and NOTED appropriate action was being taken to address ongoing concerns 
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2016/166 Quality Impact Assessment of Foundation Trust Cost Improvement 
Schemes – Assurance of Compliance – enclosure  
 
Mrs Fox presented the report to the committee.  The purpose of the report was to 
provide details of the outcome of the process undertaken by the CCG (and co 
commissioners) in relation to its duty to carry out a clinically led review of foundation 
trusts’ cost improvement programmes (CIPs)  and their processes to ensure quality was 
not adversely affected. 
 
Mrs Fox updated the committee that clinically led assurance meetings had taken place 
with NEAS, CHS, STFT and NTW .  There was evidence that all providers had a 
clinically led process to develop and quality review CIPs to ensure that they did not 
compromise the delivery of quality services and where concerns were raised, there was 
an ongoing process of monitoring, reviewing and reporting. 
 
Mrs Fox highlighted key points within the report.  
 
The report provided partial assurance to the committee that the CCG and provider 
organisations had discharged their responsibilities as outlined in the paper. However, 
due to financial challenges across the system and changes to the provider architecture, 
further assurance would be required in year in relation to pathway and lead provider 
changes as well as the impact of STPs.   
 
In mitigation of the partial assurance, there would be robust process to review, monitor 
and report any quality impact issues on a quarterly basis. This process would either 
provide additional assurance, or identify previously unidentified risk/quality impact for 
consideration.  Mrs Fox advised that a further report would be submitted to the 
committee later in the year but there was assurance that all providers had mechanisms 
in place in terms of quality impact.  
 
The committee RECEIVED the report and NOTED the partial assurance in relation to 
the quality impact assessment and future arrangements for monitoring of provider CIPs. 
 
Mrs Fox advised there would be a further move in the agenda and the next item 
presented to the committee was the risk register report. 
 
2016/167 SCCG Risk Register Report - enclosure  
 
Ms Cornell presented the report to the committee.  The purpose of the report was to 
provide an update of the CCG’s latest risk register and associated reports.    
 
Ms Cornell advised that 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.   
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The appendices attached to the report showed the risk register as at 29 June 2016.  
The appendices were as follows: 
 

 Appendix 1 – the CCG’s corporate risk register 

 Appendix 2 – summary of movement in the key corporate risks  

 Appendix 3 – closed risks report     

 
The following reports had also been included for information: 
 

 Appendix 4 – annual review of risk themes from the 9 CCGs across the North 

East 

 Appendix 5 – risk register review by Mazars  

 
The annual risk themes report had been prepared by NECS and was based on the 
information reported onto the SIRMS system by the 9 CCGs in the North East (this did 
not include Cumbria).  The report showed a comparison in what had been reported by 
the CCGs and what they considered to be their main risk areas.  The report outlined the 
top 5 themes as finance, patient safety, reputation, assurance/governance/statutory 
duties and commissioning/provider issues.  The CCG had the highest number of risks in 
patient safety, assurance/governance/statutory duties and commissioning/provider 
issues and this was considered appropriate given the nature of the risks. 
 
The Mazars report was based on work they carried out to compare the common themes 
in 9 strategic risk registers reviewed in March 2016. It focused on those risks which 
scored highest after mitigation to show what issues the CCGs were concerned about 
and remained a threat to strategic objectives after controls and assurance responses 
had been applied.    The report aimed to help managers and those charged with 
governance to see how the corporate risks they had identified compared with others 
and to help consider whether there were gaps in their risk profiles or controls for 
mitigation. 
 
Ms Cornell advised that the CCG had a robust approach and had been the only CCG to 
include the junior doctors’ strike on its risk register.  
 
The committee RECEIVED the report and appendices 4 and 5 for information, NOTED 
the movement in the key corporate risks and APPROVED the risks identified for closure 
in appendix 3 
 
2016/168 Transforming Care Report – enclosure  
 
Mrs Reiling presented the report to the committee. The purpose of the report was to 
provide  an update of recent developments around Transforming Care (TC) for people 
with learning disabilities (LD) and or autism. Mrs Reiling highlighted key points, risks 
and assurances within the report.  



    

Page 22 of 22 

 
Key points: 

 Capacity in LD commissioning 

 Local Implementation group update  

 Primary care strategy for learning disabilities and CCG assurance  

 Mental health 5 year forward view update 

 LD tracker information  - people in hospital tracked on a fortnightly basis to 

provide assurance that CTR procedures were in place  

 
Mrs Reiling gave an overview of the  new tracker which simplified the process  and 
explained what information was gathered and how the tracker worked. Mrs Fox advised 
it had been helpful to see the level of scrutiny shown in the tracker but this was not 
required on a regular basis.  What the committee would like to see was a report of 
compliance and ensuring that any new people coming into the system had a plan in 
place. Mrs Fox referred to 2.4 of the report and requested that from this information was 
produced as a table and report to include some narrative and explanation of any 
exceptions.  This would then be submitted to future meetings for information and 
assurance.   
Action: Mrs Reiling  
 

 Development of a joint commissioning team  

 LD project outline update  

 Mortality review update  

 CCG community treatment review (CTR) process 

 Information governance status 

 
Risks 
The CCG was not seen to be responding to the transforming care agenda which 
included: 

 Community mortality reviews; 

 Hospital admissions increase; 

 Delayed discharges from acute and specialised hospitals; 

 Costs associated with increased number of bespoke packages of care; 

 Screening for LD  patients; 
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 Capacity to deliver the ever increasing number of CTRs, tracker monitoring and 

reporting mechanisms linked to this area and the ever changing processes and 

formats; 

 The CCG had a possible risk around patient identifiable information being held. 

 
Mitigating Actions: 

 The CCG was working with NHS England via a number of meetings to understand 

fully the remit, roles and responsibilities associated with this programme of work. 

This would result in a plan of action to address and mitigate associated risks. 

 NTW and Sunderland City Council community services in Sunderland were focussed 

on avoiding hospital admissions and urgently plan for discharge should an individual 

have to be admitted. 

 To work with providers to identify suitable placements for individuals who were in 

need to step down from more specialised units. Development of bespoke packages 

of care to ensure the needs of patients were met fully while ensuring costs of 

packages were kept to a minimum; 

 The development and delivery of the primary  care strategy and training programme 

working with localities; 

 Discussions were on-going within the joint commissioning team to co-ordinate 

commissioner attendance wherever possible and develop a robust process for these 

moving forward and joining together with the CPAs to reduce duplication and 

inefficiencies; 

 Patient information was stored in a locked location where only relevant staff could 

access.  

 
Assurances: 
The committee received quarterly reports on CCG progress on TC.  The joint 
commissioning team completed and returned multiple reports and the tracker to NHS 
England and other stakeholders to ensure compliance with the TC agenda. Through 
joint working arrangements with partners and other stakeholders, the CCG used their 
well-established links to ensure joined up working took place across the city. The joint 
commissioning team were working with the information governance team within NECS 
in relation to patient information. 
 
Mrs Reiling advised that discussions were being held with secondary care around the 
number of patients receiving care from the private sector and the numbers were 
currently being logged.  Mrs Fox requested that Mrs Reiling linked into the quality team 
in regards to this then information would be taken to the transformation board.  
Action: Mrs Reiling/Mrs Goulding  
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Mr Gallagher noted there was scrutiny on the TC agenda and that the CCG was 
frequently questioned about this.  Mr Gallagher requested that the tracker was 
forwarded onto him. 
Action: Mrs Reiling  
 
Mrs Fox noted that TC  was much broader and encompassed learning disabilities and 
this title should be considered going forward.  
 
Mrs Fox advised that herself and Mrs Reiling had met with Judith Thompson from NHS 
England to look at mortality reviews.  A lot of questions had been raised that needed 
further explanation.    A learning and sharing event from North East and Cumbria pilot 
programme was scheduled for 19 July 2016 and the outcome from this should help 
establish a way forward.  
 
The committee RECEIVED the report NOTED that further reports to committee would 
continue to be made on a quarterly basis. 
 
2016/168 Cycle of Business – enclosure  
 
Mrs Fox presented the committee’s cycle of business and requested this was used to 
advise when reports were required. In-depth discussions would be added going forward.   
 
ITEMS FOR INFORMATION  
 
2016/169 South Tyneside Foundation Trust Quality Review group minutes, 6 April 
2016 – enclosure  
 
The quality safety and risk committee RECEIVED the minutes for information 
 
2016/170 North East Ambulance Service Quality Review group minutes, 14 March 
2016 – enclosure  
 
The quality safety and risk committee RECEIVED the minutes for information 
 
2016/171 Communications and Engagement Steering group minutes, 6 May 2016 
 
The quality safety and risk committee RECEIVED the minutes for information 
 
ANY OTHER BUSINESS 
 
2016/172 
Dr Gillespie referred to the joint formulary being shared with CHS and queried whether it 
should also be shared with other providers. It was agreed that the joint formulary would 
be shared with other providers through the contract group meetings.   
 
Professor Bramble commented that ultimately the joint formulary should be shared with 
STFT.  Mrs Fox advised that there would be conversations about the joint formulary as 
part of the South of Tyne and Sunderland Health Care Group.  
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2016/173 Date and time of next meeting 
Tuesday 16 August 2016, 2pm - 5pm 
Joseph Swan Suite  
Pemberton House 
 
 
 
Signed  
 
 
Date: 16 August 2016  
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CATEGORY OF PAPER  

Proposes specific action  

Provides assurance   

 
GOVERNING BODY MEETING 

 
27th September 2016 

Report Title: 
Minutes of the Quality, Safety and Risk 
Committee held on 16 August 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 16 August 2016.  

Key points, risks and assurances 
 

PATIENT SAFETY 
Safeguarding Annual Report 
 

Risks  
It is likely that there will be new statutory arrangements agreed for safeguarding children 
following the national review by Alan Wood.  Discussions will be held with Executive 
Safeguarding Leads from health organisations around what ‘health’ means in the report 
and what our future governance and strategic arrangements could be.    
 
There are risks associated with the delivery of an alternative delivery model for children’s 
services.  
 
Judicial Deprivation of Liberty had been identified within CCG risk register as both a patient 
care and financial risk.  
 
Assurance 
This report conveyed a high level of commitment from all health agencies to promote 
safeguarding practice in Sunderland.  The CCG is providing leadership and resources to: 

 support improvements around sexual exploitation and recognising and responding 
to domestic abuse. 

 ensure multi-agency learning and improvement frameworks were embedded and 
safeguarding arrangements were robust and compliant with the CCG’s statutory 
responsibilities 

Internal audit had undertaken an audit of the CCG’s safeguarding adults and children 
arrangements and had reported significant assurance of compliance with safeguarding 
responsibilities with no improvement areas. 
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QUALITY IN COMMISSIONED SERVICES 
Quality in Care Homes 
 

Key Points 

 A number of  assessments had been carried out using the new joint quality 
improvement framework within older persons services  

 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. No changes 
to service provision had occurred. 

 One home has gone into liquidation and subsequently closed  
 
Clinical Quality Assurance Visits and Action Log 
 

Key points 
Announced visits to Bunny Hill and Washington Urgent Care Centres (UCC) were planned 
before the Care Quality Commission (CQC) decided to undertake an unannounced visit to 
the UCC at Houghton le Spring 3 days earlier. CQC’s visit was prompted by concerns 
raised about staffing levels, training and emergency preparedness.   
 
Key Risks identified: 
No information to explain the Friends and Family Test (FFT) was available to encourage 
patients to respond. The forms were incorrect and the receptacle for their collection wasn’t 
robust.  
 
Staffing levels:  There had been only one receptionist on duty at Bunny Hill UCC which 
was impractical and did not allow staff to take proper breaks. Clinical staff occasionally had 
had to work alone, which they did not feel was safe practice.  Staff had been moved out of 
Sunderland to cover shifts in other areas when they had been short staffed.  
 
Appointments: If all the appointment slots were full at the end of the day a process of 
streaming took place whereby patients were double booked into appointment slots.  It was 
unclear who had priority to be seen during those busy times. 
 
Booking in: At Bunny Hill UCC there was not a fair process to ensure that patients were 
seen in order (excluding clinical prioritisation) of when they arrived before the UCC officially 
opened.  
 
Mitigating Actions: 
An action plan from the visits is being developed and combined with the CQC visit action 
plan and would be monitored at the  NDUC Quality Review Group (QRG) meetings  
 
GOVERNANCE 
CCG Bi-annual Assurance Report 
Key Points  
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).  Work is ongoing to populate the framework when the data is 
available.  
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Risk:  Accident and emergency four hour waits at CHS for 2016/17. 
 
Mitigating Actions: Quarter one performance at CHS remained below the 95% standard 
and it was not likely to be achieved which would affect the System Transformation Fund 
(STF).  GP led urgent care centre performance remained above the 95% standard so 
performance for Sunderland overall was above the 95% standard. 
 
Risk: Referral to treatment at CHS, particularly gastroenterology, orthopaedics and 
respiratory medicine, the latter due to demand being higher than capacity due to workforce 
shortages. 
 
Mitigating Actions:  CHS and the CCG’s performance for April and May 2016 remained at 
its highest level for a number of years and CHS were 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 was beginning to take 
effect with reductions in referrals into secondary care being observed since October 2015.   
 
Respiratory medicine continues to be a pressure due to capacity constraints linked to a 
shortfall in consultants at CHS.  A number of key short term and medium to longer term 
actions included reviewing referral pathways via the standardisation of care work and map 
of medicine work have been agreed.  
 
A meeting had been scheduled with providers to work through options for a potential 
community gastroenterology service which would help bring gastroenterology into a 
sustainable position and bring capacity back into Sunderland.   
 
Risk: Cancer 62 days from referral to treatment, particularly urology and lung 
 
Mitigating Actions:  The CCG continues to be in a good position for all cancer standards 
except for the 62 days target which is experiencing pressure, particularly in lung and 
urology pathways.  Access to diagnostics is a key pressure, particularly in urology and 
CHS continues to work to improve diagnostics access both on-site at Sunderland Royal 
Hospital and off-site at County Durham and Darlington NHS Foundation Trust (CDDFT).   
 
CHS are currently working through a backlog for urology and particular pressures with 
complex patients who require multiple diagnostics across multiple tumour groups are all 
affecting performance.  Work continues to improve performance.   
 
Risk: Ambulance response calls, particularly red 1 category A calls  
 
Mitigating Actions:  Performance for the region was 69.08% in April 2016 which was well 
below the target of 75%, but above NEAS STP trajectory of 62.79% for April 2016.   Red 1 
performance for SCCG was 72.22% which was above the regional performance. 
 
Risk: Mixed Sex Accommodation (MSA) breach. 
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Mitigating Actions: CHS reported one mixed sex accommodation breach (MSA) which 
affected four patients, all Sunderland residents.  This was the first time the CCG had had a 
breach of MSA since 2013 which was disappointing.  A full root cause analysis (RCA) has 
been carried out and will be discussed at the QRG.   
 
Risk: Healthcare acquired infections in both CHSFT and the community. 
 
Mitigating Actions: There were increased clinical discussions 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 Health NHSFT had been 
identified and actions have been agreed to address this.   
 
POLICIES FOR REVIEW  
Risk Management Policy and Framework 
 
Key points 
The policy and framework had recently been reviewed to ensure its continued relevance 
and an additional section has been included in relation to risk materialisation.  The new 
section set out the requirement that if a risk materialises whilst it was being managed 
through the risk register, it should be recorded as an incident.   
 
Items for information, for the Committee: 

 Joint SCCG/STCCG HCAI Improvement Group minutes, 27 July 2016   

 North East Ambulance Service Quality Review Group minutes, 9 May 2016  

 City Hospitals Sunderland Foundation Trust Quality Review Group minutes, 12 May 
2016 – 

 Communications and Engagement Steering group minutes, 6 May 2016  

 Health and Wellbeing Board minutes, 20 May 2016 – enclosure  
Northern Doctors Urgent Care Quality Review Group meeting, 6 May 2016 
 

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  
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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 16 August 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 Ann Fox, SCCG Director of Nursing Quality and Safety  
Mr. David Gallagher, SCCG Chief Officer  
Dr Karthik Gellia, SCCG Executive GP  
Dr Jackie Gillespie, SCCG Medicines Optimisation Elected GP (arrived at 2:35)  
Mrs Deanna Lagun, SCCG Head of Safeguarding; 
Mrs Elizabeth Mallett, SCCG Senior Pharmacist  
Mr Matthew Thubron, SCCG Deputy Head of Contracting, Performance and Business 
Intelligence 
 
In Attendance 
 
Mrs Janet Farline. SCCG Clinical Quality Officer  
Mrs Carol Lancaster, SCCG Clinical Quality Officer 
Mrs Caroline Latta, NECS Senior Communications and Engagement Locality Manager 
(for item 5.1 only)  
Mrs Eleanor Hardy, SCCG PA (minutes) 
  
2016/174 Welcome and Introductions 
 
Mrs Sullivan welcomed everyone present to the meeting and 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 whether there were any 
objections to the meeting being recorded. All present confirmed there were no 
objections.  
 
2016/175 Apologies for Absence 
 
Apologies received from:  
Ms Sue Goulding, SCCG Head of Quality and Patient Safety; Ms Deborah Cornell, 
SCCG Head of Corporate Affairs; Mrs Gillian Gibson, Director of Public Health  
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2016/176 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 
 
2016/177 Minutes of the previous meeting held on 12 July 2016 – enclosure  
 
Following amendment of typos on page 8 and page 10, the minutes of the meeting held 
on 12 July 2016 were agreed as a true and accurate record of the meeting. 
 
2016/178 Matters arising 
  
There were no matters arising.  
 
2016/179 Action Log – enclosure  
 
All actions were discussed and updated on the action log.  Actions 5, 8, 11, 16, 19 and 
20 were closed and would be removed from the action log.  
 
2016/180 Summary sheet – enclosure  
         
Mrs Sullivan 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 on12 July 2016 and approval of the cover sheet prior to their submission to the 
governing body meeting on 27 September 2016. 
 
The quality safety and risk committee RECEIVED the summary sheet and minutes and 
APPROVED both for submission to the governing body meeting on 27 September 2016 
 
PATIENT EXPERIENCE  
 
2016/181 NHS Duties to Engage and Consult and Empowering Communities – 
presentation   
Mrs. Latta delivered a high level presentation on NHS duties to engage and consult and 
empowering communities.  The purpose of the presentation was to reinforce the legal 
duties and other requirements of the NHS and in particular for the committee to be 
aware of decisions which would have an impact on the way services were delivered or 
the range that were available. Mrs Latta highlighted key messages within the 
presentation:  
 
Mrs Latta referred to the equality act and advised in any change to a service, key 
demographical information would help inform and ensure that the CCG was hearing the 
views of the equality and diversity group of the population. Mrs Sullivan asked if this 
data was collected routinely.  Mrs Latta advised that standard data monitoring was used 
in any engagement activity which included the equality and diversity population and that 
it was a legal duty to do this. Mrs Sullivan asked if My NHS helped in collecting this 
information. Mrs Latta confirmed that it did and that My NHS members were recruited 
against a demographic sample and was over in all categories. Mr Thubron asked if 
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there was a problem in collection information around ethnicity.  Mrs Latta confirmed 
there was and that thought needed to be given around demographical information being 
included in provider contracts.  
 
Mrs Latta referred to the pledge within NHS Constitution “The NHS commits to provide 
you with the information and support you need to influence and scrutinise the planning 
and delivery of NHS services” and noted that this was much easier to do in the digital 
age. A summary of any consultation would be available on the CCG website along with 
a full case for change and any key documents would be made available to the public.  
 
Mrs Latta referred to “The four Gunning principles” and advised in case law any draft 
proposals should be marked as “draft” and that enough information was available for 
intelligent consideration. The custom and practice consultation period was 12 weeks. 
Mrs Sullivan asked if how the public and patient had been involved could be challenged.  
Mrs Latta confirmed this and added it was about having a proportional response and if 
the Health and Wellbeing Board and Scrutiny had any concerns they would respond.  
Mrs Sullivan referred to the South Tyneside and Sunderland alliance and asked if there 
were absolute minimums that needed to be actioned.  Mrs Latta advised that she had 
recently attended a South Tyneside and Sunderland provider’s task and finish group 
and she had been pleased with the proportionate information coming from this group.  
 
In regards to section 4.4 “Planning, assuring and delivering service change for patients 
– NHS guidance” Dr Gellia asked if this applied to all providers including GPs.  Mrs 
Latta confirmed that it did and that all general practices were required to have a patient 
and public group (PPG).  In terms of mergers or moves and support with difficult CQC 
visits, this was about public relations and helping people understand how changes could 
help the general practice become sustainable.  Mrs Fox added that communication and 
engagement became even more important when difficult decisions needed to be made 
and was a fully informal way of ensuring the right action was carried out once for a safe 
and robust process. Mr Gallagher referred to the alliance of South Tyneside Foundation 
Trust and City Hospitals Sunderland which were both underperforming trusts and noted 
this was about saving the NHS and about having an adult conversation with the public, 
articulating why things were being done, what needed to change, and having a robust 
process in place.  
 
Mrs Latta referred to the second part of the presentation which was about “empowering 
communities - the social movement starts with us”.  The 6 principles of the new care 
model had not yet been widely publicised yet but was at the heart of what needed to be 
done particularly in terms of the sustainable transformation programme (STP).    
 
Mrs Latta advised there was significant voluntary work being carried out in trusts but no 
work had been done to look into this.  The CCG as commissioners needed to look at 
brief intervention and volunteering. 
 
Mrs Fox added that there was a significant amount of engagement work going on 
across the city and that the CCG and all agencies need to ensure that messages were 
clear and consistent and that we undertook a collaborative approach to ensure 
maximum impact and effectiveness. . Mrs Sullivan agreed and noted there were a 
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number of 3rd sector groups in the city that would benefit from additional opportunities to 
engage.  
 
Mrs Sullivan thanked Mrs Latta for her very informative presentation which had been 
extremely useful.  
 
PATIENT SAFETY  
 
2016/182 Safeguarding Annual Report - enclosure  
Mrs Lagun presented the Safeguarding Annual Report to the committee.  The purpose 
of the report was to provide assurance to the committee and the governing body that 
the CCG was compliant with its statutory safeguarding adults and children 
responsibilities, including those for Looked After Children (LAC).  Mrs Lagun highlighted 
key points, risks and assurances within the report.   
 
Statutory responsibilities for safeguarding children and adults 
Statutory responsibilities for the CCG include: 

 Children Act 2004 including section 10 and section 11 for  Looked After Children 

(LAC) 

 The Care Act 2014 and accompanying revised guidance 2016  

 The Prevent duty, 2015  

 The Mandatory reporting duty for female genital mutilation (FGM), 2015  

 Mental Capacity Act, 2005.   

 
Local and national drivers for learning and improvement 
In May 2015 Ofsted undertook an inspection in Sunderland to evaluate the 
effectiveness of services for children. The outcome of the inspection identified 
widespread and serious failures in the services provided to children and their families in 
Sunderland, with a rating of ‘inadequate’ across all areas, including the Sunderland 
Safeguarding Children Board (SSCB).   
 
This report outlined how the CCG was supporting the statutory Safeguarding Children 
Improvement Board which had been established under direction from the Department 
for Education and how the CCG was providing leadership and resources with regard to 
sexual exploitation.   It provided assurance that the CCG was supporting the SSCB in 
monitoring safeguarding arrangements across the partnership. 
 
The Children’s Commissioner and the council were currently planning an alternative 
delivery model for children’s services and establishing a board structure to run the “not 
for profit” company.   
 
A pilot of the Multi-agency Tasking and Co-ordination MATAC process commenced in 
Sunderland in January 2016 and would be formally evaluated by Northumbria 
university.   
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During 2015/16 the SSCB undertook a Section 11 audit to assess compliance of key 
partners with their statutory responsibilities, the CCG provided significant assurance. 
 
The LAC designated nurse post was transferred into the CCG in early 2015 following 
concerns about LAC.  An action plan had subsequently been developed and was 
monitored by the CCG Named and Designated Safeguarding Professionals Assurance 
Group. 
 
SSCB continued to undertake a considerable amount of learning and improvement 
activity during 2015/16. In May 2015 the Baby L SCR was published and a further 2 
SCRs (Baby Penny and Baby N) were published in November 2015.  During 2015/16 a 
further 4 SCRs had been commissioned by the SSCB.  
 
In October 2015 the Sunderland Safeguarding Adults Board (SSAB) published a 
Safeguarding Adult Review (SAR).  The SSAB commissioned one further SAR during 
2015/16; this SAR was still in progress and would be published during the summer of 
2016. 
 
As part of the statutory Child Death Review Process the CCG head of safeguarding 
chaired the SSCB Local Child Death Review Panel (CDOP).   The CDOP 2015/16 
annual report would be published on the SSCB website in September 2016 
 
Local Child Protection/Safeguarding Children activity was detailed in section 4 of the 
report. 
 
Local LAC activity was detailed in section 5 of the report. 
 
Local Adult Protection/Safeguarding Adults activity was detailed in section 6 of the 
report  
 
Key achievements 2015/16 
The report detailed in full key achievements for 2015/16, examples included; 
 

 Non-recurrent £30K to provider foundation trusts to support implementation of 

SCR learning 

 Extension of the secondment of the MCA project lead post to enhance 

developments across the health economy in relation to MCA and DoLS 

 Recruitment to a band 7 safeguarding adults and children nurse post to support 

the safeguarding agenda 

 Increased capacity of the admin team by 0.7 WTE 

 Strengthened safeguarding dashboard reporting arrangements from providers 

and strengthened contractual responsibilities. 
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 Ensuring that health providers complied with new statutory responsibilities in 

relation to the Prevent Duty (2015) and the FGM Mandatory Reporting Duty 

(2015)  

 Supporting and contributing to the effective implementation of strengthened 

arrangements around emerging safeguarding agendas, for example sexual 

exploitation  

 Continued support and work with NHS England to establish agreed roles and 

responsibilities in relation to safeguarding and to ensure key risks around 

safeguarding were shared, reported and effectively managed. 

 
Key priorities for 2016/17  
 
The report detailed in full key priorities for 2016/17, examples included;  
 

 Work with partners to review the SSCB governance and accountability 

arrangements in accordance with the recommendations made from the Woods 

Report due to be published in summer 2016. 

 Work in partnership with the local authority to support the transition of children’s 

services to a new provider organisation. 

 To support media preparation for the publication of 4 SCRs in September 2016 

 To progress improvements across the LAC service and ensure the CCG was 

fully compliant with its statutory responsibilities for LAC 

 Appoint a Named GP for Safeguarding Adults and support the post holder to 

effectively develop into this role. 

 To plan, commission and deliver training across the city which supported 

clinicians to meet the safeguarding requirements for revalidation. 

 To ensure all health providers supported statutory reviews and implemented 

learning and recommendations 

 Lead and develop arrangements to ensure the CCG was compliant with statutory 

responsibilities for MCA and DoLS 

 To develop and strengthen the interface between safeguarding and 

commissioning teams to strengthen commissioning arrangements. 
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Risks  
It is likely that there would be new statutory arrangements agreed for safeguarding 
children following the national review by Alan Wood.  Mrs Fox advised that discussions 
would be held with Executive Safeguarding Leads from health organisations around 
what ‘health’ means in the report and what our future governance and strategic 
arrangements could be   
 
There were risks associated with the delivery of an alternative delivery model for 
children’s services.SSCB continued to undertake a considerable amount of learning and 
improvement activity during 2015/16. 
 
Judicial Deprivation of Liberty had been identified within CCG risk register as both a 
patient care and financial risk.  
 
Assurance 
This report conveyed a high level of commitment from all health agencies to promote 
safeguarding practice in Sunderland. The CCG was providing leadership and resources 
to: 

 support improvements around sexual exploitation and recognising and 

responding to domestic abuse. 

 ensure multi-agency learning and improvement frameworks were embedded and 

safeguarding arrangements were robust and compliant with the CCG’s statutory 

responsibilities 

 
Internal audit had undertaken an audit of the CCG’s safeguarding adults and children 
arrangements and had reported significant assurance of compliance with safeguarding 
responsibilities with no improvement areas. 
 
Action plans had been developed following the benchmarking/assurance exercises 
undertaken with NHS England.  Progress would be reported to the committee via the 
normal highlight reports. 
 
Mrs Lagun referred to section 3.2.5 and updated the committee that recruitment to the 
victim support role within Team Sanctuary had been unsuccessful.  The police were 
now using the funding for this role differently and this work would become mainstream. 
 
Mrs Lagun invited questions from the committee.  
 
Professor Bramble asked how Sunderland benchmarked nationally in regards to the 
number of looked after children.  Mrs Lagun advised that Sunderland was an outlier and 
had not yet ventured into wraparound services.  Mrs Fox advised when wraparound 
services became available in Sunderland it would take 2 – 3 years to see an impact.  
Mrs Lagun advised a lot depended on the recruitment and retainment of social workers.    
 
Mrs Sullivan referred to section 3.6.5 within the report “a data summary of the MCA 
template usage for patients with dementia and learning disabilities has been set up to 
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evidence assessment of capacity and best interest decisions” and asked how well this 
was being used.  Mrs Lagun advised it was being used but needed further promotion.   
 
In regards to section 4.2 of the report “SSCB currently developing a multi-agency 
dataset” Mrs Sullivan asked was this an ongoing piece of work.  Mrs Lagun and Mrs Fox 
confirmed that it was and that the SSCB recognised that as a board they had been 
predominately looking at local authority or children’s services indicators instead of what 
was known to be system wide early warning indicators to monitor multi agency 
effectiveness of the system. The SCCG chair was keen for the board to focus on 3 
areas with key indicators sitting underneath; health would focus on CAHMS, health 
visitors and school nursing indicators.  Mrs Fox advised that this had moved on quite 
quickly to enable the SCCB to have a high level overview of the 3 focused areas.  
 
Mrs Fox thanked the CCG safeguarding team for being proactive and all of the work the 
team had undertaken.  Mrs Sullivan acknowledged the significant amount of work 
undertaken by the CCG safeguarding team and requested that the safeguarding annual 
report was submitted to the next SCCG governing body meeting in September as a 
stand-alone report. 
Action: Mrs Lagun  
  
The committee RECEIVED the report, NOTED the assurance provided and AGREED 
the priorities set out for 2016-17 
 
QUALITY IN COMMISSIONED SERVICES  
 
2016/183 Quality in Care Homes – enclosure  
Mrs Farline presented the quality in care homes repot to the committee. The purpose of 
the report was to provide an overview of recent concerns in care homes in Sunderland. 
Mrs Farline highlighted key points, risks and assurances within the report. 
Key Points 

 A new joint quality improvement framework had been developed and approved 

by Sunderland City Council and Sunderland Clinical Commissioning Group  

 A number of  assessments had been carried out using the joint  quality 

improvement Framework within older persons services  

 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. No 

changes to service provision had occurred. 

 A number of homes had recently been inspected by the CQC  

 One home had gone into liquidation and subsequently closed  

 
Risk 

 Concerns in care homes as detailed in the report. 
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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 were in place with the integrated commissioning 

team and the CCG to assess and monitor services.  

 
Assurance 

 The risks identified around the assurance of care within commissioned services 

were detailed on the risk register. 

 
Mrs Farline referred to section 4 of the report “Sunderland quality improvement 
framework assessment visits” and reported that a number of homes had been visited; 
most homes had been rated as green and 2 had been rated as amber – an extensive 
action plan was in place for those 2 homes.  
 
Mrs Farline reported that a number of care homes had been visited by the CQC and 
that all reports had been published on the CQC website.  
 
Mrs Farline reported that 2 rapid Improvement workshops had been held which would 
result in changes for care homes in Sunderland.  The 1st workshop had focused on 
transfer from care homes into hospital/other health care establishments.  A hospital 
passport had been developed as a result of this workshop. The passport was designed 
to accompany the resident through their hospital journey and would be completed by 
hospital staff on the point of discharge.  The hospital passport had been piloted in 6 
care homes and the plan was to roll this out across the city which would include training 
on how to complete the passport. The 2nd workshop had focused on reducing the risk of 
patients presenting to A&E, urgent care centres and general practices with D&V and 
encouraging them to stay at home.  The workshop was still progressing with the actions 
and included a targeted approach across the city with the use of leaflets and public 
health advice.  
 
Mrs Sullivan asked if an action plan and evaluation would be developed from the 
workshops and Mrs Farline confirmed that they would.  
 
Dr Gellia referred to the national early warning scores (NEWS) pilot across care homes 
and reported there had been questions asked in the locality meetings regarding this and 
views that it would generate extra work for GP Practices. Dr Gillespie advised this was 
simply about taking observations for people who may need to be admitted into hospital 
and doing a baseline to see if there were any changes and was essential to help inform 
clinical judgement.   
 
The committee RECEIVED the report and NOTED the progress described 
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2016/184 Clinical Quality Assurance Visits and Action Log – enclosure 
Mrs Lancaster presented the clinical quality assurance visits report and action log 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 Northern 
Doctors Urgent Care (NDUC) – Bunny Hill & Washington Urgent Care Centres (UCC). 
Mrs Lancaster highlighted key points, risks and assurances to the committee.  
 
Key points: 
These announced visits to Bunny Hill and Washington Urgent Care Centres were 
planned before the Care Quality Commission (CQC) decided to undertake an 
unannounced visit to the UCC at Houghton le Spring 3 days earlier. CQC’s visit was 
prompted by a whistleblower that raised concerns about staffing levels, training and 
emergency preparedness.  Mrs Lancaster advised that the CCG visits had picked up 
similar issues as the CQC visit. 
 
A joint action plan in response to all 3 visits would be developed and monitored at the 
NDUC Quality Review Group (QRG) meetings. 
 
Key Risks identified: 
FFT: No information to explain the Friends and Family Test (FFT) was available to 
encourage patients to respond. The forms were incorrect and the receptacle for their 
collection wasn’t robust.  
 
Staffing levels:  There had been only one receptionist on duty at Bunny Hill UCC which 
was impractical and did not allow staff to take proper breaks. Clinical staff occasionally 
had had to work alone, which they did not feel was safe practice.  Staff had been moved 
out of Sunderland to cover shifts in other areas when they had been short staffed.  
 
Appointments: If all the appointment slots were full at the end of the day a process of 
streaming took place whereby patients were double booked into appointment slots.  It 
was unclear who had priority to be seen during those busy times. 
 
Booking in: At Bunny Hill UCC there was not a fair process to ensure that patients were 
seen in order (excluding clinical prioritisation) of when they arrived before the UCC 
officially opened.  
 
Mitigating Actions: 
An action plan from the visits would be developed and combined with the CQC visit 
action plan and would be monitored at the QRG meetings  
 
Mrs Lancaster invited questions form the committee.  
 
Mrs Fox noted it had been helpful that the CQC had agreed on a collaborative approach 
with the CCG. 
 
Mrs Sullivan noted there had been no progress since the visit to Bunny Hill urgent care 
centre in September 2015 despite having an action plan in place.  Mrs Fox advised that 
the CCG had not had the joint meeting with the CQC as yet.  Once this had happened 
the action plan would be updated and dates for completion would be added.  If there 
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were any actions that could not be actioned, these would be closed and there would be 
clear reasons recorded about this (e.g. signage which is out with the providers control). 
Mrs Sullivan noted there needed to be thought given on how to manage providers that 
had action plans in place but had made no progress against the actions.  Professor 
Bramble expressed concern that the action log was incomplete.  Mrs. Sullivan agreed 
and requested that the action log be completed; including previous actions not 
completed and now missing and all sections that require dates to be completed.  An 
updated action log to be submitted to the next QSRC. 
ACTION: Mrs. C. Lancaster 
 
The committee RECEIVED the report and NOTED the contents  
 
GOVERNANCE  
 
2016/185 CCG Bi-annual Assurance Report - enclosure  
Mr Thubron presented the bi-annual assurance report to the committee.  The purpose of 
the report was to provide a six monthly full and detailed update to the committee with an 
exception report detailing the current under-performing measures which were part of the 
CCG improvement and assessment framework and provided assurance of the actions 
being taken where necessary.  Mr Thubron highlighted key points, risks and assurance 
to the committee.  
 
Key Points:  
For 2016/17, a new CCG improvement and assessment framework had been 
introduced to replace the existing CCG assurance framework and CCG performance 
dashboard (delivery dashboard). The transition to this new framework had now begun 
and the performance dashboard included within the appendix of the report and 
referenced throughout the report was 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 was not yet populated.  The business intelligence team was in the 
process of establishing data flows from national data and local data to serve as a proxy 
(where available). 
 
Reporting had also commenced on the quality premium for 2016/17.  Again, this would 
not be fully populated until baseline positions had been published and data was 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 July 2016.  
Mr Thubron updated the committee that 30 of the 60 indicators had since been received 
and that these were all clinical and were published on My NHS.  The committee would 
see the baselines populated in the next assurance report on 13 September 2016. 
 
Referral to treatment performance for incomplete pathways remained above the 
standard as at May 2016 with continued improved performance.  Respiratory medicine 
was the main pressure as well as sustainability for orthopaedics.  Mr Thubron reported 
respiratory medicine was showing an improvement; a local consultant had been 
recruited for the next12 month period and CHS was actively recruiting. The CCG was 
working with CHS around how the CCG could work with primary care looking at 
improving the standardisation of care. The CCG was also looking at how potentially 
CHS and STFT could provide education and guidance to primary care to develop the 
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map of medicine work. Mr Thubron advised it was expected that respiratory medicines 
would be delivering within the next 2-3 month.  Dr Bradford added that the CCG had 
had conversations with South Tyneside CCG (STCCG) looking at respiratory medicine 
as STCCG have had a workstream around this for quite some time.   
 
Mrs Sullivan referred to the resolution in orthopaedics and asked if this was because of 
the newly recruited posts.  Mr Thubron advised it was and because CHS was working 
differently and only seeing patients they should be seeing.  It was also because of 
admin and having visibility on long waiters and the development of the SIMS MSK 
service in the community.  Orthopaedics was at step one of having a full integrated 
service.   
 
Dr Gellia noted there was a service gap in regards to back pain with a red flag.  For 
example currently the GP would contact the consultant’s secretary and fax through the 
information but they could not be assured how soon the patient would be seen. Dr 
Gellia asked if this was something the CCG could look into. Mr Thubron advised there 
was a pathway on cancer non-primary pathway coming out soon and he would look into 
what could be put in place with the trust.  
Action: Mr Thubron  
 
Mrs Sullivan referred to reducing repeat appointments and long waiters and asked if 
patients leaving the hospital were still being given a next appointment date.  Mr Thubron 
advised he would pick this up and provide an update. 
Action: Mr Thubron  
 
Accident and Emergency four hour wait at City Hospitals Sunderland (CHS) remained 
below the 95% standard so far for 2016/17 with year to date performance of 94.73% as 
of 15th August 2016.  If performance did not improve this would have risks for the 
System Transformation Fund (STF) for CHS. Mr Thubron reported that an improvement 
had been seen in quarter 2 with 95.05% performance.   Attendance in May and June 
had increased and CHS had taken a number of diverts from other hospital’s when the 
system was under pressure and a key part of the Urgent Care Strategy was to 
understand the levels of activity at CHS and across the system.  Mr Thubron noted that 
the vast majority of the increased activity revolved around Urgent Care Centre Activity 
(Type 3).  Professor Bramble noted that overall it was recognised nationally that 
workloads had increased however there was information from CHS which demonstrated 
patient satisfaction was high. He also commented that whilst this was an important 
target it was not the only indictor of quality and that it was positive how well CHS had 
performed in some challenging circumstances. 
 
Cancer 62 days remained the CCGs biggest risk for 2016/17 relating to the cancer 
targets due to pressures in lung and urology.  Performance for April and May 2016 was 
below the 85% standard due to pressures at CHS.  This was likely to continue into the 
summer.  
 
Mixed Sex Accommodation breach (MSA) in April affecting four patients. Mr Thubron 
advised this had happened in the chest pain assessment unit and was due to the 
department being under pressure and a lapse in procedure. CHS had escalated training 
and an action plan was in place which would be picked up via the performance route.  
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HCAI pressures continued into 2016/17, particularly around MRSA at CHS.  C.difficile 
was also a pressure with indicative performance for May 2016 being higher than 
trajectory at both CHS and the Sunderland community.  CHS however had already 
flagged that a number of cases were subject to appeal.  CHS had also reported 2 cases 
of MRSA which was disappointing.   
 
Ambulance response times continued to be a significant pressure in 2016/17 with 
performance for April 2016 still below the standard for red 1 calls.   
 
Risk:  Accident and emergency four hour waits at CHS for 2016/17. 
 
Mitigating Actions: Quarter one performance at CHS remained below the 95% standard 
and it was not likely to be achieved which would affect the System Transformation Fund 
(STF).  Despite not achieving, the trust was still one of only a few trusts nationally to 
show a rolling 12 month improvement which was promising.  CHS continued to work 
towards delivery with performance in June 2016 improving significantly.  The surge 
group continued to meet and CHS continued to implement the action plan.  GP led 
urgent care centre performance remained above the 95% standard so performance for 
Sunderland overall was above the 95% standard. 
 
Risk: Referral to treatment at CHS, particularly gastroenterology, orthopaedics and 
respiratory medicine, the latter due to demand being higher than capacity due to 
workforce shortages. 
 
Mitigating Actions:  CHS and the CCG’s performance for April and May 2016 remained 
at its highest level for a number of years and CHS were 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 was beginning to take 
effect with reductions in referrals into secondary care being observed since October 
2015.  CHS still has pressures around certain sub-specialties but on-going 
developments with SIMS were progressing well.  A key test would be sustainability over 
the coming months of the orthopaedics position.  
  
Respiratory medicine continued to be a pressure due to capacity constraints linked to a 
shortfall in consultants at CHS.  Discussions had taken place with CHS and internally 
with executive GPs and a number of key short term actions had been agreed such as 
tightening up referral criteria and CHS reviewing patients who were still on the follow up 
list to ensure they were not followed up inappropriately.  Medium to longer term actions 
included reviewing referral pathways via the standardisation of care work and map of 
medicine work. 
 
Regarding gastroenterology, a meeting had been scheduled with providers to work 
through options for a potential community gastroenterology service which would help 
bring gastroenterology into a sustainable position and bring capacity back into 
Sunderland.  Mr Thubron advised this event had been scheduled for 15 September 
2016 and invited Professor Bramble to participate.  
Action Mr Thubron to send details of the event to Professor Bramble  
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Risk: Cancer 62 days, particularly urology and lung 
 
Mitigating Actions:  The CCG continued to be in a good position for all cancer standards 
except for 62 days which was experiencing pressure, particularly in lung and urology 
pathways.  Access to diagnostics was a key pressure, particularly in urology and CHS 
continued to work with the department to improve diagnostics access both on-site at 
Sunderland Royal Hospital and off-site at County Durham and Darlington NHS FT 
(CDDFT).   
 
CHS were currently working through a backlog for urology and particular pressures with 
complex patients who required multiple diagnostics across multiple tumour groups were 
all affecting performance.  Performance was expected to improve in quarter two but 
more work was needed to improve performance.   
 
Risk: Ambulance response calls, particularly red 1 category A calls  
 
Mitigating Actions:  Performance for the region was 69.08% in April 2016 which was 
well below the target of 75%, but above NEAS STP trajectory of 62.79% for April 2016. 
  Red 1 performance for SCCG was 72.22% which was above the regional 
performance. 
 
As reported in the last assurance report NEAS would not receive any financial benefits 
for the STF, but had agreed an improvement trajectory with the standard being 
achieved in February and March 2017.  The CCG’s quality premium for 2016/17 would 
be based on Q4 performance of 75% 
NEAS were continuing to work on the following improvement actions 

 Internal reviews to reduce volume of red triaged incidents 

 Ongoing use of third party provision 

 Ongoing pilot of Fire and Rescue Service First Responder Scheme 

 Work with the vanguard subgroup to review handover processes with a view 

to agreeing a standardised best practice approach across the region 

 Increased recruitment and media campaigns in an attempt to reduce 

demand and increase capacity 

 
Sunderland CCG had commissioned NEAS to make improvements to the dispatch of 
advanced practitioners (AP) to appropriate calls to help prevent hospital admissions. 
The recovery at home team were now liaising with NEAS to request an AP response 
(via ambulance control) to a patient where they believed it would stop admission to 
hospital. The pilot was commissioned from 1 April 2016 to 30th September 2016. 
 
Risk: Mixed Sex Accommodation (MSA) breach. 
 
Mitigating Actions: CHS had reported one mixed sex accommodation breach (MSA) 
which affected four patients, all Sunderland residents.  This was the first time the CCG 
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had had a breach of MSA since 2013 which was disappointing.  A full route cause 
analysis (RCA) had been carried out and would 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 had re-affirmed the policy with staff and 
refresher training would be given periodically.   
 
Risk: Healthcare acquired infections in both CHS NHSFT and the community. 
 
Mitigating Actions: There were increased clinical discussions 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 Health 
NHSFT had been identified and actions had been agreed to address this.  Route cause 
analysis undertaken on all cases to identify cause and any lessons learned.  All actions 
were included within the HCAI action plan.  
 
Risk: Activity levels in secondary care particularly elective and non-elective inpatients 
 
Mitigating Actions: The CCG believed they had commissioned the right level of planned 
care activity to deliver the constitutional standards and worked closely with providers to 
model demand for services.  Risks had been mitigated financially due to the block 
contracting arrangements with CHS and risk shared arrangements with other providers.  
The contracting team also met monthly with CHS to horizon scan using information on 
demand and capacity to understand any particular pressures as early as possible for 
appropriate action to be taken.  Non-electives continued to be the focus of the CCG’s 
out of hospital reforms and detailed monitoring was in place to understand the impact of 
the CCG’s transformation programme. 
 
Assurances:  
Monthly performance meetings 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. 
 
Monthly provider management meeting which provided a forum to escalate performance 
risks and issues with providers. 
 
The committee RECEIVED the report, NOTED the current position for each under-
performing indicator and the actions being taken to address performance issues 
 
2016/186 Cycle of Business  
Mrs Sullivan presented the committee’s cycle of business and requested this was used 
to advise when reports were required. In-depth discussions would be added going 
forward.   
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POLICIES FOR REVIEW  
 
2016/187 Risk Management Policy and Framework – enclosure  
Mrs Fox presented the risk management policy and framework to the committee on 
behalf of Ms Cornell. The purpose of the report was to provide the committee with an 
updated risk management policy and framework. The policy and framework set out the 
CCG’s approach to managing risk to ensure it met its overall objective to commission 
high quality and safe services. In addition, the adoption and embedding within the 
organisation of an effective risk management policy and processes would ensure that 
the reputation of the CCG was maintained and enhanced, and its resources were used 
effectively to reform services through innovation, large-scale prevention, improved 
quality and greater productivity. Key points within the policy were: 
 
Key points 
The policy and framework had recently been reviewed to ensure its continued relevance 
and an additional section had been included in relation to risk materialisation.  The new 
section set out the requirement that if a risk materialised whilst it was being managed 
through the risk register, it should be recorded as an incident.   
 
Also, if a risk materialised whilst it was being managed through the risk register, it 
should be considered whether it needed to be removed from the risk register.  Reasons 
for occurrence should be analysed and evidence established as to whether a trend of 
similar incidents existed, that needed to be managed through the risk register.   
 
The additional section was highlighted in yellow in the document for ease of reference 
and a risk materialisation flowchart was attached to the report as appendix 4. 
 
The committee RECEIVED the report and APPROVED the updated risk management 
policy and framework 
 
ITEMS FOR INFORMATION  
 
2016/188 Joint SCCG/STCCG HCAI Improvement Group minutes, 27 July 2016 – 
enclosure  
 
The committee RECEIVED the minutes for information 
 
2016/189 North East Ambulance Service Quality Review group minutes, 9 May 
2016 – enclosure  
 
The committee RECEIVED the minutes for information 
 
2016/190 City Hospitals Sunderland Foundation Trust Quality Review Group 
minutes, 12 May 2016 – enclosure  
 
The committee RECEIVED the minutes for information 
 
2016/191 Communications and Engagement Steering group minutes, 6 May 2016 - 
enclosure 
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The committee RECEIVED the minutes for information 
 
2016/192 Health and Wellbeing Board minutes, 20 May 2016 – enclosure  
 
The committee RECEIVED the minutes for information 
 
2016/193 Norther Doctors Urgent Care Quality Review Group meeting, 6 May 2016 
enclosure 
 
The committee RECEIVED the minutes for information 
 
ANY OTHER BUSINESS 
 
2016/194 
Mrs Sullivan reported that the quality safety and risk committee terms of reference had 
been submitted to the governing body for ratification and it had been proposed that a 
joint commissioning representative was included in the membership.  Dr Gillespie noted 
that more GPs were also needed on the membership. Mrs Sullivan advised she would 
pick this matter up.  
Action: Mrs Sullivan  
 
2016/195 Date and time of next meeting 
Tuesday 13 September 2016, 2pm - 5pm 
Joseph Swan Suite  
Pemberton House 
 
 
Signed  
 
 
 
 
Date: 14.09.16  
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GOVERNING BODY 
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Report Title: 
 

Safeguarding Annual Report 2015/2016 
 

Purpose of report 

This report provides assurance to the CCG Quality, Safety and Risk Committee and the 
Governing Body that the CCG is compliant with its statutory safeguarding adults and 
children responsibilities, including those for Looked After Children (LAC).  

Key points, risks and assurances 

 
Statutory responsibilities for safeguarding children and adults 
Statutory responsibilities for the CCG include: 

 Children Act 2004 including section 10 and section 11 for  Looked After 
Children (LAC) 

 The Care Act 2014 and accompanying revised guidance 2016  

 The Prevent duty, 2015  

 The Mandatory reporting duty for FGM, 2015  

 Mental Capacity Act, 2005.   
 
Local and national drivers for learning and improvement 
In May 2015 Ofsted undertook an inspection in Sunderland to evaluate the effectiveness of 
services for children. The outcome of the inspection identified widespread and serious 
failures in the services provided to children and their families in Sunderland, with a rating of 
‘inadequate’ across all areas, including the Sunderland Safeguarding Children Board 
(SSCB).   
 
This report outlines how the CCG is supporting the statutory Safeguarding Children 
Improvement Board which has been established under direction from the Department for 
Education and how the CCG is providing leadership and resources with regard to sexual 
exploitation.   It provides assurance that the CCG is supporting the SSCB in monitoring 
safeguarding arrangements across the Partnership. 
 
The Children’s Commissioner and the Council are currently planning an alternative delivery 
model for children’s services and establishing a Board structure to run the “not for profit” 
company.   
 
A pilot of the Multi-agency Tasking and Co-ordination MATAC process commenced in 
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Sunderland in January 2016 and will be formally evaluated by Northumbria University.   
During 2015/16 the SSCB undertook a Section 11 Audit to assess compliance of key 
partners with their statutory responsibilities, the CCG provided significant assurance. 
 
The LAC Designated Nurse post was transferred into the CCG in early 2015 following 
concerns about LAC.  An action plan has subsequently been developed and is monitored 
by the CCG Named and Designated Safeguarding Professionals Assurance Group. 
 
SSCB continued to undertake a considerable amount of learning and improvement activity 
during 2015/16. In May 2015 the Baby L SCR was published and a further 2 SCRs (Baby 
Penny and Baby N) were published in November 2015.  During 2015/16 a further 4 SCRs 
have been commissioned by the SSCB.  
 
In October 2015 the Sunderland Safeguarding Adults Board (SSAB) published a 
Safeguarding Adult Review (SAR).  The SSAB commissioned one further SAR during 
2015/16; this SAR is still in progress and will be published during the summer 2016. 
 
As part of the statutory Child Death Review Process the CCG Head of Safeguarding chairs 
the SSCB Local Child Death Review Panel (CDOP).   The CDOP 2015/16 Annual Report 
will be published on the SSCB website in September 2016 
 

Local Child Protection/Safeguarding Children activity  - see section 4 

 

Local LAC activity- see section 5 

 

Local Adult Protection/Safeguarding Adults activity- see section 6 

 

Key achievements 2015/16 

The report details in full key achievements for 2015/16, examples include; 

 

 Non-recurrent £30K to Provider Foundation Trusts to support implementation of 
SCR learning 

 Extension of the secondment of the MCA project lead post to enhance 
developments across the health economy in relation to MCA and DoLS 

 Recruitment to a band 7 safeguarding adults and children nurse post to support 
the safeguarding agenda 

 Increased capacity of the admin team by 0.46 WTE 

 Strengthened safeguarding dashboard reporting arrangements from Providers 
and strengthened contractual responsibilities. 

 Ensuring that Health providers comply with new statutory responsibilities in 
relation to the Prevent Duty (2015) and the FGM Mandatory Reporting Duty 
(2015)  

 Supporting and contributing to the effective implementation of strengthened 
arrangements around emerging safeguarding agendas, for example Sexual 
Exploitation  
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   Continued support and work with NHS E to establish agreed roles and 
responsibilities in relation to Safeguarding and to ensure key risks around 
safeguarding are shared, reported  and effectively managed. 

 

Key priorities for 2016/17  

The report details in full  key priorities for 2016/17, examples include;  

 

 Work with Partners to review the SSCB governance and accountability 
arrangements in accordance with the recommendations made from the Woods 
Report due to be published in summer 2016. 

 Work in partnership with the LA to support the transition of children’s services to a 
new provider organisation. 

 To support media preparation for the publication of 4 SCRs in September 2016 

 To progress improvements across the LAC service and ensure the CCG is fully 
compliant with its statutory responsibilities for LAC 

   Appoint a Named GP for Safeguarding Adults and support the post holder to 
effectively develop into this role. 

 To plan, commission and deliver training across the city which supports clinicians 
to meet the safeguarding requirements for revalidation. 

   To ensure all health providers support statutory reviews and implement learning 
and recommendations 

 Lead and develop arrangements to ensure the CCG is compliant with statutory 
responsibilities for MCA and DoLS 

 To develop and strengthen the interface between Safeguarding and 
Commissioning teams to strengthen commissioning arrangements. 

 
Risks  
It is likely that there will be new statutory arrangements agreed for safeguarding children 
following the national review by Alan Wood.   
 
There are risks associated with the delivery of an alternative delivery model for children’s 
services. 
 
SSCB continues to undertake a considerable amount of learning and improvement 
activity during 2015/16. 
 
Judicial Deprivation of Liberty has been identified within CCG risk register as both a 
patient care and financial risk.  
 
Assurance 
This report conveys a high level of commitment from all health agencies to promote 
safeguarding practice in Sunderland. The CCG is providing leadership and resources to: 

 support improvements around sexual exploitation and recognising and responding 
to domestic abuse. 

 ensure multi-agency learning and improvement frameworks are embedded and 
safeguarding arrangements are robust and compliant with the CCG’s statutory 
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responsibilities 
 

Internal audit have undertaken an audit of the CCG’s safeguarding adults and children 
arrangements and have reported significant assurance of compliance with safeguarding 
responsibilities with no improvement areas. 
 
Action plans have been developed following the benchmarking/assurance exercises 
undertaken with NHS E.  Progress will be reported to QSRC via the normal highlight 
reports. 
 

What the Committee should focus on:  The assurance provided in this report. 

Recommendation/Action Required 

 
The Governing Body are asked to note the assurance provided by this report. 
 

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

Report author Deanna Lagun, Head of Safeguarding   

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 

S11 CA 2004 – Statutory Safeguarding Responsibilities 
Mental Capacity Act 2005 and Deprivation of Liberty Safeguards 2007 
The Care Act 2014 
The Prevent Duty 2015 
FGM Mandatory reporting Duty 2015 

Are the identified risks on the risk register?  
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If issue/report has been previously reviewed please specify meeting and date 

Sunderland CCG Quality Safety and Risk Committee on 16 August 2016. 

Equality analysis completed 
(please tick)  

Yes  No  N/A  

Key implications 

Are additional resources 
required?   

 
No  

Has there been appropriate 
clinical engagement?  

Learning from all reviews shared within TITO sessions, 
multi-agency sessions to both Safeguarding Boards, 
Briefing documents and Newsletters disseminated to GP 
Practices.  Training and Safeguarding updates. 

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

NA 

Any current or expected 
impact on patient 
outcomes/experience? 
 

To improve timely intervention by agencies in order to 
safeguard and protect vulnerable adults and children and 
achieve better outcomes. 
 
To develop and maintain knowledge and skills of clinical 
staff in the application of the Mental Capacity Act (2005). 

Has there been member 
practice and/or other 
stakeholder engagement if 
needed?   
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GOVERNING BODY 
27 September 2016  

ANNUAL SAFEGUARDING REPORT 
 
Introduction 

 
 

1.1 This Annual Safeguarding Report has been contributed to by Designated, 
Named and Lead Professionals within the Sunderland Clinical Commissioning 
Group (CCG) Safeguarding Team. 
 

1.2 This report provides assurance to the CCG Quality, Safety and Risk Committee 
and the Governing Body that the CCG is compliant with its statutory 
safeguarding adults and children responsibilities, including those for Looked 
after Children (LAC). 
 

1.3 This report conveys a high level of commitment from all health agencies to 
promote safeguarding practice in Sunderland by working together with the 
Sunderland Safeguarding Children Board (SSCB) and Sunderland Safeguarding 
Adults Board (SSAB), across all agencies, both statutory and non-statutory and 
across other partnerships, e.g. the Safer Sunderland Partnership.  Each of the 
statutory boards has a responsibility to publish an annual report, which the 
Designated Professionals for Safeguarding Adults and Children contribute to. 
 

1.4 NHS Providers have a responsibility to produce their own Safeguarding Annual 
Reports.  These will be reviewed at the Provider Quality Review Groups and the 
CCG Named and Designated Safeguarding Professionals Assurance Group 
(which replaced the Joint Strategic Safeguarding Group in May 2016).  These 2 
arenas also consider highlights and exceptions to safeguarding activity and 
compliance reported into the CCG via the quarterly safeguarding dashboards. 
 

1.5 This annual safeguarding report provides an overview of: 
 

 Statutory responsibilities for safeguarding children and adults 

 Statutory responsibilities for looked after children (LAC) 

 Local and national drivers for learning and improvement 

 Local Child Protection/Safeguarding Children activity  

 Local LAC activity 

 Local Adult Protection/Safeguarding Adults activity 

 Key achievements 2015/16 
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 Key priorities for 2016/17  
 
2.0 Legislation and Guidance  

 
2.1 All NHS bodies have a statutory duty to make arrangements to safeguard and 

promote the welfare of children under section 11 of the Children Act 20041. NHS 
bodies are statutory members of Local Safeguarding Children Board under 
section 13 of the 2004 Act2. Sunderland Clinical Commissioning Group (SCCG) 
has a statutory “duty to co-operate” under section 10 of the CA 20043. 

 
2.2 The statutory guidance “Working Together to Safeguard Children” was updated 

in March 20154. This provides a comprehensive overview of the responsibility of 
all health organisations and other agencies to safeguard and protect children. 
 

2.3 Section 10 and section 11 of the Children Act 2004 outline the key 
responsibilities of commissioners, whether they sit within the responsible local 
authority (LA), CCG or NHS England (NHS E), for LAC.   These are contained 
within the joint Department for Education and the Department for Health statutory 
guidance “Promoting the Health and Wellbeing of Looked after Children” 5  .   
 

2.4 The Care Act 2014 and accompanying revised guidance 20166 provide the 
statutory framework for safeguarding and promoting the welfare of adults. This 
guidance has replaced previous guidance published in 2014. 
 

2.5 In July 2015 the government introduced the Prevent duty7 under section 29 of the 
Counter-Terrorism Security Act. The duty applies to specified authorities - which 
includes health trusts, education and LAs.  The duty requires NHS organisations 
to have a Prevent Lead, policies which incorporate Prevent and staff who, as a 
result of their prevent training, recognise and refer those at risk of being drawn 
into terrorism. 
 

2.6 Female Genital Mutilation (FGM) is illegal in England and Wales under the FGM 
Act 2003. From 31st October 2015 the Government introduced a mandatory 
reporting duty8 which requires regulated health and social care professionals and 
teachers in England and Wales to report ‘known’ cases of FGM in under 18s, 
which they identify in the course of their professional work, to the police. The duty 
is a personal one and professionals are individually responsible for reporting. 
 

2.7 During 2015/16 the CCG Safeguarding Team has reviewed all safeguarding 
policies and procedures to ensure they reflect the amends to statutory guidance 

                                                 
1
 WT online s11 CA 2004 

2
 WT online s13 CA 2004 

3
 WT online statutory framework 

4
 workingtogetheronline2015 

5
 Promoting the health and wellbeing of LAC 2015 

6
 care-and-support-statutory-guidance  

7
 Prevent-duty-guidance 

8
 /mandatory-reporting-of-FGM 

http://www.workingtogetheronline.co.uk/chapters/chapter_two.html#section_eleven
http://www.workingtogetheronline.co.uk/chapters/chapter_three.html
http://www.workingtogetheronline.co.uk/chapters/appendix_b.html
http://www.workingtogetheronline.co.uk/index.html
https://www.gov.uk/government/publications/promoting-the-health-and-wellbeing-of-looked-after-children--2
https://www.gov.uk/guidance/care-and-support-statutory-guidance
https://www.gov.uk/government/publications/prevent-duty-guidance
https://www.gov.uk/government/publications/mandatory-reporting-of-female-genital-mutilation-procedural-information
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and the new statutory duties. The Designated Nurses for Safeguarding are the 
Prevent Leads for the CCG and are linked with the national and local fora.  
 

3.0 Local and national drivers for change and improvement 
 

3.1 Inspection/Review Arrangements 
 
3.1.1 The Care Quality Commission have not undertaken a review into the 

safeguarding children arrangements across the Sunderland health economy 
since 2012, when the overall judgment was found to be “good”.  A joint national 
inspection framework involving Ofsted, CQC and Her Majesty’s Inspectors 
(HMI) is likely to be introduced in late 2016. 
 

3.1.2 The Sunderland CCG Safeguarding Annual Report 2014/15 identified significant 
risks across the partnership regarding safeguarding children and outlined that 
an “informal” Improvement Board was established in 2014 with an Independent 
Chair commissioned to take forward the key areas highlighted by a Core Assets 
review in spring 2014 and a Peer Challenge in November 2014. 

 
3.1.3 In May 2015 Ofsted undertook an inspection in Sunderland to evaluate the 

effectiveness of services for children in need of help and protection; children 
looked after, care leavers and the effectiveness of the SSCB. The outcome of 
the inspection identified widespread and serious failures in the services 
provided to children and their families in Sunderland, with a rating of 
‘inadequate’ across all areas, including the SSCB.  There were 27 
recommendations made to the Local Authority in the inspection published on 
20th July 2015 9 

 
3.1.4 The Ofsted judgement regarding the SSCB determined that the Board did not 

exercise sufficient scrutiny of services for safeguarding children and young 
people in Sunderland, and had not done enough to evaluate how effectively 
agencies were keeping children safe or hold partners to account. The report 
also stated that there had been insufficient leadership and coordination with 
regard to sexual exploitation, children who go missing and those who live in 
homes where domestic abuse occurs. Furthermore, the Board had not 
monitored the effectiveness of local arrangements to safeguard children, as 
required under statutory guidance.  The full report outlines the 7 
recommendations made to the SSCB to strengthen and improve partnership 
arrangements. 
 

3.1.5 The ‘informal’ Improvement Board has now been replaced by a statutory 
Safeguarding Children Improvement Board, chaired by a Children’s 
Commissioner, appointed by the Department for Education, who will oversee all 
improvement activity.  This is attended by senior representatives across the 
partnership, including the CCG Chief Officer. 

                                                 
9
 Sunderland Ofsted Report 2015 

http://reports.ofsted.gov.uk/local-authorities/sunderland
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3.1.6 A comprehensive improvement plan is underway, this along with performance 
information, is reviewed on a monthly basis.   
 

3.1.7 The direction from the Department for Education requires social care services to 
come out of council control. The Commissioner and the Council are currently 
planning an alternative delivery model for children’s services and establishing a 
Board structure to run this innovative “not for profit” company.  Key senior posts 
for this new organisation are currently being recruited to and it is likely that the 
company will run in a shadow format from late summer/autumn 2016. 

 
3.2 Sexual Exploitation 
 
3.2.1 In early 2015 both Safeguarding Boards (Adult and Children) reviewed their 

constitutions.  In April 2015 an Executive Group was established for each board 
and board arrangements strengthened to ensure senior organisational 
representation. A review of the terms of reference for each of the sub-
committees was undertaken to strengthen working arrangements and ensure a 
“Whole Family/Think Family” approach to safeguarding.  

 
3.2.2 As part of this review the SSCB strengthened the terms of reference for the 

Missing, Sexually Exploited and Trafficked (MSET) sub-committee to reflect 
learning from a range of national findings and recommendations from local 
reviews and the findings from Ofsted. 
 

3.2.3 A Child Sexual Exploitation (CSE) Strategic Lead has been employed by the LA 
to lead improvements in ensuring robust arrangements are in place across 
Sunderland to identify and respond to CSE.  The post holder is also establishing 
interface arrangements with the SSAB to ensure the needs of vulnerable adults 
who are at risk or suffering sexual exploitation are met 
 

3.2.4 The CCG Safeguarding Team band 7 Safeguarding Nurse supports the 
intelligence gathering across Primary Care for all medium and high risk children 
and young people for MSET review.  The nurse ensures appropriate health 
actions are identified and implemented; feeding back to both Primary Care and 
other providers. 
 

3.2.5 The Designated Nurses for Safeguarding Children across North and South of 
Tyne have been working with Northumbria Police to develop health support into 
2 multi-agency teams (North and South of Tyne).  Police Innovation Fund 
monies will be used to develop “Team Sanctuary” North and South models, with 
staff from the Police, health and LAs (adult and children social workers) co-
located to provide support to victims of sexual exploitation.  The Teams are 
developed following the learning from Operation Sanctuary10.  

 
3.2.6 The CCG Safeguarding Team continues to provide training for primary care 

                                                 
10

 Northumbria Police - Update Op Sanctuary 

 

http://www.northumbria.police.uk/news_and_events/latest_news/2015/03/18/further_charges_as_part_of_operation_sanctuary/
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professionals around sexual exploitation via TITO events and GP locality 
briefings. 
 

3.2.7 The CCG Safeguarding Team have completed local questionnaires for both 
Northumbria Police and NHS E which will inform national and local CSE profiles 
in summer 2016 and influence the priorities set by the SSCB. 
 

3.2.8 Assurance can be provided to all statutory partnerships, the SCCG Quality, 
Safety and Risk Committee and the SCCG Governing Body that the CCG is 
providing leadership and resources to support improvements around sexual 
exploitation. 

 
3.3 Domestic Abuse 

 
3.3.1 Domestic abuse continues to be an issue of great concern and remains high on 

the government’s agenda. Each year, a significant number of victims of domestic 
abuse report this to police across our region. In December 2013, the first ever 
regional strategy to tackle domestic abuse was launched in the North East by 
three regional Police and Crime Commissioners. Within this strategy the focus 
upon promoting early intervention work with perpetrators is clear and the SSP 
take the lead role in ensuring the plan is implemented. 

 
3.3.2  In 2014/15 the CCG Safeguarding Team secured funding to expand the 

provision of Independent Domestic Violence Advocates (IDVA) in Sunderland 
and commissioned Wearside Women in Need (WWIN) to provide an IDVA 
service from the Emergency Department in City Hospitals Sunderland (CHS), 
with work also to be undertaken in maternity services.  It had been envisaged 
that this service would become operational in July 2015; however, due to a range 
of host employment arrangements and capacity issues within WWIN the IDVA is 
unlikely to take up duties until July 2016. 
 

3.3.3 The CCG Safeguarding Team have played in a key role in supporting the Safer 
Sunderland Partnership in developing a resource pack for professionals around 
domestic abuse.  This was endorsed by all statutory partnerships in Sunderland 
in April 201611. 
 

3.3.4 Following the publication of a 2nd Domestic Homicide Review (DHR) in January 
201512 the CCG Safeguarding Team commissioned bespoke training for Primary 
Care around domestic abuse, specifically coercion and control issues.  This is 
based on research, best practice and incorporates the pathways outlined in the 
professionals’ resource pack. This has evaluated very positively and additional 
training will be agreed for 2016/2017. 
 

3.3.5 Whilst there are established arenas and processes, such as Multi-Agency Risk 
Assessment Conferences (MARAC) and Multi-Agency Public Protection 

                                                 
11

 Sunderland DA Guidance 2016 
12

 SSP Mrs X DHR 2015 

http://www.sunderlandscb.com/user_controlled_lcms_area/uploaded_files/Domestic%20Abuse%20Referral%20Guide%20A4%20May%2016.pdf
http://www.sunderland.gov.uk/CHttpHandler.ashx?id=16989&p=0&fsize=304kb&ftype=Domestic%20homicide%20review%20-%20executive%20summary%20(Mrs%20X).PDF


11 

 

Arrangements (MAPPA) the MATAC (Multi Agency Tasking and Coordination) 
framework is specifically designed to address perpetrators of domestic abuse 
through committed partnership working. It aims to facilitate a risk assessment 
process, targeting the most harmful and serial perpetrators, through the use of a 
formal multi-agency conference. This conference provides an arena for partners 
to share information and construct a joint management plan, in order to reduce 
re-offending and provide support to all those at risk. 
 

3.3.6 A pilot of the MATAC process commenced in Sunderland in January 2016 and 
will be formally evaluated by Northumbria University.  A member of the CCG 
Safeguarding Team will attend the monthly panels to ascertain the potential 
support a health representative can offer to this non-statutory process and to 
ensure the overall evaluation considers how information from health partners can 
be proportionately and legitimately shared.  
 

3.3.7 Assurance can be provided to all statutory partnerships, the SCCG Quality, 
Safety and Risk Committee and the SCCG Governing Body that the CCG is 
providing leadership and resources to support improvements around recognising 
and responding to domestic abuse. 

 
3.4 Multi-agency & single agency assurance re safeguarding and LAC 

arrangements 
 

3.4.1 During 2015/16 the SSCB undertook a Section 11 Audit to assess compliance of 
key partners with their statutory responsibilities.  The CCG provided significant 
assurance but it was noted the CCG did not have an Allegations Management 
Policy.  This has been quickly remedied and a Policy endorsed in Autumn 2015.   

 
3.4.2 The SSCB 2015/2016 Annual Report will outline the development of a quality 

assurance framework and an audit cycle, the latter being led by the CCG 
Safeguarding Children Lead Nurse.  This will be published on 
www.Sunderlandscb.com in early autumn 2016. 
 

3.4.3 The CCG Director of Nursing, Quality and Safety has taken over as Chair of the 
SSCB QA Sub-Committee from January 2016. 
 

3.4.4 The CCG Designated Nurse Safeguarding Adults provides leadership and 
support to the SSAB QA sub-committee. 
 

3.4.5 SSAB undertook an audit of partner compliance with the multi-agency 
safeguarding adults framework in February 2016.  Whilst the final report has not 
yet been shared the CCG provided significant assurance that it was meeting its 
statutory responsibilities. 
 

3.4.6 SSP has undertaken a benchmarking exercise regarding partner compliance with 
the Prevent duty.  The Designated Nurse Safeguarding Adults has completed a 
Prevent self-assessment on behalf of the CCG which has been shared with the 

http://www.sunderlandscb.com/
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Sunderland Prevent Coordination Group.  The self-assessment demonstrates 
broad CCG compliance with the Prevent Duty but identified 5 actions to gain 
assurance from external partners commissioned by the CCG in relation to 
relatively minor issues regarding IT premises and HR policies.  Actions have 
been taken forward to address these issues and assurance should be in place by 
the end of July 2016. 
 

3.4.7 Internal audit have undertaken an audit of the CCG’s safeguarding adults and 
children arrangements and have reported significant assurance of compliance 
with safeguarding responsibilities with no improvement areas. 
 

3.4.8 In early 2016 the Designated Nurses for Safeguarding Children and Adults were 
advised that NHS E were to undertake an assurance visit in April 2016 as part of 
a national piece of work to benchmark all CCGs on their compliance with the 
NHS E Safeguarding Accountability and Assurance Framework13.  Considerable 
evidence is required and has been collated for this exercise and preliminary 
assessment has been positive.  A formal report will be released by NHS E in late 
2016.  The Designated Nurses are developing an action plan from this 
benchmarking exercise. 
 

3.4.9 The LAC Designated Nurse post was transferred into the CCG in early 2015 
following concerns being identified that the CCG was not meeting its statutory 
responsibilities for LAC.  Throughout 2015/16 the LAC Designated Nurse and 
Doctor have worked closely to support the operational LAC health team and the 
LA in developing more robust and streamlined systems and processes.  They 
have also worked with the CCG Commissioning and Contracting Teams to 
ensure the CCG discharges its statutory functions.  In order to address emerging 
themes regarding local LAC arrangements it was agreed to hold a development 
session within the CCG. 
 

3.4.10 In preparation for the LAC development session the LAC Designated 
Professionals, along with the CCG Patient Experience Officer, developed 
questionnaires which were circulated to LAC, GPs, social workers, foster carers, 
school nurses and health visitors to gain feedback on their satisfaction with the 
LAC service. This was the first time such a piece of work had been undertaken 
locally. 
 

3.4.11 The session took place on 22nd January 2016, led by the LAC Designated 
Professionals. An action plan was developed to drive forward the proposed 
changes.  As a result of the development day the LAC Specialist Nurse function 
transferred to CHS on 1st April 2016. 
 

3.4.12 The LAC Designated Nurse and LAC Designated Doctor have provided 
information to NHS E as part of a regional benchmarking exercise in February 
2016 in respect of LAC.  This looked at the LAC arrangements in the CCG and 

                                                 
13

 NHS E Safeguarding Framework 2015 

https://www.england.nhs.uk/wp-content/uploads/2015/07/safeguarding-accountability-assurance-framework.pdf
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how compliant they were with statutory guidance1415.  This will be reported upon 
in summer 2016.  There were some identified areas for improvement for 
Sunderland which have been included in the LAC action plan. 

 
3.4.13 The LAC Designated Professionals are providing strategic health support to the 

Multi-agency Looked After Partnership (MALAP), the Corporate Parenting Board 
and multi-agency panels agreeing appropriate packages of care and 
accommodation for our LAC in order to ensure a multi-agency approach to 
challenging outcomes; improving systems and promoting the needs and interests 
of looked after children and young people.  
 

3.4.14 Assurance can be provided to all statutory partnerships, the SCCG Quality, 
Safety and Risk Committee and the SCCG Governing Body that the CCG is 
providing leadership and resources to ensure multi-agency quality assurance 
frameworks are developed and embedded and that internal safeguarding 
arrangements are robust and compliant with the CCG’s statutory responsibilities. 

 
3.5 Serious Case Reviews (SCRs)/Safeguarding Adult Reviews 

(SARs)/Domestic Homicide Reviews (DHRs) 
 
3.5.1 SSCB continued to undertake a considerable amount of learning and 

improvement activity during 2015/16 which Ofsted acknowledged significantly 
impacted on the SSCB’s ability to undertake other aspects of its statutory 
functions. 

 
3.5.2 In May 2015 the Baby L SCR was published and a further 2 SCRs (Baby Penny 

and Baby N) were published in November 2015. These can be found at: 
www.Sunderlandscb.com 
 

3.5.3 During 2015/16 a further 4 SCRs have been commissioned by the SSCB. In line 
with Working Together 2015 new methodologies have been utilised to undertake 
these reviews and a range of health practitioners, including GPs have 
participated.   
 

3.5.4 Learning from review activity is core business across the health economy with 
the recommendations incorporated into agency action plans which are monitored 
within the CCG, by NHS E and via the SSCB. 
 

3.5.5 Media strategy meetings with Communication Leads from all agencies involved in 
reviews are held when the reports have been agreed by the SCR panel and 
endorsed by the SSCB. 
 

3.5.6 Other learning reviews have been undertaken where the criteria for undertaking a 
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SCR as outlined in Working Together16 were not met.  These have been 
undertaken in line with the SSCB Learning and Improvement in Practice 
Framework17. 
 

3.5.7 In October 2015 the SSAB published a Safeguarding Adult Review (SAR)18.  The 
SSAB via its Learning Improvement In Practice Sub Committee (LIIP) and QA 
sub-committees monitors implementation of learning, alongside the governance 
processes within individual agencies.  In addition the same rigor and challenge 
regarding learning and embedding improvements in practice are applied by the 
CCG and NHS E to adult reviews (including DHRs) as to SCRs. 
 

3.5.8 The SSAB commissioned one further SAR during 2015/16 which related to an 
extremely violent attack on a 63 year old female by her partner. This SAR is still 
in progress and will be published during the summer 2016.  
 

3.5.9 There were two further cases which did not meet the criteria for a SAR but where 
the SSAB agreed to undertake further work. One case was progressed as a 
Management Review the second case was managed via a Root Cause Analysis 
process.  Learning from these cases has been shared and disseminated to 
health professionals.  
 

3.5.10 The themes identified from all review activity are incorporated into a thematic tool 
which was developed by the Safeguarding Children Lead Nurse.  The themes 
continue to mirror those identified in national reviews: 
• Record keeping 
• Training 
• Hidden fathers 
• Information sharing 
• Lack of robust assessments (particularly Mental Capacity Act – MCA) 
• Lack of analysis 
• Domestic violence 

 
3.5.11 The CCG Head of Safeguarding chairs both the SSCB and the SSAB Learning 

and Improvement in Practice sub-committees.  All Designated, Lead and Named 
professionals support learning and review activity. 
 

3.5.12 As part of the statutory Child Death Review Process19 the CCG Head of 
Safeguarding chairs the SSCB Local Child Death Review Panel which reports to 
the Child Death Overview panel (CDOP).  The Designated Paediatrician for Child 
Death also provides leadership to this process. CDOP have a responsibility to 
produce an annual report which provides information on numbers of deaths 
reviewed and learning identified.  The 2015/16 Annual Report will be published 
on the SSCB website in September 2016. 

                                                 
16

  workingtogetheronline2015 
17

 SSCB LIIP Framework 
18

 Overview report - Angela, Barry and Claire 
19

 Chapter 5 WT CDR Process 
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http://www.sunderland.gov.uk/CHttpHandler.ashx?id=17330&p=0&fsize=165kb&ftype=Overview%20report%20-%20Angela,%20Barry%20and%20Claire.PDF
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3.5.13 Assurance can be provided to all statutory partnerships, the SCCG Quality, 
Safety and Risk Committee and the SCCG Governing Body that the CCG is 
providing leadership and resources to ensure multi-agency learning and 
improvement frameworks are embedded and that internal safeguarding 
arrangements are robust and compliant with the CCG’s statutory responsibilities. 

 
3.6 Mental Capacity Act (MCA) and Deprivation of Liberty Safeguards (DoLS) 

 
3.6.1 NHS E funding was secured by the CCG in March 2014 for MCA / DoLS 

development across the health economy and the secondment of the joint project 
lead post with South Tyneside CCG has been extended to September 2016. 
 

3.6.2 The Mental Capacity Act20 has had continued significant focus over the past year. 
The MCA Practice Development and Project Lead and the project group aimed to 
improve understanding of the Acts across the health community, support the 
implementation of the Acts into practice and provide assurance that the CCGs 
were meeting their responsibilities in commissioning compliant care as is their 
duty under the Health and Social Care Act 201221. The Practice Development 
Project Lead role was agreed and appointed to, to provide expert support into 
clinical practice and provide leadership to facilitate organisational improvements.   
 

3.6.3 Over 1300 staff across the Sunderland and South Tyneside health community 
have received training appropriate to their role; core body of staff being trained 
as ‘champions’ or GP practice leads.  Without exception training has evaluated 
very positively.  Support to bridge the knowledge into practice gap has been 
provided by the Project Lead making expert knowledge available to clinical case 
discussions and provision of support to the champion’s network meetings.  Post 
training evaluations give examples of change in clinical practice and 
improvements in staff confidence working within the Acts. 
 

3.6.4 A key challenge has been to improve MCA documentation within health records. 
An MCA template has therefore been developed for the GP EMIS system to 
provide a framework for improved record keeping. This is available nationally and 
received good practice recognition from the Department of Health.  

 
3.6.5 A data summary of the MCA template usage for patients with Dementia and 

Learning Disability has been set up to evidence improvements in recording via 
each GP practice. This also enables identification of practices that may need 
more support in use of the template.  
 

3.6.6 The City Hospital Sunderland electronic record has been reviewed and enhanced 
with the addition of MCA prompts and more specific recording fields to evidence 
assessment of capacity and best interest decisions. This will enable follow up 
audit on record keeping. 

 

                                                 
20

 MCA 2005 
21

 health-and-social-care-act-2012-fact-sheets 

http://www.legislation.gov.uk/ukpga/2005/9/contents
https://www.gov.uk/government/publications/health-and-social-care-act-2012-fact-sheets
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3.6.7 The area of Judicial Deprivation of Liberty has been identified within CCG risk 
register as both a patient care and financial risk. Partnership working with the 
local authority on Court of Protection applications for CCG funded care cases is 
progressing with the priority on authorisation for people with a Learning Disability.  
 

3.6.8 The CCG internal governance of MCA is under review to ensure there is an 
identified Executive Lead, supported by both the commissioning and 
safeguarding teams with an improved assurance framework within contracting 
and quality reporting. A provider assurance template/dashboard has been 
developed in line with NHSE commissioning guidance and placed within the local 
quality requirements. 

 
3.6.9 During the secondment the project lead has engaged with national forums and 

NHS E groups and a full project report is being drafted for Designated Leads and 
NHS E. 
 

3.6.10 The Law Commission has undertaken a national review and consultation 
exercise in relation to DoLS.  The consultation closed in October 2015, and 
proposals for a Supportive and Protective Care Scheme to replace DoLS is 
expected during 2016 -17, this is likely to include revised arrangements and 
responsibilities for patients in hospital settings.  The CCG Safeguarding Team 
will oversee developments and facilitate the effective implementation of the new 
scheme. 
 

3.6.11 Assurance can be provided to all statutory partnerships, the SCCG Quality, 
Safety and Risk Committee and the SCCG Governing Body that the CCG 
continues to review and strengthen its internal and external/joint arrangements 
with the LA to ensure statutory compliance around MCA and DoLS. 

 
4.0 Safeguarding Children 2015-16  
 
4.1 Performance data regarding safeguarding children has become more robust over 

the last year and is interrogated on a monthly basis by the Safeguarding Children 
Improvement Board and bi-monthly by the SSCB.  Much of the data is related to 
Children’s Social Care activity but an increasing focus is on activity within early 
help services which should reduce the number of families requiring statutory 
intervention.   
 

4.2 SSCB is currently developing a multi-agency dataset which includes health, 
education and police performance data; however this work is still at an early 
stage. 
 

4.3 The SSCB Early Help Strategy was launched in mid-2015 and supports 
practitioners in identifying the most appropriate services to improve outcomes for 
children and families.  Early Help Locality Managers are delivering workshops 
across the City to promote the services available and are contributing to the 
locality based training programme for Primary Care in 2015/16.  Since the 
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strategy was launched the referrals into Strengthening Families have increased.  
A total of 2077 referrals were made in 2015/16 compared to 1544 initiated during 
the same reporting period 2014/15. 

 
4.4 As can be seen in figure 1 there continues to be a very high  number of cases 

‘open’ to Children’s Social Care (CSC), although the overall number has 
reduced from March 2015. Much of the improvement activity centres around 
ensuring that children and their carers are provided with the right support at the 
right time and that statutory timescales for assessments, meetings and 
permanency arrangements are met for those in child protection or LAC 
processes. 
 

4.5 Over the last year there has been a decrease in the number of children open to 
Children’s Services as Child in Need (CIN). In March 2016 1552 cases were 
open which is a rate of 481 per 10,000 population compared to a rate of 502 per 
10,000 of the population last year.  The national average for 2014/15 was 337.  
Information on statistical neighbours is only available for 2013/14 when it was 
406 per 10,000. 
 

4.6 The Multi-Agency Safeguarding Children Hub (MASH) operating model is under 
review and the agreed model will be key to ensuring the ‘front door’ 
arrangements are understood and thresholds consistently applied across the 
partnership. 
 

4.7 Improvement data indicates some progress is being made in the LA regarding 
timeliness of decision making, reducing unallocated cases and sharing 
outcomes of referrals with the referrer.  However, there continues to be 
significant pressures in recruiting and retaining children’s social workers in 
Sunderland – this too is a key focus of senior managers and the improvement 
plan. 

  
 Figure 1 

 
  
4.8 It is well documented that the most vulnerable age group, in virtue of their size 

and dependency, are children less than 2 years of age, and specifically 
immobile babies.  The other age group of particular vulnerability is the mid to 
late teenage group who, because of their own risk –taking behaviours, are more 
vulnerable to severe injury, death or exploitation. 
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4.9 At the time of the inspection 86% of children subject to a CPP in Sunderland 

were considered at risk of/or suffering neglect.  During quarter 4 of the report 
period there has been a significant reduction in this figure which is now being 
maintained between 55% and 58%. Considerable work has been done to 
enable this reduction, both across the partnership and within the LA.  It would 
appear that a number of those children living with domestic abuse were being 
made subject to a CPP under the neglect category rather than emotional.   
Figure 2 provides an overview of the % of children made subject to CPPs in 
accordance with the categories outlined in Working Together 2015.22 

 
4.10 Whilst comparator data for national and statistical neighbour rates of CPPs per    

10,000 population is not yet available Sunderland will continue to be much 
higher.  The national rate in 2014/15 was 42.9 children subject to CPP per 
10,000; the expected rate for 2015/16 locally is 80.9.  

 
Figure 2 

 
 

4.11   Whilst staffing across the health economy has been relatively stable in 
comparison to CSC throughout 2015/16 it is envisaged that cost efficiencies may 
impact on individual health agencies’ abilities to support the continued high 
number of children in the child protection arena.  Service specifications are being 
developed by Public Health for a local 0 -19 service and safeguarding 
responsibilities and expectations will need to be made clear.  In accordance with 
the NHS E Accountability Framework the Designated Nurse Safeguarding 
Children will support Public Health Commissioners with this work. 
 

4.12 NHS Provider quarterly dashboards will continue to be developed throughout 
2015/16 to ensure that any exceptions to activity are reported and reviewed. 
 

4.13 The CCG and the NHS Providers across Sunderland continue to provide 
significant support to the SSCB; providing a vice chair role to the Board and chair 
roles for a number of sub-committees.  There is health representation on all the 
SSCB sub-committees.  
 

4.14 The SSCB Independent Chair resigned in early 2016 along with the SSCB Lay 
Person.  An interim Independent Chair has been identified to lead the partnership 
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through the improvement journey and is likely to commence duties in May 2016 
for a 6 month period.  
 

4.15 Assurance can be provided to all statutory partnerships, the SCCG Quality, 
Safety and Risk Committee and the SCCG Governing Body that the CCG 
continues to provide support, resources and leadership across the health 
economy on all aspects of safeguarding children activity.  The leadership is 
provided to the SSCB from the CCG Chief Officer, the Director of Nursing, 
Quality & Safety, the Designated Professionals, the Lead Nurse and the Named 
GP in the CCG Safeguarding Team. 
 

5 LAC – the national  and local context 
 

5.1 At 31st March 2015 there were 69,540 Looked after Children in England23.   
This was an increase of 1% compared to 31st March 2014. The number of LAC 
has increased steadily over the past seven years and is now higher than at any 
point since 1985.  

 
5.2 There were 5,330 LAC adopted nationally during the year ending 31st March 

2015. Whilst numbers continue to increase, the rate of increase in 2015 is lower 
than in previous years; there was an increase of 5% between 2014 and 2015, 
compared with an increase of 26% between 2013 and 2014. The lower rate of 
increase in adoptions may, in part, be due to an increase in special 
guardianship & child arrangement orders, an “alternative” permanent placement 
to adoption.  

 
5.3 In March 2015, prior to the Ofsted Inspection, Sunderland’s LAC population   had 

increased to 570 (up 16%) which equates to 105 per 10,000 child population 
compared to 31st March 2014.    
 

5.4 The Ofsted inspection highlighted that the LA was slow to take legal action to 
safeguard children.   As a result children at risk waited too long before they 
become looked after.  It also identified that once children do become looked 
after there are further delays in finding permanent homes for them and that this 
situation was made worse because of a shortage of appropriate accommodation 
and placements.  
 

5.5 The resulting Improvement Plan, with a clear focus on LAC has led to a 
decrease in the LAC population in Sunderland; in March 2016 the LAC 
population was 548 - which equates to 99.7 per 10,000 population.  The 
regional average is 81 per 10,000 and the national average is 60 per 10,000. 
 

5.6 This focus on LAC has resulted in the establishment of an Accommodation 
Panel, a multi-agency forum where Social Workers present cases of children 
potentially meeting the threshold for becoming looked after.  The panel provides 
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scrutiny and challenge; agreeing or declining accommodation dependent on the 
amount and type of work and support offered to the child/young person or family.  
 

5.7 Figure 3 shows the age profile of Sunderland LAC in March 2016. 
 
Figure 3 

Age range - years Under 1  1 – 4  5- 9  10 – 15  16+  

Number of children  47 113 132 165 91 

 
5.8 Figure 4 shows an improving picture for Sunderland LAC regarding legal 

arrangements for LAC.  In previous years the local rate of LAC under s20 
(voluntary) arrangements has been much higher (52%) than our statistical 
neighbours (23%) and the national figure (29%).  The local rate is showing a 
downward trajectory and is predicted to be approximately 40%.  This is another key 
focus area for the Improvement Board and monthly panels review the legal status 
of our LAC. 

 
Figure 4 

 
 

5.9 LAs are responsible for ensuring a health assessment of physical, emotional and 
mental health needs is carried out for every child they look after. In accordance 
with statutory guidance24 an initial health assessment must be undertaken within 
20 working days of the child becoming  looked after and must be undertaken by 
registered medical practitioners.  The guidance stipulates that review health 
assessments must happen at least every six months before a child’s fifth birthday 
and at least once every 12 months after the child’s fifth birthday.  
 

5.10 When children are placed out of the LA boundary and within approximately 20 
miles of Sunderland the health assessments are undertaken by the Sunderland 
LAC team. For those children and young people placed at a greater distance it is 
the responsibility of Sunderland CCG to commission the child’s statutory health 
assessments in the area where the child or young person has been placed25.   

 
5.11 Figure 5 shows the compliance with timescales for health assessments 
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 Figure 5 

ALL Sunderland Looked After Children (local 
and external) health assessments in timescales 

Q1 Q2 Q3 Q4 

Initial health Assessments 74% 74% 68% 68% 

Review Health assessments 65% 65% 88% 88% 

 
5.12 Reasons for non-compliance with statutory timescales include: 

 Local Authority not obtaining parental consent 

 Delay in the LA notifying the health team that a child has become looked    
after.  

 Delay in LAC Health Team sending appointment 

 Children who are placed out of the Local Authority area not being seen in 
timescales by the LAC health team from an outside trust 

 Foster carers unable to attend appointments 
 

5.13 The vast majority of reasons for non-compliance are due to factors out with the 
LAC health team’s control, including the recruitment and retention issues 
within CSC.  An escalation process is in place to address late notifications of 
children becoming looked after; however this is, as yet, not resulting in an 
improvement in the rate of timeliness of notification or consent.  The MALAP 
are monitoring the compliance rates and use of the escalation process. 

 
5.14   The Designated LAC professionals are working closely with partners in 

education and the LA to improve services for LAC in Sunderland. The 
increasingly complex issues, including substance misuse, CSE, self-harm and 
the effects of chronic parental neglect, faced by our young people necessitate 
innovative and collaborative commissioning arrangements to meet their health 
and social needs. 

 
5.15   The LAC action plan resulting from the development session and benchmarking 

exercise will support the improvements necessary to improve our local 
arrangements and inform discussions with CSC and NHS E regarding future 
commissioning arrangements. 
 

6     Safeguarding Adults 2016-17 
 

6.12 Following the implementation of the Care Act in April 2015 the Government 
revised national reporting requirements for Safeguarding Adults which 
coincided with the introduction of new categories of abuse26.  There was a 
delay in publication of the national dataset which was not introduced until after 
April 2015.  This, coupled with the Local Authority introduction of a new IT 
system, resulted in an operational backlog regarding performance data which 
subsequently impacted on the availability of Safeguarding Adult performance 
reports to SSAB during 2015 -16.  This issue has now been fully resolved, and 
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full year data is available for 2015-16.    
 

6.13 During 2015-16 data shows that there has been a total 1,785 safeguarding 
concerns received; a 30% increase from 2014/15 (1,377 concerns) and a 54% 
increase from 2013/14 (896 Concerns).   

 
6.14 The demographic profile of concerns remains largely consistent - the highest 

specific age group remains 75-84 (26%).  In terms of gender the highest 
numbers of victims remained largely consistent female (59%). 

 
6.15 In 2015/16, the largest main category of abuse recorded remains physical 

abuse at 34%, with neglect being the second largest category at 22%.  This is 
followed by financial abuse at 14% and psychological abuse at 8%.  In addition 
to previous years the new categories for abuse are now recorded as follows: 

 Domestic Abuse/Violence: 5.94% 

 Organised Sexual Exploitation: 0.17% 

 Modern Slavery: 0.06% 

 Self-neglect: 5.55% 

 Radicalisation/extremism: 0.34% 
 

6.16 Location of abuse has remained consistent with highest numbers being in care 
/nursing homes (39% - 696 concerns; of these 317 raised directly by the 
home) followed by the victims own home (38%). 

 
6.17 Sources of concern are set out in the chart below, Concerns from ‘Health’ have 

increased to 18% from 11% in 2014/15 whilst this is a potential indicator of 
increased awareness and knowledge a further breakdown is required to 
establish if there are areas/health sectors where referrals are not being 
received from where awareness raising is needed.  

 
Figure 6 
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6.18 Outcomes of concerns are set out below and show that 84% progressed to a 
statutory Section 42 enquiry. 

 
Figure 7 

 

 
 

 
6.19 The SSAB performance reports 2015/16 highlight a number of areas where 

further work is required to address issues or improve multi-agency working; 
application of thresholds, quality assurance processes and data quality. 

 
6.20 The SCCG Chief Officer, Director of Nursing, Quality and Safety, Head of 

Safeguarding and Designated Nurse Safeguarding Adults provide the leadership 
and support to the SSAB and its sub-committees.  Local health agencies are 
represented at all levels of the SSAB. 

 
6.21 The CCG Named GP Safeguarding Adults post is currently being recruited to. 

 
7.0 Key safeguarding achievements 2015/16  
 

   Maintained resilience in safeguarding during a period of significant 
organisational change and economic challenge to all agencies. 

 Continued support and leadership to both Safeguarding Boards and the 
Safer Sunderland Partnership 

 Organisational support and commitment to the implementation of statutory 
board arrangements for Safeguarding Adults.  

 Senior representation from the Chief Officer at the Safeguarding Children 
Improvement Board.  

 The Safeguarding Children and Designated LAC Nurse function became a 
substantive role in 2015/16.  

 Non-recurrent £30K to Provider Foundation Trusts to support 
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implementation of SCR learning 

     Extension of the secondment of the MCA project lead post to enhance 
developments across the health economy in relation to MCA and DoLS 

 Recruitment to a band 7 safeguarding adults and children nurse post to 
support the safeguarding agenda 

 Increased capacity of the admin team by 0.46 WTE 

 Management and scrutiny of a range of statutory reviews. 

 Sharing learning from safeguarding reviews in a range of arenas; both multi-
agency and single agency. 

 Review of policies and procedures in line with changes to statutory 
guidance and learning from reviews. 

 Strengthened safeguarding dashboard reporting arrangements from 
Providers and strengthened contractual responsibilities. 

 Advice and leadership to Primary Care on all aspects of safeguarding. 

 Ensuring all health providers comply with their new statutory duties and 
responsibilities for Safeguarding Adults. 

 Ensuring that Health providers comply with new statutory responsibilities in 
relation to the Prevent Duty (2015) and the FGM Mandatory Reporting Duty 
(2015)  

 Supporting and contributing to the effective implementation of strengthened 
arrangements around emerging safeguarding agendas, for example Sexual 
Exploitation with attendance and support to the Missing, Sexually Exploited 
and trafficked (MSET) group and Management of repeat Domestic Violence 
perpetrators through attendance at the pilot Multi Agency tasking and 
Coordination (MATAC) meetings. 

 Continued support and work with NHS E to establish agreed roles and 
responsibilities in relation to Safeguarding and to ensure key risks around 
safeguarding are shared, formally reported to the Quality Surveillance Group 
and effectively managed. 

 Management of the thematic tool which incorporates key learning areas from 
all reviews, both adults and children.   

 
8.0  Key priorities 2016 -2017 
 

 To provide strategic support to the improvement activity of SSCB, the   
transitional arrangements for the interim Independent Chair and the 
appointment of a permanent Independent Chair. 

 To work with Partners to review the SSCB governance and accountability 
arrangements in accordance with the recommendations made from the 
Woods Report due to be published in summer 2016. 

 To work in partnership with the LA to support the transition of children’s                          
services to a new provider organisation. 

 To support media preparation for the publication of 4 SCRs in September 
2016. 

 To progress improvements across the LAC service and ensure the CCG is 
fully compliant with its statutory responsibilities for LAC. 
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 To provide strategic support to the SSAB in embedding statutory 
arrangements for safeguarding adults. 

 To support the Safer Sunderland Partnership in ensuring progression of its 
key priorities.  

 To ensure all health providers comply with their new statutory duties and 
responsibilities for safeguarding adults. 

 To review all policies and procedures in line with changes to statutory 
guidance and learning from reviews. 

 Leading and supporting safeguarding improvement across Primary Care 

 Appoint a Named GP for Safeguarding Adults and support the post holder to 
effectively develop into this role. 

 To plan, commission and deliver training across the city which supports      
clinicians to meet the safeguarding requirements for revalidation. 

 To ensure all health providers support statutory reviews and implement  
learning and recommendations 

 To share learning from safeguarding reviews in a range of arenas; both 
multi-agency and single agency. 

 Lead and develop arrangements to ensure the CCG is compliant with 
statutory responsibilities for MCA and DoLS 

 Lead and develop arrangements to ensure the CCG is has appropriate 
policies and procedures in place to commission MCA /DoLS compliant care 
including arrangements for Judicial DoLS in the Community. 

 To ensure all health providers comply with their new statutory duties and 
responsibilities for Prevent and FGM. 

  To lead on the establishment of a new assurance group to replace the Joint 
Strategic Safeguarding Group.  
To develop and strengthen the interface between Safeguarding and 
Commissioning teams to strengthen commissioning arrangements via: 
- Strengthening safeguarding requirements set out CCG   contractual and 

grant agreements. 
- Strengthening safeguarding requirements /assurance specified in the 

procurement of new services  
- Improved dashboard reporting  
- Raising the profile of the safeguarding team in supporting 

Commissioners to evaluate/assess provider compliance. 
- Safeguarding team attendance at Commissioning meetings. 

 
9.0 Summary  
 
9.1 This report conveys a high level of assurance that the CCG is compliant with its 

statutory responsibilities to safeguard and protect vulnerable groups. 
 
9.2 The CCG has invested in additional safeguarding expertise to ensure that the 

Safeguarding Team can support the LA and statutory partnerships in improvement 
activity and continue to provide challenge and leadership across the health economy to 
ensure robust safeguarding arrangements are agreed and in place in provider 
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organisations. 
 
9.3 This investment enables the Safeguarding Team to respond quickly and effectively to 

new safeguarding responsibilities and it is likely there will be additional emerging 
agendas over the next 12 months, for example modern slavery and ensuring local 
response to the needs of unaccompanied minors who are seeking asylum. 

 
9.4 The challenges and risks related to safeguarding cannot be underestimated. In 

addition it is likely that there will be new statutory arrangements agreed to strengthen 
safeguarding children arrangements following the national review by Alan Wood.   

 
9.5 The impact of fiscal measures across the whole safeguarding system in conjunction 

with welfare reform will bring additional pressures and it is imperative that all agencies 
do work collaboratively to improve outcomes for the most vulnerable in Sunderland. 
The CCG, as a key safeguarding partner, must continue to take a lead role in ensuring 
true partnership working.  

 
10.0 Recommendation 
 
10.1 The SCCG Quality, Safety and Risk Committee and Governing Body are 

asked to note the content of this report and agree the key priorities for 2016/17. 

 

 
 
Deanna Lagun                                                                                    
Head of Safeguarding  
Sunderland Clinical Commissioning Group 
July 21st 2016 
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CATEGORY OF PAPER  

Proposes specific action  

Provides assurance   

 
GOVERNING BODY MEETING 

 
27 SEPTEMBER 2016 

Report Title: 

 
Sunderland CCG Finance Report Month 5 
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 5 (for the period ending 31st August 2016).  
 

Key points, risks and assurances 

 The key issue is to ensure that 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 31st August 2016. 
 

 Note the update provided on CHC restitution. 
 

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  

CO4: Ensure the CCG involves patients and the public in commissioning and reforming services   
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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   

Version Date Comments  

ACV1.0 12/09/2016 TL Initial Draft 

ACV 2.0 13/09/2016 DC Review 

ACV 3.0 13/09/2016 TL Amends 

ACV 4.0 13/09/2016 TS Review 

ACV 5.0 13/09/2016 DC Approved Final Version 
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Governing Body 
Financial Report for the period to 31

st
 August 2016 

(Month 5) 
 
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 5. 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 (KPI’s) is outlined below. The CCG is currently delivering 
against all financial KPI’s. 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 5,765 ↑ 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 £118k ↓ Green

Better payment practice code average achievement >95% 99.7% ↑ 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 31st August 2016 together with the forecast outturn for the 
year is outlined below.  The cumulative surplus included within the CCGs 
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 are effectively ring-fenced.  
 
Sunderland CCG Cumulative Financial Position

Month 5 2016/17

CATEGORY Budget 

(£000's)

Actual

(£000's)

Variance

(£000's)

Annual 

budget 

(£000's)

Forecast 

Outturn

(£000's)

Variance

(£000's)

CCG NON POOLED BUDGETS

ACUTE COMMISSIONING 97,106 97,324 218 233,055 233,122 67

AMBULANCE SERVICES 4,958 4,914 -44 11,900 11,828 -72

COMMUNITY SERVICES 7,428 7,369 -59 17,826 17,671 -156

MH COMMISSIONING 8,782 8,781 -0 21,076 21,075 -1

MISC COMMISSIONING 662 601 -61 5,888 4,702 -1,185

PACKAGES 1,492 1,570 78 2,123 2,462 340

PREMISES 425 400 -25 1,021 986 -34

PRESCRIBING 23,340 22,714 -626 56,016 54,603 -1,414

PRIMARY CARE 17,374 16,768 -605 43,328 42,703 -624

REABLEMENT 222 211 -11 534 522 -11

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

SUB TOTAL NON POOLED BUDGETS 161,788 160,653 -1,136 399,639 396,548 -3,092

CCG POOLED BUDGETS (BCF)

COMMUNITY INTEGRATED TEAMS & RAH 8,651 8,478 -173 20,763 20,520 -243

MENTAL HEALTH SERVICES 10,692 10,643 -49 25,661 25,577 -84

LD SERVICES 4,054 4,142 88 9,731 9,957 226

PACKAGES 13,200 14,372 1,172 31,679 34,790 3,110

CARERS 708 732 24 1,700 1,758 58

COMMUNITY EQUIPMENT SERVICES 688 750 62 1,652 1,879 227

DISABLED FACILITIES GRANT 125 125 0 300 300 0

CCG POOLED BUDGETS (BCF) 38,119 39,242 1,123 91,486 94,780 3,294

SUB TOTAL COMMISSIONING BUDGETS 199,907 199,895 -12 491,125 491,327 202

RUNNING COSTS 2,454 2,441 -14 5,967 5,765 -202

TOTAL 2016/17 CCG FINANCIAL POSITION 202,362 202,336 -26 497,092 497,092 -0

BROUGHT FORWARD RING FENCED SURPLUS 6,939 0 -6,939 16,653 0 -16,653

TOTAL CUMULATIVE CCG FINANCIAL POSITION 209,300 202,336 -6,965 513,745 497,092 -16,653

2016/17

 
 
For 2016/17 the CCG is reporting a year to date surplus of £26k 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 the financial plan submitted 
to NHS England which includes a draw-down of £2,000k.  
 
The table below outlines the forecast movements from the month 4 report.  
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CATEGORY  Forecast Outturn

Variance 

at Mth 4 

(£000's)

 Forecast Outturn

Variance 

at Mth 5 

(£000's)

Movement in 

Forecast Outturn 

Variance

(£000's)

CCG NON POOLED BUDGETS

ACUTE COMMISSIONING -403 67 470

AMBULANCE SERVICES -31 -72 -41

COMMUNITY SERVICES -14 -156 -141

MH COMMISSIONING -2 -1 0

MISC COMMISSIONING -2,205 -1,185 1,020

PACKAGES 757 340 -418

PREMISES -21 -34 -14

PRESCRIBING -197 -1,414 -1,217

PRIMARY CARE -463 -624 -161

REABLEMENT -11 -11 0

CONTINGENCY AND RING FENCED 1% NR RESERVE 0 0 0

SUB TOTAL NON POOLED BUDGETS -2,589 -3,092 -502

CCG POOLED BUDGETS (BCF)

COMMUNITY INTEGRATED TEAMS & RAH -174 -243 -69

MENTAL HEALTH SERVICES -184 -84 100

LD SERVICES 230 226 -4

PACKAGES 2,497 3,110 613

CARERS 49 58 9

COMMUNITY EQUIPMENT SERVICES 227 227 0

DISABLED FACILITIES GRANT 0 0 0

CCG POOLED BUDGETS (BCF) 2,644 3,294 650

SUB TOTAL COMMISSIONING BUDGETS 55 202 147

RUNNING COSTS -55 -202 -147

TOTAL CCG 0 -0 -0  
 
The main forecast movements in month 5 relate to adverse movements on 
packages within the Better Care Fund pooled budgets and acute commissioning. 
This is offset in the main by favourable movements against prescribing, packages 
out with the non-pooled budgets and miscellaneous commissioning.  The 
movement in miscellaneous commissioning is due to the release of reserves to 
cover pressures. Further details are provided below. 
 
Non Pooled Budgets 
 
The CCG has reported a significant adverse movement of £470k in the forecast 
outturn for acute commissioning in month 5. This is due to over performance on 
the Newcastle Hospitals (NUTH) contract mainly on critical care activity and 
further expected over performance on the South Tyneside NHS Foundation Trust 
(STFT) contract due to additional gastro activity.  It should be noted that there are 
coding issues within NUTH data which is being reviewed with the Trust – this has 
made forecasting in this area more difficult than normal and as such this figure 
may be subject to change as data quality improves.  
 
The main acute contracts with City Hospitals Sunderland (CHS) and the 
Gateshead Health FT (GHFT) are effectively blocked at agreed funding levels in 
2016/17.  These agreements will mitigate fluctuations in expenditure which would 
have occurred due to movements in activity levels.  
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Although these agreements manage in year pressures for 2016/17, significant 
fluctuations in activity would lead to contract discussions between commissioners 
and providers and would also 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 
appropriately managed. The chart below outlines the underlying financial position 
of key tariff based services as at month 4 (period to 31st July 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 (£252k) 
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 over performance on A&E activity which is due to an ongoing increase in 
attendances.  However, in July 2016 this level of over-performance has 
increased above the plan, however based on a year to date position the CCG are 
1,824 attendances over plan.  This over performance is primarily within the CHS 
contract where A&E mainstream (Type1) activity is 12.6% (1,803 attendances) 
over the year to date activity plan and £215k over the cost plan.  
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The over performance for outpatient activity is 1.9% over the year to date plan 
(2180 attendances) and £263k over the cost plan. This over performance is 
across all providers and is currently under review by the contracting team.  
 
There has been a favourable movement in the forecast outturn for packages of 
£418k from the month 4 position. This has been due to a reduction in the 
expected liability for children’s CHC packages of care. In month 4 a number of 
potentially high cost packages for children’s CHC were identified by Sunderland 
City Council for the CCG and an estimate of the maximum expected liability for 
this year was included in the forecast outturn. The liability for the CCG is still 
under review with the Council and may be subject to further change however, 
following further internal review of the actual additional cost of the packages the 
forecast has been reduced this month. Further detailed work is being undertaken 
to improve the processes for assessment and approval of children’s CHC 
packages.   
 
The forecast for primary care services has moved favourably by £161k from the 
reported month 4 position. This is due mainly to the reversal of some 2015/16 
accruals. This is discussed further below in the Delegated General Practice 
Budgets section.    
 
Prescribing is reporting a year to date under spend based on month 3 prescribing 
data received from the Prescription Pricing Agency (PPA). The year to date 
position was worse than expected by circa £100k when compared to the 
anticipated expenditure based on PPA phasing information.  
 
The prescribing forecast has improved from by £1,217k due to a reported 
forecast underspend of £1,414k (note this includes some minor underspends on 
contracts and staffing of £214k). The forecast is based on the anticipated 
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prescribing phasing’s for 2016/17 received from the PPA which has indicated a 
possible forecast underspend on GP drugs of £1,817k. Given the adverse year to 
date position and the historic accuracy of PPA phasings, the forecast out-turn 
reported within the CCG’s position has been prudently reduced by approximately 
£600k to help manage the risk of potential fluctuation in costs and forecasts in 
later months in 2016/17. 
 
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 

(£'s)

Actual

(£'s)

Variance

(£'s)

Annual 

Budget 

(£'s)

Forecast 

Outturn

(£'s)

Variance

(£'s)

General Practice - GMS 8,949,940 8,964,437 14,497 21,480,246 21,509,101 28,855

General Practice - PMS 1,614,875 1,604,269 -10,606 3,875,747 3,861,772 -13,975

General Practice - APMS 847,535 802,631 -44,904 2,034,110 1,634,697 -399,413

QOF 1,789,413 1,433,760 -355,653 4,295,100 3,901,199 -393,901

Enhanced Services 753,616 565,947 -187,669 1,809,779 1,581,981 -227,798

Premises Cost Reimbursement 1,341,455 1,335,883 -5,572 3,220,118 3,206,118 -14,000

Dispensing/Prescribing Drs 77,734 78,688 954 186,830 186,989 159

Other GP Services 422,483 394,136 -28,347 994,237 969,941 -24,296

Primary Care Reserves 0 0 0 1,091,387 1,469,921 378,534

Independent Sector - Pharmacy Pilot 29,167 29,167 0 70,000 70,000 0

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 15,841,049 15,223,749 -617,300 39,512,000 38,846,164 -665,836  
 
The forecast under spend on APMS relates to expected in-year savings from the 
re-procurement of contracts. The Quality Outcomes Framework (QOF) under 
spend relates to the reversal of 2015/16 accruals which are no longer required in 
full following the finalisation of QOF achievement scores.  The forecast in 
reserves includes £210k for GP Career Start, £403k for the Quality Premium, 
£130k for CQC Practice Support, £500k for Practice Resilience and the 10 high 
impact changes and a (0.5%) £187k contingency which will be committed before 
year end if not needed to manage risk.  

 
There has been an increase in the underspend on delegated GP budgets from 
month 4 of £160k which is due in the main to slippage of £171k on the 2015/16 
accrual for the unplanned admissions DES achievement. The slippage is a one 
off non recurrent benefit to the budget.  
 
Pooled Budgets (Better Care Fund (BCF) budgets) 
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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 4 (period ending 31st July 2016).  
 
Overall the BCF position has moved adversely by £650k from the previous 
reported position. The main movement relates to an increase of £613k in the 
packages forecast outturn position resulting from additional high cost packages 
of care agreed in July 2016.  The forecast includes the impact of new Funded 
Nursing Care prices that were increased nationally by 40 per cent.  These rates 
also increased Continuing Health Care (CHC) prices for the nursing element.  It 
should be noted that the mechanism for setting CHC prices are currently being 
reviewed regionally with providers and this may lead to a significant increase in 
cost in this area.  
 
 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 £843k in addition to the £3,295k already included in the financial position.  

  
 Running Costs 

 
Running costs is currently showing a year to date and forecast under spend 
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 CCGs 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 
(Procedures of Limited Clinical Value, Weight Management, Urgent Care 
Contracts and Packages of Care). 
 
Management leads for these sustainability areas of the CCGs Plan on a Page 
are currently assessing potential efficiencies which could be released in 2016/17 
for delivery of the miscellaneous scheme. This is currently being reviewed by the 
Sustainability Delivery Group.   
 
The Executive Committee continues to review productivity achievement on a 
monthly basis, taking appropriate corrective action where necessary. In addition, 
the CCG Executive has approved additional governance arrangements in order 
to ensure delivery against the CCGs productivity requirements. This includes the 
establishment of a Sustainability Delivery Group (SDG) chaired by the Chief 
Officer of the CCG.  
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4. Statement of Financial Position  
 
Summary Statement of Financial Position  
 
A copy of the summary Statement of Financial Position as at 31st August 2016 
shows current assets of £2,317k and current liabilities stood at £26,652k. Please 
note that the prepayments and accrued income relates in the majority to the 
maternity pathway prepayment made in line with national guidance.  
 

Aug-16 Jul-16 Movement

£000's £000's £000's

Non Current Assets Property, plant and equipment 13 18 (5)

Total Non Current Assets 13 18 (5)

Current Assets Trade and other Receivables 697 611 86

Prepayments & Accrued Income 1,502 1,657 (155)

Cash and cash equivalents 118 95 23

Total Current Assets 2,317 2,363 (46)

Total Assets 2,330 2,381 (51)

Current Liabilities Trade and other payables (5,738) (8,621) 2,883

Accruals (20,914) (17,770) (3,144)

Provisions 0 0 0

Total Current Liabilities (26,652) (26,391) (261)

TOTAL ASSETS EMPLOYED (24,322) (24,010) (312)

Financed by Taxpayers Equity

Capital & Reserves General Fund (24,322) (24,010) (312)

TOTAL TAXPAYERS EQUITY (24,322) (24,010) (312)  
 

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 August 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 2,792 43,726

Total Non-NHS Trade Invoices Paid Within 30 Day Target 2,761 43,600

Percentage of Non-NHS Trade Invoices Paid Within 30 Day Target 98.89% 99.71%

NHS 

Total NHS Trade Invoices Paid in the Year 792 132,065

Total NHS Trade Invoices Paid Within 30 Day Target 792 132,065

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

99.65%Average BPPC Achievement  
 
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 August with £118k 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 August 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 £5,180k in 
the worst case scenario. The risks identified are as follows:  
 

 Acute contract over performance due to higher growth £750k  

 Mental health packages over performance £500k  

 Risks of continuing care clients costs exceeding expected growth £1,500k 

 Under delivery of productivity schemes £1,180k  

 Risks of prescribing costs exceeding expected growth £750k 

 Potential for other unknown financial liabilities £500k  
 
When adjusted for the likelihood of risks materialising the overall risks facing the 
CCG in 2016/17 have been assessed as £2,590k. 

 



  Official        Item: 9.1 

12 

 

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. CHC Restitution Update 

 
Following the demise of the PCTs, the CCGs have been mandated to contribute 
towards a national risk share pool to cover the costs of CHC restitution for 
periods of unassessed care from 1st April 2004 to 31st March 2012.  Sunderland 
CCG commissioned STFT to provide a CHC restitution assessment service for 
restitution claims received by Sunderland PCT.  Upon a claim being assessed as 
valid by the STFT team, the CCG pays the claimant and then claims funding 
back from the national risk share pool to cover the cost. 
 
The national risk share pool is due to cease on the 31st March 2017 and as such, 
a deadline of the 31st September 2016 was set for all assessments to be 
completed by the restitution team in order for allow for processing time. There is 
a risk that the CCG may become liable for claims not paid by the 31st March 
2017.  
 
The current progress at the time of writing the report for the CHC restitution 
cases within Sunderland is as follows: 
 

 48 claimants have been assessed as eligible for restitution and paid a total 
of £1,067,306.61 which has subsequently been claimed back from the 
national risk share pool.  

 76 claimants have been assessed as not being eligible for restitution 
payments. 

 29 claims are currently being processed within the CCG (a number of 
which are waiting on information from claimants to progress). 

 54 claims are still awaiting an assessment outcome and if appropriate 
payment.   

 
7. Recommendation  
 

Members are asked to:  
 

 Note the financial position of the CCG as at 31st August 2016. 
 

 Note the update provided on the CHC restitution.  
         
  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 5 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 73,875 73,875 0 177,300 177,300 0

GATESHEAD HEALTH NHSFT 8,836 8,806 -30 21,207 21,177 -30

NEWCASTLE TYNE HOSP NHSFT 4,409 4,882 473 10,581 10,981 400

CO. DURHAM & DARL NHSFT 2,686 2,686 -0 6,447 6,447 -0

SPIRE HEALTHCARE LTD 1,740 1,740 -0 4,177 4,177 0

NORTHERN DOCTORS 1,301 1,239 -63 3,122 2,972 -150

SOUTH TYNESIDE NHSFT 431 540 110 1,033 1,183 150

NORTHUMBERLAND T/W NHST 282 282 0 678 678 0

SOUTH TEES HOSPITAL NHSFT 225 219 -6 541 534 -6

NORTHUMBRIA HC NHSFT 167 168 0 402 402 0

NORTH TEES & HARTLEPOOL NHSFT 137 102 -35 329 248 -82

EXEMPT OVERSEAS VISITORS AND 1516 IMPACTS 42 -170 -211 100 -111 -211

AQP SERVICES 931 917 -14 2,234 2,214 -21

WINTER PRESSURES 979 974 -5 2,350 2,344 -6

NON CONTRACT ACTIVITY NHS & NON NHS 1,064 1,064 -0 2,554 2,577 23

TOTAL 97,106 97,324 218 233,055 233,122 67

YTD Notes

Mental Health Commissioning

Month 5 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 8,393 8,421 0 20,142 20,142 -0

TEES ESK/WEAR VAL NHSFT 106 106 0 253 253 0

MIND 27 -1 -1 0 0 0

OTHER 257 256 1 680 679 -1

TOTAL 8,782 8,781 -0 21,076 21,075 -1

YTD Notes

Community Services

Month 5 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 5,591 5,586 -5 13,419 13,319 -100

SUNDERLAND LA 11 3 -7 26 8 -18

OTHER CONTRACTS 242 196 -46 582 543 -39

VANGUARD 1,583 1,583 -0 3,800 3,801 1

TOTAL 7,428 7,369 -59 17,826 17,671 -156

YTD Notes

2016/17 Forecast

Budgets have been included at the agreed contract. The variances that are reported above are in relation to impacts from 2015/16, with the 

exception of STFT where there is underperformance against the MSK contract based on activity being under plan .

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

Budgets have been included at the agreed contract level. Against 2016/17 contracts Newcastle has shown some early significant 

overperformance based on latest freeze information, which is currently being investigated by the contracting team. Other variances against 

2016/17 contracts have come in STFT Acute mainly in relation to gastro activity, and underperformance from Northern Doctors urgent care 

centres. There are a couple of impacts from 2015/16 estimates that have materialised up to month 5 the biggest of which relates to Spire 

(£241k), Tyneside Surgical Services, North Tees and South Tees

2016/17 Forecast
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Appendix 3 – Better Care Fund Mth 4 Financial Position  
 
Sunderland CCG & Sunderland City Council 

2016/17 Better Care Fund - Summary 

Month 4 Financial Position (Period ending 31st July 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

Community Integrated Teams & RaH Services Scheme 30,136,880              29,784,538             352,342-                        29,784,538             352,342-                          29,884,538                  252,342-                      

Mental Health Services Scheme 27,851,784              27,760,546             91,238-                          27,760,546             91,238-                            27,760,546                  91,238-                        

LD Services Scheme 33,573,529              34,353,619             780,090                        34,253,619             680,090                          35,007,120                  1,433,591                   

Packages Scheme 56,288,224              61,814,704             5,526,480                     61,595,388             5,307,164                       62,852,980                  6,564,756                   

Carers Scheme 3,635,332                 3,759,030               123,698                        3,759,030               123,698                          3,759,030                    123,698                      

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              157,099,194            163,422,742                      6,323,548            163,103,426                        6,004,232                 165,214,518                    8,115,325 

SUNDERLAND CCG SHARE OF FORECAST OVER / (UNDER) SPEND* 3,294,014 3,141,599 4,136,661

SUNDERLAND CITY COUNCIL SHARE OF FORECAST OVER / (UNDER) SPEND* 3,029,534 2,862,633 3,978,664

* Share of over / (under) spends are determined in line with sc75 agreement of the BCF for 2016/17.  
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CATEGORY OF PAPER  

Proposes specific action  

Provides assurance   

 
GOVERNING BODY 
27th September 2016 

Report Title: SCCG Assurance Report – September 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).  The transition to this new framework as 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 no 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 are 
expected to be published incrementally throughout the year.  Baseline positions for a number of 
indicators were published in July and these can be found in the appendices. 
 
The Governing Body is asked to note the progress on the delivery of SCCG’s operational plan 

including: 

 No project is rated as red overall and the status of five projects remains amber overall. 

 Three red rated risks relating to CVD. 

 Proposal to broaden the scope of the LTC productivity project. 

 An issue concerning the Getting Help work stream, specifically the budget domain. 

 Further update following the endorsement in August by the Executive Committee to develop 
a patient compact for patients initiated on home oxygen. 

 Progress made on the prevention transformation programme. 
 
Key performance Risks based on latest data available for each indicator: 
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 A&E 95% City Hospitals Sunderland NHS Foundation Trust (CHS) performance. 

 Astro PU (local KPI) 

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

 Cancer 62 day performance 

 MRSA at CHS  

 Ambulance Red 1 and Red 2 performance 

 IAPT Access  

 Activity Levels in Secondary Care due to expected reduction in non-elective activity and 
historic levels of elective activity 

 Mixed Sex Accommodation 

 Anti-microbial resistance which is a quality premium indicator. 

 Use of NHS e-Referral which is a quality premium indicator 

 Four week smoking quitters which is a quality premium indicator 
 

Recommendation/Action Required 

The Governing Body is recommended to: 

 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.  

 Note the progress on delivery of the 2016/17 PoaP. 

 Note issues for information, including actions to address. 

 Note endorsement by the Executive Committee in September to the funding request from 
the CVD working group. 
 

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   
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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 

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  

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 as per the Executive Summary and each programme 
update 

 

Has there been member 

practice and/or other 

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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*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   

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

stakeholder engagement if 

needed?   
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Governing Body 
Assurance Framework 
27th September 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 states 
that baseline information for each indicator will be published at CCG level at the 
end of June 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.   

 
 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 two 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 QP for 2016/17 and now has an estimate of 

achievement based on current performance against each indicator and/or 
local intelligence.   
 

o IAF baselines have now been released for a number of indicators on My 
NHS.  Due to data availability, many of these indicators do not have actual 
performance but baseline positions have been shown along with a risk 
assessment based on national comparative information (where available). 

 
o Cancer 62 day performance was below the standard for quarter one and 

remains a significant performance risk for 2016/17. 
 

o Referral to treatment performance for incomplete pathways remains above 
the standard as at quarter one. 

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

standard so far for 2016/17 with year to date performance of 94.72% as of 
22nd August 2016.  Performance so far in Q2 is 94.98% due to improved 
performance in July and August.  If performance does not improve this will 
have risks for the System Transformation Fund (STF) for CHS NHSFT. 

 
o All three NEAS standards (Red 1 and Red2) remain below target for quarter 

one.   
 

o Anti-microbial resistance for quarter one is showing under performance of 
both components.  

 
o IAPT access and recovery for April 16 is above target. 

 
o Activity levels for quarter one show over performance for electives and a 

very slight over performance for non-electives (nationally reported data). 
 

o CHS NHSFT have reported one additional MRSA cases which brings the 
total to three cases so far in 2016/17. 

 
 

4. NHS Constitution Indicators  
 
o Referral to Treatment (RTT) – CHS NHSFT and the CCG’s performance for 

April and May 2016 remains above the standard for quarter one.  Despite 
being above the standard overall, pressures still relate to respiratory 
medicine and gastroenterology. 

 
Despite being above the standard in April 16 and May 16, orthopaedics has 
deteriorated slightly in June 16 due to increased trauma.  Performance is 
expected to be above the standard going forward and the focus now is on 
sustainability.   
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Respiratory medicine continues to be a pressure due to capacity constraints 
linked to a shortfall in consultants at CHS NHSFT.  CHS NHSFT now have a 
locum consultant in post and have commenced recruitment for a permanent 
post.  CHS NHSFT continue to work with the CCG to develop pathways  as 
part of the Map of Medicine work (MoM) to ensure patients are managed in 
the most appropriate way and initial discussions have moved to how 
Enhanced Primary Care can impact on patients in the service such as post 
discharge clinics for respiratory patients.  It is anticipated that performance 
issues will remain for the short term until the back log is cleared.  
Discussions will continue with CHS NHSFT as part of the contracting route. 
 
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.  A visioning event is scheduled for early 
September which will be used to define the model for the pilot. 
 

o A&E 95% – CHS NHSFT are currently not achieving the 95% standard for 
2016/17 with quarter one not achieving and quarter two slightly under the 
95% standard for quarter two despite improved performance in July and 
August.    
 
As at 22nd August 2016, performance for the year to date was 94.72% with 
quarter two at 94.98%.  July 2016 performance was 94.97% and August 
2016 is currently above the standard so far. 
 
Looking at the Sunderland system position, performance is above the 95% 
standard due to close to 100% performance in each of the NDUC urgent 
care centres. 
 

o Cancer standards – The CCG continues to be in a good position for all 
cancer standards except for 62 days which is experiencing pressure, 
particularly in lung and urology pathways.  Access to diagnostics is a key 
pressure; particularly in urology and CHS NHSFT continue to work with the 
department to improve diagnostics access both on-site at Sunderland Royal 
Hospital and off-site at County Durham and Darlington NHS FT (CDDFT).   

 
CHS NHSFT are currently working through a backlog for urology and 
particular pressures with complex patients who require multiple diagnostics 
across multiple tumour groups are all affecting performance.  Performance is 
expected to improve in quarter two but more work is needed to improve 
performance.   
 
A meeting is being scheduled to discuss the development of the urology 
one-stop shop which CHS NHSFT are keen to implement.  This will include 
representatives from the CCG and CHS NHSFT. 
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o Red 1 Category A calls responded to within 8 minutes - Performance 
remains below the standard for the region was with performance of 67.33% 
in June 16, well below the target of 75%.     
 
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 
o Increased recruitment and media campaigns in an attempt to reduce 

demand and increase capacity. 
 
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 
 

5. Other mandatory national requirements 
 

o HCAI – MRSA remains at two cases for 2016/17, both attributable to CHS 
NHSFT. 
 

o C. difficile for CHS NHSFT and the CCG as at 17th August 2016 is below 
target which is encouraging despite a high number of cases earlier in the 
year.  CHS NHSFT have also submitted a number of appeals which have 
been successful so performance for the year to date is under target.   

 
Issues with lab testing at Gateshead Health NHS Foundation Trust (GH 
NHSFT) have been an issue in 2015/16 and into 2016/17 and this was 
raised at the Contract Review Group and an improvement plan is now in 
place to help address the issues raised by the CCG and CHS NHSFT. 
 

 
6. Better health 

 
Baselines have now been made available for a number of indicators within this 
section of the IAF.  Due to the nature of some of the indicators, actual 
performance will not be available due to many indicators being annually 
published.  Where performance is being reported, this may be actuals based on 
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proxy data from providers or local intelligence.  These are flagged on each 
indicator as part of the dashboard. 
 
Baselines have been published for the following indicators on MyNHS: 
 
o Personalisation and choice 

o Personal health budgets 
o Proportion of deaths which take place in hospital 

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. 
 

 The dashboard also includes a local risk assessment based on current 

performance and benchmarking that has been made available.   

o Anti-microbial resistance (quality premium) performance is over target as 
at June 2016 YTD at 0.33% against YTD target of 0.3% for appropriate 
prescribing of anti-biotics in primary care.  It is encouraging that the CCG 
is 0.03% away from the required 4% reduction from 2013/14 figures 
required for this year’s QP demonstrating the hard work by the practices in 
2015/16 is continuing.  

  
For Anti-microbial resistance: Appropriate prescribing of broad spectrum 

antibiotics in primary care performance is over target as at June 

2016  YTD at 10.21% against YTD target of 10.0% 

Prescribing against this target has continued to decrease over the last 

three months.  Audits on prescribing of cephalosporins are being carried 

out by the practice pharmacy teams to enable the CCG to identify where 
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particular support is required.  It should be noted that as the volume of 

prescribing reduces overall, it will impact on this measure 

o GP referrals made via NHS e-Referral (quality premium) remains below 
the standard as at May 2016 with performance of 71% against a target of 
80%.  CHS NHSFT are currently achieving 80%+ as a provider so the 
CCG are working with CHS NHSFT to improve further but also looking at 
performance at other providers to identify the opportunities for increasing 
this.  CHS NHSFT have identified a number of services which are currently 
not on NHS e-Referral as well as identified the number of referrals still 
being made via paper which again presents opportunities to increase the 
use of NHS e-Referral.   Due to the volatility in this indicator, risks remain 
to achieve this element of the quality premium.  
 

o Four week smoking quitters (quality premium) is currently below trajectory 
as of June 2016.  Links have now been made with public health 
commissioners who will be providing regular updates on performance 
going forward.  Uptake is very seasonal and usually there is a surge 
around quarter end so uptake is expected to increase throughout the year 
but risks remain to achieve this element of the quality premium. 

 
o Injuries from falls for over 65s (quality premium) is currently being reported 

as a proxy measure and is showing a slight under performance against 
trajectory.  Again this is a very seasonal indicator and activity increases in 
winter but so far, the CCG is on track but risks remain into winter. 

 
7. Better care 

 
Baselines have now been made available for a number of indicators within this 
section of the IAF.  Due to the nature of some of the indicators, actual 
performance will not be available due to many indicators being annually 
published.  Where performance is being reported, this may be actuals based on 
proxy data from providers or local intelligence.  These are flagged on each 
indicator as part of the dashboard. 
 
Baselines have been published for the following indicators on MyNHS: 
 
o Urgent and emergency  

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

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

population 
o Primary medical care 

o Patient experience of GP services - (Quality Premium) 
o NHS Continuing Healthcare 
o Clinical Priority – Dementia 

o Estimated diagnosis rate for people with dementia 
o Clinical Priority – Cancer 
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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 
 

The dashboard also includes a local risk assessment based on current 

performance and benchmarking that has been made available. 

o Estimated diagnosis rates for dementia remains above the 70% target with 
performance of 78.3%. 
 

o IAPT access and recovery for April 2016 was above both targets with 
performance of 1.7% (against a target of 1.3%) and 50.9% (against a target of 
50%) respectively.   

 
The CCG have had initial feedback from the integrated early adopter 
expression of interest which has been favourably received by NHS England.  
The CCG have responded to a number of questions and are awaiting final 
feedback. 

The CCG have also been identified as a potential early adopter of 
employment advisors and have submitted an expression of interest to be a 
part of this pilot. 

8. Activity 
 

o Non Elective Inpatients – Published information for June 16 shows a slight over 
performance against trajectory which shows a deteriorating position in June 
2016 which is disappointing, particularly as April 16 and May 16 showed slight 
under performance.  The increased activity remains with very short stay 
admissions into CHS NHSFT for respiratory, gastroenterology and urology 
which is consistent with previous years.  Work is on-going to understand the 
impact of the Vanguard programme and tracking of impact at patient level has 
now started and has identified reductions in activity for some patients who have 
had an MDT.  It has also identified patients where activity has increased so the 
BI Team will be working with the Vanguard PMO to understand the issues 
affecting activity levels.  A key focus of this work will be also looking at the 
patients who continue to go into hospital and understand the reason why and if 
there are any opportunities to for these patients to be part of a CIT. 
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o Elective Inpatients – Published information for June 2016 shows an over 
performance against plan, predominantly haematology and a slight over 
performance in orthopaedics which is linked to performance recovery.  The 
CCG have also identified a number of day cases which were agreed to be 
reviewed and identified as opportunities to be classed as outpatient procedures 
which have not been.  This is a key part of the quarter one discussions with 
CHS NHSFT to understand the rationale as to why these are still being 
recorded as a day case.  ENT has also been identified as an area of growth 
which is being investigated. 

 

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: 
 

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 estimated to 
be £142,161 due to predicted achievement of the emergency admissions for 75+ and 
falls for 65+ indicators and penalties for NEAS and Cancer 62 days.  As data 
availability is limited, the risk assessment for each indicator is based on current 
performance and local intelligence and this will develop throughout the year as more 
robust data becomes available. 
 
10. Operational plan 2016/17 
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This section of the report provides the Governing Body with an update in relation to 

Sunderland CCG’s 2016/17 operational plan.  

10.1 Work done to date 

10.1 Plan Implementation 

10.1.1 Two projects have not been transferred onto the project toolkit yet: 

Children’s and maternity – a Case for Change was presented to the 
Executive Committee in September setting out the rationale for the formation 
of the South Tyneside and Sunderland Healthcare Group (the ‘Group’) for 
review and endorsement. Included within the Case for Change was the 
clinical services review programme. Obstetrics (maternity) and gynaecology 
are in phase 1 and these services have been reviewed by the Group. The 
output of the review has been reviewed by the Clinical Services Review 
Group in respect of future options and this has not been concluded.  
 
The Group’s review of maternity services is developing in the context of the 
wider regional work which has begun to consider the footprint for maternity as 
part of the place based Northumberland, Tyne and Wear and North Durham 
Sustainability and Transformation Plan (NTW ND STP).  
 
A meeting of all partners in Sunderland, South Tyneside and Durham is being 
arranged to establish a Maternity programme.  
 

 Paediatrics and community – the issue of the Management Lead’s capacity 
to undertake the scoping exercise following the review of the Project Outline 
Document in June has been addressed. Allocation of dedicated PMO support 
to the ambulatory emergency care programme should now enable more time 
to be dedicated to the project. The following actions have been undertaken: 
‾ initial paediatric data analysis undertaken by the CCG BI team to review 

potential areas for reform/savings relating to both elective and non-
elective activity. 

‾ Initial discussions held in July with Patrick Garner, the Group’s  
Programme Manager, and in August with Geoff Lawson, City Hospitals 
Sunderland Paediatric Clinical Director. 

‾ Management lead to attend the paediatric services design meetings until 
end of September and hold further discussions with the Clinical Director 
regarding the CCG reform programme over the next 1 to 3 years.  

‾ Further discussions with Director and GP Executive Leads in August 2016 
on project scope.  

10.1.2 As reported previously, the Packages of Care project is no longer a 
productivity project and a recovery plan is being developed. It has also been 
agreed to progress commissioning CHC assessment beds, which will be a 
work stream within the Packages of Care project. A project outline document 
will be completed to be transferred onto the project toolkit to support future 
monitoring and reporting to the Executive Committee. Clinical leadership for 
this is to be determined. 
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10.1.3. The transfer of the POD for the urgent care strategy is in progress as 
discussions continue regarding timescales to align the urgent care strategy 
with urgent care centre contracts. Once timescales are agreed, the project 
plan can be fully populated. 

10.1.4 In discussion with Management Leads, the PMO has agreed the support 
arrangements, including project administration, for the CCG’s priorities. Work 
continues to support Leads to define benefits and develop measurable key 
performance indicators for projects. Where possible and appropriate existing 
metrics, which are available, will be used and a baseline established to 
measure expected impact. 

10.2 Project Delivery – changes since previous report 

10.2 1 The appended dashboard summarises the current position regarding the 11 
transformation programmes including the productivity projects within the 
sustainability programme as of 15th August 2016. 

10.2.2 The dashboard has changed since the last reporting period. Of note: 

 It includes all leads including Clinical Leads, where applicable. 

 It identifies when risks are due to be reviewed recognising that risk 
assessments may not change from month to month unless there is a 
scheduled review of the risk and controls or because there has been a 
breach of the controls put in place to manage the risk.  

10.2. 3 Whilst the dashboard tracks changes in the overall RAG rating for each 
project from one reporting month to the next, the dashboard does not track 
and make visible changes that have occurred in respect of risks and issues. 
These are being tracked now and will be highlighted in this and future reports. 

Overall project RAG rating 

10.2.4 It is to be noted that for 2 projects (section 10.1.1) there is no overall RAG   r 
rating. 

10.2.5 No project is rated red overall. 
 

10.2.6 As reported in previously the overall project RAG rating is populated 
automatically using an algorithm fed by the Leads assessment of project 
progress against the 5 domains (project scope; project schedule; project 
budget; productivity; risks; and benefits).  
 

10.2.7 The status of five projects remains amber overall as reported previously: 
four within the Out of Hospital (OoH) ambulatory emergency care 
programme and the fifth being the STFT contract review. To note the 
Patient and Staff engagement project within the OoH programme which was 
red overall and has changed to amber in August: 
 
‾ Ambulatory care pathways point of testing.  The delivery schedule has 

been rated as red as the schedule was amended from June to September 
in line with the Map of medicine (MoM) launch. Pathway information has 
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been cascaded in preparation for the September launch. D- dimmer tests 
are currently being purchased and will be distributed at September’s 
TITO. 

‾ Decision Making project. The delivery schedule has been rated as red 
as the schedule has now changed to include the use of Consultant 
Connect telephony system with a potential launch of a 6 month pilot for 
AEC at the end of September. The scope is rated as amber as the scope 
is widening as  there is the potential to use the system for other CCG 
transformational areas and further discussion took place in August 2016 
to agree these areas. 

‾ AECU Direct Access. The scope is changing as reported in August and 
is therefore rated as amber. Initial scope was to use NEAS Advanced 
Practitioners but it has been identified that direct access is more suitable 
for the skill set of paramedic crews. 

‾ Patient and staff engagement. Rating has changed from red to amber. 
PMO support is now in place and a PPI and staff engagement strategy 
proposal across GP OOH, Recovery at Home and AECU services is in 
development. 

- STFT contract.  
o Scope has changed; it now includes all services not just those 

selected by the CCG.  
o Schedule is slipping as STFT did not meet phase 1 deadline and 

phase 2 deadline of 30 June for the return of competed service 
review questionnaires has slipped also as only 50% have been 
received. Schedule slippage will be discussed in September at the 
STFT Contract meeting to agree the submission date for the 
remaining 50% of service review questionnaires.  

o Risk is rated as amber as the initial work shows a potential shortfall 
in funding of £1million. SCCG Finance, BI and Contract Teams 
have reviewed this information/figures and a number of questions 
have been raised around activity and reference costs etc. These 
queries need to be worked through with Finance and will also be 
raised with STFT. 

10.2.8 The overall rating for the primary Learning Disabilities and autism project 
within the Learning Disabilities programme has changed from amber to 
green 

Risks 

10.2.9 As reported in previously, variability exists in describing risk (cause and effect) 
as well as the control measures. Work continues to support Leads with the 
aim to develop a consistent approach.  

10.2.10 There are three red rated risks relating to CVD due for review; one at the 
end of August and two at the end of September. 

Issues 

10.2.11 Long Term Condition Rehabilitation – This is a productivity project and 
has an efficiency target of approximately £300k from the current spend on 
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two commissioned services which overlap in service provision for people 
with long term conditions: HELP service provided by STFT and Move to 
Improve (MTI) provided by the Local Authority. It is anticipated that the 
savings would be realised by reducing commissioned activity from the two 
services or decommissioning one of the services. Although awaiting legal 
advice, it is expected that a procurement would be required which would 
lengthen the current project delivery time.  

Discussions are taking place to explore the opportunity to commission an 
integrated activity and education programme that would cover rehabilitation, 
weight management and diabetes prevention for the following reasons: 

 To minimise duplication - the review of the STFT contract indicates that 
there are 3 service lines, along with the MTI and HELP teams, where there 
seems to be overlap in service provision for patients with cardiovascular 
conditions. If the scope remains the two services only, the duplication 
which has been identified will need addressing irrespective at a later date.  

 Longer term, we need to consider diabetes prevention - CCGs are 
mandated to implement by 2020/21 a national programme to prevent 
diabetes. 

 SCCG is an outlier in prescribing of oxygen and inhalers. There is 
strong evidence that pulmonary rehabilitation is more cost effective than 
inhaler therapy.  

 There is a gap in services to support patients with weight management 
which could be addressed 

 The proposal is to take a pathway approach that is patient centred rather 
than piecemeal – tinkering with services along a pathway. 

 Simplification  by providing a single point of access to services to 
avoid confusion and increase uptake of services 

Broadening the scope will delay the release of savings and extend the 
timescale for project delivery but longer term will deliver better patient 
outcomes and anticipate release greater efficiencies. 

The Executive Committee noted this outline proposal for information. 
 
Action: Executive Committee to receive a report in October regarding the 
proposal to change the scope 
 

10.2.12 CAMHS  

There are specific issues concerning the Getting Help work stream, specifically the 
budget domain for this project has been flagged as red: 

 Waiting times into the NTW CYPS service have increased in quarter 1 despite 
significant non recurrent resource in 2016/17 into this service line. This 
investment was made on the understanding that NTW FT would work within 
existing resources to deliver the service. Pressures have arisen as a result of 
the CYP service being unable to effectively manage throughput given the 
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increased numbers of referrals and provider decisions regarding workforce in 
light of non-recurrent monies. 

 The CCG agreed in the Service Development and Improvement Plan (SDIP)  
to complete a review of NTW CYPS (some tier 2 and tier 3) and STFT’s 
provision of a CAMHS tier 2 services by the end of quarter 2 to develop a 
single pathway for all elements of CAMHS/CYPS with a single access point 
improving resilience within contracts. There has been slippage on the 
schedule and it is anticipated that this will be completed by December 2016. 
Implementation of the new model will take time and not address the 
immediate pressures within the service in 2016/17.   

 If additional resource needs to be allocated, there will need to be an identified 

funding source. Potential funding options are being explored to prevent any 

deterioration of the waiting time standards which has been brought to our 

attention by the provider as well as medium to longer term solutions to 

address the demand pressures faced by NTW as well as enhancing and 

developing services as required by NHS England, including Eating Disorder, 

services for children and young people in crisis. It will be important to resolve 

this quickly to inform the 2017/18 contract negotiations that will take place in 

quarter 3. 

 The Management Lead and Finance Manager assigned to the NTW contract 
are working together to move this forward as well as requesting information 
from both services to inform the review. 

Action: Governing Body to note issues and actions being taken for information. 

10.2.13 Home oxygen  

Further to the update to the Executive Committee in August concerning the 
need to amend the service specification for the Home Oxygen assessment 
service, which is out to procurement, in order to comply with BTS guideline, a 
report from NECS was discussed by the Executive Committee in September 
which set out the changes and positive impact in terms of cost savings and 
improved patient care.  
 
Following the Executive Committee’s consideration and endorsement in August 
of the recommendation to develop a ‘patient compact’ for patients initiated on 
oxygen, the Executive Committee received a report in September on 
prescribing guidance and patient information when starting home oxygen, to 
support clinically appropriate and cost-effective use in Sunderland. This paper 
addressed the concern raised by the Committee in August on the process for a 
second opinion, if oxygen is to be withdrawn, describing the process and the 
support and includes appendices on the patient agreement and patient and 
carer information. 

Action: Governing Body to note for information. 

10.2.14 Prevention 
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As reported in July there is currently no project outline document for the 
prevention transformation programme on the PoaP. The work is being 
progressed through the System Resilience and Transformation Board and 
although there are Director and Executive GP leads, there is no 
management lead to support the work. A strategic outline case to take 
forward and embed making every contact count (MECC) in each 
healthcare setting has been developed by the Director of Public Health. The 
Transformation Board supported the case in principle including the 
recommendation to take forward the action plan staring with a baseline 
assessment of existing practice by NHS partners in terms of MECC.   

Whilst implementing MECC is to be led by individual organisations taking 
account of their culture and context, consideration is needed regarding 
identifying and assigning management support to co-ordinate 
implementation activities (action plan). 

Action: Governing Body to note progress  

Decision 

10.2.15 Cardiovascular disease 

NHS Right Care identifies many opportunities for Sunderland to improve care 
and outcomes for patients with CVD including optimising treatment of 
modifiable risk factors such as hypertension and high cholesterol, and 
looking at pathway redesign to minimise duplication of services and ensure 
patients receive care in the correct setting.  

A CVD working group (see below) has been established to look at scoping the 
project and defining specific outcomes in detail. 

David Chandler Director lead 

Dr Raj Bethapudi GP executive lead 

Dr Ramaraju Sagi Clinical lead 

Mark Speer Finance lead 

Hannah Willoughby Medicines optimisation  

Alan Collinson Business intelligence 

Angela Farrell Reform manager 

 

It is the aspiration of the working group that over the life of the project a robust 
prevention strategy will be put in place to focus on addressing modifiable 
risk factors to minimise ill health and disease, and so improve outcomes 
for patients. Modifying risk factors (non-lifestyle) for CVD also contributes to 
preventing many other diseases, for example, cancer 
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Primary care management of cardiovascular and cardiovascular related 
conditions can prevent adverse health events improving the lives of patients 
and reducing the need for more costly care later on. Ensuring people 
diagnosed with hypertension and high cholesterol are optimally treated is 
key as well case finding to identify patients who are at risk to include in QOF 
registers and to support them too better control their condition. 

Funding Request 

The working group submitted a request £100k non-recurrent funding to the 
Executive Committee in September to support project implementation. Funding 
would be used to support delivery of elements of the CVD work stream, 
including the prevention strategy and supporting primary care management of 
hypertension and high cholesterol including updating registers. It is 
anticipated that much of this funding would be to support general practice to 
manage any workload attached to project delivery. Funding would also support 
initiatives such as use of the STAR tool to inform prioritisation and pump 
priming or other support for delivery deemed to be value adding by the group 

Decisions on allocation of this funding would be governed by the CVD working 
group. It is anticipated that use of this resource would be over the time period 
from September 2016 and March 2018. 

The Executive Committee considered and endorsed the funding request to 
support project implementation 

Action: Governing Body to note the Executive Committee’s decision. 

The Governing Body is asked to: 

 Note the progress on delivery of the 2016/17 PoaP. 

 Note issues for information, including actions to address. 

 Note endorsement by the Executive Committee of the funding request by the 
in September for the CVD project. 

 
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 September 2016 
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Benefits are actively 

being tracked and on 
Green Green Green Green Green Green Amber Green Green Amber Green Green Green Green Green Green Green Green Green

Q1 Q2 Q3 Q4 Q1 Q2 Q3Q4 Q1 Q2 Q3 Q4 Q1 Q2 Q3 Q4

Project risks are 

actively being 

managed

Green Green Green Green Green Green Green Green Green Green Green Green Green Green Amber Green Amber Amber Green

Productivity targets 

Targets will not begin 

to see realisation until 

the plan has been 

finalised @ March17

Targets will 

emerge from 

scoping events 

(Sept/Oct 16)

n/a n/a n/a n/a

System / patient coding 

processes currently 

under review - outcome 

will determine level of 

productivity  

6 - outcome will determine level of productivity 

6 month pilot to 

start end of Sept 

16 - outcome will 

determine level of 

productivity 

Paramedic 

Pathway project - 

start Oct 16 will 

determine level 

of productivity

n/a n/a n/a n/a n/a
Not yet 

agreed
Green Green Green Green

The project budget is 

still in line with that 

outlined in the Outline 

Document 

Green Green Green Green Green Amber Green Green Green Green Green Green Green Green
Budget yet to 

be agreed
Green Amber Green Green

The deliver schedule is 

on track
Green Green Green Amber Amber Green Red Red Green Red Green Green Green Green Green Green Green Green Green

Project scope is being 

managed and 

controlled 

Green Green Green Green Green Green Green Amber Amber Green Green Amber Green Green Green Green Green Green Green

Overall Project RAG 

Rating for last 

reporting period

Green Green Green Amber Green n/a Amber Amber Amber Red Green Amber Green n/a Amber Green Green Green Green

Overall Project RAG 

Rating for this 

reporting period   

Green Green Green Green Green Green Amber Amber Amber Amber Green Green Green Green Amber Green Green Green Green

Programme

Project Cancer CVD
Children's & 

Maternity

Quality 

Premium

LD and Autism 

Primary Care 

LD and Autism 

CTR CPA 

Process 

Children and Young 

People's Mental 

Health & Well Being

Ambulatory Care 

Pathways and Point of 

Care Testing 

Decision Making 

Project

AECU Direct 

Access

Patient and 

Staff 

Engagement

Primary Care 

IT Support 

(MoM)

OOH Commissioning
OOH End of 

Life

Urgent Care 

Strategy

STFT Contract 

Review
Dermatology LTC Rehabilitation

Paed. Primary 

and 

Community

Standardisation of 

Care & Value Based 

Commissioning

Home Oxygen 

Lead Director Claire Bradford David Chandler Scott Watson Debbie Burnicle Ian Holliday Ian Holliday Ian Holliday Debbie Burnicle Debbie Burnicle Debbie Burnicle
Debbie 

Burnicle

Debbie 

Burnicle
Debbie Burnicle

Debbie 

Burnicle
Ann Fox Scott Watson Dave Chandler Scott Watson Scott Watson Claire Bradford Claire Bradford

Clinical Lead(s) Henry Choi

Ramaraju Sagi; 

Barbara Craggs 

(nurse); Gillian 

Dury (nurse).

Sarah Stanton / 

Johannes 

Dalhuijsen / 

Christopher 

Scott-Batey 

(tbc)

Angus Goudie 

(GP IT); *James 

Bell  ad hoc re 

GPIT; Fadi Khalil 

& Tracey Lucas

Angela Lockyear, 

nurse 

Angela 

Lockyear, nurse 

Johannes Dalhuijsen 

plus interim support 

from Saira Malik
Karthik Gellia Karthik Gellia Karthik Gellia Karthik Gellia

Karthik 

Gellia
James Bell Florence Gunn John Kisler 

Sian Firth – 

children’s / 

Vacancy – 

adults

Karthik Gellia

Ramaraju Sagi / 

Barbara Craggs 

(nurse) / Gillian 

Dury (nurse)

tbc Fadi Khalil Rob Rutherford

Project Lead

Laura Hope Angela Farrell Janette Sherratt Jackie Spencer 

(Supported by 

Sarah Hayden)
Michell Turnbull 

supported by 

Linda Reiling

Michelle 

Turnbull 

supported by 

Linda Reiling 

Janette Sherratt

Natalie McClary Natalie McClary Natalie McClary
Natalie 

McClary

Natalie 

McClary
Penny Davison Ruth Frostwick 

Daisy Barnetson

Dave Linsley
Helen Steadman 

/ NECS 
Angela Farrell

Natalie 

McClary
Jackie Spencer Elizabeth Mallett

Patient and Staff 

Involvement
RAG

Amber

Amber

Amber

Amber

Amber

End date tbc 

Red Risks

Risk 1

Risk 2

Su
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n
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m
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STFT Contract Review

For Information 

Standardisation of 

Care & Value  Based 

Commissioning 

Items for information / discussion / decision

Home Oxygen 

Project

Paediatric Primary 

and Community
tbc

Home Oxygen For Information Home oxygen assessment service is undergoing procurement for service starting in Feb 2016. Procurement process is underway and at initial stakeholder procurement event identified that schedule of assessment for initiation of long term oxygen therapy  does not comply with BTS Guidelines from 

November 2015. Spec states wait 6 weeks after exacerbation and test oxygen levels once, BTS guideline state wait 8 weeks, test oxygen level, wait another 2 weeks and retest. One study showed reduction in oxygen initiations of 30% therefore potential for improved clinical and cost effectiveness.

Teleconference with NECS procurement team and Rob Rutherford 15.7.16. Rob Rutherford confirmed two additional CCG clinical leads have agreed that the spec should reflect current BTS guidelines. The spec has been updated in line with BTS home oxygen guideline so that two blood gas tests are done 

prior to initiation of home oxygen.  The rest of the service spec has been checked against BTS guideline and is compliant. NECS procurement team will calculate additional costs for all CCGs and write papers to explain the changes and positive impact in terms of cost savings and improved patient care. NECS 

will lead on production of exec papers for all CCGs involved in the procurement. Current provider willing to extend service to cover any gaps due to delays in procurement process. Note that the requirement for two tests was included in the previous BTS guidelines and the current service spec is therefore 

non-compliant.

Standardisation of Care & Value Based Commissioning

LTC Rehabilitation

Predicted savings not realised  due to capacity issues to address all areas covered in right care and the overlap with some of the savings with 

other workstreams who will be targeting same things e.g. length of stay by out of hospital work

CVD

CVD

Controls in place / Mitigation Plan

Hold initial launch event to engage with stakeholders. Establish steering group.

Stakeholders secured to attend engagement event

Clear governance and reporting of savings  

Dermatology

Risk

Lack of engagement from key partners due to potential impact on partner organisation finances in the longer term and capacity issues due 

to other high priority work programmes e.g. in hospital transformation with STFT and CHS 

Urgent Care Strategy

STFT Contract Review As indicated in last months report the Service Review Question Sheet was shared with STFT for completion for each service provided. STFT indicated that the review should cover all services not just those selected by SCCG. Therefore, the scope of the review was expanded to cover all services. It was  then agreed with STFT that the service 

questionnaires would be completed in 2 phases. Phase 1 deadline slipped, as a consequence STFT requested if they could return all service questionnaires for all services at the end of Phase 2 (30th June 2016). This was agreed with STFT. STFT have completed and returned over 50% of Service Review Question Sheets. There is a Contract 

meeting with STFT next week, this will be raised with them and a date agreed for when the remaining sheets will be returned. As explained in last months report, initial finance information for each service was shared which indicate a potential shortfall in funding. SCCG Finance, BI and Contract Teams have reviewed this information/figures 

and a number of questions have been raised around activity and reference costs etc. These queries need to be worked through with Finance and will also be raised with STFT at the August Contract Meeting next week.

Project Review date

End August 2016

End Sept 2016

Project Risks 
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Ambulatory Care 

Pathways and Point 

of Care Testing

Decision Making 

Project 

AECU Direct Access Reason(s) for projects reporting Amber or Red for this reporting period

Primary Care IT 

Support

Project Issue(s)

Ambulatory Care: Pathways and Point of Care Testing 

Delivery date to be confirm - dependant upon 

delivery of EPACCS which are being developed in 

conjunction with NECS - will need to secure regional 

agreement - on-going 

OOH End of Life

OOH Ambulatory Care: Patient and Staff Engagement The PMO support has been rectified. 

PPI and Staff Engagement strategy proposal to be developed across GP OOH RAH and AECU services. 

OOH Ambulatory Care: Decision Making Project Schedule has now changed to include the use of Consultant Connect telephony system.  Potential launch end of September - 6 month pilot for AEC.  Potential to use system for other CCG transformational areas - further discussion planned 23.08.16.

OOH Ambulatory Care: AECU Direct Access Initial scope was to use NEAS Advanced Practitioners - projects identified that direct access is more suitable for local crews (Paramedic skills set)

Sustainability Programme 

Children's & 

Maternity

Quality Premium

End date tbc following scoping events Sept/Oct

OOH Commissioning

LD
 p

ro
gr

am
m

e

LD and Autism 

Primary Care

LD and Autism CTR 

CPA Process

Children and Young 

People's Mental 

Health & Wellbeing

LD programme

Schedule was amended from June-September in line with MoM launch.  Pathways information cascaded in preperation for launch in September.   D-dimmer tests currently being purcased and will be distributed at September TiTo. 

Category Item

Plan on a Page and Sustainability Programme Dashboard (August 2016) 

Project Deliver Schedule Plan on a Page Status Report 
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OOH Programme 

Cancer

CVD

Risk 3 CVD Significant interdependency with CVD which may compromise longer term success due to weight management project postponed Include an element of weight management in new rehab model proposal End Sept 2016

Urgent Care Strategy For Information Discussion regarding timescales to align with UCC contract notice periods/end dates underway. Once agreed this plan can be fully populated. In the meantime plan continues to be progressed.

Position Statement - Children's & Maternity

Whilst transition with PMO taking place within AEC, initial paediatric data analysis being undertaken by CCG BI team to review potential areas for reform/savings relating to both elective and non-

elective activity.  CCG priorities been discussed with  Patrick Garner, South Tyneside and Sunderland HealthCare Group Programme Manager and Geoff Lawson (CHS Paediatric CD) in July .  Project lead 

to attend regular design meetings until end of September and hold further discussions with CHS Paediatric CD regarding CCG reform program over the next 1-3 years following further discussion and 

update with Director and GP Executive leads in August 2016 (22.08.16). Programme has not yet commenced due to lack of capacity to conduct the scoping exercise. 

PMO allocated to AEC work program - currently in transition to free up Programme manager capacity to dedicate more time to Paediatric project. 

Regional work has begun to agree a footprint for maternity as part of the broader STP NTW work.

NTW are planning to submit an early adopter bid to Better Births across NTW and Durham - this is being lead by the maternity Network 

We are convening a meeting of all partners in Sunderland, South Tyneside and North Durham to establish a maternity Programme 

The work of South Tyneside and Sunderland Healthcare Pathways Clinical Review of obstetrics and gynaecology will need to be aligned to these. 

Position Statement - Paed. Primary and Community

Long Term Condition Rehabilitation For Information There is an issue relating to the scope of this project. We have a target to deliver savings of approx £300k from the current spend on service provision across the HELP and MTI teams. This was to be done by reducing both services, or decommissioning of one of the services. However, there is a national 

programme to prevent diabetes which we are mandated to implement by 2020. There is also very strong evidence that pulmonary rehab is more cost effective even than inhaler therapy. This is leading to discussions about widening the scope of the project. This may delay release of efficiencies.

Impact on finance - savings not realised in the predicted timescales

Impact on timescales - if procurement of a new service is required it will extend the timescales required to deliver the project

Impact on scope - if we need to consider diabetes prevention, there is an opportunity to consider the whole weight management pathway at the same time to minimise duplication at a later date

40 pathways were agreed to be installed on MAP by go live date.  This will now be 20 due to the time it takes to develop these new pathways (20 is agreed to be a reasonable number at go live date (14 September 2016)

Children and Young People's Mental Health & Well Being 1 Whist the programme of work overall is progressing, there are specific issues concerning the Getting Help workstream:

(a) pressures within CYP Service - waiting times have increased in Q1 as a result of the CYP service being unable to effectively manage throughput given the increased numbers of referrals 

(b) an ambitious target was set to review all CAMHS Service provision and agree a new model of delivery including Single Point of Access and Lead Provider Model by October 2016, this being to address some of the resource pressures within CYP Service. A more realistic target to achieve this will be 

December 2016, however implementation of the model will take time and not address the immediate pressures within the service 

2 Due to uncertainty about the level of funding available there are significant issues: 

(a) in demonstrating increased spend and workforce expansion as set out by NHSE. 

(b) meeting the increased demand on CAMHS services, enhancing and developing services  i.e. Community Eating disorder services and Crisis services  

For Information 

3

31

17

Project Risks (n=51) 

Red Risks

Amber Risks

Green Risks
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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
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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 No £0 Rated as amber due to data avilability and historic actuals.  

Increase in the proportion of GP referrals made by e-referrals 20% £284,321 No £0 Rated as red due to current performance and historic performance

Overall experience of making a GP appointment 20% £284,321 No £0
Rated as amber due to historic performance and stretching target for 

2016/17

Antimicrobial resistance (AMR) Improving antibiotic prescribing in 

primary care
10% £142,161 No £0

Rated as amber due to current performance with one indicator 

achieving and one indicator not achieving

Reduce the number of injuries from falls for ages 65+ 10% £142,161 Yes £142,161
Rated as amber due to current performance, although achieving, the 

trajectory is more stretching for the latter part of the year

Reduce short stay emergency admissions for ages 75+ 10% £142,161 Yes £142,161
Rated as amber due to current performance, although achieving, the 

trajectory is more stretching for the latter part of the year

Maintain the number of smoking quitters at 2015/16 10% £142,161 No £0

Totals 100% £1,421,605 £284,321

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% -£71,080 Yes £0

Maximum four hour waits in A&E departments - standard 25% -£71,080 Yes £0
Rated as amber due to current performance.  Achievement is based on 

Q4 2016/17 and aligned to the CHS STF Improvement Trajectory

Maximum two months (62 day) wait from urgent GP referral to first 

definitive treatment for cancer
25% -£71,080 No -£71,080

Rated as amber due to current performance.  Achievement is based on 

Q4 2016/17 and aligned to the STF Improvement Trajectories

Maximum 8 minute response for Category A (Red 1) ambulance calls 25% -£71,080 No -£71,080
Rated as red due to current performance.  Achievement is based on  

Q4 2016/17 and aligned to the NEAS STF Imrprovement Trajectory

TOTAL ADJUSTMENT 100% -£284,321 -£142,161

REVISED TOTAL £426,482 £142,161

Achievement
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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

L
o

c
a

l 
P

ri
o

ri
te

s



 NHS Official Item: 9.3   
 

Page 1 of 25 September 2016 

 

 

CATEGORY OF PAPER  

Proposes specific action  

Provides assurance   

 
Governing Body 

27th September 2016 

Report Title: 

 
South Tyneside and Sunderland Healthcare Group -  

Case for Change 
 

Purpose of report 

 
To provide the Governing Body with the Case for Change in terms of the rationale for the formation 
of the South Tyneside and Sunderland Healthcare Group. 
 

Key points, risks and assurances 

 
The collaboration between South Tyneside NHS Foundation Trust (STFT) and City Hospitals NHS 
Foundation Trust (CHS) via the formation of the South Tyneside and Sunderland Healthcare Group 
builds on a strong history of partnership working between the two organisations and has been 
created to improve the suture sustainability of acute care across the two local health economies.  
 
The formation of the Healthcare Group also forms a significant part of the local Sustainability and 
Transformation plan and aims not only to improve sustainability but also improve the quality of care 
through a joint programme of Clinical Service Reviews. 
 
Each Clinical Review will be presented to the CCG Executive and the confidential meeting of the 
Governing Body for approval prior to any public consultation and following the consultation and 
recommended options for change will need the support of Commissioners via a public meeting of 
the Governing Body prior to implementation. 
 
A Communication and Engagement strategy has been commissioned from NECS and agreed by 
the respective Chief Officers/ Chief Executives of the Trusts and CCGs.  This proposes a listening 
stage, followed by a formal consultation stage with the public for each of the 3 phases of the clinical 
reviews, prior to any final decision on proposed changes resulting from each review.  
 
Appendix A provides an overview of the timetable for the clinical reviews, including the 
engagement/consultation and governance stages/process, along with the criteria used for each 
review. 
 
Appendix B provides the Aims and Objectives given to each Clinical Review team to guide them 
whilst undertaking the review along with the criteria noted in Appendix A. 
 
SCCG are now represented on the Clinical Review Group by Debbie Burnicle, the Deputy Chief 
Officer, Dr K Ghelia, the Executive GP lead and Scott Watson, the Director of Contracting and 
Informatics.    In addition, internal work has taken place with reform, contracting, finance and quality 
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teams and the Executive Committee members to identify any key considerations to be taken into 
account in each review.  These have been communicated to the Programme Manager for the 
Reviews.  Finally when each review comes to the CCG and prior to the Clinical Services Review 
meeting, the review is shared with the strategic management and clinical leads; the heads of 
quality, contracting and finance and our hospital consultant ( lay member) for any views to feed into 
the Clinical Review Meeting.  The aim is to try to identify any issues early on with the review and 
resolve these prior to the review coming to the Executive and Governing Body for approval. 
 

Recommendation/Action Required 

 
The Governing Body is asked to review and endorse the Case for Change for the Healthcare 
Group. 
 

Sponsor/approving director   Debbie Burnicle, Deputy Chief Officer 

Report author 
Patrick Garner 
Programme Manager 
South Tyneside and Sunderland Healthcare Group 

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 

This document will help form the basis of the pre-consultation engagement which is a statutory 
requirement of any significant change of NHS services. 

Are the identified risks on the risk register?  

 
No known risks identified on the CCG risk register in relation to the Case for Change for the 
Healthcare Group at this stage. 
 

 
If issue/report has been previously reviewed please specify meeting and date 
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The Case for Change document has been discussed at the joint Clinical Service Review Group on 
the 11th May 2016 and the Healthcare Group Board on the 24th May 2016. It has also been 
discussed at the City Hospitals Sunderland Foundation Trust board on the 28th July 2016 and the 
Sunderland Transformation Board at its August meeting.  SCCG Executive Committee agreed the 
Case for Change at its September 2016 meeting. 

Equality analysis completed 
(please tick)  

Yes  No see note* N/A  

Key implications 

Are additional resources 
required?   

There is the need to adequately resource Communications and 

Engagement support for both the pre-consultation engagement 

and public consultation. Discussions around potential support 

have been concluded and NECS will be providing the 

enhanced support which builds on the current contract both 

CCGs have with NECS.  It has been agreed that the costs will 

be shared between the 4 organisations and these have been 

budgeted for in each organisation.  This will ensure the correct 

approach and processes are followed which will strongly 

mitigate any negative outcome if the CCG is subject to a 

judicial review or the Independent Configuration Panel. 

 

*Note : whilst an EAA has not been completed on this report – 

it is a fundamental part of the communication and engagement 

process and is part of the plan agreed with NECS. 

Has there been appropriate 
clinical engagement?  

Yes via the Clinical Service Review Group which has clinical 

representation from both primary and secondary care.  

Any current or expected 
impact on patient 
outcomes/experience? 
 

Yes, these are being identified through the individual service 
reviews as part of the Healthcare Group’s Clinical Service 
Review Programme. 

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

Following discussions at the Clinical Service Review Group 
and Group Board the Case for Change document is going to 
the following boards for approval: both FT Trust boards, the 
two CCG Executive Committees, the two FT Council of 
Governors and two CCG Governing bodies.   
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1.0 Introduction 

Across South Tyneside and Sunderland there has been a strong history of partnership 
working between providers, commissioners and clinical networks to deliver the best 
possible care to populations they serve. The collaboration between South Tyneside 
NHS Foundation Trust (STFT) and City Hospitals NHS Foundation Trust (CHS) via the 
formation of the South Tyneside and Sunderland Healthcare Group builds on this 
history of partnership working, and is a vehicle to take forward some of the concepts 
previously discussed during the NHS South of Tyne and Wear commissioned 
‘Accelerated Bigger Picture’ programme.  Below are some of the drivers that emphasise 
the importance of making the collaboration a success in relation to maintaining safe and 
sustainable services across the two Trusts. 
 

2.0 National Drivers 
 
2.1 Five Year Forward View 
 
One of the key elements of the NHS Five Year Forward View (5YFV) published in 
October 2014 was the recognition that to bridge the ‘care and quality’ and ‘funding and 
efficiency’ gaps, the way in which healthcare was traditionally delivered would need to 
change. In particular the 5YFV talks about a consensus on the direction the NHS will 
take, moving away from an organisational approach to planning and managing care, to 
more collaboration across healthcare systems with new models of care and 
organisational forms emerging from this.  
 
The new models of care ‘Vanguards’ were announced in March and July 2015, with a 
further cohort of ‘Acute Care Collaboration (ACC) Vanguards’ announced in September 
2015. The aim of the ACC model is to maintain the viability of local hospitals through 
new formal shared working arrangements between clinical specialists at different 
hospitals, and to improve efficiency by sharing back office administration and 
management between different sites. Whilst not a Vanguard, the South Tyneside and 
Sunderland Healthcare Group is the response from STFT, CHS and the South Tyneside 
and Sunderland Clinical Commissioning Groups in trying to realise the benefits of this 
type of collaboration. 
 
2.2 Financial picture 
 
The financial position that the NHS faces today is arguably the most challenging it has 
ever encountered. NHS Trusts posted a combined financial deficit of £822 million for 
2014/15, for the 2015/16 this is expected to be even greater with collectively the NHS in 
England being circa £2.5 billion in deficit at the end of the financial year. Simple year-
on-year cost cutting will not achieve the required savings and may lead to patient safety 
issues if both Trusts continue to try and provide all the services they currently offer on 
their own. The combined deficit for both STFT and CHS is just over £50 million. 
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As described above the formation of an ACC is one way in which the health economies 
across South Tyneside and Sunderland can look to provide care more efficiently. 
 
2.3 NHS planning guidance 
 
The Planning guidance for 2016/17 (and beyond) provides a watershed moment for the 
NHS in moving to a place-based (rather than organisational) approach to planning. As 
part of planning is the requirement to develop a 5-year Sustainability and 
Transformation Plan (STP) across a wide regional footprint by July 2016. Attached to 
the planning process is the £1.8bn Sustainability and Transformation Fund (STF). The 
planning guidance emphasises the ‘hard-edged’ conditionality of this funding, stating 
that where Trusts default on these conditions access to the fund will be denied. These 
conditions are: 
 

 improving the Trust overall financial position, 

 improving performance against access targets, 

 making significant progress on transformation by developing and agreeing a 

sustainability and transformation plan. 

For both STFT and CHS access to their allocations of the STF is a vital part of their 
respective financial plans for 2016/17, which in turn makes collaboration and 
transformation a significant priority in the short, medium and longer term. 
 
2.4 Out of Hospital Models 
 
Both South Tyneside and Sunderland Clinical Commissioning Groups (CCGs) have 
revised and developed their Out of Hospital models of care in response to the NHS Five 
Year Forward View. Further to this work the formation of the South Tyneside and 
Sunderland Healthcare Group gives both the local CCGs and the two Trusts an 
opportunity to ensure there is alignment between the organisations with regard to 
ensuring that only the people who clinically need care within a hospital access it.   
 
2.4.1 Sunderland CCG 
 
The Sunderland CCG Out of Hospital model work, All Together Better: Delivering Better 
Health and Care for Sunderland is part of the national Vanguard new models of care 
programme and is delivered through partnership working between Sunderland CCG; 
Sunderland City Council, local Hospital Trusts and GPs via the Sunderland GP Alliance; 
Age UK Sunderland; Sunderland Carers Centre and Sunderland Care and Support.  
 
There are three main parts to All Together Better, all of which aim to provide holistic, 
person-centred care for some of the most vulnerable people in the city, these are: 
 
Recovery at Home is a unique service that brings together a range of health and social 
care professionals as a team to respond quickly by providing short-term urgent care to 
people at home. ‘Home’ might mean residential or nursing care. 
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Community Integrated Teams Five multi-skilled ‘community integrated teams’ (CITs) are 
in place, covering the whole city, to provide an effective, high quality and co-ordinated 
response to vulnerable people, in poor health, with the most complex needs. 
 
Enhanced Primary Care - While GPs are key members of the CITs and the Recovery at 
Home team, a group of doctors is also planning for the future and how best to develop 
services further, including a wider group of patients cross the city, as well as those in 
the poorest health. 
 
The diagram below summarises the Out of Hospital model for Sunderland. 
 

 
 
2.4.2 South Tyneside CCG 
For South Tyneside CCG an integrated care strategy has been designed to improve 
care for patients.  Whilst not to be constrained by organisational barriers, the strategy 
aims to deliver the following: 
 

 Person centred services 

 Better quality & experience 

 Supported to stay healthy at home 

 Supported self-care 

 Proactive management in primary care 

 Less reliance on statutory services 
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 A number of programmes of work have been established to underpin the strategy and 
can be seen diagrammatically below. 

 
 

Each programme of work also has a number of aims to improve patient care and 
progress has been made against each of these areas: 
 

Better Outcomes 
Scheme 

The Better Outcomes scheme looks at improving care for 
patients with Respiratory problems, Cardiovascular disease 
and for those who reaching the end of their life. Progress 
for patients with Respiratory and Cardiovascular diseases 
includes; additional review appointments, an increased 
number of these patients being referred to health trainers 
to improve their fitness levels and improvement in access 
to psychological support from their GP practice. For those 
patients at the end of their life there has been 
improvements in the numbers of patients being recorded 
on an End of Life register, better recording of their wishes 
in terms their preferred place to pass away, an increase in 
the number of patients who have had a medication review 
using shared decision making principles and a large 
increase in the number of patients with their wishes about 
resuscitation being recorded. 
 

Health Pathways The aim of this programme is to increase the 
standardisation of care and improve proactive 
management in primary care. Progress has been made in 
this programme with a programme of pathways for 
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development agreed with a significant already developed 
and GP Clinical Editors and interfaces with hospital 
clinicians are also in place. 
 

NHS RightCare  The RightCare Programmes aims to improve quality, keep 
patients well at home, reduce unwarranted variation and 
reduce patients being admitted to hospital when they don’t 
need to be. 
 

Integrated Teams There are now smaller teams made up of community 
nurses and social workers who are aligned to specific 
practices with regular multi-disciplinary team meetings 
taking place to ensure patients are being managed 
effectively. This has also involved introducing a named 
care co-ordinator for each patient involved with the team 
and a 3rd sector navigator has been introduced to ensure 
patients are accessing all appropriate resources. The work 
to date has shown some early signs of reducing 
admissions to hospital (in the context of increased 
pressure on Emergency Care Services) and the teams 
have received excellent patient feedback. 
 

Pharmacy First Progress has been made in the Think Pharmacy First 
programme with the minor ailments scheme in pharmacies 
being relaunched. The scheme is now available at 39 
accessible locations across the locality including availability 
at evenings and weekends. Since the relaunch there has 
been an average of 400 consultations per week across the 
sites. 
 

3.0 Quality Standards 
 
Both Trusts continue to prioritise the delivery of highest quality, safe services as their 
number one priority and when submitting Operational Plans for 2016/17 have been 
required to submit to NHS Improvement their Quality Plan priorities, along with an 
indication for how the quality, health improvement and cost control components of the 
Sustainability and Transformation Planning process will be delivered, including actions 
that will be taken in relation to nine ‘must do’ areas – developing a high quality STP; 
returning the system to financial balance; local plans to address the sustainability and 
quality of general practice; meet access standards for A&E and ambulance waits; 
achieve the 18-week referral to treatment target; achieve the 62 day cancer waiting 
standard and improve one-year survival rates; achieve the mental health access 
standards; deliver actions to transform care for people with learning disabilities; develop 
and implement an affordable plan to make improvements in quality.  
 
Both Trusts are implementing post-CQC inspection improvement plans with the aim to 
move from ‘Good’ to ‘Outstanding’ for CHS and from ‘Requires Improvement’ to ‘Good’ 
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for STFT. Support and oversight from the respective Clinical Commissioning Groups in 
South Tyneside and Sunderland in relation to these plans and in the year ahead will 
further collaborate on a number of key quality priorities, such as safe and sustainable 
clinical staffing; increasing the delivery of harm-free care; meeting the Duty of Candour 
requirements; working together to continually improve patient, staff and public 
experience; and combining further on R&D and clinical audit programmes. 
 
3.1 Seven day working 
 
Everyone Counts: Planning for Patients 2013/14, signalled to the NHS and general 
public that the NHS would move towards routine healthcare services being available 
seven days a week thus delivering a much more patient-focused service and one which 
offers the opportunity to improve clinical outcomes. This pledge was reiterated by Sir 
Bruce Keogh, NHS England’s Medical Director in 2014 when he stated that the 
provision of 7-day services across the NHS was his “number one priority”. He has also 
reiterated on several occasions that mortality rates are higher for people admitted on a 
weekend and on average patients have a poorer outcome than those admitted during 
the week. Whether this truly relates into avoidable deaths is not clear, however it is 
evident that improving access times to a Consultant review for all emergency 
admissions (medicine, surgery, maternity, etc) to within 12 hours and for certain high 
risk conditions (heart attack, severe infection (sepsis) and bleeding from the bowel) 
within 1 hour can only reduce the number of avoidable deaths and harm. Along with a 
drive to achieve the latter standard for early first Consultant review there is also a drive 
to:  
 

 increase access to timely diagnostics: more advanced imaging such as MRI and 

imaging of the heart (echocardiography) which is routinely only available during 

weekdays at the moment. 

 improve access to Consultant directed interventions 7 days a week: endoscopy, 

cardiac pacemakers, interventional radiology to relieve obstruction of the kidneys or 

to stop bleeding from a blood vessel. 

 improve on-going review of patients in hospital following their initial emergency 

admission. 

All the above will require investment in the work force and a move to new ways of 
working supported by technology and integration of health and social care.  
 
3.2 Access targets 
 
Year on year has seen an increase in emergency attendances to A&E and emergency 
admissions to hospital as result of the demographic changes in our population. There is 
clear evidence that overcrowding in emergency departments result in increased patient 
harm and mortality, hence the importance of maintain the target that more than 95% of 
patients in the Emergency Department are reviewed and discharged or admitted to 
hospital within 4-hours. Nationally achieving this target in the last 2 years has been an 
increasing challenge for more than 75% of Trusts. STFT and CHS collaborating 
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together to improve patient pathways, consolidate innovative services such ambulatory 
emergency care and achieve the 7-day access targets as described above, support 
both Trusts to see and manage the majority of their patients in the Emergency 
Departments within 4-hours. 
 
Cancer is one of the biggest causes of death from illness or disease in every age group. 
Cancer is the third largest area of spend in the NHS, and the number of people getting 
and surviving the disease is increasing year-on-year. South Tyneside’s and 
Sunderland’s  history of heavy industry, high rates of smoking, obesity and deprivation 
have left the population exposed to higher than average rates of cancer. Both localities 
occupy the top 2 places for cancer mortality in the North East. 
 
To tackle the increasing epidemic of cancer there is a drive for swifter diagnosis and 
better treatment and care for all those with cancer. NICE have produced guidance and 
quality standards for Trusts to allow delivery of the latter. This has resulted in an 
increase in the utility of advanced imaging such as CT scanning and endoscopy in both 
CHS and STFT. There has been an increase in referrals to cancer teams at both STFT 
and CHS. To keep pace with this rise in demand and achieve quality standards for 
cancer investigation and treatment both Trusts will have to work collaboratively and 
develop more robust networks for our population. 
 
3.3 Local Sustainability 
 
Across both Trusts there are a number of clinical specialties where each organisation 
may have only one or two consultants or other specialists providing certain services. 
This poses obvious problems in relation to sustainability, for example covering the 
service as soon as the consultants take annual leave, go on external courses, or if they 
were sick for any period of time. Small departments are sometimes not that attractive in 
terms of recruiting new consultants and are therefore continuously running services 
which only just keep going and which require large amounts of energy and resources to 
sustain.  To achieve 7-day working as described above there are economies of scale 
and efficiency for such departments to formally network or reconfigure. 
 
3.4 Critical Mass 
 
There are an ever growing number of publications from Royal Colleges, the Department 
of Health and other bodies in relation to minimum population size that a particular 
clinical speciality is recommended to provide for. One example of this type of guidance 
include Vascular Surgery, where guidance is suggesting further centralisation based on 
population figures and minimum numbers of certain operations. This type of guidance is 
designed to maintain patient safety and to ensure that when a doctor is treating a 
patient he or she has enough experience to treat complex conditions.  Research shows 
that something is more likely to go wrong when a patient is treated in a unit where the 
doctors are not seeing sufficient volumes of certain types of conditions. It is different for 
different specialties, but across the two Trusts there are some specialties, or individual 
doctors, which don’t treat certain conditions frequently enough to maintain their skills 
(according to published guidance) for certain procedures.  The recent national maternity 
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review has also recommended a minimum population for a service to cover to maintain 
skills. 

 
4.0 Workforce 
 
Pressures across the workforce are being experienced by NHS organisations 
nationwide whether that be in relation to the shortage of qualified nurses, attracting and 
retaining consultants in certain specialities, gaps in rotas for doctors in training or the 
introduction of the agency cap. The restriction on overseas recruitment provides further 
pressure as this has often been used, in the past, as a way of covering gaps.  
 
In addition funding for training and developing our staff to help them carry out their role 
and meet the increasing needs and demands of our patients and their carers is reducing 
in line with the unprecedented financial pressures the NHS is facing.  
 
Recruitment to small teams can often be a problem, for example consultants will often 
want to work in a large team, which will offer them a number of opportunities to 
experience the wide ranging aspects of their chosen discipline as well as extend their 
opportunities to participate in research activity and educational roles.  Small teams can 
often mean onerous and unsustainable on-call rotas that are unattractive to the 
employee e.g.  in a small unit a consultant may have to be on-call 1 week in every 4 or 
5, whereas in a larger unit this is more likely to be 1 week in 6-8 or even less.   
 
The ability to have a ‘Work-life balance’ is something we already see future employees 
across all areas of the workforce considering when choosing where they will work. 
larger teams will help us to provide this .   
 
With all of this in mind the benefits of STFT and CHS working more closely together will 
support our ability to respond to these challenges to ensure quality care is provided to 
our patients through efficient and effective deployment of staff who are sufficient in 
number as well as appropriately skilled and trained. Through effective workforce 
planning we will have a combined focus and consistent and supportive approach to 
recruitment and retention of staff, skill mix and role review resulting in a reduced need 
for agency staff. We will also be better able to achieve economies of scale when 
considering how we spend our increasingly limited training funding. 
 
Some progress has already been made through both organisations key roles in the 
CARE (Collaboration, Achievement, Research and Engagement) Academy where we 
have worked closely with other partners, in particular the University of Sunderland, to 
secure approval and implementation (April 2016) of a ‘local’ ‘Pre-Registration’ Nurse 
Programme, funded by the student. Whilst the individuals who qualify will not do so until 
early 2019 it will from that point offer us a pipeline of locally trained Nurses thus 
enabling better control and ability to plan our Nursing workforce numbers going forward.   
 
With both Trusts working together the workforce risks can be better managed and 
significantly reduced. 
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5.0 Care Closer To Home 
 
The 5YFV sets out preventions as a crucial strategy to the sustainability of the NHS 
and, wherever possible, trying to keep patients out of hospital.  Though there has been 
mixed success in this area nationally, it is undoubtedly the direction of travel for future 
years and if successful will have a major impact on our hospitals. 
 
Partners in primary care and social care will continue to drive this agenda forward (the 
creation of some of the local Vanguard models of care are testament to this) and there 
are many opportunities to improve upon the existing care pathways, allowing patients to 
be treated safely in their own environment. 
 
The “patient choice” policy also poses challenges with respect to care closer to home.  
Across South Tyneside and Sunderland there are patients who choose to, or are 
signposted/advised, to have their treatment away from their local hospital, even when 
the service is available locally.  This is completely in line with government policy and all 
of the FTs support “patient choice”.  However, each organisation wants to understand 
why either GP’s refer or patient themselves choose alternative hospitals when local 
services exist for any reason, whether this is in relation to Patient Experience concerns, 
practical issues such ease of access and car parking, or any reputational issues in 
relation to that service. If these issues relate to quality or safety, then both Trusts will 
work with commissioners to address these concerns, to ensure patients and GPs have 
the confidence to use local services. 
 
There are also other specialties where there is great potential for outpatient clinics and 
even day case work to be provided in each locality, again meaning patients have to 
travel less. CHS and STFT working together will allow the delivery of services at local 
hospitals for our populations where they currently have to travel elsewhere, e.g. 
ophthalmology services. In the existing arrangements some Ophthalmology outpatient 
clinics are delivered at South Tyneside General Hospital but a larger volume of patients 
from South Tyneside attend the Eye Infirmary in Sunderland. By working closer together 
the two Trusts will look at ways more of these patients could be seen and treated within 
South Tyneside. 
 
Sunderland CHS and STFT working together will also help deliver and embed 
innovative local services such as ambulatory emergency care and integrated health and 
social care with the aim of reducing emergency attendances and admissions to STFT 
and CHS. 
  

6.0 What does this mean the two organisations? 
 
The aim is for both STFT and CHS to work with each and their partner organisations to 
implement strategies to deliver quality care across their respective populations so that 
key quality standards can be achieved, which will ultimately allow financial stability for 
both Trusts. 
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6.1 South Tyneside and Sunderland Healthcare Group Vision and Values 
 
As part of the formation of the South Tyneside and Sunderland Healthcare Group a 
vision and set of values has been developed by both Trusts to provide clear direction for 
the Group. The vision has been articulated as: 
 
To deliver nationally recognised high quality, cost effective, sustainable 
healthcare for the people we serve with staff who are proud to recommend our 
services. 
 
“The path to excellence” 
 Joint aims have also been agreed to support the vision and these are: 
• to provide a wide range of high quality, safe and accessible healthcare services;  
• to ensure financial performance provides value for money; 
• to recruit, retain and motivate skilled and compassionate staff who are proud to act 

as ambassadors of the services they provide; 
• to be the employer of choice in the North East of England;  
• to listen, learn and innovate. 

 
The Group will deliver its vision and aims by observing the following values: 
• Compassionate and dignified, high quality, safe patient care always the first priority 
• Working together for the benefit of our patients and their families or carers 
• Openness and honesty in everything we do 
• Respect and encouragement for our staff 
• Continuous improvement through research and innovation 
 

6.2 High Level Blueprint 
 
Both Trusts recognise the importance 
and value of having a local hospital 
providing a range of services, but they 
equally recognise the urgent need to 
rebalance services across South 
Tyneside and Sunderland as it is no 
longer safe or sustainable for either 
organisation to duplicate the provision of 
services in each location. 
As part of the South Tyneside and 
Sunderland Healthcare Group the 
individual Trusts will lead on different 
areas of focus as described opposite. 
To achieve this reconfiguration of 
services a clinically led Service Review 
programme will be undertaken to look at 
the best service configuration to make 
the service the highest quality it can be 
within existing resources. 

CHS to focus on leading and 
providing emergency and 
complex planned services 
across South Tyneside and 
Sunderland 

STFT to focus on leading and 
providing Community 
Services , Out of Hospital 
Rehabilitation Services, 
diagnostic and screening 
services. STDGH will 
continue to provide a broad 
range of planned hospital 
services. 
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6.3 Types of change 
 
The term ‘service reconfiguration’ can be used to describe a spectrum of service 
models, which might range from existing clinical teams across the two Trusts and 
localities simply working to agreed and standardised clinical policies, to the 
development of a service delivered to patients from a single site. The range of options 
for service reconfiguration is shown below.  
 

 
Adapted from the City of Manchester Single Hospital Service Review, April 2016 

 
It is likely that the ways in which services might best be reconfigured will vary greatly 
between each clinical service. It is the aim of the Clinical Services Review Programme 
for each service to review their current configuration and propose changes in 
configurations, in order to give the highest quality of care to patients and to maximise 
efficiency. 
 
6.4 Clinical Services Review programme 
 
It is expected that all clinical services will be reviewed as part of the Clinical Service 
Review programme over the next two years through a number of defined phases (which 
is outlined overleaf with the month indicating by when the review will be completed to 
inform possible service reconfigurations). 
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This list covers the core clinical services provided by both CHS and STFT, however as 
the review programme progresses there may be other services that are considered as 
part of this review process and also some of the timescales may change where there is 
an impact from another service review. 
 

7.0 Engagement and Communications 
 
7.1 Aims and Objectives 
 
There will be a separate Engagement and Communications strategy produced to 
support the transformational changes across the two Trusts. This will involve effectively 
communicating and engaging with patients, staff, the public, partner agencies and the 
community and voluntary sector about the progress of this work and consult, where 
required, regarding the proposals being considered.  
 
The main objectives of engagement are therefore as follows: 
 
- to create a baseline from existing data and ensure ongoing research/insight to 

ensure views and perceptions from all stakeholders are included and where possible 

acted upon; 

- to provide a robust programme of engagement to ensure that all external 

stakeholders are aware and informed about changes in progress; 

- to ensure that all those with an interest have an effective opportunity to give their 

views on proposals and plans when consultation is required; 
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The main objectives of communication are: 
- to provide ongoing clear narrative and key messages as the programme of work 

progresses; 

- to ensure staff from both Trusts are provided with consistent messages regarding 

the progress of the review work and have the opportunity to seek clarification and 

feedback; 

- to raise awareness of the developing models of care coming out of the individual 

clinical service reviews. 

7.2 Communications and Engagement Mechanisms and Channels 
 
Ensuring all stakeholders are kept informed will maintain consistency of message and 
hopefully reduce anxiety regarding any service changes.  Both CHSFT and STFT have 
a number of existing communication and engagement mechanisms and channels 
available to them which will be proactively used to ensure effective and timely 
dissemination of information.  In addition, as the reviews will understandably attract 
ongoing and often high profile media attention, we will develop core materials such as 
frequently asked questions and answers.  Roadshows and workshops will be 
considered and delivered as part of the engagement process, the exact format to be 
determined once clarity about proposals is known.  The lists below show opportunities 
for communications and engagement already in place or in use by the two organisations 
as well as some additional mechanisms already agreed. 
 
Face to face communications including:  
Team brief, CEO meetings, Executive team and manager ‘walkabouts’,  Trust Board 
meetings,  Public Council of Governor meetings,  Public Roadshows,  External 
Groups/Committees,  AGM,  Staff and Public Member events, Staff Side Meetings.  
 
Online/Digital communications:  
Trust websites, Trust intranets, Social media including Twitter, Partner organisation 
websites. 
 
Written communications including: 
Staff bulletins and newsletters, all user emails, external Board papers, Council of 
Governor papers. 
Whilst it is important to communicate effectively, it is also important to ensure a balance 
is struck between quality and quantity of what is communicated as well as consistency 
of message.  The Communications Teams in both organisations will work closely 
together to ensure all messages are shared at the same time. Building on the above 
there will be a need to introduce additional activities to ensure effective engagement.  
These will include: 

- dedicated face to face engagement events to collect views from patients, the 

public, stakeholders and staff; 

- patient, public and carer surveys; 

- attendance at core statutory meetings and community forums; and 

- co-ordinated stakeholder and partner briefings (eg for MPs, OSC etc). 
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APPENDIX A 

 

APPENDIX A 
CLINICAL SERVICE REVIEW GROUP 

APRIL 2016 
 
1 Group Purpose 

 
  To review existing clinical services and make recommendations to the ‘South of Tyne 

Healthcare Group’ on the future configuration of services 
 

 Develop a strategic plan in relation to clinical services that covers the populations of 
South Tyneside and Sunderland and the organisations of STFT and CHSFT 

  
 

2 Role/Function/Duties 
 

  Review current service model/configuration and recommended where appropriate a 
future model/configuration that:  
 Achieves relevant quality/safety standards and delivers all regulatory requirements 
 Delivers a sustainable service – workforce, population, competencies 
 Ensures the service(s) are efficient and cost effective 
 Takes into account and where possible addresses local, regional and national 

issues  
  To produce a review timetable and ensure reviews are completed within the agreed 

timescales, ensuring blockages are removed where appropriate 
 To produce and ensure the delivery of a communication and engagement plan (where 

applicable) that supports any service change, covering both internal and external 
stakeholders 

 To facilitate discussions as part of the review process between teams to support 
implementation of agreed models of care 

  Reviews all associated major risks and recommends mitigating actions.  
 

  
3 Membership & Appointment 

 
  Medical Director (STFT) – Joint Chair 

 Executive Director of Strategy and Business Development (CHSFT) – Joint Chair 
 Director of Operations (CHSFT) 
 Chief Operating Officer (STFT) 
 Director of Nursing (STFT) 
 Director of Finance (CHSFT) 
 Programme Manager (PG) 
 Communication and Engagement Lead (CHSFT) 
 HR Lead (Kath Griffen (CHSFT) 
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 Finance and Analyst Support (TBC) 
 Commissioner lead(s) – D Burnicle, S Watson and Dr K Ghelia from SCCG and C 

Briggs, Dr M Warmsley and L Dunning from STCCG. 
 

The relevant clinical and management leads for each service will be heavily involved in 
their respective review and will present their recommendations to the group, but they will 
not be formal members of the group. 

  
 

4 Detail - Service Reviews 
 
All reviews will be approached from a ‘group’ and total population perspective, not 
individual organisations and will cover the following as a minimum. More details of the type 
of information contained in the report is included as Appendix 1. 
 
 Current service model 
 Proposed service model 
 Quality/Safety benefits 
 Learning from other organisations 
 Financial benefits 
 Performance impact 
 Capacity requirements and demand predictions (high level) 
 Capability to deliver the service change 
 Other benefits - Sustainability 
 Risks and mitigating actions 
 Proposed Engagement Plan 
 Commissioner and Network support 
 Wider group issues to consider 
 Declarations of Interest 
 

5 Arrangements for the Conduct of Business 
 

 Quorum: Four members, one of whom has to be the joint Chair, plus a representative 
from STFT and CHSFT 

  Frequency of meetings:   Monthly 
  Members should be in attendance for at least 75% of meetings. 
  Where urgent matters arise between meetings these will be raised with the Chairs of 

the group for approval and discussed with other members of the group at the first 
opportunity. 

  Secretariat support: Joint Chairs 
  
  
6 Relationships & Reporting 

 
  Monthly report to the Executive Group 
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Details to be included in the Service Review reports 
 

Report section Details of what will be included 

Current Service 

Model 

 

- Current activity levels. 

- Where the activity is delivered e.g. bed/ward footprint, outpatient 

facilities used. 

- Workforce models including medical, nursing, AHPs and other 

associated staff. 

Proposed 

Service Model  

 

- Description of the new service model(s). 

- Outline changes in where the care will be delivered from and what that 

would mean for current service footprint/facilities. 

- Details of any proposed changes in workforce numbers. 

Quality and 

Safety Benefits 

 

- Evidence base for the choice of the proposed model(s). 

- Learning from other organisations/networks who have carried out 

similar changes. 

- Impact on service specific quality standards e.g. SSNAP levels for Stroke. 

- Any known impact on clinical outcomes. 

- Any known patient experience considerations in relation to the new 

model(s). 

Performance 

impact 
- Highlight any potential impact on performance metrics including: RTT, 

A&E 4 hours, 6 weeks  diagnostics & Cancer waiting time targets. 

Financial 

Benefits 

 

- Outline any changes in relation to income or costs from the proposed 

changes. E.g. Stroke; reduced locum spend and potential bed 

reductions. 

Capacity 

requirements 

and demand 

predictions 

- Re-modelled bed numbers. 

- Highlight what impact the proposal would have on total Consultant PAs 

(for that service). 

- Any changes in Length of stay that can be modelled e.g. impact of ESDT 

for Stroke. 

Key co-

dependencies 

to consider 

 

- What the proposed model change will mean for diagnostic capacity, 

e.g. CT/MRI activity changes for Stroke, Trauma and Emergency 

Surgery. 

- Quantify the impact on A&E, Theatres , Critical Care and NEAS 

- Highlight any critical co-dependent clinical services, e.g. there should be 

co-located Critical Care for any unselected take (even if only medical). 

- Highlight non-clinical co-dependencies such as IT, Estates and 
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Transport. 

Capability for 
the service to 
change 
 

- To confirm or not: 
1. There is strong clinical agreement on the proposed change,  
2. There is managerial commitment to make the changes, 
3. There aren’t any insurmountable gaps that will stop successful 

implementation. E.g. insufficient physical capacity or significant 
investment required. 

Any other 
benefits 
(sustainability) 

- Highlight any changes that may improve sustainability of the service, 
e.g. the need for less MG level doctors in pressurised service areas (if 
applicable). 

Risks and 
mitigating 
actions 

- Highlight the high level risks and any mitigating actions, e.g. Length of 
Stay reduction work in both organisations to mitigate any bed 
reduction and associated capacity risks. 

Proposed 
engagement 
plan  
 

- The engagement plan will be specific to each service area and will 
outline: 

1. Who are the stakeholders? 
2. What are we telling them? (and what is important to them) 
3. How are we going to engage with them? (delivery mechanisms and 

different interventions) 
4. When to engage with the different stakeholders? (plan and timetable) 

Commissioner 
and network 
support 
 

- Summary of what guidance has been given by local/national 
commissioners and if there is clinical network support for any changes. 
E.g. Stroke; Commissioners are agreed that all Acute Strokes should go 
to CHS and this has been supported by the network in terms of the 
proposal that there should be 6 HASUs across the NE and Cumbria 
region. 

- Include advice from HENE/Deanery in terms any potential movement 
of trainees. 

Wider group 
issues to 
consider 

- Does the proposal(s) fit in with the overall vision for the Group? 
- Does the favoured proposal have any impact on the review timetable? 

Declarations of 
Interests 

- Include any declarations of interest in terms of the clinical/managerial 
leads carrying out the service review. 
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Current Approval process 
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 Appendix B 
Clinical Service Review Programme – guidance for service design teams 

 
The purpose of the Clinical Service Review programme is to review existing clinical 
services across South Tyneside FT and CHS FT and make recommendations to the 
‘South Tyneside and Sunderland Healthcare Group’ board on the future configuration of 
these services. The relevant clinical and management leads from CHS and STFT will 
lead their respective reviews and will present their recommendations to the Clinical 
Services Review Group (which has senior Executive representation from both Trusts as 
well as representatives from both local CCGs) for scrutiny prior to the recommendations 
going to the Group board. 
 
The aims and approach relating to the Clinical Service Reviews are outlined below: 
 

 All reviews should be approached from a ‘group’ and total population perspective 

and as a single service line, not as individual organisations.  

 A minimum of two options should be worked up as part of the review process. 

 Safety and Quality should be at least as good as in the current service 

configuration and any proposed reconfiguration should ensure that it achieves 

the relevant quality/safety standards and regulatory requirements for that service. 

 From a Group perspective there should be a minimum of a 10% reduction in 

costs in terms of the financial benefit from any planned service reconfiguration. 

From commissioning perspective there also needs to be no increased costs to 

the system, i.e. a reliance on extra income. 

 The programme manager will manage the service review process and provide 

support in terms of organising joint meetings between the individual service 

teams, provide access to financial and analytical support required to complete 

the review, and will support the teams in pulling together the Clinical Service 

Review  report where required. 

 The Directorate Managers/Clinical Business Managers together with the Clinical 

leads will be responsible for completing the Clinical Service Review report to the 

agreed programme timescales in order for reports to be shared with Clinical 

Service Review Group in a timely manner.  

 Both Sunderland and South Tyneside CCGs will also send representatives to the 

review meetings to ensure out of hospital programmes and other applicable work 

is taken onto consideration as part of the review. 

 The clinical and managerial leads from each organisation will come and present 

their reconfiguration options to the Clinical Service Review Group and complete 

any additional work proposed by the Group following their presentation. 
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Dear Governing Body and Audit Committee Members 

Annual Audit Letter 2015/16 

I am pleased to present our Annual Audit Letter for the 2015/16 audit year. The purpose of this document is to 

summarise the outcome of the external audit of NHS Sunderland Clinical Commissioning Group’s 2015/16 financial 

statements and our review of your arrangements for securing economy, efficiency and effectiveness (value for 

money).  

We carried out our audit in accordance with the Code of Audit Practice prepared by the Comptroller and Auditor 

General as required by the Local Audit and Accountability Act 2014 and delivered in line with the timetable 

established by the Department of Health and NHS England.  

I would like to express my thanks for the assistance of all the finance team in both the CCG and in North of England 

Commissioning Support (NECS) as well as management and the Audit Committee. 

If you would like to discuss any matters in more detail, please do not hesitate to contact me on 0191 383 6314. 

Yours faithfully 

  

  

  

Cameron Waddell 

Partner 

Mazars LLP 
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Key messages 

This Annual Audit Letter 
summarises the findings 
from our 2015/16 audit 
of NHS Sunderland 
Clinical Commissioning 
Group. 
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01 Key messages 
 

In 2015/16 our audit of NHS Sunderland Clinical Commissioning Group (the CCG) was made up of two elements: 

 auditing your financial statements, including a review of the Governance Statement and Annual Report 

(including auditing specified sections of the Remuneration and Staff Report); and 

 assessing arrangements for achieving value for money (VfM) in your use of resources.  

We reported the detailed findings from our audit work to those charged with governance in our Audit Completion 

Report on 24 May 2016 along with the update letter we issued in respect of outstanding matters on 25 May 2016. 

The key conclusions for each element are summarised below. 

Audit of the financial statements 

We issued an audit report including an unqualified opinion on the CCG’s financial statements on 25 May 2016. The 

audit progressed smoothly and identified only a small number of errors, with no material errors.   

Late service auditor reports (prescribing and primary care co-commissioning) were a potential issue, due to national 

issues. However, the CCG worked closely with us to ensure we were able to gain sufficient and appropriate 

assurance to complete this year’s audit by the deadline.  

The draft financial statements were of a good quality again and we would highlight the continued high quality of 

working papers and the full co-operation of management.  

Value for money 

We carried out our work in line with updated National Audit Office guidance, so that we could conclude on whether 

you had in place, for 2015/16, proper arrangements to secure economy, efficiency and effectiveness in your use of 

resources (value for money review). We concluded there were no matters we were required to report on an 

exception basis.  
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Financial 
statements 

The CCG produced 
good quality financial 
statements and a 
comprehensive suite 
of working papers, 
supporting an efficient 
audit.  
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02 Financial statements 
Audit of the financial statements 

We audited the CCG’s financial statements in line with auditing standards and we reported the detailed findings of 

the audit to the Audit Committee and Governing Body on 24 May 2016 in our Audit Completion Report along with 

the update letter we issued in respect of outstanding matters on 25 May 2016. Following this meeting we issued an 

audit report including an unqualified opinion on the CCG’s financial statements and the Remuneration and Staff 

Report on 25 May 2016. This enabled the CCG to submit its audited annual report and financial statements to NHS 

England (NHSE) before the 27 May 2016 deadline.  

Our work on the CCG’s accounts is designed to provide reasonable assurance that they are free from material 

misstatement. The assessment of materiality is a key part of our work and we specify an overall materiality 

threshold, based upon one per cent of the CCG’s gross revenue expenditure, together with lower materiality values 

for accounting entries we consider to be more sensitive e.g. the Remuneration and Staff Report. We consider 

materiality when planning and performing our work and in assessing audit results. At the planning stage, we made a 

judgement about the size of misstatements which we would consider to be material and which gave a basis for 

determining the nature, timing and extent of risk assessment procedures, identifying and assessing the risk of 

material misstatement and determining the nature, timing and extent of further audit procedures. We updated our 

materiality calculation when we received the draft accounts and set the overall level at £4.961 million. Appendix A 

provides more information on our approach. 

Having considered the risks of material misstatement, we identified one area of significant risk, which is present in 

all audits. Our findings in this area are summarised below. 

Risk Description of the risk How we addressed the risk Our conclusion 

Management 
override of 
controls 

In all entities management is in a 
unique position to perpetrate 
fraud because of the ability to 
manipulate accounting records 
and prepare fraudulent or 
inaccurate accounts by overriding 
controls. Due to the unpredictable 
way in which this could occur 
there is a significant risk on all 
audits. 

Auditing standards mandate an element 
of substantive testing on all audits 
regardless of the effectiveness of the 
system of internal control. As a result we 
tested the appropriateness of journals 
and other adjustments. We also reviewed 
areas of management judgement, 
estimation techniques and significant 
transactions that seemed outside of the 
CCG’s usual business. 

Our work 
provided the 
assurance we 
sought and did 
not highlight 
any reporting 
issues. 

Preparation of the financial statements 

The CCG presented us with draft financial statements ahead of the national deadline which were of good quality, 

along with a comprehensive suite of working papers. The CCG worked with us to ensure we maximised the value of 

the audit.    

Issues arising from the audit of the financial statements 

We issued an audit report including an unqualified opinion on the CCG’s financial statements on 25 May 2016. The 

audit progressed smoothly and identified only a small number of errors, with no material errors.   

Late service auditor reports (prescribing and primary care co-commissioning) were a potential issue, due to national 

issues. However, the CCG worked closely with us to ensure we were able to gain sufficient and appropriate 

assurance to complete this year’s audit by the deadline.  
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Annual report 

We reviewed the CCG’s draft annual report, which includes the Remuneration and Staff Report and a small number 

of amendments were made before it was finalised.  

Governance Statement 

The aim of the Governance Statement is to give an overview of the governance arrangements in place during the 

year as well as any potential significant governance issues arising.  

We reviewed the Governance Statement to see whether it complied with relevant guidance and whether it was 

misleading or inconsistent with what we know about the CCG. We found no areas of concern to report in this 

context. Both the Governance Statement and the annual report were consistent with our understanding of the CCG. 

Regularity opinion 

We give our opinion on whether, in all material respects, the CCG used the money allocated by Parliament in the 

way intended and in accordance with the various authorities governing the transactions. We had no issues to report 

and therefore issued an unqualified regularity opinion. 

Weaknesses in internal control  

Our work on the CCG’s financial systems identified no significant deficiencies in internal control.  

The NECS service auditor reports for 2015/16 highlighted control exceptions; based on our assessment, there was no 

material impact on our opinion.  

Assurance to the National Audit Office 

Although the CCG is a stand-alone entity, along with the other CCGs in England it forms part of the NHS England 

group (NHSE). NHSE consolidates all CCG financial statements to prepare its own statements. The National Audit 

Office, as the auditor of NHS England, instructs the auditors of CCGs to carry out specified procedures to inform an 

assurance statement that reports whether the consolidation information submitted by the CCG to NHS England is 

consistent with the audited financial statements of the CCG.  

On 25 May 2016 we reported that the CCG consolidation template was consistent with the audited annual report 

and financial statements. The CCG submitted this report to NHSE to meet the deadline of 27 May 2016, enabling 

consolidation of the financial statements of the NHS accounting group. 
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  03 

Value for 
money 

We did not identify any 
significant risks in 
respect of our value for 
money review and we 
concluded that there 
were no matters which 
we were required to 
report on an exception 
basis. 
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03 Economy, efficiency and 
effectiveness 
For 2015/16, we were required to: 

 satisfy ourselves that the CCG had made proper arrangements for securing economy, efficiency and 

effectiveness in its use of resources; and 

 report on an exception basis only in the auditor’s report.   

Updated National Audit Office guidance is based on one overall criterion, supported by three sub-criteria, as set out 

below.     

Overall criterion: in all significant respects, the audited body had proper arrangements to ensure it took properly 

informed decisions and deployed resources to achieve planned and sustainable outcomes for taxpayers and local 

people. 

Sub-criteria 

Informed decision making 

Sustainable resource deployment 

Working with partners and other third parties 

As part of our work, we also: 

 reviewed your annual governance statement; 

 reviewed the work of other relevant regulatory bodies or inspectorates to the extent the results of the work 

have an impact on our responsibilities; and 

 carried out risk-based work we determined appropriate. 

A summary of our findings against each sub-criteria and our overall assessment is set out in the sections that follow.   

Informed decision-making 

Financial and performance information 

The CCG has made good progress on the areas of transformation set out in its five-year plan.  NHSE formally 

recognised the progress being made by the CCG on out-of-hospital care in the annual assurance letter. The CCG’s 

2016/17 operational plan sets out that it expects investments made in recent years will start to result in a reduction 

in non-elective activity in 2016/17. The NHSE’s expectations are that CCGs will deliver significant transformation in 

year 1 (2016/17) of the new wider Sustainability and Transformation Plan. 

Reliable and timely financial reporting  

The CCG continues to produce regular finance reports for the Executive along with updates to the Audit Committee 

and Governing Body. Reports are clear and easy to read. The CCG may wish to consider a combined finance, 

performance and quality report in the future; this could support oversight of quality and patient safety alongside 

financial and performance information.  
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Based on our attendance at Audit Committees, there is robust scrutiny of (financial) reporting and good practice is 

adopted where appropriate e.g. review of accounting policies ahead of production of the statutory financial 

statements. 

Managing risks effectively and maintaining a sound system of internal control  

The CCG has received an overall internal audit opinion of significant assurance for 2015/16, with one limited 
assurance report in respect of policy management, for which appropriate action is being taken. A comprehensive 
internal audit plan is in place which takes into account the strategic priorities of the CCG and the different sources of 
assurance. There is appropriate challenge by the Audit Committee over coverage and risk areas. The Audit 
Committee also helps ensure it delivers on its oversight role by considering key documents such as the governance 
statement early in the process (including challenging themselves on whether all potential significant governance 
weaknesses had been considered).  

The CCG assurance framework is regularly reported on to both the Audit Committee and Governing Body. Regular 
risk management reports are presented to the Audit Committee and the Quality, Safety and Risk Committee before 
being reported to the Governing Body. 

In order to support delivery of services within the funding available, the CCG intends to strengthen current 
governance arrangements regarding productivity planning and assurance on delivery against productivity plans. 

Sustainable resource deployment 

Effective planning of finances  

The allocations set out at the end of last year covered a five-year period from 2016/17 to 2020/21. The planning 
guidance introduced a new requirement for the production of a system-wide Sustainability and Transformation Plan 
(submission in June 2016) as well as the one-year operational plan for 2016/17 which was successfully submitted at 
the end of March.  

The planning guidance issued placed specific emphasis on the importance of system leadership as central to the 
success of Sustainability and Transformation Plans; this will be the significant challenge for the CCG and others, along 
with the expected delivery of significant progress on transformation in 2016/17.  

In light of the new requirements, the Sunderland Transformation Board has been renamed the System Resilience 
and Transformation Board to reflect additional responsibilities. The group comprises key health and care providers, 
commissioners, the Local Medical Committee and Healthwatch Sunderland. Early discussions have included how to 
return the system to aggregate financial balance. In addition, a local health economy meeting was held in April 
specifically to look at system productivity.  

In respect of the longer-term, under the new formulae, the CCG is deemed to be 18.6 per cent over-funded. Due to a 
rapid pace of change policy adopted by NHSE, the loss of average growth funding is estimated to be approximately 
£45 million. This, along with increased demand and reduced tariff efficiency targets results in the CCG being required 
to identify efficiencies over the next five years of approximately £60 million. The CCG highlights in its Annual Report 
it has developed plans to help achieve these efficiencies, but that it cannot underestimate the very real challenge 
this presents us over the next few years.  

The CCG aims to achieve a surplus of £16.7 million in 2016/17 (actual surplus of £18.7 million in 2015/16). The 

2016/17 plan includes drawdown of £2 million. 

Organisational development  

The CCG acknowledges the impact of changes required in coming years on the workforce (i.e. not just internally). A 
Workforce Steering Group has been set up to focus attention on workforce planning for Sunderland.  

We note there have been a number of awards received by the CCG in the year, including best newcomer at the 

Investor in People awards. 
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Working with partners and other third parties 

Working with third parties effectively  

The CCG places great importance on maintaining and further developing relationships with its key partners as part of 
delivering the best possible care and services for people in Sunderland.  

2015/16 was the first year of the Better Care Fund (BCF), with this pooled budget being one of the largest in the 
country totalling £166 million. The CCG chose to contribute significantly more than the minimum required (with its 
contribution being £104 million), reflecting its ambition to use the pooled arrangements as a significant driver in 
transforming care.  

The first year of the BCF has undoubtedly proved challenging, with an overspend of £9.9 million (of which the CCG’s 
share was £4 million). The CCG’s internal auditors reviewed the Better Care Fund this year, giving an overall 
assurance rating of ‘significant’ and highlighting some areas for improvement, including:  

 regular reporting of the performance indicators set out in the BCF agreement to the BCF Implementation 
Group and Health and Social Care Integration Group; and  

 keeping the terms of reference of the BCF Implementation Group under review to ensure they remain fit-
for-purpose and appropriate.  

Successful delivery of the Better Care Fund is important as part of expanded joint working that will be necessary in 
order to deliver the new Sustainability and Transformation Plans.  

Safeguarding has also been a priority area for the CCG in 2015/16 and will likely remain so for a number of years; the 
CCG is actively monitoring and contributing to action being taken to strengthen arrangements.  

This past year has also included a number of key initiatives including the North East Urgent Care Vanguard.  

As highlighted earlier and potentially the area of most significant work with partners which is intended to produce 

the most far-reaching changes to the entire ‘system’, the CCG has begun work in earnest with partners this year via 

the Sunderland system Resilience and Transformation Board chaired by the CCG Accountable Officer. 

Commissioning services effectively  

The CCG has clearly set out its commissioning priorities for the year, informed by the joint assessment of local needs.  

From April 2015/16, the CCG took on the highest level of delegated authority for primary care-commissioning 
(allocation of £38.2 million, with actual spend of £37.7 million), providing the opportunity to improve general 
practice locally and create a joined-up clinically-led commissioning system. It has also begun work on developing a 
quality framework to support the commissioning of primary services and plans to develop a quality premium for 
practices in 2016/17, alongside addressing clinical variation.  

As set out in the CCG’s Annual Report, it is clear that delivering on the general practice strategy developed over the 
last year is key to its success – as general practices are critical to the biggest goal of transforming out-of-hospital 
care.  

We note also that adult obesity services are transferring to CCGS from 1 April 2016. As part of this, the CCG intends 
to do a full pathway review, recognising the importance of successful outcomes from these services for the 
wellbeing of the population in its area.  

Overall assessment (‘reality check’) 

Having gathered evidence in each area we conducted a final ‘reality check’, which included consideration of our 

cumulative knowledge of the CCG and, in particular: 

 reports by statutory inspectorates, other regulators and external advisors; 

 achievement of performance and other targets; and 

 performance against budgets and other financial targets. 

We do this to identify anything that would make us reconsider our conclusion. 
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Evidence Auditor assessment 

Reports by statutory 

inspectorates or other 

regulators 

As well as its own assurance framework, the CCG is assessed against the NHSE’s 
assurance framework, along with other CCGs. The outturn assurance letter in respect 
of 2014/15, gave an assurance rating of ‘assured with support’ (2013/14 ‘assured’).  

The latest rating for 2015/16 places the CCG in the top performing category, with the 
NHSE assessing the CCG as ‘good’ or higher (top is ‘outstanding’). Based on the 
provisional results for the year, we understand this is unlikely to significantly change. 

Achievement of 
performance and other 
targets 

As set out in its Annual Report, the CCG highlighted room for improvement in the 
following areas:  

 A&E four hour waits; 

 ambulance response times;  

 referral to treatment times at specialty level;  

 healthcare acquired infections;  

 cancer two week wait and 62 days targets;  

 A&E diagnosis coding and time in A&E for mental health patients; and 

 MSK (musculoskeletal) referrals.  

Whilst targets in these key areas have not been met, understanding the context and 
extent of underperformance is important in assessing the performance of the CCG as a 
whole. The CCG is taking appropriate action to improve performance in these areas. 
There is also an impact on performance of factors largely within the control of 
providers and which are similarly affecting other CCGs in the North East.  

We note the new assurance framework in place for 2016/17 which is designed to 
provide a greater focus on assisting improvement alongside NHSE's statutory 
assessment function. This is with the aim of unlocking change and improvement in a 
number of key areas and reaching beyond CCGs, enabling local health systems and 
communities to assess their own progress from ratings published online. 

Performance against 
budgets and other 
financial targets 

All business rules for 2015/16 were met. A balanced budget has been set for 2016/17 
onwards. Achievement of the QIPP programme for 2015/16 was in line with the target. 
The CCG continues to monitor closely key budget pressure areas, including continuing 
healthcare. Overall, the CCG is facing one its most challenging periods ahead; with 
NHSE’s expectations being that significant progress is made in delivering 
transformation in 2016/17 as part of the longer-term Sustainability and Transformation 
Plan, as well as delivering approximately £60 million of savings over the next five years, 
against a backdrop of increasing demand. 

Conclusion 

Having completed our overall assessment, including our ‘reality check’, we did not identify any matters that we 

needed to report on an exception basis.
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04 

Future 
challenges 

The challenges facing 
the CCG in the coming 
years are not 
insignificant, with an 
expectation of significant 
progress in transforming 
services in the coming 
year.   
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04 Future challenges 
The challenges facing the CCG in the next few years are not insignificant, with an expectation of significant progress 

in transforming services from NHS England in the coming year. The CCG has placed itself in as strong a position as 

possible, via: 

 continuing to maintain a robust financial position, via achievement of its business rules and careful planned 

use of its carried forward surplus of £18.7 million;  

 taking over full delegated responsibility for primary care co-commissioning from 2015/16 (with the CCG 

recognising the importance of general practices in transforming out-of-hospital care); and 

 pooling significantly in excess of the minimum required in the first year of the Better Care Fund from 

2015/16, recognising the importance of making a reality of transforming care as part of its wider 

transformation strategy.  

There nonetheless remain significant challenges, not least of which include the continuing resource pressures across 

the board – both in terms of patient demand and resources of partners (both NHS and non-NHS).   

Alongside the increased expectations for transformation, 2016/17 of course sees the introduction of the new 

system-wide Sustainability and Transformation Plans. As stated clearly in the NHS planning guidance, system 

leadership is key to making a reality of the ambitions of the new Sustainability and Transformation Plans. The new 

CCG assurance framework for 2016/17 is intended to promote cross-organisation working, with a view being taken 

to the trajectory of performance in assessing CCGs. However given the often competing resource demands, making a 

reality of the Sustainability and Transformation Plans in the current commissioner/provider marketplace 

undoubtedly remains extremely challenging.  
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05 

Fees and 
closing 
remarks 

The 2015/16 audit was 
delivered within the scale 
fee set by Public Sector 
Audit Appointments 
Limited. 
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05 Fees and closing remarks 
We can confirm the final audit fee for 2015/16 was £67,500 plus VAT.  

We have discussed and agreed this letter with officers and will present it to the Audit Committee on 6 September 

2016.  

During the audit year we have continued to support the CCG in other ways, including:  

 attendance at Audit Committees where we inform the Committee about progress on the audit, report our 

key findings and update it about developments in the NHS, CCGs, and the wider environment; and 

 hosting events for staff, such as our NHS financial statements workshops.  

Further detailed findings, conclusions and recommendations in the areas covered by the audit are included in the 

reports issued to the CCG during the year, which are summarised below.  

Report Date issued 

2015/16 Audit Fee Letter April 2015 

Audit Strategy Memorandum February 2016 

Progress reports to Audit Committee To each Audit Committee meeting 

Audit Completion report May 2016 

Auditor’s Report (opinion) May 2016 

Annual Audit Letter June 2016 

The CCG has continued to take a positive and constructive approach to our audit and I wish to thank the Governing 

Body and Audit Committee for their support and co-operation throughout the year. We would also like to record our 

appreciation for the assistance and co-operation provided to us during our audit by staff from both the CCG and 

NECS.  

We are committed to supporting the CCG move forward with clarity of purpose and strong governance and 

accountability arrangements. Mazars currently audits a further eight CCGs and advises other NHS bodies across the 

country. We will meet with the CCG and NECS to identify learning from the 2015/16 audit and will continue to share 

our insights from other CCGs, across the NHS and relevant knowledge from the wider public and private sector. 

Cameron Waddell 

Partner 

June 2016 
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Appendix A - materiality 
Materiality is an expression of the relative significance or importance of a particular matter in the context of financial 

statements as a whole.  

Misstatements in financial statements are considered to be material if they, individually or in aggregate, could 

reasonably be expected to influence the economic decisions of users taken on the basis of the financial statements.  

Judgements on materiality are made in light of surrounding circumstances and are affected by the size and nature of 

a misstatement, or a combination of both. Judgements about materiality are based on consideration of the common 

financial information needs of users as a group and not on specific individual users. 

The assessment of what is material is a matter of professional judgement and is affected by our perception of the 

financial information needs of the users of the financial statements. In making our assessment we assumed that 

users: 

 have a reasonable knowledge of business, economic activities and accounts;  

 have a willingness to study the information in the financial statements with reasonable diligence; 

 understand that financial statements are prepared, presented and audited to levels of materiality; 

 recognise the uncertainties inherent in the measurement of amounts based on the use of estimates, 

judgement and the consideration of future events; and 

 will make reasonable economic decisions on the basis of the information in the financial statements. 

We considered materiality whilst planning and performing our audit.  

Whilst planning, we made judgements about the size of misstatements which we considered to be material and 

which provided a basis for determining the nature, timing and extent of risk assessment procedures, identifying and 

assessing the risk of material misstatement and determining the nature, timing and extent of further audit 

procedures.  

In 2015/16 we set materiality at the planning stage at £4.924 million (approximately 1 per cent of turnover) with a 

clearly trivial threshold of £148k below which identified errors will not usually be reported. We set lower materiality 

levels for the disclosure of senior managers’ remuneration as we considered this item to be of specific interest to 

users of the accounts sufficient to warrant audit procedures which would not otherwise be applied based on the 

materiality level for the audit as a whole. The materiality determined at the planning stage did not necessarily 

establish an amount below which uncorrected misstatements, either individually or in aggregate, would be 

considered as immaterial.  

We revised materiality for the financial statements as our audit progressed. Our closing assessment of materiality in 

2015/16, based upon the final version of the financial statements, was £4.961 million with a clearly trivial threshold 

of £149k below which identified errors were not reported.  

We discussed with management any significant misstatements or anomalies that we identified during the course of 

the audit and we reported in our Audit Completion Report all unadjusted misstatements we identified other than 

those which were clearly trivial, and obtained written representation that explained why these remain unadjusted. 

 



 

 

This Annual Audit Letter is prepared in the context of the ‘Statement of responsibilities of auditors and audited bodies 

2015-16’ issued by Public Sector Audit Appointments Ltd. It is addressed to the Governing Body as those charged 

with governance of the CCG. We, as appointed auditor, take no responsibility to any third party. 

Mazars LLP is the UK firm of Mazars, an international advisory and accountancy organisation, and is a limited 

liability partnership registered in England with registered number OC308299. A list of partners’ names is available for 

inspection at the firm’s registered office, Tower Bridge House, St Katharine’s Way, London E1W 1DD. 

We are registered to carry on audit work in the UK by the Institute of Chartered Accountants in England and Wales. 

Details about our audit registration can be viewed at www.auditregister.org.uk under reference number C001139861. 
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Should you require any further information, please do not hesitate to contact: 

 

Cameron Waddell 

Partner 

D: +44 (0)191 383 6314 

E: cameron.waddell@mazars.co.uk 

 

Address: 

The Rivergreen Centre 

Aykley Heads  

County Durham 

DH1 5TS 

T: +44 (0)191 383 6314 

F: +44 (0)191 383 6350 
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