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Meeting of the Governing Body 

 
To be held on Tuesday 29 November 2016 1.15-3.45pm 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  27 

September 2016 
1.20-1.25 Enclosure 

    
5. Matters arising from the minutes and action log 1.25-1.30 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. 

1.30-1.35  

    
8. 
 

Items of Quality and Safety 
 

  
 

8.1 
 
 
 
 

Report from the Quality, Safety and Risk 
Committee Minutes from 13 September and 11 
October 2016   
A Sullivan 
 

1.35-1.50 Enclosures 
 
 

9 
 
9.1 
 
 
9.2 
 
 
 
 

Items of Governance and Assurance 
 
Financial Report  Month 7 
D Chandler 
 
Assurance Report 
D Burnicle 
 
 
 

 
 
1.50-2.00 
 
 
2.00-2.10 
 
 
 
 

 
 

Enclosure 
 
 

Enclosure 
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9.3 
 
 
 
 
9.4 
 
 
9.5 
 
 
 
9.6 
 
 
9.7 
 
 
 
9.8 
 
 
 
9.9 
 
 
9.10 
 
 
9.11 
 
 
9.12 
 
 
 
9.13 
 
 

NHS Operational planning & contracting 
guidance 2017/19 –Developing SCCGs 
operational plan 
D Burnicle 
 
Constitution Review – proposed amendments 
D Cornell 
 
Updated Schedule of Matters Reserved to the 
CCG and Scheme of Delegation 
D Gallagher 
 
Governing Body Assurance Framework  
D Cornell 
 
Health and Wealth – closing the gap in the North 
East 
D Gallagher 
 
Northumberland, Tyne & Wear and North 
Durham Sustainable Transformation Plan 
D Gallagher 
 
Urgent Care Strategy 
A Fox 
 
Revised Business Continuity Plan 
D Cornell 
 
Updated Complaints Policy 
D Cornell 
 
Patient and Public Involvement Annual Report 
2015/16 
D Cornell 
 
Financial Plan 2017/18 – 2018/19 
D Chandler 

2.10-2.20 
 
 
 
 
2.20-2.25 
 
 
2.25-2.30 
 
 
 
2.30-2.40 
 
 
2.40-2.50 
 
 
 
2.50-3.00 
 
 
 
3.00-3.10 
 
 
3.10-3.15 
 
 
3.15-3.25 
 
 
3.25-3.30 
 
 
 
3.30-3.45 
 

Enclosure 
 
 
 
 
Enclosure 
 
 
Enclosure 
 
 
 
Enclosure 
 
 
Enclosure 
 
 
 
Enclosure 
 
 
 
Enclosure 
 
 
Enclosure 
 
 
Enclosure 
 
 
Enclosure 
 
 
 
Enclosure 
 
 

10 Items for Information Only 
 

  

10.1 
 

Chief Officer’s Report 
D Gallagher 

 Enclosure 

    
10.2 Minutes of the Executive Committee meetings 

held on 6 September and 4 October 2016 
 Enclosures 

    
10.3 Minutes of the Audit Committee meeting held on 

6 September 2016 
 Enclosure 

    
10.4 Minutes of the Primary Care Commissioning  Enclosure 
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Committee meeting held on 26 July 2016 
    
10.5 Minutes from the Health and Wellbeing Board 

meeting held on 24 July 2016 
 Enclosure 

    
11 Any other business   
    
12 Date of next meeting   
    
 Tuesday 31 January 2017, 1.15-3.45pm. Bede 

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

Minutes of the meeting held on Tuesday 27 September 2016, 1.30-4pm in Bede 

Tower, Burdon Road, Sunderland, SR2 7EA. 

Minutes 

Present: Dr Ian Pattison, Clinical Chair 

 Dr Raj Bethapudi, Elected GP Member 

 Mr David Chandler, Chief Finance Officer 

                                    Mrs Ann Fox, Director of Nursing, Quality and Safety 

Mr David Gallagher, Chief Officer 

Dr Karthik Gellia, Elected GP Member 

Dr Jackie Gillespie, Elected GP Member 

Dr Fadi Khalil, Elected GP Member 

Dr Tracy Lucas, Elected GP Member   

 Mrs Aileen Sullivan, Lay Member, Patient and Public 

Involvement 

 Mrs Pat Taylor, Lay member for Audit and Vice Chair 

     

In Attendance: Dr Claire Bradford, Medical Director 

 Ms Deborah Cornell, Head of Corporate Affairs  

 Mrs Gillian Gibson, Director of Public Health, Sunderland City 

Council  

 Mr Eric Harrison, Lead Practice Manager 

 Mr Chris Macklin, Lay Member, Primary Care Commissioning 

 Mrs Helen Steadman, Strategy and Planning Manager 

representing Mrs Debbie Burnicle, Deputy Chief Officer 

 Sandra Mitchell, Head of Programmes, representing Mrs 

Fiona Brown, Director of Peoples Services, Sunderland City 

Council 

 Mr Scott Watson, Director of Contracting and Informatics 
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 Mr Patrick Garner, Programme Manager, South Tyneside and 

Sunderland Healthcare Group for item 2016/120 

 Mrs Kathryn Headley, minutes 

  

2016/107      Welcome and Introductions 

 Dr Pattison welcomed everyone to the meeting.  

2016/108        Apologies for Absence 

Apologies for absence were received from Mrs D Burnicle, Prof M 
Bramble and Mrs F Brown. 
 

 The Chair confirmed that the meeting was quorate. 

2016/109 Declaration of Interest 

 There were no declarations of interest. 
 

2016/110 Minutes of the meeting held on 26 July 2016 

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

2016/111 Matters arising from the minutes and action log 

                         There were no matters arising not captured on the action log. 

2016/112       Action Log 

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

2016 – Dr Khalil queried the legal requirements for the verification of 

death and gaps in the service in the absence of trained nurses.  The 

End of Life Care Group would take a lead on providing clarification. 

 Action: Mrs A Fox/Mrs F Gunn 

2016/113 Notification of items of any other business 

 None 

2016/114 Question Time 

 There were no questions raised by members of the public. 

2016/115 Report from the Quality, Safety and Risk Committee meeting held 

on 12 July 2016 

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

assurances from the minutes of the Quality, Safety and Risk 



NHS Official                                                        Item: 4 

Page 3 of 14 

 

Committee (QSRC) held on 12 July 2016.  Mrs Sullivan drew attention 

to key points and risks as detailed in the summary report. 

 Mrs Sullivan noted that, as of April 2016, Sunderland CCG was no 

longer managing the Spire contract and the lead commissioner was 

North Durham CCG.  Dr Bethapudi asked for more information around 

Spire not achieving the CQUIN target for the number of falls and 

whether any mitigating actions had been put in place.  Mrs Fox said 

these were reported as SIs and steps were being taken to address the 

issues. 

 In relation to the NTW risk around safer staffing, Dr Khalil asked if this 

related to Sunderland or was across the NTW area.  Mrs Fox would 

look into this and confirm.  She said that training was being provided 

to enhance healthcare assistant roles to address some of the gaps in 

workforce.  Mr Macklin was attending the NTW board meeting on 28 

September and would refer to the papers to clarify the position to Mrs 

Fox around ward based services and staffing levels and whether there 

was a measure for the out of hospital environment.  

 Action: Mrs Fox/Mr Macklin 

 Dr Pattison asked whether there was a process in place to track the 

progress against outstanding SIs.  Mrs Fox said that all SIs had robust 

action plans and timescales for achievement and these were 

monitored by the SI Panel.  Dr Bradford said the Quality Review 

Group also received reports on SIs and complaints for assurance 

purposes. 

 The Governing Body RECEIVED the report for assurance purposes. 

2016/116 Report from the Quality, Safety and Risk Committee meeting held 

on 16 August 2016 

 Mrs Sullivan went on to draw key points from the August QSRC 

meeting. 

 In relation to Safeguarding Children, it was likely that new statutory 

arrangements would be agreed following the national review by Alan 

Wood and discussions with executive safeguarding leads from health 

organisations would inform discussions.  It was noted that there were 

risks associated with the delivery of an alternative model for childrens 

services.  

 In addition, Deprivation of Liberty had been identified within the CCG 

risk register as a patient care and financial risk. 
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 It was noted that one care home had closed due to the company 

going into liquidation otherwise there were no major concerns about 

this sector. 

 Clinical assurance visits had been undertaken at Bunny Hill and 

Washington Urgent Care Centres.  Information from the Friends and 

Family test had been available and staffing levels were flagged as a 

concern as was the booking-in process at Bunny Hill.  Dr Lucas said 

that significant improvements have been achieved in staffing levels 

over the last few weeks. 

 Mrs Sullivan said that the QRG meeting on 13 September 2016 had 

discussed the lack of assurance on shared care and the joint 

formulary.  To date there had been no significant progress.  Dr 

Bradford gave an update as the issue had been escalated to the 

SCCG Chief Officer and Chief Executive of CHSFT and a further 

meeting, held on 26 September, had been well attended and 

commitments made to ensure that the Joint Formulary was 

implemented across the acute services as had been done in primary 

care.  CHSFT had subsequently provided data on the current state of 

compliance with the formulary.  Shared care and the classification of 

medicines would require significant work to develop a robust 

formulary and shared care system and guidelines across Sunderland 

and South Tyneside hospital services.  The QSRC would continue to 

monitor this position and would receive a dedicated paper at the 

meeting in October 2016. 

 Dr Pattison clarified that there were three areas within this discussion 

that all needed addressing.  Firstly the need for a robust agreed joint 

formulary, secondly the need for agreed and signed off shared care 

arrangements (as this is the area that no assurance from QSRC was 

given), and finally a system to assure any subsequent pathway 

required to deliver those agreements is in place and assured for 

quality, safety and sustainability purposes.  

 Mrs Sullivan said that the Medicines Optimisation Team was to be 

commended on the work that had been undertaken and ensuring that 

the QSRC was kept fully informed. 

 In response to a query from Mrs Taylor, Dr Bradford and Dr Gillespie 

advised that they shared responsibility for this risk.  Mrs Taylor said 

the issue should be reported back to the Executive Committee and 

then to the Governing Body for assurance around management of this 

risk. Dr Gillespie suggested that a Task and Finish Group for Shared 

Care could be established to drive progress on these issues. 
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 Action: Dr Bradford/Dr Gillespie 

 The Governing Body RECEIVED the report for assurance purposes. 

2016/117 Safeguarding Annual Report 2015/2016 

 Mrs Lagun presented the Annual Report which provided assurance to 

the Governing Body that the CCG is compliant with its statutory 

safeguarding adults and children responsibilities, including those for 

looked after children (LAC).   

 Following the Ofsted inspection in May 2015, when the services for 

children were rated as ‘inadequate’, the Safeguarding Children 

Improvement Board was established with SCCG providing significant 

leadership and resources.   

 The Ofsted inspection report had also raised concerns around the 

number of serious case reviews and this had required a significant 

amount of work across the partnership. 

 Mrs Fox said that the Safeguarding Team was to be commended on 

its work to deliver improvements over what had been a hugely 

challenging year for all partners. 

 The Governing Body NOTED the assurance provided in the report. 

2016/18 SCCG Financial Report 

 Mr Chandler presented the report which provided the Governing Body 

with a summary of the financial position of the CCG as at month 5, the 

period ending 31 August 2016. 

 The CCG remains on target to achieve all key financial duties which 

are to deliver a cumulative surplus of £16.6m, running costs to be 

lower than £5.6m and achieve productivity savings of £15.7m. 

 The year to date position on acute contracts was reporting an under 

spend of £218k, relating in the main to the Newcastle upon Tyne 

Hospitals contract.  A&E and outpatients were reporting an over 

spend in terms of activity.  Elective and emergency were under plan. 

 The Primary Care budget was reporting an under spend of £600k 

which was driven by the 2015/16 underspend on QOF and an under 

spend on the unplanned admissions DES which resulted in an 

adjustment being made on 2016/17 GP budgets. 

 The £1.1m over spend on the Better Care Fund related to the CCG 

share of increasing costs of packages of care. The forecast position 
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was that this would increase to £3.2m.  Discussions are continuing 

with local providers on the rate increases. 

 The forecast outturn on acute contracts was a breakeven position with 

pressures on NUTFT being offset by underspends on Spire and 

NDUC contracts.  Children’s packages of care were reporting £340k 

over spend, relating to recent notification by the local authority of 

some high cost cases, and the implications for the CCG were being 

looked into. 

 Underspends were being forecast against prescribing and GP 

budgets. 

 The financial risk, forecast to be £2.6m, would be covered by CCG 

contingencies. 

 In relation to CHC restitution cases, since writing the report the 

number of outstanding cases had reduced from 54 to 33 although the 

deadline of the end of September to settle cases was becoming 

increasingly challenging and all resources were focused on this. 

 As the Financial Planning Guidance had only been published since 

writing the report, Mr Chandler highlighted some of the key areas. 

 All CCGs were to commit to two-year plans and two year signed 

contracts which to be agreed by 23rd December 2016.  There were no 

changes to business rules.  The key change was to the level of 

contingency which was now 0.5%, approximately £2.5m, and 

available to the CCG to commit over the following two years. 

 There was to be additional funding for mental health which would 

equate to £1m per annum. Further detail was awaited. 

 The national draw down funds, previously £400m, had been reduced 

to £200m in line with the 0.5% contingencies.  It was expected that 

SCCG was in a strong position to draw down funds to support 

business cases. 

 Mrs Taylor queried whether the two large block contracts would 

impact on any allocation of smoothing monies and Mr Chandler gave 

assurance that this would not have any impact for the CCG. 

 Mr Macklin said that the early thoughts on plans to utilise the 

increased underspend in general practice in year had been the 

subject of discussion at the Primary Care Commissioning Committee.   

 In relation to the increase on children’s packages of care, Mr Macklin 
queried if these were linked to learning disability packages and the 
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national policy to reduce LD beds.  Mr Chandler said his 

understanding was that this was not the case.  Mr Gallagher said that 

a joint piece of work with Sunderland City Council was being 

undertaken to understand the issues and hoped this would be 

concluded by the end of 2016. 

 In terms of LD transformation, Mr Chandler said that he would now be 

leading on the financial element of this work for the north-east and 

advised that bed numbers across the region, as well as nationally, 

were to be reduced by 50% by moving more clients into the 

community.  Transition funding in 2016/17 was available to support 

the north-east to move from inpatient to community settings.  More 

work would be undertaken on the future model for the next five years 

with Specialised Commissioning services linked to the Programme 

Board. 

 It was noted that although the tariff had not yet been published there 

had been enough information to allow planning of a high level view to 

support contracting discussions. 

 It was noted that the transformational changes would have 

appropriate clinical input.  Mrs Taylor said that there needed to be 

assurance that any change to the ratio of outpatient first and review 

appointments were clinically appropriate rather than based on cost.  

Dr Khalil supported that view. 

 Dr Pattison asked that clarity be sought from NHS England on the 

release of the £5m CCG contingency money for this year, held in 

central reserves, as there was a risk to this funding being spent 

responsibly in year given six months had already passed.  In addition, 

he queried whether the guidance suggested any extension of the 

three year period available to draw down funds held in reserves.  Mr 

Chandler confirmed that CCGs had been asked to plan on a four year 

basis. 

 The Governing Body NOTED the financial position of the CCG as at 

31 August 2016 and the update provided on CHC restitution. 

2016/119 SCCG Assurance Report 

 Mrs Steadman 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. 
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 In relation to the NHS Constitution standards and RTT, the CCG 

remained above plan and pressures continue in respiratory and 

gastroenterology services. 

 Although A&E performance had improved, this remained slightly 

under the 95% standard. 

 There were pressures in urology pathways and meetings were taking 

place to discuss the development of a urology one stop shop. 

 In relation to ambulance performance against Red response, this was 

below target and an advanced practitioner pilot had been 

commissioned from 1 April to 30 September 2016 to avoid hospital 

admissions. 

 Mrs Steadman said that the new Improvement and Assessment 

Framework was now available on MyNHS although due to data 

availability many do not yet have any actual performance.  A 

dashboard illustrating the risk assessment baseline was appended to 

the report. 

 IAPT access and recovery was above target. The CCG had 

responded to a number of questions raised on the early adopter 

expression of interest and final feedback was awaited. 

 In relation to non-elective inpatient activity, there had been slight over 

performance against trajectory in June 2016 and work is ongoing to 

understand the impact of the Vanguard programme and tracking of 

impact at patient level has identified reductions in activity for some 

patients who have had an MDT. 

 A new Quality Premium was in place for 2016/17 with and current 

performance estimated achievement of £142k. 

 In relation to the Operational Plan 2016/17, since the report in July 

2016 the dashboard which illustrated all transformational programmes 

and productivity projects had been revised to include all leads 

including clinical leads and identified when risks were due to be 

reviewed.  Currently three risk areas relating to CVD were due for 

review. 

 In relation to long term condition rehabilitation, Mrs Steadman said 

that this was a productivity project with an efficiency target of £300k.  

Currently there are two services which overlap and therefore savings 

could be made by decommissioning one of the services.  Legal advice 

was awaited and it was anticipated that a procurement process would 

be required.  The Executive Committee meeting in October would 
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receive a report regarding the proposal to change the scope of the 

service. 

 In relation to CAMHS, waiting times for referrals into the NTW CYPS 

service had increased in quarter 1 and NTW FT were undertaking a 

review to understand the slippage and the work would be completed 

by December 2016.  Additional funding options are being explored 

should that be necessary. 

 It was noted that currently there was no project outline document for 

the prevention transformation programme on the Plan on a Page and 

this was being progressed through the System Resilience and 

Transformation Board.   The Director of Public Health had developed 

a strategic outline case to progress and embed making every contact 

count (MECC) in every healthcare setting and this had been 

supported by the SRT Board. 

 A CVD working group had been established to scope the work to 

develop a prevention strategy focusing on addressing modifiable risk 

factors to minimise ill health and disease and so improve outcomes 

for patients.  The Executive Committee had endorsed a request for 

£100k of non-recurrent funding to support the project implementation 

including any additional workload for general practice and initiatives 

such as the use of the STAR tool. 

 Mrs Taylor said that given the amount of effort and progress made by 

the vanguard work it was disappointing to see these levels of activity.  

However, this raised an issue on what the position would have been 

without that work having been done.  Dr Gillespie said that the 

vanguard work focused on older and more complex patients and the 

pressures may be coming from the younger population.  Dr Lucas 

said that the next phase of work would be to identify the gaps 

between the systems and react to the changing demands and needs 

of the population. 

 Mr Macklin asked if the transformation programme had reduced bed 

numbers as intended to manage the “supply pull” into secondary care.  
Mr Gallagher said that there would be opportunities to do this afforded 

by the two year planning and contracting arrangements to reflect the 

shift in activity.   

 Mr Chandler said that the CCG had put in place a significant incentive 

scheme using vanguard funding to ensure all systems worked 

together to achieve the required impact on activity levels.    
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 In relation to the performance against the cancer 62 day target, Dr 

Pattison requested a more detailed report breaking down by specialty 

not meeting the target to inform the members of the pressures on the 

target caused by specific specialty issues particularly in the urology 

service.  Mr Gallagher said that there had been an action plan 

although this had not delivered as expected. 

 Action: Mr Watson 

 The Governing Body NOTED the: 

 progress on delivery of the 2016/17 Plan on a Page 

 issues for information, including actions to address 

 endorsement by the Executive Committee in September of the 
funding request for the CVD project. 
 
 

2016/120 South Tyneside and Sunderland Healthcare group – case for 

change 

Patrick Garner, Programme Manager for the South Tyneside and 

Sunderland Healthcare Group, gave a presentation on the case for 

change and the rationale for the formation of the South Tyneside and 

Sunderland Healthcare Group.  It was noted that plans to form the 

Healthcare Group had been underway for some time.  However this 

now formed a significant part of the wider Sustainability 

Transformation Plan work to improve sustainability of acute services, 

and aimed to improve the quality of care through a joint programme of 

clinical service reviews.  

Mr Garner said that each clinical review would be presented to the 

Executive Committee and confidential meeting of the Governing Body.  

Recommended options for change would require support from 

commissioners via public meetings of governing bodies prior to 

implementation. 

One of the key NHS priorities was to deliver seven day services with 

the aim to improve access times to a consultant review for all 

emergency admissions, access to timely diagnostics and consultant 

directed interventions 7 days a week and on-going review of patients 

in hospital following their initial emergency admission.   

Other key drivers for the rationalisation of services had been around 

sustainability, and the critical mass needed for service provision, and 

workforce issues to address gaps in services and support sub-

specialism to support recruitment. 
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The clinical reviews would be progressed in three phases over the 

next 12 months.  Each phase would be the subject of formal public 

consultation prior to any decision on proposed changes.  Dr Lucas 

queried the extent of the consultation and engagement.  Mr Garner 

said that all parties would have an opportunity to feed in comments. 

Dr Gellia said that he was a member of the Clinical Service Review 

Group and assured members that the process was robust and had 

good CCG input into design groups. 

As the CCG lead for PPI, Mrs Sullivan said that there was insufficient 

detail on patient engagement and suggested that a paper from the 

Communications team identifying how the engagement process would 

be managed would be helpful. She added that she was disappointed 

that patient engagement had not been part of the process at an earlier 

stage and would welcome the opportunity to make challenges before 

the detail was fed up to the board level. Mrs Lagun said it would be 

important to ensure that the Safeguarding team was consulted 

throughout the process. 

Mr Gallagher said that as commissioners the CCG role was to lead on 

the consultation and provide responses and challenge throughout the 

process with the outcome of each review being reported back to the 

two CCG governing bodies.  He said that requests had been made for 

national political support for the 44 STP plans, and it was important to 

keep in mind that the proposals for Sunderland and South Tyneside 

were primarily driven by workforce and quality and safety issues 

rather than just the financial situation.   

Mrs Gibson said that the scale of change proposed provided 

opportunities to change ways of working and said that prevention and 

making every contact count should be embedded in all plans. 

Having worked in Sunderland for many years, Mr Macklin said that 

there had been similar proposals discussed in the past which for a 

variety of reasons had not come to fruition.  Mr Gallagher said that the 

collective support of NHS England, NHS Improvement (previously 

Monitor) and CCGs had influenced the decision to progress this.   

In relation to consultation, Mrs Cornell said there was a risk of 

‘consultation fatigue’ if the process was lengthy.  Mr Garner said that 

the consultation periods would follow each of the three phases 

focused on specific areas and services. 
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The Governing Body ENDORSED the Case for Change for the 

Healthcare Group NOTING there were some concerns around the 

timetable for the engagement process and the involvement of PPI.  

2016/121 Annual audit letter 2015/16 

 The purpose of this document was to summarise the outcome of the 

external audit of the CCGs 2015/16 financial statements and the 

external auditor’s review of the CCG’s arrangements for securing 

economy, efficiency and effectiveness (value for money). 

 The CCG had received an unqualified opinion on the Annual Accounts 

and there were no matters for the external auditor to report on in 

relation to value for money.  The Audit Committee had received the 

letter at the meeting on 6 September 2016.  The Governing Body had 

no issues to raise for further discussion. 

 Dr Pattison, on behalf of the Governing Body, thanked the Finance 

Team and Mazars for all the work to achieve this position. 

 The Governing Body NOTED the external auditor’s report which 
would be published on the SCCG website. 

 Action: Mrs Cornell to publish the report on website 

2016/122 Managing Conflicts of Interest 

The report provided the Governing Body with an overview of the    

revised statutory guidance recently published by NHS England, an 

outline of the CCGs process to manage conflicts of interest and the 

updated standards of business conduct and declarations of interest 

policy to ensure adherence to the revised guidelines. 

Mrs Cornell said that there had been a requirement to include some 

additional recommendations within the guidance.  Mrs Taylor, As 

Chair of the Audit Committee, would take on the role of Conflicts of 

Interest Guardian.  All staff would be required to undertake Conflict of 

interest training as part of the statutory mandatory training, although 

the training package had not been released to date. 

In relation to the Standards of Business Conduct and Declarations of 

Interest Policy, the amendments were highlighted for ease of 

reference.  It was noted that the policy had been to the Audit and 

Executive Committee’s for comment and to the Primary Care 
Committee for information. 

Mrs Taylor said that since writing the report there had been further 

consultation documents published on conflicts of interest and 



NHS Official                                                        Item: 4 

Page 13 of 14 

 

therefore the paper would need to be reviewed against that 

information to ensure it remained fit for purpose following the 

consultation. 

Dr Khalil said it would be helpful to have some training on conflicts of 

interest.  A session was being planned for the Governing Body. 

The Governing Body: 

 APPROVED the appointment of the Audit Chair as Conflicts of 
Interest Guardian for the CCG  

 NOTED the revised process for maintaining appropriate 
registers as detailed in the report 

 Formally RATIFIED the revised standards of business conduct 
and declarations of interest policy. 
 
 

2016/123 Risk Management Policy and Framework 

 The purpose of the report was to provide the Governing Body with an 

updated Risk Management Policy and Framework.  

 Mrs Cornell said that there was one minor change relating to risk 

materialisation.  This related to any risk actually happening it would be 

classified as an incident rather than remaining on the risk register.  

The QSRC had approved the Framework and recommended it for 

submission to the Governing Body. 

 In relation to the table in section 2, the risk management action guide, 

Dr Gillespie said that the escalation process was to directors and 

asked when clinicians would be notified of risk.  Mrs Cornell said that 

any clinical risk raised with directors would be escalated to clinical 

leads in addition to being reported to the QSRC. 

 The Governing Body APPROVED the updated Risk Management 

Policy and Framework. 

2016/124 Chief Officers Report 

 The report provided the Governing Body with an update on activities 

undertaken by the Chief Officer. 

2016/125 Minutes of the Executive Committee meeting held on 5 July 2016 

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

information. 

2016/126 Minutes of the Executive Committee meeting held on 2 August 

2016 
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 The minutes of the meeting held on 2 August 2016 were RECEIVED 

for information. 

2016/127 Minutes of the Audit Committee meeting held on 24 May 2016 

 The minutes of the meeting held on 24 May 2016 were RECEIVED for 

information. 

2016/128 Minutes of the Primary Care Commissioning Committee meeting 

held on 24 May 2016 

 The minutes of the meeting held on 24 May 2016 were RECEIVED for 

information. 

2016/129 Any other business 

 There were no further items of business and the meeting closed at 

3.30pm  

2016/130 Date of next meeting 

 Tuesday 29 November 2016, 1.15-3.45pm. Bede Tower, Burdon 

Road, Sunderland SR2 7EA. 
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NHS SCCG Governing Body Action Log      

 NHS Sunderland CCG Governing Body Action Log 27 September 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 was held on 31 May 

2016 

A Fox 
 
 
 
 

31 January 2017 
 

2016/59 Report from the QSRC 

meetings on 8 March and 12 April 2016 

End of Life Care group to clarify the legal 

requirements for the verification of death and gaps 

in the service in the absence of trained nurses.   

A Fox/F Gunn Following meeting 

2016/92 Patient Story A letter of thanks had been drafted and would now 

be sent to the patient and his family. 

P Taylor Completed 

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

as this may refer to dietetics.   

H Steadman to confirm this action was completed 

D Burnicle/ 
H Steadman  

Following meeting 

2016/115 Report from the Quality, 

Safety and Risk Committee meeting 

held on 12 July 2016 

NTW risk around safer staffing – confirmation to be 

sought on whether this related to Sunderland or 

was across the NTW area. 

A Fox/C 
Macklin 

Following meeting 

2016/116  Report from the Quality, 

Safety and Risk Committee meeting 

held on 16 August 2016 

Establish time-limited task and finish group to 

oversee and progress shared care and joint 

formulary risks. 

C Bradford/J 
Gillespie 

Following meeting 

2016/119  SCCG Assurance Report A detailed report to be produced on cancer 62 day 

target pressures created by issues in urology 

S Watson November 2016 
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2016/120  South Tyneside and 

Sunderland Healthcare group – case 

for change 

More work to be done on the timetable and 

involvement of PPI at an earlier stage of the 

process. 

P Garner/A 
Sullivan 

Following meeting 

2016/121 Annual audit letter 2015/16 Auditor’s report to be published on CCG website D Cornell Completed 
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CATEGORY OF PAPER  

Proposes specific action  

Provides assurance   

 
GOVERNING BODY MEETING 

 

29th November 2016 

Report Title: 
Minutes of the Quality, Safety and Risk 
Committee held on 13 September 2016.   

Purpose of report 

The purpose of this report is to highlight the key points, risks and assurances from the minutes of 
the Quality, Safety and Risk Committee (QSRC) held on 13 September 2016  

Key points, risks and assurances 

 
PATIENT EXPERIENCE  
PPI Annual Report 
 
Key points 
The report summarised the engagement and development work undertaken on behalf of the CCG 
during 2015 - 2016 with respect to patients, the public, carers and communities. 
 
The report incorporated the following 6 main areas: 
• Statutory duties 
• Transforming participation – benchmarking and recommendations  
• Engagement and outcomes (where appropriate) by work area / health topic 
• Informal engagement mechanisms employed by the CCG 
• Key relationships  
• Future steps and the engagement ‘pipeline’ 
 

Risks 

• The need to develop, implement and monitor systematic mechanisms to embed patient, public, 
carer and community involvement in to all aspects of CCG transformational change. 

• The structural and staff changes required of Sunderland City Council has proved challenging to 
developing joint engagement arrangements.  A virtual collaboration hub is being considered 
instead and a training programme is in place to address this risk.  

• Statutory duties not being adhered to in relation to formal consultations.  The Consultation 
Institute is delivering 5 training session to address this with key members of staff, starting.  

 

Assurances  

• Ongoing development and implementation of the Transformation Action Plan for 2016/17 
• Development of the engagement ‘pipeline and forward planning into 2016/17 
• Excellent relationships are in place with a wide variety of stakeholders. 
• Wide range of engagement work plans pro-actively seeking patient and public feedback to 

influence commissioning decisions. 
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PPI Highlight Report 
 
Risks 

• Sunderland Health Forum is not an effective vehicle for open public involvement. 
• The perceived lack of support from Sunderland CCG to Locality Patient Groups (LPGs) - a 

briefing paper is being prepared for directors regarding the offer of support to LPGs. 
• New PPI annual report requirements for 2016/17 (NHS England) required systematic 

involvement and reporting within all aspects of service development, including evidencing 
engagement with groups with protected characteristics.   

 
Assurances 

• Locality patient groups (LPGs) - • Structural change within local authority engagement 
mechanisms to support joint working is under consideration. In the interim period the authority 
partnership manager will attend the CCG’s Communications and Engagement Steering Group. 

• The developing Equality and Diversity Group will support engagement and monitoring of 
effective involvement with people who belong to groups with protected characteristics.   

 

PATIENT SAFETY  

Safeguarding Highlight Report 

Key Points: 
 
• Following the Ofsted inspection of Sunderland Children’s Services in May 2015, Ofsted 

undertook a “deep dive” on 4th and 5th August into Looked After Children and Care Leavers. 
Preliminary feedback had been positive and inspectors noted considerable improvement from 
the last inspection.   

• The Multi-agency Safeguarding Hub (MASH), following consultation with multi-agency partners, 
will be changing its name to the Integrated Contact and Referral Team (ICRT).   

• The CCG safeguarding team would undertake a training needs analysis across primary care, 
the results of which would be used to develop a training plan for 2017-18 

• No expressions of interest from GPs across Sunderland and from named GPs in the region 
have been received for the post of named GP for the Safeguarding Adults.  A national advert will 
be considered.  

• The CCG safeguarding team had undertaken a Prevent self-assessment to assess its 
compliance with the requirements of the Prevent Duty. Actions had now been completed and the 
CCG could be assured appropriate actions had been completed.  

 
CLINICAL EFFECTIVENESS 
Medicines Optimisation (MO) Quarterly Report 

Patient safety  
Medicines incident reports from general practice via SIRMS  
From April 2015 to June 2016, there had been 240 incidents from 40 practices. In the last quarter 
12 incidents had been assessed by the reporter as causing minor harm.  There are still 11 general 
practices that are not reporting incidents.  
 
Risks 
Medication incident themes that had emerged during the last quarter were: 
Community pharmacy ‘managed repeats’ There are issues with community pharmacies not asking 
patients what medication was needed. 
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Development of the Sunderland joint formulary  
CHS joint formulary committee (JFC) representatives had been less engaged than previously with 
joint formulary development and implementation. Following intervention by the CCG chief executive 
officer, engagement had recently improved and a plan was in place to develop further chapters. A 
stakeholder meeting was booked to discuss implementation of the formulary in CHS. 
 
Development of shared care guidelines 
The shared care template and a process for developing shared care guidelines had been 
developed and approved by the JFC.  A priority list had been agreed and guidelines on Disease-
modifying anti-rheumatic drugs (DMARDS) and also for denosumab in the treatment of 
osteoporosis in postmenopausal women and in men at increased risk of fractures (both primary 
and secondary prevention) were in development. GPs had raised concerns about movement of 
workload into primary care. This may be addressed by the plans to develop a general practice 
quality premium as one component of this may be payment for shared care.  
 
A joint meeting was planned for 26 September 2016 to discuss outstanding issues regarding the 
slow progress of the joint formulary and to gain a better understanding of the barriers to 
implementation and plan how these would be addressed.     
 
The CCG MO team was actively looking at GP representation on the JFC, horizon scanning and 
working towards chapters.  Overall the joint formulary was moving forward but at present the CCG 
did not have assurance that the joint formulary had been fully implemented in CHS.  
 
Risk: That safe prescribing and Shared Care Guidelines were not fully implemented  
 
Assurance: There has been a lot of engagement with GPs on the JFC and the baseline showed 
over 90% compliance for the first 6 chapters for the first 6 months.  
 
GOVERNANCE  
SCCG Risk Register Report 
Key assurances 
The risk register continues 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.   
 
SCCG Assurance Exception Report 
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).  
Reporting had also commenced on the quality premium for 2016/17.  Baseline positions for each of 
the new indicators for the whole framework including the quality premium were expected to be 
published incrementally throughout the year.   
 
Accident and Emergency four hour wait performance at City Hospitals Sunderland NHS Foundation 
Trust (CHSFT) remained under the 95% standard for the year to date despite improvements in 
quarter 2.  CHSFT failed the trajectory for quarter 1 with 96.4% and current data for quarter 2 is 
94% so would also fail that quarter. Overall performance for Sunderland is currently 96.6% 
 
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 quarter 1 was below the 85% standard due to 
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pressures at CHSFT.  This was likely to continue into the summer. Dr Bradford noted that CHSFT 
did meet the 62 day target.  
 
There had been 2 MRSA cases confirmed for CHSFT and a further case in August that would be 
reviewed at the HCAI Improvement group meeting. 
 
Ambulance response times continue to be a significant pressure in 2016/17 with performance for 
April 2016 still below the standard for red 1 calls.  This was due to diverts and handover delays 
which had also been reported by other trusts and Northumberland was one of the major problem 
areas.  
 

Recommendation/Action Required 

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

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

Report author Sue Goulding, Head of Quality and Patient Safety 

Governance and Assurance 

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

CO1: Ensure the CCG meets its public accountability duties  

CO2:  Maintain financial control and performance targets  

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

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

 

CO5: Identify and deliver the CCG’s strategic priorities  

CO6: Develop the CCG localities  

CO7: Integrating health and social care services, including the Better Care Fund  

CO8:  Develop and deliver primary medical care commissioning  

Any relevant legal/statutory issues 

N/A 

Are the identified risks on the risk register?  

Yes 

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

N/A 

Equality analysis completed 
(please tick)  

Yes  No  N/A  

Key implications 
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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 13 September 2016  

Joseph Swan Suite, Pemberton House  
 

Present:  
Mrs Aileen Sullivan, SCCG Lay Member for Patient Public Involvement (chair) 
Mrs Kath Bailey, Public Health (on behalf of Gillian Gibson)  
Dr Claire Bradford, SCCG Medical Director  
Professor Mike Bramble, SCCG Secondary Care Clinician, CCG Governing Body 
Member  
Ms Debbie Cornell, SCCG Head of Corporate Affairs  
Mrs Juliet Fletcher, SCCG Clinical Pharmacist (on behalf of Miss Mallett) 
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 2.10pm) 
Mrs Sue Goulding, SCCG Head of Quality and Patient Safety  
Mr Richard Scott, SCCG Designated Nurse Safeguarding Adults (on behalf of 
Deanna Lagun 
Dr Ian Pattison, SCCG Chair (arrived at 2.20pm) 

 
In Attendance: 

Mrs Claire Miller, SCCG Contact Manager/Accountant (for item 9.2 only)  
Mrs Sara Seldon, SCCG Formulary Pharmacist (for item 8.1 only) 
Miss Vicky Casey, SCCG Admin Support (Observing)  
Mrs Eleanor Hardy, SCCG PA (minutes) 

  
 
2016/196 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.  
 
2016/197 Apologies for Absence 
 
Apologies received from:  
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; Mrs Gillian Gibson, Director of Public Health  
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2016/198 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 
 
2016/199 Minutes of the previous meeting held on 16 August 2016 – enclosure  
 
The minutes of the meeting held on 16 August 2016 were agreed as a true and 
accurate record of the meeting. 
 
2016/200 Matters arising 
  
There were no matters arising.  
 
2016/201 Action Log – enclosure  
  
All actions were discussed and updated on the action log.  Actions 6, 7, 9, 17, 20, were 
closed and would be removed from the action log.  
 
2016/202 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 on16 August 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  
 
2016/203 PPI Annual Report – enclosure  
 
Ms Cornell presented the PPI annual report to the committee.  The purpose of the 
report was to provide the committee with a summary of key patient and public 
involvement activity undertaken during 2015/16.  Ms Cornell highlighted key points, 
risks and assurances.  
 
Key points 
The report summarised the engagement and development work undertaken on behalf of 

the CCG during 2015 - 2016 with respect to patients, the public, carers and 

communities. 

 
The report incorporated the following 6 main areas: 

 Statutory duties 
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 Transforming participation – benchmarking, recommendations and what this 

means for commissioners 

 Engagement and outcomes (where appropriate) by work area / health topic 

 Informal engagement mechanisms employed by the CCG 

 Key relationships  

 Future steps and the engagement ‘pipeline’ 
 
Risks 

 The need to develop, implement and monitor systematic mechanisms to embed 

patient, public, carer and community involvement in to all aspects of CCG 

transformational change. 

 The structural and staff changes required of Sunderland Council had proved 

challenging to developing joint engagement arrangements with the local 

authority.  Ms Cornell advised that a virtual collaboration hub was being looked at 

instead and a training programme was in place to address this risk.  

 Statutory duties not being adhered to in relation to formal consultations.  Five 

training sessions had been arranged with the Consultation Institute to address 

this with key members of staff.  The first session had taken place on 31st August 

2016. 

 
Assurances  

 Ongoing development and implementation of the Transformation Action Plan for 

2016/17 

 Development of the engagement ‘pipeline and forward planning into 2016/17 

 Excellent relationships are in place with a wide variety of stakeholders. 

 Wide range of engagement work plans pro-actively seeking patient and public 

feedback to influence commissioning decisions. 

 
Ms Cornell invited questions form the committee.  
 
Mrs Sullivan referred to new information from NHS England regarding requirements and 
encouraging a separate PPI report to be appended to the annual report.  Ms Cornell 
advised that this would be incorporated as part of the annual reporting preparations and 
a more detailed PPI annual report included in the CCG’s overall annual report.   
 
Mr Gallagher noted the content of the report was good but added that there could be 
confusion with the first section of the report regarding the transforming participation 
recommendations  as opposed to the overall recommendations of the  paper and asked 
for this to be made more explicit in the version that would be submitted to the governing 
body.  
 
Professors Bramble noted it would be helpful  to have an executive summary at the 
beginning of the report. 
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Action: Ms Cornell 
 
Mrs Sullivan referred to page 14 of the report and noted there needed to be more 
specific information on what the priorities were.  
Action: Ms Cornell 
 
Mrs Sullivan noted that the CCG engagement officer had advised that Sunderland 
Health Forum (SHF) was not working effectively and there had been poor attendance. 
In the ‘All together better’ public events, attendance had been very good and the CCG 
needed to challenge itself to do the same with the SHF.  Ms Cornell advised that Age 
UK had different contact groups in Sunderland and the CCG needed to tap into these 
groups that supported different areas of work and also utilise the community and 
voluntary sector.  Ms Cornell would look into this and an update would be included in 
the next PPI highlight report.  
Action: Ms Cornell  
 
Ms Cornell advised that a number of mechanisms were in place for the SHF to be more 
publicised to keep the event open and targeted at the same time.  Mrs Sullivan advised 
that there needed to be engagement with the STP work and utilisation of the work that 
had already been done.  
 
Dr Pattison advised that he and other exec GPs were more than happy to attend the 
SHFs and in terms of increasing visibility of the SHF.  Also, the CCG had funded 
information screens in general practices and these could be used to advertise the 
SHFs.   
Action: Ms Cornell 
 
Mr Gallagher referred to the section 3 of the report which referred to breast services and 
noted that the report was for 2015/16 and the outcomes should be looked at.  
 
Mr Gallagher referred to the list of voluntary and community sector groups at the back of 
the report and advised these were the groups that the CCG needed to contact to ensure  
the right people attended the SHFs.  Ms Cornell agreed and added that future topics for 
the SHF were being identified to ensure there was appropriate representation, 
particularly from a clinical perspective.   
 
Mrs Sullivan referred to a learning disabilities session that the CCG had committed to 
hold at a SHF and asked what had happened in regards to this.  Ms Cornell advised 
that this was in the pipeline and would be prioritised as a commitment had been made 
by the governing body.  
Action: Ms Cornell  
 
Mrs Sullivan queried whether there was any further update in relation to  the patient 
participation groups (PPGs) work.  Ms Cornell advised there was no update as yet but 
the work was going ahead as planned.  The issue with regards to the locality patient 
groups (LPGs) remained outstanding. 
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The quality safety and risk committee RECEIVED the report for assurance and once the 
report had been updated as requested APPROVED the report for submission to the 
governing body 
 
 
2016/204 PPI Highlight Report – enclosure  
 
Ms Cornell presented the PPI highlight report to the committee.  The purpose of the 
report was to provide the committee with an update on the patient and public 
involvement (PPI) activity undertaken with stakeholders during the period 22 June to 18 
August 2016.  Ms Cornell highlighted key points, risks and assurances.  
 
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  

 
Ms Cornell updated the committee that the transformational participation action plan 
had not been included in the report due to time scales and would be included in the next 
PPI highlight report submitted to the committee on 11 October 2016. 
 
Risks 

 Sunderland Health Forum is not an effective vehicle for open public involvement. 

 The perceived lack of support from Sunderland CCG to Locality Patient Groups 
(LPGs). 

 Lack of progress with the development of joint engagement plans with the local 
authority. 

 New PPI annual report requirements for 2016/17 (NHS England) required 
systematic involvement and reporting within all aspects of service development, 
including evidencing engagement with groups with protected characteristics.   

 
Assurances 

 Options for revision of Sunderland Health Forum were  included in the report 
(2.1) 

 Locality patient groups (LPGs) - a briefing paper was being prepared for directors 
regarding the offer of support to LPGs. 

 Structural change within local authority engagement mechanisms to support joint 
working was under consideration. In the interim period the authority partnership 
manager would attend the CCG’s Communications and Engagement Steering 
Group. 

 The production of the engagement ‘pipeline’ and implementation of the PPI 
toolkit would support a systematic and consistent approach to involvement 
across the CCG.  The PPI toolkit was being revised as training to CCG staff was 
completed.  The 4revised toolkit would be shared within the next 2 weeks 
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 The developing Equality and Diversity Group would support engagement and 
monitoring of effective involvement with people who belonged to groups with 
protected characteristics.   

 
Ms Cornell invited questions form the committee. 
 
Dr Bradford referred to the quality and diversity group terms of reference and asked 
who the members of the group were. Ms Cornell advised she would include this in the 
next highlight report. 
Action: Ms Cornell  
 
In regards to the PPGs and LPGs, Dr Bradford noted there was a risk of consultation 
fatigue and if people were giving up valuable time it needed to be made clear what the 
groups were doing and who was leading them. 
 
Mr Gallagher advised that it had not yet been clarified how LPGs would be managed 
and further thought was needed as to how this would be taken forward.   Ms Cornell 
advised the next meeting with the pioneering care partnership (PCP) was due in the 
next 2 weeks and further discussion would take place.   
 
Mrs Fox noted the pipeline was in development but all project leads were at different 
stages with a variety of activity being required.  In the first instance a piece of work 
should be carried out to clarify what type of engagement they needed to do and which 
forum to use i.e. SHF or specific groups and to be clear of which approach to use.  Ms 
Cornell advised that the requirement for PPI work to be considered at the beginning of 
projects had been included as part of the PMO toolkit to ensure the poject leads were 
considering this.  This process was currently being implemented and developments 
should be seen within the next 2 month.  
 
Mrs Sullivan asked that given comments received, what would be done in the future in 
regards to SHFs.  Ms Cornell advised there would be a firmed up proposal on SHFs 
included in the next PPI highlight report.  
Action: Ms Cornell  
 
Mrs Fox asked whether reference had been made to STP and the Sunderland and 
South Tyneside alliance with regards to the CCG’s pipeline.  Ms Cornell advised this 
had not been done at this point but would be going forward.   Mrs Fox advised it needed 
to be explicit what the CCG role was.  
 
Mr Gallagher queried whether the SHFs would still continue.  Ms Cornell confirmed 
there would be a SHF at the end of September and further dates already planned would 
go ahead.  
 
The quality safety and risk committee RECEIVED the report for assurance 
 
 
PATIENT SAFETY  
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2016/205 Safeguarding Highlight Report - enclosure  
 
Mr Scott 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.  Mr Scott highlighted key points 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.  
 
Following the Ofsted inspection of Sunderland Children’s Services in May 2015, Ofsted 
undertook a ‘deep dive’ on 4th and 5th August into LAC and Care Leavers. Preliminary 
feedback had been positive and inspectors noted considerable improvement from the 
last inspection.  Mr Scott advised there had been 1 issue which was a health passport 
for care leavers.  
 
Due to difficulties securing a secondment, Team Sanctuary had been unable to recruit a 
nurse into Team Sanctuary South. A different approach was to be used and the 
designated nurses would provide support to the police and social workers to ensure 
appropriate health services could be accessed in a timely manner.  
 
The Multi-Agency Safeguarding Hub (MASH), following consultation with multi-agency 
partners, would be changing its name to the Integrated Contact and Referral Team 
(ICRT).  Public health currently fund 2 band 7 roles and 1 band 4 role but there was the 
potential that public health may not fund these roles in the future. 
 
The 2nd part of the level 3 safeguarding training was now being delivered in the localities 
by the CCG safeguarding team and external speakers.  
 
The CCG safeguarding team would undertake a training needs analysis across primary 
care, the results of which would be used to develop a training plan for 2017-18 
 
Two further specialist domestic abuse GP training sessions had been commissioned by 
the safeguarding team and would be delivered on 12 September 2016 and 3 November 
2016.  Mr Scott advised that the training in September had since been cancelled but 
would be rescheduled early in the New Year.  
 
The CCG safeguarding team had unsuccessfully sought expressions of interest from 
GPs across Sunderland and from named GPs in the region for the post of named GP 
for the Safeguarding Adults. role.  A national advert would be considered in mid-
September. 
   
The CCG safeguarding team was working with the local authority to agree the 
management of Mental Capacity Act/Deprivation of Liberty safeguards (MCA/DoLs); a 
report outlining proposals would be submitted to the October QSRC meeting.  
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The CCG safeguarding team had undertaken a Prevent self-assessment to assess its 
compliance with the requirements of the Prevent Duty. Actions had now been 
completed and the CCG could be assured appropriate actions had been completed. 
Revised policies and procedures in respect of this work would be shared with the 
committee at its next meeting on 11 October 2016. 
 
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. 
 
Mr Scott advised that 5 serious case reviews (SCRs) had been published this week, 3 
babies and 2 young people.  The interim chair of the Sunderland safeguarding children 
board (SSCB) had made a public commitment on behalf of all partners to ensure every 
member of staff in all organisations (whether they are involved in safeguarding work or 
not) was told about what had been learnt and got the chance to think about and discuss 
the implications of the learning for them as staff in the public sector, serving the 
communities and children of the city.  The SSCB would be undertaking “mystery 
shopper” surveys on how well this learning had been disseminated. 
Action: Mrs Hardy to send SCRs to committee members 
 
Risks for decision making: none – the report was for information only.  
 
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. 
 
Mr Scott invited questions from the committee.  
 
Mrs Fox reported there had been some positive feedback from Ofsted on progress 
made and the CCG was working very hard as partners on how it was delivering its 
statutory duties.  
 
Mr Gallagher advised that themes from the SCRs were common and it was important 
that this information was cascaded to all staff to ensure lessons were learned.  
 
Mrs Fox updated the committee that at the last STFT quality review group, concerns 
had been raised around governance arrangements regarding safeguarding practices. 
This had been escalated to the CQC and the Cumbria and North East quality 
surveillance group. An update on this issue would be included in the next safeguarding 
highlight report. 
 
Professor Bramble asked if the backlog of SCRs had been addressed with in 
Sunderland.  Mr Scott advised there was currently 2 ongoing and 4 more to start.  Mrs 
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Fox advised that the approach to SCR had been streamlined but that the methodology 
would still elicit the learning.  
 
Mrs Sullivan advised there would be a dedicated safeguarding session held for half an 
hour before the quality safety and risk committee meeting on 11 October 2016 and all 
CCG staff would be invited to attend.  Mrs Fox would email all staff with the details. Mr 
Gallagher advised in addition, there would be a session focusing on safeguarding at the 
next SCCG time out on 3 November 2016. 
Action: Mrs Fox  
 
The quality safety and risk committee RECEIVED the report for assurance 
 
 
QUALITY IN COMMISSIONED SERVICES  
 
2016/206 Clinical Quality Assurance Visit Report – enclosure  
 
Mrs Goulding presented the clinical quality assurance visit report to the committee.  The 
purpose of the report was to highlight the key findings and any recommendations made 
following the clinical quality assurance announced visits to Northern Doctors Urgent 
Care (NDUC) GP Out of Hours Services, (Leechmere). City Hospital Sunderland 
Foundation Trust (CHSFT) - E52-Acute Elderly ward, E56-Dementia & Delirium ward 
and Alexandra Centre.  Mrs Goulding highlighted key points, risks and assurances.  
 
NDUC 
Key Risks identified: 

 GP and nurses reported regular occurrences of GPs being asked to cover shifts 
within UCC contracts both in and out of the Sunderland area 
(Middlesbrough/South Tyneside/Gateshead. 

 GPs who previously worked for Primecare did not undertake home visits   

 NDUC don’t  have GP OOH service specific appraisals and relied upon the GPs 
main employer i.e. their day time practice 

 No supervision framework was in place for GPs i.e. reflective practice 

 Nursing team noted that they didn’t know what drugs GPs carried and if they did, 
they may be able to treat more patients.   
 

Mitigating Actions: 
An action plan from the visit and previous NDUC site visits had been developed and 
combined with the CQC visit action plan and would be monitored through the QRG 
meetings.  
 
CHSFT-E56 
 
Key Risks identified: 
Physiotherapist raised concerns during the visit in relation to pressure relieving mattress 
cable wire on the floor. The cable wire was causing problems when moving the bed and 
expressed that it was also a trip/fall risk for patients as well as staff. The physiotherapist 
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also expressed that he had raised this issue several times with his manager but nothing 
at that point had been done to resolve the issue.  
 
Mitigating Actions- 
The Trust had confirmed that staff had received training from the manufacturer who 
advised that the lead should be fed underneath   the mattress to the socket at the top of 
the bed.  This kept the lead off the floor so there was no risk to patients/visitors/staff and 
also reduced damage to the lead.  All wards had been emailed to remind them of this 
and the clinical trainer had been asked to revisit all wards. 
 
Mrs Goulding invited questions from the committee.  
 
Dr Gillespie referred to northern doctors that had previously worked for Primecare not 
undertaking home visits and asked if this was putting patients at risk.  Mrs Goulding 
advised this related to only 1 or 2 GPs but she would clarify and feedback.  
Dr Bradford noted that the service needed to ensure it was providing the services 
detailed within the contract.  Dr Pattison noted in regards to the comment about some 
GPs refusing to do a home visit, it was a professional standards obligation to do this.  
Action: Mrs Goulding to discuss at NDUC QRG  
 
In regards to NDUC GP OOH service specific appraisals, GPs had only one appraisal 
that covered the entirety of responsibilities as a GP, Dr Bradford advised that this was 
different to having objectives and performance management; NDUC would provide this 
and ensure their doctors had taken part in an annual appraisal.  Doctors only needed to 
do revalidation appraisal once in 5 years.  
 
Mrs Sullivan noted the Alexandra centre had been visited 3 times and asked if this had 
been steered by CHS.  Mrs Goulding advised this was not the case; a member of the 
CCG contracting team had requested the most recent visit.  Mrs Sullivan advised that 
the CCG needed to challenge itself why certain areas that had no concerns had been 
visited more than once in a short timeframe. Mrs Fox requested that a table of visits was 
produced and the visits with no concerns identified and highlighted.  
Action: Mrs Goulding 
 
Dr Pattison referred to GPs being asked to cover shifts out of the Sunderland area and 
asked if this was happening mid shift.  If this was a significant recurrence it should be 
reported as this was a resilience and quality and safety issue.  Mrs Goulding would 
establish the number of times this had happened and report back to the committee.  
Action: Mrs Goulding 
 
The quality safety and risk committee RECEIVED the report and NOTED the contents 
 
 
CLINICAL EFFECTIVENESS 
 
2016/207 Medicines Optimisation Quarterly Report – enclosure 
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Mrs Fletcher presented the medicines optimisation quarterly report to the committee.  
The purpose of the report was to provide the committee with an update and assurance 
on quality and risk associated with medicines optimisation in Sunderland CCG.  Mrs 
Fletcher highlighted key points, risks and assurances. 
 
Patient safety  
Medicines incident reports from general practice via SIRMS  
From April 2015 to June 2016, there had been 240 incidents from 40 practices. In the 
last quarter 12 incidents had been assessed by the reporter as causing minor harm. Mrs 
Fletcher advised there were still 11 general practices that were not reporting incidents.  
 
Risks 
Medication incident themes that had emerged during the last quarter were: 
Community pharmacy ‘managed repeats’ Mrs Fletcher advised there were issues with 
community pharmacies not asking patients what medication was needed. 
 
Administration of vitamin B12 injections.  In the last 3 month there had been 4 reported 
incidents of involving vitamin B12 injection. 2 had involved district nurses attending 
patients at home finding that the injection had been lost and 1 incident involved the 
injection being put of date.  

 
Assurances 
Themes were reported back to all prescribers by the SCCG MO team in ‘Learning from 
reporting’ newsletters to raise awareness and suggestions made to reduce risk of 
recurrence. 
 
Development of the Sunderland joint formulary  
CHS JFC representatives had been less engaged than previously with joint formulary 
development and implementation. Following intervention by the CCG chief executive 
officer, engagement had recently improved and a plan was in place to develop further 
chapters. A stakeholder meeting was booked to discuss implementation of the formulary 
in CHS. 
 
Development of shared care guidelines 
The shared care template and a process for developing shared care guidelines had 
been developed and approved by the joint formulary committee (JFC).  A priority list had 
been agreed and guidelines on DMARDS for rheumatology and also for denosumab in 
the treatment of osteoporosis in postmenopausal women and in men at increased risk 
of fractures (both primary and secondary prevention) were in development. GPs had 
raised concerns about movement of workload into primary care. This may be addressed 
by the plans to develop a general practice quality premium as one component of this 
may be payment for shared care.  
 
Mrs Seldon provided a brief update to the committee in regards to the joint formulary.  
The JF chair had agreed that work could begin on new chapters.  The CCG formulary 
pharmacist had identified the clinical specialities that were needed to support this work 
and the chair of the JFC had agreed to identify clinicians to author and review the 
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chapters. The CHS formulary pharmacist and his line manager then failed to attend the 
2 planned meetings with the CCG formulary pharmacist and senior pharmacist to 
discuss their roles and how to progress with chapter development. A third meeting had 
been arranged for 26 August 2016 which had taken place and it was hoped that an 
agreement could be reached to work more effectively. Monthly meetings with the CHS 
formulary pharmacist had also been arranged until December 2016 to address actions 
from the JFC and to ensure they were followed up.  Dr Gillespie highlighted this was the 
only JFC that had to meet in between meetings to ensure that actions were followed up 
and her view was that this was not acceptable. Dr Bradford supported this view and 
advised that the joint formulary process had been slow but it was necessary to continue 
pursuing this going forward to ensure cost effective and safe prescribing.  
 
A meeting had been arranged with key people from CHS and the CCG for 26 
September 2016 to discuss outstanding issues regarding the slow progress of the joint 
formulary and to gain a better understanding of the barriers to implementation and plan 
how these would be addressed.     
 
The CCG MO team was actively looking at GP representation on the JFC, horizon 
scanning and working towards chapters.  Overall the joint formulary was moving forward 
but at present the CCG did not have assurance that whether the joint formulary had 
been fully implemented in CHS.  
 
Mrs Seldon advised on the positive side there had been a lot of engagement with GPs 
and the baseline showed over 90% compliance for the first 6 chapters for the first 6 
months.  
 
Professor Bramble expressed significant concerns that the implementation of the joint 
formulary was an extremely slow process and asked if CHS was running a separate 
joint formulary.  Mrs Seldon confirmed it was not.  Professor Bramble’s view was that 
pace of implementation was not acceptable and the joint formulary needed to be 
supported by more people within CHS.  Professor Bramble’s view was that if CHS did 
not contribute in the joint formulary, GPs should not prescribe any amber drugs unless 
the patient had an information sheet and a shared care guideline, however his concern 
was that this would have an impact on patient care. 
 
Dr Pattison said there was an option for the CCG to use contracting responsibilities as 
discussions were about to start for next year and also to look at CQUIN.  If the CCG 
was not getting a professional response, CQUIN which was a quality indicator was the 
natural choice to look at.  Mrs Fox noted it was worth considering but ultimately the 
CCG had a contract with the provider. 
 
Mrs Seldon reported it had been suggested that STFT had a joint formulary that the 
CCG could look at and review however STFT was not using this with primary care and 
primary care was using its own formulary and there was no joint list of any sort.  
 
Mr Gallagher suggested that the joint formulary issue was picked up outside of this 
meeting by himself and Dr Bradford.  Suggestions had been made by the committee on 



    

Page 13 of 20 

 

how to build the joint formulary into the contract.  This would be discussed and a 
solution should be reached outside of this meeting. Mr Gallagher and Dr Bradford would 
provide an update on this at the next committee meeting on 11 October 2016. 
Action: Mr Gallagher and Dr Bradford  
 
Professor Bramble queried whether GPs were submitting incident reports onto the 
SIRMS system with regards to amber drugs.  Dr Pattison advised that this issue had 
been going on for a significant long time and the GPs felt the incident reports were not 
making a difference.   As a GP, Dr Pattison was not assured that CHS fully understood 
the monitoring and safety requirements of shared care drugs.  This process needed to 
be strengthened and the issue addressed in a much shorter timeframe.  
 
Professor Bramble requested that CHS were asked to audit drug related admissions 1. 
Admissions due to high INR associated or not associated with bleeding 
2. Admissions associated with neutrpaenia associated or not associated with drug 
therapy.to give the CCG to have a clearer idea as to the extent of the problem. Dr 
Bradford advised that CHS already had a clinical audit programme.  Professor Bramble 
clarified that every amber drug should be covered by shared care guidelines. It was 
agreed that the committee would ask Mr Thubron to look into information on shared 
care drug related admissions to CHS.  
Action: Mr Thubron 
 
Dr Gellia advised that, with regards to shared cared guidelines, the general feeling 
amongst GPs and the locality meetings was a concern with regards to resources and 
capacity for GPs to do this as they received no extra funding at all. Dr Pattison advised 
this issue was currently being addressed and there was a paragraph on page 2 of the 
MO report which referred to this.  
 
Controlled Drugs Prescribing 
Areas identified by the quarter four 2015-16 regional controlled drugs prescribing report 
for attention were: 

- High prescribing of oxycodone 
- Increase in prescribing of lisdexamfetamine and tapentadol 

 
These had been investigated, addressed and a response provided to the controlled 
drugs accountable officer for the Cumbria and North East area team.  
 
Use of multi-compartment aids (MCA) on discharge from hospital 
The MCA working group had developed a flow chart detailing the current process in 
place within CHS and had defined roles and responsibilities to support general practices 
with the process to improve patient safety. This had been agreed by the working group 
as a solution but had subsequently been challenged by representatives of the LMC. 
Alternative hospital-based solutions had been discussed informally with the chief 
pharmacist at CHS however he had indicated that any change to the current process 
would need to be requested formally through the contracting teams. 
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Dr Gillespie referred to the MCA process and the one isolated incident in general 
practice.  No further information around this incident had been put forward and Dr 
Gillespie’s view was that the process should remain as it was as it was working 
effectively.  
 
Quality  
Antimicrobial prescribing 
The overall volume of antibiotics prescribed was lower than the target for the year to 
date and the prescribing of broad spectrum antibiotics remained higher. Practice level 
reporting continued. In addition, a pilot was being developed to investigate the 
effectiveness of point of care C-Reactive Protein (CRP) testing, in reducing antibiotic 
prescribing. 
 
Access to medicines 
The CCG patient group directions (PGD) policy had been revised to include a process 
which would allow the CCG to authorise PGDs that had been produced by private 
healthcare providers for use in their services. This would allow NDUC to update PGDs 
for use in urgent care centres. 
 
Guidance on covert administration of medicines 
Following court guidance in July on covert administration of medication, a SCCG aide 
memoire had been developed by the MO team, in collaboration with the safeguarding 
and quality and safety teams, based on the Northern England CCG guidance prepared 
by NECS.   
  
Patient and public engagement 
A patient survey had been undertaken in July and August about access to gluten free 
foods for people who have coeliac disease. This engagement activity would help inform 
a review of the current CCG guidance on gluten free products that were available on 
prescription in Sunderland.   
 
Mr Gallagher referred to the graph on page 6 of the report ‘medication incidents by 
types’ and noted it was useful to see these categorises however  he felt the category of 
‘others’  needed to be clarified.  Mrs Fletcher agreed this would be looked at and any 
categories that were missing would be added.  Further training would be delivered to 
general practices at the right level so as not to discourage practices from reporting. 
Action: Mrs Fletcher 
 
Mrs Sullivan referred to 3.4 of the report ‘community stoma review’ and noted that one 
patient had not been reviewed for a significant number of years.  Mrs Fletcher advised 
that this had been looked into and this was at the choice of the patient who had been 
very happy not to be reviewed.  
 
Mrs Sullivan thanked Mrs Seldon on behalf of the committee for the work she had 
undertaken around the joint formulary and wished her success for the future.  
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Mrs Sullivan stated that the committee was not assured in regards to the joint 
formulary risk 1386 and needed to inform the CCG governing body. 
The quality safety and risk committee RECEIVED the report, NOTED both progress and 
on-going concerns and the action being taken to address these 
 
 
GOVERNANCE  
 
2016/208 SCCG Risk Register Report - enclosure  
 
Ms Cornell presented the risk register report to the committee.  The purpose of the 
report was to provide the committee with the latest update of the CCG’s risk register 
and associated reports.  Ms Cornell highlighted key points, risks and assurances within 
the report.  
 
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 our 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.   
 
The appendices attached to the report showed the CCG risk register as at 1 September 
2016. 
 

 Appendix 1 – the CCG’s corporate risk register 
 Appendix 2 – summary of movement in the key corporate risks  

 Appendix 3 – closed risks report     
 
Ms Cornell advised that overdue reports would be picked up with risk owners at the risk 
management group meeting on 15 September 2016.  
 
Mrs Fox noted that risk 1624 should be closed as it was picked up in risk 647. 
 
In regards to the breast service risk, Dr Bradford advised that the service would be up 
and running in October 2016 and the delay had been due to circumstances beyond the 
CCG’s control.  However in the meantime patients were receiving a good service via the 
QE.   
 
Mrs Sullivan referred to the better care fund risk 1389 and noted this had gone down 
from 16 to 12 and queried what the reasoning for this was.   Ms Cornell advised that this 
risk was outstanding for review and she seek an updated from the risk owner and 
update Mrs Sullivan outside of this meeting.  
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Mrs Sullivan noted that the dates were not visible on the risk register report.  Ms Cornell 
advised that this was due to formatting and would be put back into the next report.  
 
The quality safety and risk committee RECEIVED the report, NOTED the movement in 
the key corporate risks and APPROVED the risks identified for closure in appendix 3 
 
2016/209 SCCG Assurance Exception Report - enclosure 
 
Mrs Miller presented the assurance exception report to the committee.  The purpose of 
the report was to provide the committee with an exception report detailing the current 
under-performing measures which were part of the CCG assurance framework and 
provide assurance of the actions being taken where necessary. Mrs Miller highlighted 
key points, risks and assurances within the report.  
 
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 no yet populated.  The CCG business information 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 incrementally throughout 
the year.  Baseline positions for a number of indicators were published in July and these 
can be found in the appendices. 
 
Referral to treatment (RTT) performance for the CCG remained above the national 
standard.  Individual specialty pressures were respiratory medicine, gastroenterology 
and orthopaedics, the latter due to sustainability now that the CCG was delivering RTT.   
 
Accident and Emergency four hour wait performance at CHS remained under the 95% 
standard for the year to date despite improvements in quarter 2.  Mrs Miller advised that 
CHS had failed the trajectory for quarter 1 with 96.4% and that current data for quarter 2 
was 94% so would also fail that quarter. Pressures were due to staff holidays and the 
volume of patients. Issues were being picked up at the A&E board meeting. Overall 
performance for Sunderland was currently 96.6% 
 
Cancer 62 days remained the CCG’s biggest risk for 2016/17 relating to the cancer 
targets due to pressures in lung and urology.  Performance for quarter 1 was below the 
85% standard due to pressures at CHS and this was likely to continue into the summer. 
Dr Bradford noted that CHS had met the 62 day target.  



    

Page 17 of 20 

 

 
There had been 2 MRSA cases confirmed for CHS and a further case in August that 
would be reviewed at the HCAI Improvement group meeting. 
 
CHS was hitting the target for RTT but there were pressures around gastroenterology.  
Mrs Miller advised that Mr Thubron was looking at community gastroenterology 
currently and would provide feedback at the next meeting.   
Action: Mr Thubron  
 
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.  This was due to 
diverts and handover delays which had also been reported by other trusts and 
Northumberland was one of the major problem areas. The daily sit reps showed that 
there was no improvement across the region. The ECIST group had met and picked this 
up regionally.  Mrs Fox advised that in addition to this, CHS had an increase in delays 
but had taken diverts from across the system and delays were all counted at the 
receiving trust 
 
Mrs Goulding referred to the 12 hour trolley wait on page 1 of the report.  A RCA 
meeting had been held and CHS had not reported this as a serious incident and was 
challenging this as the patient received treatment within 7 hours.  Mr Thubron was 
picking this up with CHS.  Mrs Fox advised this had been a complex case involving 
multiple organisations. Mrs Goulding advised that the key issue was lack of good 
discharge and the CCG would encourage CHS to report this as a serious incident. 
 
Risk:  Accident and Emergency four hour waits at CHS for 2016/17. 
 
Mitigating Actions: Quarter 1 performance at CHS was below the 95% standard and 
although quarter 2 performance had improved, CHS remained below the standard for 
the year to date position.  Despite not achieving, the trust was still one of only few trusts 
nationally to show a rolling 12 month improvement which was promising.  The surge 
group continued to meet and CHS continued to implement the action plan.  The GP led 
urgent care centre performance remained above the 95% standard so performance for 
Sunderland overall was above the 95% standard.  Discussions were also on-going 
around the development of an A&E delivery board which had been mandated nationally. 
 
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: Despite being above trajectory in April 2016, orthopaedics 
performance deteriorated in June 2016 due to increased trauma.  The continued work of 
the Community MSK Service was reducing demand in secondary care and the CCG 
continued to work with the provider and primary care to ensure patients were seen in 
the most appropriate setting.   Regarding respiratory medicine, pressures continued 
with demand levels exceeding capacity.  The CCG had met with the clinical team at 
CHS and agreed a number of actions such as development of pathways in the map of 
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medicine as well as review of patients on the follow up backlog to ensure patients were 
discharged who did not need to be seen by a consultant.  CHS had also confirmed that 
they had recruited a consultant to cover the gap in consultants.   
 
Risk: Cancer 62 days, particularly urology and lung 
 
Mitigating Actions: The CCG delivered all national cancer standards in 2015/16 but risks 
remained into 2016/17, particularly around 62 days.  Quarter 1 performance was below 
the standard due to urology and lung pressures at CHS.  The CCG were currently 
looking at opportunities to streamline pathways with the trust, particularly in urology and 
were in the process of arranging a clinical meeting to take this forward.  The CCG was 
also in the process of developing a cancer strategy which was very much in its early 
stages. 
 
Risk: Ambulance response calls, particularly Red 1 Category A Calls  
 
Mitigating Actions: Regional escalation of NEAS response times and implementation of 
a recovery plan to improve response times at NEAS was in place.  Discussions were 
on-going for contract negotiations to agree a contract which would help deliver 
transformation and improvements in performance.    
 
Risk: Activity Trajectories – Elective and Non Elective 
 
Mitigating Actions: Detailed and enhanced reporting of non-elective inpatients had been 
put in place to understand the levels of non-elective admissions going through the 
system as part of the CCG out of hospital transformation programme which included 
community Integrated teams, recovery at homes and ambulatory care.  Each 
programme was being evaluated and patients impact tracked to understand the impact 
of the service and also identify any lessons learnt or mitigating actions needed to 
address activity over performance. 
 
Assurances: Monthly performance meetings were in place with providers which were a 
formal sub-group of the contract review group which reviewed provider performance 
and actions plans put in place to mitigate performance risk. 
 
Monthly reports to the executive committee and bi-monthly reports to the governing 
body also continued. 
 
Monthly provider management meetings were in place which provided a forum to 
escalate performance risks and issues with providers 
 
Robust governance arrangements were in place for the out of hospital work and 
dedicated programme management office (PMO) supporting the Vanguard. 
 
 Mrs Sullivan referred to the report summary sheet ‘the continued work of the 
community MSK service was reducing demand in secondary care’ and queried what 
numbers were going through this service.  Dr Bradford advised that 70% of MSK 
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referrals were going through the community MSK service and there was a very low 
conversion rate with onward referrals to the hospital. 
Action: Mrs Miller to ask Mr Thubron to confirm conversion rate to hospitals 
 
The quality safety and risk committee RECEIVED the report, NOTED the current 
position for each under-performing indicator in the CCG assurance framework and 
NOTED the actions being taken to address the performance issues 
 
 
2016/210 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.  The cycle of business would be updated for the next meeting. 
 
ITEMS FOR INFORMATION  
 
2016/211 South Tyneside Foundation Trust Quality Review Group minutes, 8 June 
2016 – enclosure  
 
The committee RECEIVED the minutes for information 
 
2016/212 Northumberland Tyne and Wear Foundation Trust Quality Review Group 
minutes, 26 May 2016 – enclosure  
 
The committee RECEIVED the minutes for information 
 
2016/213 Cumbria and North East Quality Surveillance Group – verbal update 
 
Mrs Fox advised that discussions had been held around the type of reports presented at 
the quality surveillance group (QSG) and how to make the group as effective as 
possible.  General feedback had been it was useful to come together as a group to have 
system oversight and for the group to look at themes and issues to work on collectively 
rather than reporting ongoing issues  as the lead commissioner.   Mrs Fox advised it 
had been identified that some NHS services were commissioned by other organisations 
and were not represented at the QSG.  However it was the responsibility of the group to 
make sure these were included in their considerations. Dr Bradford noted that since she 
had been attending the QSG it had not been chaired by the same person and the 
inconsistent leadership was not helpful. 
 
ANY OTHER BUSINESS 
 
2016/214 
 
Dr Gellia raised a potential issue around Intrahealth pharmacists not engaging with his 
practice, Monkwearmouth Health Centre and some other practices. Dr Gillespie advised 
that this issue was being dealt with and there were conversations being held to address 
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this. Dr Bradford advised this would be added into the next MO report and she would 
also ask Mrs O’Connell to respond directly to Dr Gellia on this. 
Action: Miss Mallett  
 
 
2016/216 Date and time of next meeting 
Tuesday 11 October 2016, 2pm - 5pm 
Joseph Swan Suite  
Pemberton House 
 
 
 
Signed: 

 
 
Date: 11 October 2016 
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CATEGORY OF PAPER  

Proposes specific action  

Provides assurance   

 
GOVERNING BODY MEETING 

 

29th November 2016 

Report Title: 
Minutes of the Quality, Safety and Risk 
Committee held on 11 October 2016.   

Purpose of report 

The purpose of this report is to highlight the key points, risks and assurances from the minutes of 
the Quality, Safety and Risk Committee (QSRC) held on 11 October 2016  

Key points, risks and assurances 
 

PATIENT EXPERIENCE  
 
2016/224 Transforming Participation Action Plan 
Key points 
Actions were listed for both years under key headings developed from the requirements of 
Transforming Participation: 

 TP01, Strategic engagement development 

 TP02,Public participation – communities with influence and control 

 TP03, Insight and feedback – using people’s experience of care to influence service 
development 

 TP04, Programmes supporting engagement delivery 
 
Ms Cornell highlighted that a significant pressure to activity in 2016/17 would be delivery of 
the sustainable transformation plan (STP) and the South Tyneside and Sunderland 
Healthcare Group (STSHCG) service review plans. 
 
Section TP03 was the most revised since 2015/16. Collection of patient experience / 
stories was largely in the domain of the quality team. The section was amended to reflect 
the need to triangulate information collected across the organisation to support enhanced 
patient experience and service quality. 
 
Risks 
The major risk to delivering the objectives of transforming participation lay in failing to 
reach into communities and in reaching groups with protected characteristics. By definition, 
these groups of people were not necessarily linked into the CCG’s standard networking 
opportunities. 
 
Assurances 
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In mitigating this risk the CCG, in partnership with key stakeholders, had developed close 
relationships with the voluntary and community sector who, apart from their obvious 
experience of working with specific group of people, in turn supported local people working 
at grass roots level in their communities.    
 
QUALITY IN COMMISSIONED SERVICES  
 
2016/225 Integrated Quality Report 
 
City Hospitals Sunderland NHS Foundation Trust (CHSFT) 
 
Risk: Delays in the completion of root cause analysis (RCAs) for serious incidents (SIs) 
and complaints: Currently there were 25 SI reports overdue for CHSFT and there was still 
a backlog of outstanding complaints responses.  
 
Mitigating Actions: The late submission of RCAs was monitored by the CCG and NECS.  
CHSFT had made some improvement however further work was required in order to 
achieve the target of 100% compliance.  CHSFT had presented an action plan to reduce 
the backlog of outstanding SI reports at the September quality review group (QRG) and a 
paper on the plans to continue to reduce the time for complainants to receive their first 
response.  Performance would continue to be monitored via the SI panel and QRG.  
 
Risk: Safety Thermometer: The trust was below the national average for the percentage of 
harm free care in July 2016, this was being affected by the increase in pressure ulcers 
reported.  
 
Mitigating Actions: The trust was part of the recent pressure ulcer collaborative. The 
director of nursing at CHSFT was reviewing pressure ulcer prevention at the trust. 
 
South Tyneside NHS Foundation Trust (STFT) 
 
Risk: CQC: In August 2016 concerns were raised as to when the trust expected the “must 
dos” actions relating to safeguarding, (including clinical practice and low completion rates 
for e-learning particularly in relation to “child exploitation”); to be completed and embedded 
into practice following the CQC and CCG concerns in relation to the pace of change, from 
a previous CQC report from the end of 2014.  
 
Mitigating actions: The Trust had advised that they anticipated that it would take the 
remainder of this financial year before all “must dos” would be embedded. The concerns 
had been raised to chief officers within the CCGs and to the Cumbria and North East 
Quality Surveillance Group. The CCGs would continue to monitor actions through the 
QRG. 
 
Risk: Restructure. Concerns regarding the effect of the Trust’s internal restructure on 
quality of care and its ability to provide assurance.   
 
Mitigating Actions: The quality v cost improvement exception and assurance report was 
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awaited.  A presentation to the QRG in October would include the quality impact 
assessment which informed the reorganisation decision to develop triumvirate governance 
arrangements. 
 
Risk: Staffing levels within the integrated teams. To date STFT had had only limited 
success in recruiting to a number of key posts within integrated teams. 
 
Mitigating actions: Ongoing discussions were taking place between the CCG and STFT on 
how the posts could be filled or funding for the vacant posts could be withdrawn.  
 
Northumberland Tyne and Wear NHS Foundation Trust (NTW) 
 
Risk: Serious incidents (SI): There was still a delay regarding 60 day reports.  Currently 
there were 17 SI reports overdue for Northumberland Tyne and Wear foundation trust 
(NTW), one which related to the CCG. 
 
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: Safer Staffing:  Data for June 2016 indicated one area of day nurse staffing below 
75%, but with a corresponding overfill of care staff. There were two areas with levels of 
care staff less than 75%, but with a corresponding overfill of nursing staff 
 
Mitigation Actions: Staffing levels continued to be discussed at the QRG.  
 
Assurances:  
CQC: The CQC inspection published on 1 September 2016 had given the trust an overall 
rating of ‘outstanding’. 4 out of 5 domains (well led, effective, caring and responsive) were 
rated as outstanding with the other (safe) rated as good.  
 
North East Ambulance Service NHS Foundation Trust (NEAS)  
 
Key point: 
Care Quality Commission (CQC) The CQC had undertaken a routine inspection at NEAS 
in April 2016.  The final report had not yet been made available.  
 
Risk: Emergency Care Performance: Emergency care performance across all three 
national targets in July continued to be below target, which was consistent with 2015/16 
performance.  
 
Mitigating action: Performance and the impact on quality and patient safety was monitored 
through the QRG and contract meetings. 
 
Northern Doctors Urgent Care (NDUC)  Urgent Care Centres (UCC) and Out of Hours  
 
Risk: FFT: There continues to be a poor return of the friends and family test (FFT). 
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Mitigating Action: A more robust receptacle had been introduced to collect FFT returns 
within the UCC and posters had been put up to explain the purpose of the forms and to 
encourage patients to complete the forms. FFT would continue to be monitored through the 
QRG. 
 
Risk: Workforce: Sickness: During this quarter there had been a total of 9.3% absence due 
to sickness.  
 
Assurance: Gaps in workforce were covered by staff picking up overtime, the use of bank 
nurses. Workforce data would continue to be monitored through the QRG. 
 
Primary care  
Incidents: 131 incidents had been reported onto to the safeguard incident risk 
management system (SIRMS) by the CCG member practices during August 2016.  This 
represented a 148.9% increase on the previous month.  
 
Clinical Quality Assurance Visit Report and Action Plan 
Key Risks identified: 

 Waiting times compliance within the NHS constitutional standard of 18 weeks from 
referral to treatment. 

 Information governance risk regarding reception printer located in publically 
accessible area. 

 
Mitigating Actions: 

 The trust had responded that they may fall under exceptions within the constitution. 

 The Trust had confirmed that they were linking in with IT to determine if they could 
get a password on printer, if not, the main printer would be used and the small 
printer moved to non-clinical area. 

 
Other areas picked up for improvement had been:  

 The service was situated on the 2nd floor with no lift available 

 Signage had been inappropriate  

 Collection and use of patient feedback not effective  

 Waiting times needed improvement  
 
CLINICAL EFFECTIVENESS 
Joint Formulary and Shared Care Summary Report 
Key points 
Since the last update, representatives from CHSFT had: 

 Agreed a plan to jointly develop additional chapters of the joint formulary and 
nominated appropriate specialists for this work 

 Agreed to promote the joint formulary to staff in CHSFT 

 Agreed a target for formulary adherence and that they would monitor adherence 

 Agreed to identify a new chairperson to replace the current, interim chairman 
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Agreed to update extant shared care guidelines that were overdue for review 
 
Risk: A risk had been identified in that the CCG formulary pharmacist was due to leave the 
post in early December 2016 and this may have an impact on the delivery and timescale of 
some of the agreed actions 
 
Transforming Care Report  
Key points: 

 Capacity in learning disabilities commissioning 

 Local implementation group update 

 Learning disabilities and autism primary care programme 

 LD tracker update 

 Mortality review update 

 CCG community treatment review (CTR) process. 

 Draft model of care for learning disabilities and autism. 

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

 Community mortality reviews 

 Increase in hospital admissions 

 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 CTRs, monitoring and reporting 
mechanisms linked to this area and the ever changing processes and formats 

 Financial risks in relation to the model of care linked to the TC board. 
 
Mitigating Actions: 

 The CCG continued to work with NHSE and partner agencies in relation to this 
programme of work which enabled working together around delayed discharges and 
complex packages 

 In line with the TC agenda, the CCG was continuing to reduce NHS hospital beds, 
however pressures around specialist community placements were increasing which 
would have a financial impact moving forward. The closure of beds impacted on 
those complex cases where they ended up being placed within private sector 
hospitals which resulted in additional costs/head and carried additional risks, as well 
as being contradictory to the TC  agenda 

 Ongoing involvement between commissioners and providers continued to increase 
around individual packages of care due to the lack of available placements within 
Sunderland. This included: 
- Development of bespoke packages of care to meet the complex needs of 

patients while ensuring costs were kept to a minimum; 
- Chairing and organising community and inpatient CTRs. The CCG, NTW and 

Sunderland City Council (the local authority) were working together to develop a 
collaborative process for CTR / CPAs for inpatients and communities to 
streamline the process. 
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 The ongoing development and delivery of the primary care strategy and training 
programme across Sunderland to encourage practices to improve the quality of 
health checks, screening and reasonable adjustments made for their population of 
learning disability and autistic patients. Mrs Reiling advised the committee that 
funding had been secured for a post for 12 month to help deliver this training to 
general practices and would commence the end of October/early November 2016. 

 The local implementation group (LIG) had been on hold over the summer months 
however this had not prevented the work being progressed as planned. There were 
plans underway to re-establish the LIG.  

 
Assurances: 
The committee received quarterly reports regarding progress on the TC agenda. 
Previously requests for the joint commissioning team to return regular trackers to NHSE 
had been stopped. The joint commissioning manager completed and returned regular 
reports to the TC board providing the Sunderland update.  Appendix A within the report 
was to provide a consistent message to the committee and 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. 
 
ITEMS RECEIVED FOR INFORMATION  
 

 NHS Improvement consultation on Never Events Policy and Framework   

 Joint SCCG/STCCG HCAI Improvement group minutes, 28 September 2016  

 City Hospitals Sunderland Quality Review Group minutes, 14 July 2016  

 North East Ambulance Service Quality Review Group minutes, 11 July 2016 

 Communications and Engagement Steering Group minutes, 8 July 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.  



          NHS Official                                Item: 8.1  
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Quality Safety and Risk Committee  

Minutes of the meeting held on 11 October 2016  
Joseph Swan Suite, Pemberton House  

 
Present:  

Mrs Aileen Sullivan, Lay Member for Patient Public Involvement (chair) 
Dr Claire Bradford, Medical Director  
Professor Mike Bramble, Secondary Care Clinician, Governing Body Member  
Ms Deborah Cornell, Head of Corporate Affairs  
Mrs Ann Fox, Director of Nursing Quality and Safety  
Mrs Gillian Gibson, Director of Public Health, Sunderland City Council  
Dr Jackie Gillespie, Medicines Optimisation Elected GP  
Mrs Sue Goulding, Head of Quality and Patient Safety 
Miss Elizabeth Mallett, Senior Pharmacist  
Mr Richard Scott, Designated Nurse Safeguarding Adults (on behalf of Deanna 
Lagun 
Mr Matthew Thubron, Deputy Head of Contracting Performance and Business 
Intelligence  

 
In Attendance: 

Mrs Linda Reiling, Joint Commissioning Manager (arrived at 4pm, for                    
 item 6.4 only)  

Mrs Sara Seldon, Formulary Pharmacist (for item 7.1 only) 
Mrs Eleanor Hardy, PA (minutes) 
 

Safeguarding 
Before the meeting began Mrs Deanna Lagun delivered a half hour development 
session to the committee and CCG staff in relation to a number of serious case reviews 
that had been published in September 2016 by the safeguarding children board. This 
was to demonstrate the CCG’s commitment to the pledge made by the Independent 
Chair of the safeguarding children board to ensure every member of staff in all partner 
organisations (whether they were involved in safeguarding work or not) was told about 
what had been learned and the chance to think about and discuss the implications of 
the learning for staff in the public sector, serving the communities and children of the 
city.  The presentation from the session is embedded below.  

 
 
 
 

 
2016/217 Welcome and Introductions 
Mrs Sullivan welcomed everyone present to the meeting and reminded members of the 
purpose of the committee.   
 

Safeguarding - 
SCRs.pptx
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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.  
 
2016/218 Apologies for Absence 
 
Apologies received from:  
Mrs Ann Fox,  Director of Nursing Quality and Safety; Mr David Gallagher,  Chief 
Officer; Dr Karthik Gellia,  Executive GP; Mrs Deanna Lagun,  Head of Safeguarding,   
 
2016/219 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 
 
2016/220 Minutes of the previous meeting held on 13 September 2016 – enclosure  
 
Following an amendment on page 7 paragraph 3 “public health funding would provide 
two band 7 roles and one band 4 role” to be changed to “public health currently fund two 
band 7 roles and one band 4 role but there was the potential that public health may not 
fund these roles in the future”, the minutes of the meeting held on 13 September 2016 
were agreed as a true and accurate record of the meeting. 
 
2016/221 Matters arising 
  
Ms Cornell reported that in regards to item 2016/204 PPI highlight report, dates for the 
Sunderland health forums had been circulated to directors and executive GPs.  
 
Mrs Gibson referred to item 2016/204 PPI highlight report and advised in terms of the 
CCG linking in with the local authority, there was a new commissioning post within 
public health which would fit in with this. Ms Cornell reported she was aware of this and 
the person holding this post would be a member of the communications and 
engagement steering group from September 2016. 
 
Professor Bramble referred to item 2016/205 safeguarding highlight report and asked 
whether the looked after children nurse post had been appointed to yet.  Mr Scott 
advised he would check this.  
Action: Mr Scott  
 
2016/222 Action Log – enclosure  
  
All actions were discussed and updated on the action log.  Actions 2, 5, 6, 8, 9, 11, 12, 
15, 19, 22, 23, 24, 25, 26, 27, 29, 30 and 31were closed and would be removed from 
the action log.  
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2016/223 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 on13 September 2016 and approval of the cover sheet prior to their submission to 
the governing body meeting on 29 November 2016.  
Mrs Sullivan asked if the committee were happy to approve the report to be submitted to 
the governing body. Professor Bramble noted that the risks associated with safe 
prescribing and lack of shared care guidelines were not included in the report and 
requested they be included. 
Action Mrs Goulding  
 
Following the above amendments being made, the quality safety and risk committee 
RECEIVED the summary sheet and minutes and APPROVED both for submission to 
the governing body meeting on 29 November 2016 
 
PATIENT EXPERIENCE  
 
2016/224 Transforming Participation Action Plan – enclosure  
 
Ms Cornell presented the transforming participation action plan report to the committee.  
The purpose of the report was to provide the committee with an update on the end of 
year position for 2015 – 2016 and actions carried over and added to the 2016 – 2017 
action plan. Ms Cornell highlighted key points, risks and assurances.  
 
Key points 
Actions were listed for both years under key headings developed from the requirements 
of Transforming Participation: 

 TP01, Strategic engagement development 

 TP02,Public participation – communities with influence and control 

 TP03, Insight and feedback – using people’s experience of care to influence 
service development 

 TP04, Programmes supporting engagement delivery 
 
Ms Cornell highlighted that a significant pressure to activity in 2016/17 would be delivery 
of the sustainable transformation plan (STP) and the South Tyneside and Sunderland 
Healthcare Group (STSHCG) service review plans. 
 
Section TP03 was the most revised since 2015/16. Collection of patient experience / 
stories was largely in the domain of the quality team. The section was amended to 
reflect the need to triangulate information collected across the organisation to support 
enhanced patient experience and service quality. 
 
Risks 
The major risk to delivering the objectives of transforming participation lay in failing to 
reach into communities and in reaching groups with protected characteristics. By 
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definition, these groups of people were not necessarily linked into the CCG’s standard 
networking opportunities. 
 
Assurances 
In mitigating this risk the CCG, in partnership with key stakeholders, had developed 
close relationships with the voluntary and community sector who, apart from their 
obvious experience of working with specific group of people, in turn supported local 
people working at grass roots level in their communities.    
 
Examples of this might include: 

 Healthwatch 

 HealthNet 

 Local authority voluntary and community networks 

 Health Champions 

 Also, a range of organisations responding to specific need. 
 
All STP and STSHCG work was planned in partnership across the areas concerned. 
 
Ms Cornell reported that going forward the transforming action plan and the PPI 
highlight report would merge together into one report.  
 
Ms Cornell invited questions from the committee.  
 
Mrs Gibson referred to page 2 of the report cover sheet “any relevant legal/statutory 
issues” and advised that Kath Baily in Public Health was pulling together a joint service 
needs assessment and it would be helpful if Ms Cornell could contact her to feed into 
this.  Mrs Gibson also asked if public health could link into the equality and diversity 
group.  
Action: Ms Cornell to contact Ms Bailey    
 
Mrs Sullivan referred to TP02.4 “Sunderland Health Forum” and asked for further clarity 
in the next update as to what the action and objectives to achieve were.   
Action: Ms Cornell  
 
The quality safety and risk committee RECEIVED the report for assurance  
 
 
QUALITY IN COMMISSIONED SERVICES  
 
2016/225 Integrated Quality Report – enclosure  
Mrs Goulding delivered a presentation and presented the integrated quality report 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.   
 
Mrs Goulding highlighted key points, risks and assurances.  
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City Hospitals Sunderland NHS Foundation Trust (CHSFT) 
 
Risk: Delays in the completion of root cause analysis (RCAs) for serious incidents (SIs) 
and complaints: Currently there were 25 SI reports overdue for CHSFT and there was 
still a backlog of outstanding complaints responses.  
 
Mitigating Actions: The late submission of RCAs was monitored by the CCG and NECS.  
CHSFT had made some improvement however further work was required in order to 
achieve the target of 100% compliance.  CHSFT had presented an action plan to 
reduce the backlog of outstanding SI reports at the September quality review group 
(QRG) and a paper on the plans to continue to reduce the time for complainants to 
receive their first response.  Performance would continue to be monitored via the SI 
panel and QRG.  
 
Dr Bradford advised that the director of nursing at CHSFT had reported at the last 
quality review group meeting that the whole system had been reviewed and a much 
more rigorous process was in place in relation to what was classified as a serious 
incident and ensuring there was some commonality. Professor Bramble’s view was that 
CHSFT should be targeting resources at those that were serious incidents. Dr Bradford 
advised the emphasis was on what needed to be done but was good practice. Mrs 
Goulding further advised that she had queried the process in regards to coroner’s cases 
at CHSFT and had been advised that these were prioritised. The director of nursing at 
CHSFT had also been invited to attend a future quality safety and risk committee to 
provide an update on serious incidents and complaints within the trust.  
 
Risk: Safety Thermometer: The trust was below the national average for the percentage 
of harm free care in July 2016, this was being affected by the increase in pressure 
ulcers reported.  
 
Mitigating Actions: The trust was part of the recent pressure ulcer collaborative. The 
director of nursing at CHSFT was reviewing pressure ulcer prevention at the trust. 
 
In regards to never events Ms Cornell queried whether there had been any 
benchmarking carried out with other trusts.  Mrs Goulding advised that there had not but 
NECS could be asked to do this on behalf of the CCG.  Mrs Goulding advised that 
never events were discussed at the QRG and serious incident panel meetings.  
 
Professor Bramble referred to the national cancer patient experience survey 2015 and 
asked if CHS was in the top quartile nationally. Mrs Goulding advised that they were 
with an overall score of 88%. 
 
South Tyneside NHS Foundation Trust (STFT) 
 
Risk: CQC: In August 2016 concerns were raised as to when the trust expected the 
“must dos” actions relating to safeguarding, (including clinical practice and low 
completion rates for e-learning particularly in relation to “child exploitation”); to be 
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completed and embedded into practice following the CQC and CCG concerns in relation 
to the pace of change, from a previous CQC report from the end of 2014.  
 
Mitigating actions: The Trust had advised that they anticipated that it would take the 
remainder of this financial year before all “must dos” would be embedded. The concerns 
had been raised to chief officers within the CCGs and to the Cumbria and North East 
Quality Surveillance Group. The CCGs would continue to monitor actions through the 
QRG. 
 
Risk: Restructure. Concerns regarding the effect of the Trust’s internal restructure on 
quality of care and its ability to provide assurance.   
 
Mitigating Actions: The quality v cost improvement exception and assurance report was 
awaited.  A presentation to the QRG in October would include the quality impact 
assessment which informed the reorganisation decision to develop triumvirate 
governance arrangements. 
 
Risk: Staffing levels within the integrated teams. To date STFT had had only limited 
success in recruiting to a number of key posts within integrated teams. 
 
Mitigating actions: Ongoing discussions were taking place between the CCG and STFT 
on how the posts could be filled or funding for the vacant posts could be withdrawn.  
 
Professor Bramble noted that mortality had not been mentioned on the report cover 
sheet.  Mrs Goulding advised that this committee focused on South Tyneside 
community services which the CCG commissioned rather than focusing on STFT.   
 
Professor Bramble referred to the low number of HCAIs in STFT and queried whether 
this was correct.  It was confirmed that the numbers were correct and that STFT had a 
trajectory of 8 C.Difficile cases for 2016-17. 
 
Mrs Sullivan asked Dr Bradford that given the changes i.e. South Tyneside and 
Sunderland Health group, was it beneficial for this committee to receive STFT hospital 
data.  Dr Bradford advised that it was too early to say but with regards to STFT mortality 
statistics this was linked with the hospice.  
 
In regards to the national diabetes inpatient audit 2015, Professor Bramble noted it was 
an area of concern that STFT was in the bottom quantile.  
 
Dr Bradford referred to the HSMR mortality tree for CHS and noted that the CCG 
needed to ask CHS what they were planning to do about this.  
Action: Mr Thubron to pick this up with CHSFT and STFT at the next performance 
management group meeting 
 
Professor Bramble referred to the safety thermometer for pressure ulcers and noted that 
CHSFT was below the national average.  Mrs Goulding advised that this was caused 
mainly by pressure ulcers but falls were lower at CHSFT.  Professor Bramble asked if a 
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plan had been put in place to address the number of pressure ulcers. Mrs Goulding 
advised that work from the strategic pressure ulcer collaborative was being shared.  Mrs 
Sullivan queried whether care homes and the community had been involved in the 
regional pressure ulcer collaborative work.  Mrs Goulding confirmed that they had 
although by the end care home representation had declined due to difficulty in releasing 
care home managers from their work place.  
 
Northumberland Tyne and Wear NHS Foundation Trust (NTW) 
 
Risk: Serious incidents (SI): There was still a delay regarding 60 day reports.  Currently 
there were 17 SI reports overdue for Northumberland Tyne and Wear foundation trust 
(NTW), one which related to the CCG. 
 
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: Safer Staffing:  Data for June 2016 indicated one area of day nurse staffing below 
75%, but with a corresponding overfill of care staff. There were two areas with levels of 
care staff less than 75%, but with a corresponding overfill of nursing staff 
 
Mitigation Actions: Staffing levels continued to be discussed at the QRG.  
 
Assurances:  
CQC: The CQC inspection published on 1 September 2016 had given the trust an 
overall rating of ‘outstanding’. 4 out of 5 domains (well led, effective, caring and 
responsive) were rated as outstanding with the other (safe) rated as good.  
 
North East Ambulance Service NHS Foundation Trust (NEAS)  
 
Key point: 
Care Quality Commission (CQC) The CQC had undertaken a routine inspection at 
NEAS in April 2016.  The final report had not yet been made available.  
 
Risk: Emergency Care Performance: Emergency care performance across all three 
national targets in July continued to be below target, which was consistent with 2015/16 
performance.  
 
Professor Bramble noted that none of the CCG’s trusts were rated as green regarding 
the friends and family test in the quality overview for NEAS.  Mrs Goulding felt that this 
was not always a key focus for the trusts when not included in CQUIN. Professor 
Bramble’s view was there was no value from the friends and family test and no trusts in 
the country were rated as green.  Mr Thubron advised that friends and family tests were 
still included in provider contracts and would be for the next 2 years.  
 
Mitigating action: Performance and the impact on quality and patient safety was 
monitored through the QRG and contract meetings. 
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Mrs Goulding reported that regarding ambulance handover delays, compared to other 
trusts CHSFT was in the middle.  Mr Thubron advised that numbers at CHSFT had 
increased significantly since 2015 and this was being picked up as a priority.  
 
Mrs Goulding asked the committee, in terms of information regarding NEAS, would they 
like to see the same high level of detail in the next integrated quality report.  The 
committee agreed that this level of information had been reassuring as a one off but 
was not required on a regular basis.   
 
Northern Doctors Urgent Care (NDUC)  Urgent Care Centres (UCC) and Out of Hours  
 
Risk: FFT: There continues to be a poor return of the friends and family test (FFT). 
 
Mitigating Action: A more robust receptacle had been introduced to collect FFT returns 
within the UCC and posters had been put up to explain the purpose of the forms and to 
encourage patients to complete the forms. FFT would continue to be monitored through 
the QRG. 
 
Risk: Workforce: Sickness: During this quarter there had been a total of 9.3% absence 
due to sickness.  
 
Assurance: Gaps in workforce were covered by staff picking up overtime, the use of 
bank nurses. Workforce data would continue to be monitored through the QRG. 
 
Primary care  
Incidents: 131 incidents had been reported onto to the safeguard incident risk 
management system (SIRMS) by the CCG member practices during August 2016.  This 
represented a 148.9% increase on the previous month. Mrs Goulding advised that not 
every practice were reporting incidents but reporting of incidents was regularly 
promoted in the SIRMS newsletter and the medicine optimisation newsletter.  
 
The quality safety and risk committee RECEIVED the report and NOTED the issues, 
assurance and risks identified within the report   
 
 
2016/226 Clinical Quality Assurance Visit Report and Action Plan – enclosure 
 
Mrs Sullivan presented the clinical quality assurance visit report and action plan to the 
committee.  The purpose of the report was to highlight the key findings and any 
recommendations made following the clinical quality assurance announced visit to 
NTW, South Community Treatment Team.  The service had been inspected by the CQC 
2 weeks prior to the visit. Mrs Sullivan highlighted key points, risks and assurances.  
 
Key Risks identified: 

 Waiting times compliance within the NHS constitutional standard of 18 weeks 

from referral to treatment. 
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 Information governance risk regarding reception printer located in publically 

accessible area. 

 
Mitigating Actions: 

 The trust had responded that they may fall under exceptions within the 

constitution. 

 The Trust had confirmed that they were linking in with IT to determine if they 

could get a password on printer, if not, the main printer would be used and the 

small printer moved to non-clinical area. 

 
Other areas picked up for improvement had been:  

 The service was situated on the 2nd floor with no lift available 

 Signage had been inappropriate  

 Collection and use of patient feedback not effective  

 Waiting times needed improvement  

 
Mrs Sullivan advised that overall this had been a satisfactory visit.  
 
In terms of the clinical quality assurance visits action plan, this was incomplete. Mrs 
Sullivan requested that an update on the actions for Washington and Leechmere was 
provided at the next committee meeting on 15 November 2016 and  a full review of the 
plan be carried out. 
Action: Mrs Goulding  
 
The quality safety and risk committee RECEIVED the report and NOTED the contents  
 
 
2016/227 Quality in Primary Care (medical services) – enclosure 
 
Dr Bradford presented the quality in primary care (medical services) to the committee.  
The purpose of the report was to provide an update with regard to the Cumbria and 
North East (CNE) NHS, primary care medical assurance framework and its proposed 
application in NHS Sunderland CCG. Dr Bradford highlighted key points, risks and 
assurances.  
 
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 NHS England (NHSE). 
 
Effective quality monitoring in primary care medical services had always presented a 
challenge. The framework described in the report outlined an approach of a single 
operating model to enable local NHS England (NHSE) and CCG teams to respond to 
primary care medical quality issues within a national framework. 
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By implementing this approach within the CCG, this would provide assurance regarding 
the quality of primary care medical services and help identify areas requiring support for 
quality improvement. 
 
Dr Bradford advised that a meeting had been held on 3 October 2016 with regards to a 
particular practice in Sunderland.  Data and soft intelligence had been looked at to 
identify if there was anything that the CCG needed to do.  Discussions from this meeting 
would be taken to the first local quality review group on 27 October 2016. Data from 
NHSE would be provided to the CCG before this date. Dr Bradford added that quality in 
primary care (medical services) was a learning process for the CCG. 
 
Dr Bradford invited questions from the committee.  
 
Professor Bramble referred to the domains on page 4 of the national report and asked if 
the premature mortality domain could be risk adjusted.  Dr Bradford advised that the GP 
web tool was available on line and all GPs could access this. There was also a raft of 
information available which made it easy to compare.  
 
Professor Bramble referred to page 8 of the national report and asked what the 
sanctions meant.  Dr Bradford clarified that if a practice had been visited by the CQC 
and was put into special measures, a formal breach notice would be put in place.  . 
Ultimately a practice could be closed down therefore this was classed as a sanction. Dr 
Bradford advised that to date, the actions required by practices following a CQC visit 
had been completed. 
 
Ms Cornell reported in terms of data regarding the complaints dashboard for GPs, this 
had been deferred to November 2016 when the information from NHSE should be 
received. 
 
The quality safety and risk committee RECEIVED the report, APPROVED the terms of 
reference of the SCCG local quality group (primary medical care Appendix 10) and 
APPROVED the reporting arrangements 
 
 
2016/228 CQUIN Standard Operating Procedure – enclosure  
 
Mrs Goulding presented the CQUIN standard operating procedure report to the 
committee. The purpose of the report was to seek approval from the committee for a 
new standard operating procedure (SOP) for commissioning for quality and innovation 
(CQUIN) development and monitoring to ensure a consistent approach was taken by 
the CCG with all providers. 
 
Mrs Goulding advised the committee that draft CQUIN guidance had been received 
early which would allow discussions to be carried out before providers were delivering.   
 
The quality safety and risk committee RECEIVED the repot and APPROVED the 
standard operating procedure for CQUIN 
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CLINICAL EFFECTIVENESS 
 
2016/229 Joint Formulary and Shared Care Summary Report – enclosure 
Miss Mallett presented the joint formulary and shared care report to the committee. The 
purpose of the report was to provide assurance that work on the Sunderland joint 
formulary was progressing, existing chapters were being implemented in CHSFT and 
that work on the shared care of medicines was continuing.  Miss Mallett highlighted key 
points, risks and assurances.  
 
Key points 
Since the last update, representatives from CHSFT had: 

 Agreed a plan to jointly develop additional chapters of the joint formulary and 
nominated appropriate specialists for this work 

 Agreed to promote the joint formulary to staff in CHSFT 

 Agreed a target for formulary adherence and that they would monitor adherence 

 Agreed to identify a new chairperson to replace the current, interim chairman 

 Agreed to update extant shared care guidelines that were overdue for review 
 
Shared care information had been approved by the committee for the hormone 
treatment of prostate cancer; and for a new drug – sacubitril/valsartan. 
 
The chief finance officer and director of contracting had agreed to investigate how the 
transfer to care from secondary to primary care could be appropriately funded, to 
ensure uniform uptake of shared care by practices.  
 
Mrs Seldon reported that the meeting with the Joint Formulary Committee (JFC) had 
been fairly well attended and overall had been positive with the feeling of being able to 
move forward. An action log had been put in place which would help with actions not 
followed up at the JFC.   
 
Meetings with the MO team and the lead pharmacist for governance at CHSFT were 
taking place fortnightly.  A few items had been identified from the JFC that could move 
to this meeting as standing agenda items.  The 2 weekly meeting was a working group 
which would follow up actions from the JFC. Meetings so far had been productive and 
were in diaries up to December 2016. 
 
A risk had been identified in that the CCG formulary pharmacist was due to leave the 
post in early December 2016 and this may have an impact on the delivery and 
timescale of some of the agreed actions. 
 
Miss Mallett and Mrs Seldon invited questions from the committee.  
 
Professor Bramble noted that he found it quite difficult to identify drugs from the website 
and that shared guidelines were needed.  However his main concern was that there 
was only one clinician in attendance at the JFC meeting on 28 September 2016. 
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Professor Bramble asked for assurance on the number of CHSFT consultants on the 
membership of the JFC.  Mrs Seldon advised there were 10 -12 on the membership 
with approximately 4-5 turning up for the majority of the meetings.  Professor Bramble 
advised there were a number of  shared guidelines that already existed in other Trusts 
and it was Professor Bramble’s view was that these shared care guidelines could be 
utilised  and adapted to  be Sunderland specific  in order to speed up the process.  
 
Miss Mallett reported that the MO team were looking at best practice and would try to 
utilise these as much as possible but there was still the issue that not all Sunderland 
GPs would adopt the shared care guidelines.  This could potentially result in 2 separate 
systems being in place and further uncertainty around how patients were being 
monitored. Professor Bramble’s view was there should be good GP representation on 
the JFC to enable shared guidelines to be agreed.  
 
Dr Bradford advised that the JFC was trying to move forward on this and had not started 
with a blank sheet.  Other areas shared care guidelines had already been adapted for 
Sunderland. However there was the view held by a number of GPs that shared care 
was outside of their core contract and there was no remuneration package in place 
around this. The first JFC meeting had focused on understanding what the formulary 
was and the issues regarding particular individuals. Since this meeting, there had been 
optimistic signs that things were improving.  
 
Dr Bradford advised that the issue in relation to shared care was much greater than the 
formulary or anything in relation to drugs, for example management of patients post 
bariatric surgery. Because there was a recurrent issue around delivery of shared care in 
Sunderland, Dr Bradford and Mr Watson were working on a briefing `document to agree 
the principals involved for a commissioning contract approach to delivering shared care 
in Sunderland but this was in the early stages.  A robust system needed to be put in 
place to show which shared care guidelines were in place and who was providing the 
care i.e. GP or the hospital.   Patients needed to know where they were receiving 
shared care from and systems needed to be developed to ensure that money followed 
the patient for the care they received. In essence no patient would be disadvantaged. 
 
Professor Bramble asked what the next steps were in terms of progressing shared care 
in Sunderland.  Dr Bradford advised that the MO team were pushing hard to get 
guidelines in place and herself and Mr Watson were looking at the non-clinical 
commissioning contracting patient safety IT issue. 
 
Mrs Sullivan thanked Miss Mallett and Mrs Seldon for the report which had been very 
helpful.  Mrs Sullivan asked that an action plan was included in  the regular medicines 
optimisation reports as this would be a useful way of monitoring progress.  
 
The quality safety and risk committee RECEIVED the report and NOTED the progress 
made since the last update 
 
 
GOVERNANCE  



    

Page 13 of 18 

 

 
2016/230 Cycle of Business - enclosure  
Mrs Sullivan presented the committee’s cycle of business for 2016/17 and requested 
this was used to advise when reports were required. In-depth discussions would be 
added going forward.   
 
 
POLICIES FOR REVIEW 
 
2016/231 SCCG MCA/DoLs Policy - enclosure  
Mr Scott presented the MCA/DoLs policy report to the committee. The purpose of the 
report was to advise the committee of a revised Deprivation of Liberty (DoLS) Policy 
which now included the Mental Capacity Act (MCA). 
 
Mr Scott reported that the safeguarding team had developed the MCA /DoLS policy 
which set out how, as a commissioning organisation, the CCG would fulfil its statutory 
duties and responsibilities both within the organisation and across the local health 
economies via their commissioning arrangements.  The policy covered core 
requirements in relation to the Mental Capacity Act (MCA) 2005 including Deprivation of 
Liberty (DoL) authorised via the Safeguards (DoLS) and DoL authorised via the Court of 
Protection (COP). 
 
Mr Scott drew the committee’s attention to “deprivation of liberty safeguards” on page 
13 of the policy and highlighted key changes.   
 
Prior to 2014 there had not been a significant number of applications.  On 19 March 
2014 the Supreme Court had published its “Judgement in the P v Cheshire West and 
Cheshire council and P & Q v Surrey county council cases.  This judgement significantly 
clarified the element of what constituted a deprivation of liberty by establishing an “acid 
test”. 
 
Prior to this judgement the focus had been on care homes and hospitals but this now 
included people in their own homes and had been broadened significantly. There had 
been a 20% rise in applications in 2016 from 2015.  This was a national issue and 
Sunderland City Council was comparing well in relation to other local authorities. 
 
A key issue had been that there was not an executive lead for MCA/DoLs within the 
CCG.  This had now been resolved and Ann Fox, director of nursing quality and safety 
had taken on this role and provided expert advice to the governing body on MCA/DoLs.  
 
The designated and named nurses group would manage MCA/DoLs via dashboards 
submitted at its meetings and there would be a clear process for contract management 
via the safeguarding team. The CCG was not yet fully compliant however was not an 
outlier as this was consistent with other organisations.  
 
Mrs Sullivan noted that the policy had been very clear to read and thanked Mr Scott for 
this.  Significant changes had been made which the CCG would take on board. 
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The quality safety and risk committee RECEIVED the report, APPROVED the 
revised policy which replaced the previous CO10 deprivation of liberty policy in the 
corporate suite of policies. 
 
 
2016/232 SCCG Serious Incident Management Policy – enclosure 
Mrs Goulding presented the serious incident management policy  to the committee.  
The purpose of the report was to seek approval from the committee for the revised 
serious incident management policy.  Mrs Goulding highlighted key points to the 
committee. 
 
The policy had been revised to reflect changes to national guidance around death in 
custody and serious incidents relating to information governance issues. The changes 
below were highlighted in yellow within the revised policy as follows: 
 

 Page 6 – Death in custody - changes highlighting the role of the prison, probation 
ombudsman (PPO) or the Independent police complaints commission (IPCC) 
and the expectation that healthcare providers must fully support the 
investigations. 

 Page 11 – Information governance (IG) and cyber security serious Incidents 
requiring Investigation – changes to the definition of IG SIs and additional 
guidance to include cyber incidents that could of have compromised information 
assets within cyberspace.  

 Appendix 4 (p21) Changes to the checklist for the IG and cyber security serious 
incidents requiring Investigation 

 
Mrs Goulding invited questions from the committee.  
 
Mr Thubron queried if this policy would replace the version currently in contracts.  Mrs 
Goulding confirmed that it would.  
 
The quality safety and risk committee RECEIVED the report and APPROVED the 
revised serious incident management policy 
 
 
2016/233 Transforming Care Report - enclosure  
Mrs Reiling presented the transforming care report to the committee.  The purpose of 
the report was to provide the committee with an update of recent developments around 
transforming care (TC) for people with learning disabilities and or autism. Mrs Reiling 
highlighted key points, risks and assurances.  
 
Key points: 

 Capacity in learning disabilities commissioning 

 Local implementation group update 

 Learning disabilities and autism primary care programme 

 LD tracker update 
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 Mortality review update 

 CCG community treatment review (CTR) process. 

 Draft model of care for learning disabilities and autism. 
 
Risks 
The CCG was not seen to be responding to the TC agenda which included: 

 Community mortality reviews 

 Increase in hospital admissions 

 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 CTRs, monitoring and reporting 
mechanisms linked to this area and the ever changing processes and formats 

 Financial risks in relation to the model of care linked to the TC board. 
 
Mitigating Actions: 

 The CCG continued to work with NHSE and partner agencies in relation to this 
programme of work which enabled working together around delayed discharges 
and complex packages 

 In line with the TC agenda, the CCG was continuing to reduce NHS hospital 
beds, however pressures around specialist community placements were 
increasing which would have a financial impact moving forward. The closure of 
beds impacted on those complex cases where they ended up being placed within 
private sector hospitals which resulted in additional costs/head and carried 
additional risks, as well as being contradictory to the TC  agenda. 

 Ongoing involvement between commissioners and providers continued to 
increase around individual packages of care due to the lack of available 
placements within Sunderland. This included: 
- Development of bespoke packages of care to meet the complex needs of 

patients while ensuring costs were kept to a minimum; 
- Chairing and organising community and inpatient CTRs. The CCG, NTW and 

Sunderland City Council (the local authority) were working together to 
develop a collaborative process for CTR / CPAs for inpatients and 
communities to streamline the process. 

 The ongoing development and delivery of the primary care strategy and training 
programme across Sunderland to encourage practices to improve the quality of 
health checks, screening and reasonable adjustments made for their population 
of learning disability and autistic patients. Mrs Reiling advised the committee that 
funding had been secured for a post for 12 month to help deliver this training to 
general practices and would commence the end of October/early November 
2016. 

 The local implementation group (LIG) had been on hold over the summer months 
however this had not prevented the work being progressed as planned. There 
were plans underway to re-establish the LIG.  

 
Assurances: 
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The committee received quarterly reports regarding progress on the TC agenda. 
Previously requests for the joint commissioning team to return regular trackers to NHSE 
had been stopped. The joint commissioning manager completed and returned regular 
reports to the TC board providing the Sunderland update.  Appendix A within the report 
was to provide a consistent message to the committee and 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. 
 
Mrs Reiling advised that the CCG now had a clinical lead for learning disabilities.  This 
was a practice nurse who was passionate about learning disabilities and wanted to be 
involved and would roll out training to Sunderland practice nurses.  
 
Negotiations with the CCG and the local authority were ongoing regarding the joint 
liaison nurse post.  Mrs Reiling advised that the job description had been re-written and 
the CCG would propose to the local authority that this post was to be based in the CCG 
5 days a week.  A handover date was awaited. 
 
Mapping meetings had been set up with the local authority, NTW, NHSE and social 
workers regarding a number of disability work streams. Mrs Reiling advised that the 
group would be looking at strengthening CTRs and CTAs and join with the provider to 
agree a joint process. 
 
Mrs Reiling reported that Mrs Fox and herself had attended a training event on 6 
October 2016 in relation to reducing premature mortality in people with learning 
disabilities and had made some suggestions to NHSE how this could be delivered 
differently.  
 
In July 2016 Mrs Reiling had presented the submitted tracker to the committee.  Mrs 
Reiling advised that the committee requested that the “tracker” information along with 
the extract from the LIG was presented in a different format. The purpose of the LIG 
report was to present progress in Sunderland and to highlight any changes to 
commissioning within the CCG which had or could impact on the TC agenda. Since the 
committee meeting in July 2016 the weekly / monthly trackers had ceased and had 
been replaced with the Sunderland LIG highlight report which was submitted to the 
regional TC board.  Mrs Reiling asked if the committee would accept the information in 
its current format. Mrs Sullivan noted that there were no dates or markers included on 
the task and finish group LIG highlight report.  Once these had been included the 
committee would accept the format of the report.  
Action: Mrs Reiling 
 
Mrs Reiling invited questions from the committee.  
 
Professor Bramble queried whether the CCG was monitoring the number of complex 
cases that had had to go into private facilities.  Mrs Reiling advised that in the past this 
had not been monitored but with the new nurse post in place this would be monitored 
rigorously. Professor Bramble’s view was that the CCG should be challenging the 
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number of beds to be reduced as this was resulting in patients going into the private 
sector.  Mrs Sullivan requested that the number of NHS placements, private sector 
placements and out of area placements were included in the next TC report submitted 
to the committee.  
Action: Mrs Reiling  
 
The quality safety and risk committee RECEIVED the report, NOTED the contents and 
ACCEPTED the inclusion of the latest LIG reports in future report in their current format 
 
 
ITEMS FOR INFORMATION  
 
2016/234 NHS Improvement consultation on Never Events Policy and Framework 
– link  
 
The committee RECEIVED the link for information 
 
2016/235 Joint SCCG/STCCG HCAI Improvement group minutes, 28 September 
2016 – enclosure  
 
The committee RECEIVED the minutes for information 
 
2016/236 City Hospitals Sunderland Quality Review Group minutes, 14 July 2016 – 
enclosure 
 
The committee RECEIVED the minutes for information 
 
 
2016/237 North East Ambulance Service Quality Review Group minutes, 11 July 
2016 – enclosure 
 
The committee RECEIVED the minutes for information 
 
2016/238 Communications and Engagement Steering Group minutes, 8 July 2016 
– enclosure  
 
The committee RECEIVED the minutes for information 
 
 
ANY OTHER BUSINESS 
 
2016/239 
 
Mrs Sullivan proposed that from April 2017 the quality safety and risk committee started 
at 1pm and asked members if this would cause any problems.  Dr Gillespie was unsure 
if she could accommodate the new start time but would look into it and  let Mrs Sullivan 
know.  
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Action: Dr Gillespie  
 
 
2016/240 Date and time of next meeting 
Tuesday 15 November 2016, 2pm - 5pm 
Joseph Swan Suite  
Pemberton House 
 
 
Signed:  
 
 
 
 
Date: 15th November 2016 
 



NHS Official                           Item: 9.1 

 

CATEGORY OF PAPER  

Proposes specific action  

Provides assurance  

 
GOVERNING BODY MEETING 

 
29 November 2016 

Report Title: 
 

Finance Report Month 7 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 7 (for the period ending 31st October 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 - The financial risks facing the CCG in 2016/17 have been assessed 
at £4,680k 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 £1,000k 

 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 £2,340k. 

 
Mitigation in the form of a 0.5% contingency has been identified to offset financial 
risks in 2016/17. Financial risks are monitored very closely to ensure the CCG can 
effectively deploy mitigations and manage residual risk. 

 
 

Recommendation/Action Required 

 
The governing body is asked to: 
 

 Note the financial position of the CCG as at 31st October 2016. 
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 Note the update provided on CHC restitution. 
 

Sponsor/approving director David Chandler, Chief Finance Officer 

Report author Tarryn Lake, Deputy Chief Finance Officer 

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

 

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

No 

Equality analysis completed 
(please tick) 

Yes  No  N/A  

Key implications 

Are additional resources 
required? 

 
None 

Has there been appropriate 
clinical engagement? 

N/A 
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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 20/11/2016 TL initial draft 

ACV2.0 21/11/2016 DC Review & Amends 

ACV3.0 21/11/2016 DC Final Version 
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Governing Body 
Financial Report for the period to 31

st
 October 2016 

(Month 7) 
 

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 7.  It also incorporates the CCG’s 
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 Forecast 

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 5,761 ↑ Green

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

Period End 

Target

Period End 

Position

Cash balance in bank account at period end <£455k £401k ↓ Green

Better payment practice code average achievement >95% 99.60% → 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 October 2016 together with the forecast outturn for 
the year is outlined below.  The cumulative surplus included within the CCG’s 
reported position has been separately identified to provide further clarity to 
members on the 2016/17 financial position of the CCG.  Further, it should be 
noted that access to brought forward surpluses requires NHS England approval 
and are effectively ring-fenced. 
 
Sunderland CCG Cumulative Financial Position

Month 7 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 135,998 136,216 219 233,139 233,164 25

AMBULANCE SERVICES 6,942 6,893 -48 11,900 11,823 -77

COMMUNITY SERVICES 10,483 10,363 -120 17,971 17,808 -163

MH COMMISSIONING 12,294 12,304 10 21,076 21,095 19

MISC COMMISSIONING 2,530 864 -1,666 6,844 3,561 -3,283

PACKAGES 1,672 1,863 191 2,123 2,462 340

PREMISES 595 1,351 756 1,021 2,331 1,310

PRESCRIBING 32,676 31,804 -873 56,016 54,558 -1,458

PRIMARY CARE 24,573 23,799 -774 43,353 42,966 -387

REABLEMENT 364 353 -11 625 613 -11

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

SUB TOTAL NON POOLED BUDGETS 228,128 225,812 -2,316 400,940 397,254 -3,686

CCG POOLED BUDGETS (BCF)

COMMUNITY INTEGRATED TEAMS & RAH 12,112 11,948 -164 20,763 20,383 -380

MENTAL HEALTH SERVICES 14,969 14,963 -6 25,661 25,669 8

LD SERVICES 5,676 5,859 183 9,731 10,042 312

PACKAGES 18,480 20,587 2,108 31,679 35,333 3,654

CARERS 992 1,035 43 1,700 1,772 72

COMMUNITY EQUIPMENT SERVICES 964 1,100 136 1,652 1,879 227

DISABLED FACILITIES GRANT 175 175 0 300 300 0

CCG POOLED BUDGETS (BCF) 53,367 55,667 2,300 91,486 95,378 3,892

SUB TOTAL COMMISSIONING BUDGETS 281,495 281,479 -16 492,426 492,632 206

RUNNING COSTS 3,415 3,386 -29 5,967 5,761 -206

TOTAL 2016/17 CCG FINANCIAL POSITION 284,910 284,865 -45 498,393 498,393 0

BROUGHT FORWARD RING FENCED SURPLUS 9,714 0 -9,714 16,653 0 -16,653

TOTAL CUMULATIVE CCG FINANCIAL POSITION 294,625 284,865 -9,759 515,046 498,393 -16,653

2016/17

 
 

For 2016/17 the CCG is reporting a year to date surplus of £45k 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. This includes draw-down of cumulative surpluses of £2,000k in 
2016/17. 
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The table below outlines the forecast movements from the month 6 report. 
 
CATEGORY  Forecast 

Outturn

Variance 

at Mth 6

(£000's)

 Forecast 

Outturn

Variance 

at Mth 7

(£000's)

Movement in 

Forecast 

Outturn 

Variance

(£000's)

CCG NON POOLED BUDGETS

ACUTE COMMISSIONING 69 25 -44

AMBULANCE SERVICES -72 -77 -5

COMMUNITY SERVICES -135 -163 -28

MH COMMISSIONING -1 19 20

MISC COMMISSIONING -1,596 -3,283 -1,687

PACKAGES 340 340 -0

PREMISES -34 1,310 1,344

PRESCRIBING -1,351 -1,458 -107

PRIMARY CARE -804 -387 417

REABLEMENT -11 -11 -0

CONTINGENCY AND RING FENCED 1% NR RESERVE 0 0 0

SUB TOTAL NON POOLED BUDGETS -3,596 -3,686 -91

CCG POOLED BUDGETS (BCF)

COMMUNITY INTEGRATED TEAMS & RAH -381 -380 1

MENTAL HEALTH SERVICES 8 8 0

LD SERVICES 193 312 119

PACKAGES 3,661 3,654 -7

CARERS 72 72 0

COMMUNITY EQUIPMENT SERVICES 227 227 -0

DISABLED FACILITIES GRANT 0 0 0

CCG POOLED BUDGETS (BCF) 3,781 3,892 112

SUB TOTAL COMMISSIONING BUDGETS 185 206 21

RUNNING COSTS -185 -206 -21

TOTAL CCG 0 0 0  
 

The main forecast movements in month 7 relate to adverse movements in 
premises, primary care and the Better Care Fund pooled budgets, which have 
been offset by favourable movements in 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 
 
There has been an adverse movement in the forecast for premises expenditure 
of £1,344k. This is as a result of NHS Property Services (NHSPS) apparently 
implementing a revised billing policy whereby CCGs are liable upfront for the cost 
of sessional (bookable) space in properties in addition to the void space costs. 
Following further review with NHSPS representatives, it has been outlined that 
NHSPS will be billing providers who request to use the sessional space and 
reimburse the CCG as and when billing is completed. The CCG (despite 
requests) does not have access to any further information with regards the 
bookings for the sessional space and is aware that NHSPS has yet to raise 
invoices to the providers using the space in 2016/17. As such, a prudent 
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approach has been taken in the forecast for the CCG and it has been assumed 
the CCG could be liable for all invoices raised by NHSPS to the CCG for 
sessional space. The CCG finance team are continuing to work closely with 
NHSPS and NHS England to understand the financial implications of the revised 
policy and any required mitigations to manage financial risk. 
 
Within the acute reporting area the CCG has reported a minor favorable 
movement of (£44k).  The mainly relates to an improvement of (£52k) on the 
forecast for the Northern Doctors Urgent Care Contract following agreement of 
the new model.  The forecast for Newcastle Hospitals (NUTH) acute contract 
forecast been held at the same levels as in previous months however it should be 
noted that NUTH continue to experience activity coding issues which is being 
reviewed between the trust, the CCG’s contracting team and staff in North of 
England Commissioning Unit (NECS). This work has been delayed with the 
shortened timetable for agreement of 2017/18 contracts and planning deadlines. 
 
As outlined in previous reports, 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 mitigate fluctuations in 
expenditure which would have occurred due to movements in activity levels. 
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 7 (period to 31st October 2016) across all 
contracts. Although the majority of these services are covered by in year block 
contracts for 2016/17, the underlying position is a net underspend of (£837k) 
being generated on 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. 
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There is over performance on A&E activity which is due to an ongoing increase in 
attendances.  In September 2016 this level of over-performance has increased in 
month and the year to date position is now over plan by 2,740 attendances.  This 

over performance is primarily within the CHS contract where A&E mainstream 
(Type1) activity is 12.12% (2,601 attendances) over the year to date activity plan 

and £314k over the cost plan. 
 

 
 

The over performance for outpatient activity is 1.9% over the year to date plan 
(3,459 attendances) and £305k over the cost plan. This over performance is 
across all providers and is currently under review by the contracting team. 
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The forecast underspend for primary care services has reduced by £422k from 
the reported month 6 position and is due to further expenditure against the 
CCG’s delegated general practice budget. This is discussed further below in the 
delegated general practice budgets section. 
 
Prescribing is reporting a year to date under spend based on month 5 prescribing 
data received from the Prescription Pricing Agency (PPA) which has been risk 
adjusted to allow for potential adverse fluctuations due to PPA phasing issues 
and category M pricing changes. In month 7 there has been a (£120k) favorable 
movement in the prescribing position due to the month 5 prescribing costs being 
less than forecast. 
 
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 12,529,916 12,543,787 13,871 21,480,246 21,508,779 28,533

General Practice - PMS 2,260,825 2,249,144 -11,681 3,875,747 3,861,015 -14,732

General Practice - APMS 1,186,549 1,096,163 -90,386 2,034,110 1,579,318 -454,792

QOF 2,505,193 2,149,047 -356,146 4,295,100 3,879,556 -415,544

Enhanced Services 1,055,064 846,551 -208,513 1,809,779 1,567,610 -242,169

Premises Cost Reimbursement 1,878,037 1,875,518 -2,519 3,220,118 3,215,174 -4,944

Dispensing/Prescribing Drs 108,820 110,094 1,274 186,830 186,989 159

Other GP Services 760,100 664,347 -95,753 1,254,914 1,082,037 -172,877

Primary Care Reserves 0 0 0 830,710 1,671,921 841,211

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 Financial Position - Delegated GP Budgets 22,328,502 21,578,649 -749,853 39,512,000 39,076,844 -435,156  
 

The CCG is currently forecasting an under spend of £435k on delegated general 
practice budgets for 2016/17. The forecast underspend has reduced by £410k 
from the month 6 reported position. This is due in the main to additional non-
recurrent local incentive scheme commitments offset by a favourable movement 
on the forecast for seniority payments following review of actual payments made 
to date. 
 
Material variances to note on the delegated primary care budgets are: 
 

 APMS forecast underspend of £455k relates to expected in-year savings 
from the re-procurement of contracts. 
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 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 enhanced services budget is forecasting an underspend of £242k for 
2016/17. This is in the main due to slippage of £173k on the 2015/16 
accrual for the unplanned admissions DES achievement. 

 The other GP services forecast underspend relates to the reversal of 
unutilised 2015/16 accruals for maternity and locum cover. 

 
The forecast in reserves includes £210k for GP career start, £113k for CQC 
practice support, £500k for sustainability and transformation scheme, £286k LIS 
for ex service personnel, £285k LIS for cancer and a (0.5%) £188k contingency 
which will be committed before year end if not needed to manage risk. 

 
Pooled Budgets (Better Care Fund (BCF) budgets) 
 
Due to the reconciliation process required between the CCG and the Local 
Authority and 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 6 (period ending 31st October 2016). 
 
Overall the BCF position has moved adversely by £112k from the previous 
reported position. The main movement relates to the CCGs share of £119k 
additional costs on learning disabilities care home costs.  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  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 £1,044k in addition to the £3,892k 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 CCG’s productivity plan for 2016/17 requires £15.8m of efficiencies to be 
delivered which the CCG is currently forecasting to deliver. The main area of risk 
which has been identified in previous reports associated with the productivity plan 
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for 2016/17 related 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). Whilst there is 
still a need to release these savings on a recurrent basis, the slippage on 
prescribing budgets has offset the in year financial pressure on a non-recurrent 
basis. 
 
Management leads for these sustainability areas of the CCG’s Plan on a Page 
are currently assessing potential efficiencies which could be released in 2016/17 
for delivery of the miscellaneous scheme. 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 CCG’s productivity requirements. This includes the 
establishment of a Sustainability Delivery Group (SDG) chaired by the Chief 
Officer. 

 
4. Statement of Financial Position 

 
Summary Statement of Financial Position 
 
A copy of the summary statement of financial position as at 31st October 2016 
shows current assets of £2,422k and current liabilities stood at £27,909k. Please 
note that the prepayments and accrued income relates in the majority to the 
maternity pathway prepayment made in line with national guidance. 

 
Oct-16 Sep-16 Movement

£000's £000's £000's

Non Current Assets Property, plant and equipment 6 8 (2)

Total Non Current Assets 6 8 (2)

Current Assets Trade and other Receivables 502 539 (37)

Prepayments & Accrued Income 1,519 1,507 12

Cash and cash equivalents 401 96 305

Total Current Assets 2,422 2,142 280

Total Assets 2,428 2,150 278

Current Liabilities Trade and other payables (3,768) (4,552) 784

Accruals (24,141) (21,905) (2,236)

Provisions 0 0 0

Total Current Liabilities (27,909) (26,457) (1,452)

TOTAL ASSETS EMPLOYED (25,481) (24,307) (1,174)

Financed by Taxpayers Equity

Capital & Reserves General Fund (25,481) (24,307) (1,174)

TOTAL TAXPAYERS EQUITY (25,481) (24,307) (1,174)  
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Better Payment Practice Code (BPPC) 

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

 
Better Payment Practice Code - 30 Days NUMBER £000's

Non-NHS

Total Non-NHS Trade Invoices Paid in the Year 3,976 61,383

Total Non-NHS Trade Invoices Paid Within 30 Day Target 3,927 61,204

Percentage of Non-NHS Trade Invoices Paid Within 30 Day Target 98.77% 99.71%

NHS 

Total NHS Trade Invoices Paid in the Year 1,140 186,514

Total NHS Trade Invoices Paid Within 30 Day Target 1,139 186,513

Percentage of NHS Trade Invoices Paid Within 30 Day Target 99.91% 100.00%  
 

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 £455k for the CCG. This target was achieved 
in October with £401k 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 October 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 £4,680k 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 £1,000k 

 Under delivery of productivity schemes £1,180k 

 Risks of prescribing costs exceeding expected growth £750k 

 Potential for other unknown financial liabilities £500k 
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When adjusted for the likelihood of risks materialising the overall risks facing the 
CCG in 2016/17 have been assessed as £2,340k. 

 
Mitigation in the form of a 0.5% contingency has been identified to offset financial 
risks in 2016/17. Financial risks are monitored very closely to ensure the CCG 
can effectively deploy mitigations and manage residual risk. 

 
6. CHC Restitution Update 

 
Following the demise of the PCTs, 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.  The CCG 
commissioned South Tyneside NHS Foundation Trust (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: 
 

 All claims have now been assessed by the STFT restitution team. 

 70 claimants have been assessed as eligible for restitution and paid a total 
of £1,646,269 which has subsequently been claimed back from the 
national risk share pool. 

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

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

 
7. Recommendation 
 

Members are asked to: 
 

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

 Note the update provided on the CHC restitution. 
 
Tarryn Lake 
Deputy Chief Finance Officer 
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 7 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 103,425 103,425 0 177,300 177,300 0

GATESHEAD HEALTH NHSFT 12,371 12,283 -88 21,207 21,077 -130

NEWCASTLE TYNE HOSP NHSFT 6,221 6,588 367 10,665 11,065 400

CO. DURHAM & DARL NHSFT 3,761 3,869 109 6,447 6,549 102

SPIRE HEALTHCARE LTD 2,436 2,436 0 4,177 4,177 0

NORTHERN DOCTORS 1,821 1,704 -118 3,122 2,921 -202

SOUTH TYNESIDE NHSFT 603 753 150 1,033 1,183 150

NORTHUMBERLAND T/W NHST 395 395 0 678 678 0

SOUTH TEES HOSPITAL NHSFT 315 309 -6 541 534 -6

NORTHUMBRIA HC NHSFT 234 235 0 402 402 0

NORTH TEES & HARTLEPOOL NHSFT 192 144 -48 329 248 -82

EXEMPT OVERSEAS VISITORS AND 1516 IMPACTS 58 -153 -211 100 -111 -211

AQP SERVICES 1,303 1,297 -7 2,234 2,214 -21

WINTER PRESSURES 1,371 1,365 -6 2,350 2,344 -6

NON CONTRACT ACTIVITY NHS & NON NHS 1,490 1,568 78 2,554 2,585 31

TOTAL 135,998 136,216 219 233,139 233,164 25

YTD Notes

Mental Health Commissioning

Month 7 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 11,750 11,776 11 20,142 20,162 20

TEES ESK/WEAR VAL NHSFT 148 148 0 253 253 0

MIND 37 -1 -1 0 0 0

OTHER 359 382 0 680 679 -1

TOTAL 12,294 12,304 10 21,076 21,095 19

YTD Notes

Community Services

Month 7 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 7,828 7,792 -36 13,419 13,319 -100

SUNDERLAND LA 15 -3 -18 26 8 -18

OTHER CONTRACTS 348 284 -64 597 557 -40

VANGUARD 2,292 2,289 -3 3,930 3,925 -5

TOTAL 10,483 10,363 -120 17,971 17,808 -163

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 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, underperformance from Northern Doctors urgent care 

centres, underperformance on the Gateshead Breast Services Contract, and an anticipated overspend against the CDDFT contract. There are 

a couple of impacts from 2015/16 estimates that have materialised up to month 6 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 6 Financial Position 
 

Sunderland CCG & Sunderland City Council 

2016/17 Better Care Fund - Summary 

Month 6 Financial Position (Period ending 30 September 2016) 

Schemes   Annual 

Budget

£'000

Realistic 

Forecast 

Spend 

Scenario

£'000

Realistic 

Forecast 

Variance

Scenario

£'000

Low Spend  

Forecast 

Scenario

£'000

Low Spend

Forecast 

Variance

Scenario

£'000

High Spend 

Scenario

£'000

High Spend 

Variance 

£'000

Community Integrated Teams & RaH Services Scheme 30,169 29,617 -552 29,617 -552 29,717 -452 

Mental Health Services Scheme 27,782 27,790 9 27,790 9 27,790 9

LD Services Scheme 34,081 35,172 1,092 34,872 792 35,909 1,828

Packages Scheme 56,398 62,904 6,505 62,684 6,286 64,267 7,868

Carers Scheme 3,646 3,801 155 3,801 155 3,801 155

Community Equipment Scheme 2,456 2,793 337 2,793 337 2,793 337

Disabled Facilities Grant 3,157 3,157 0 3,157 0 3,157 0

Total 2016/17 BCF OVER / (UNDER) SPEND 157,689 165,234 7,545 164,714 7,026 167,434 9,745 

SUNDERLAND CCG SHARE OF FORECAST OVER / (UNDER) SPEND* 3,892 3,684 4,937

SUNDERLAND CITY COUNCIL SHARE OF FORECAST OVER / (UNDER) SPEND* 3,652 3,342 4,808

* 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 
29th November 2016 

Report Title:  Assurance Report – November 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 (IAF) has been introduced to 
replace the existing CCG assurance framework and CCG performance dashboard (delivery 
dashboard).  The transition to this new framework has now begun and the performance dashboard 
included within the appendix and referenced throughout this report is now aligned to this new 
framework.  Due to the availability of data for the new indicators and baseline positions, a 
significant proportion of the dashboard is not yet populated.  The Business Intelligence (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 and actual 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.  Further baseline 
positions for a number of the remaining indicators have been published and can be found in the 
appendices alongside the original baselines published in July 16.   
 
Where data is available for the six clinical priorities, an estimated performance position has been 
proposed.  
 
An update in relation to Sunderland CCG’s (SCCG) 2016/17 operational plan is provided. Key 
points include: 

 The sustainability programme is rated as red overall. 

 One red risk to be transferred to the issues log. 

 Updates in relation to the sustainability programme projects: long term condition 
rehabilitation; paediatric primary and community and STFT 

 Updates in relation to the Plan On a Page transformation programmes: Children and young 
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people’s mental health and wellbeing; out of hospital, end of life; cardiovascular disease; 
and children’s and maternity. 
 

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

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

 Astro PU (local KPI) 

 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 

 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 asked 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 baseline position for each of the six clinical priority areas. 

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

 Note the progress on delivery of the 2016/17 plan on a page. 
 

Sponsor/approving director   
Debbie Burnicle 

Deputy Chief Officer 

Report author 

Matt Thubron 

Deputy Head of Contracting, Performance and 

Business Intelligence 

Helen Steadman 

Head of Planning and Reform 

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  
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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 

stakeholder engagement if 

needed?   

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

29th November 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 some of the new indicators in the 
framework, a number of indicators have no performance rating.   
 
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.  A baseline position against each of the six clinical priority areas 
is also included in appendix two. 
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3. Changes since last month’s report 
 

o The current position against the CCG’s Quality Premium (QP) has been 
updated based on data currently available.  The QP achievement has 
reduced due to deterioration in performance of short stay emergency 
admissions for falls. 
 

o IAF baselines have now been released for a number of the remaining 
indicators on MyNHS.  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).  Inclusion where possible of an updated current assessment of 
actual performance against the six clinical priority areas is also provided. 

 
o Cancer 62 day performance remains above the standard for quarter two, 

however performance is expected to dip below the standard again in August 
and September due to the System Transformation Fund (STF) trajectory and 
clearing of the Urology backlog at City Hospitals Sunderland (CHS) .    

 
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 94.20% as of 
17th October 2016.  CHS are currently below their STF trajectory for quarter 
two, but have the benefit of a 1% tolerance for quarter two which means they 
are just above trajectory. 

 
o Nationally published Improving Access to Psychological Therapies (IAPT) 

access and recovery data for June 16 confirms access performance is on 
track and recovery was above the 50% national expectation for June 16. 

 
o A further case of MRSA was reported and allocated to CHS.  There are now 

four cases for the year, the fourth being a Durham resident. 
 

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

to date as at August 2016 remains above the standard but is showing a 
slight decrease over the past couple of months.  Despite being above the 
standard overall, pressures still relate to respiratory medicine and 
orthopaedics as well as emerging short term pressures in Ear, Nose and 
Throat (ENT).   

 
Despite being above the standard in April 16 and May 16, orthopaedics has 
deteriorated slightly in June 16 due to increased trauma which has continued 
into July 16 and August 16  Pressures also remain in foot and ankle and 
CHS are looking to work with STFT for some additional capacity to help 
mitigate the risk going forward.     
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Respiratory medicine continues to be a pressure due to capacity constraints 
linked to a shortfall in consultants at CHS.  CHS have again recruited a 
locum consultant who is due to start in the coming months as well as a 
permanent consultant who will begin early in 2017/18.   
 
Gastroenterology remains a key pressure due to activity volumes and 
capacity within Sunderland with patients accessing services in South 
Tyneside, Gateshead, North Tyneside and Durham and it has been agreed 
that the work scheduled to take place by the Sunderland and South 
Tyneside Hospital Group should be concluded before any developments are 
made in gastroenterology.   
 
Despite this, work is on-going around the implementation of the Map of 
Medicine (MoM) and Standardisation of Care (SoC) work streams to manage 
demand into the specialty and more discussions will need to take place 
between contracting teams to ensure that capacity is maximised by 
discharging patients who do not need to see a consultant. 

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

2016/17 with quarters one and two not achieving the standard. 
 
As at 17th October 2016, performance for the year to date was 94.2% with 
quarter two at 94.17% which although is under the STF trajectory of 95% for 
quarter two, CHS are above the allowable tolerance of 94% which means 
CHS have achieved the STF for quarter two.  Although quarter two should 
was achieved, CHS will need to improve performance significantly in quarter 
three where the tolerance is only 0.5%.  The STF trajectory for CHS for 
quarter three is 94.17% but there is also a 0.5% tolerance allowable to 
achieve the STF which means CHS will need to be above 93.7% for quarter 
three.   
 
Staffing pressures in the summer months and volumes of patients into 
Emergency Department (ED) were the main pressures as well as ambulance 
handovers which remain significantly above the previous year.   
 
Looking at the Sunderland system position, performance is above the 95% 
standard due to close to 100% performance in each of the Northern Doctors 
Urgent Care (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 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 is 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 
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expected to improve in quarter two but more work is needed to improve 
performance, particular in quarter three where the STF trajectory is at 
significant risk. 
 
CHS are working to secure the level of theatre capacity needed both on site 
and off site at CDDFT to ensure delivery of the standard going forward but 
risks remain into quarters three and four. 
 

o Red 1 Category A calls responded to within 8 minutes - Performance 
remains below the standard for the region with performance of 68.68% as at 
August 16, well below the target of 75%.     
 
As reported in the last assurance report North East Ambulance Service 

(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 quarter 4 

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 has 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 and the outcome of this pilot will be 
presented soon.  NEAS are also experiencing a significant amount of 
pressure around handover delays at multiple hospitals and commissioners 
are awaiting the outcome of the Emergency Care Intensive Support Team 
(ECIST) review which is expected very soon. 

 

5. Other mandatory national requirements 
 

o HCAI – MRSA is now at four cases for 2016/17, all attributable to CHS.  The 
third case was reported in August 16 and initial findings show that the patient 
was a transfer into CHS from another provider with suspected endocarditis.  
The initial screening on admission was negative for MRSA which was found 
to be later colonised possibly linked to prolonged anti-biotics.  Full findings 
will be discussed at the HCAI Improvement Group.  The fourth case was 
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reported in September 16 and was a Durham resident, again the outcome 
will be discussed at the HCAI Improvement Group. 
 

o C. difficile for CHS and the CCG remains below target which is encouraging 
despite a high number of cases earlier in the year.  CHS has 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 (GHFT) 
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. 
 

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 
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 National Institute for 

Health and Care Excellence (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) 
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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 Year to Date (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.  The Royal College of GPs (RCGP) 
target patient leaflets were distributed at September’s Time in Time Out 
(TiTO) in advance of the winter season. 

  
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 
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 (eRS) (quality premium) remains 
below the standard as at May 2016 with performance of 71% against a 
target of 80%.  CHS are currently achieving 80%+ as a provider so the 
CCG are working with CHS to improve further but also looking at 
performance at other providers to identify the opportunities for increasing 
this.  CHS 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.  A meeting is in the process 
of being arranged with NHS Digital and other partners to explore the 
options available to increase utilisation which is particularly important given 
the future development with the use of eRS going forward. 
 

o Four week smoking quitters (quality premium) is currently below trajectory 
as of August; 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 an over performance against trajectory 
which is linked to the overall increase in short stay emergency admissions 
into CHS. 
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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 

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.   
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The CCG has been successful in its bid to become an early adopter of 
Integrated IAPT services, focusing on people with long term conditions over 
the next 3 years. 

The CCG have also been identified as a potential early adopter of 
employment advisors and submitted an expression of interest to be a part of 
this pilot.  However, as the CCG is part of a North East Mental Health 
Employment trailblazer, we are not able to bid until the third round. 

 
8. Clinical Priorities 

 
Included within appendix two is the CCG’s baseline assessment against the six 
clinical priority areas which form part of the IAF.  It is still unknown at this point 
what weighting these clinical priority areas will have in the overall assessment 
of the CCG as part of the IAF and more information is expected soon. 
 
The CCG have a baseline position of four areas rated as needs improvement 
and two areas as performing well.  No areas have been assessed as top 
performing.  The following baseline positions have been assigned: 
 

 Cancer – performing well 

 Mental Health – performing well 

 Learning Disabilities – needs improvement 

 Maternity – needs improvement 

 Dementia – needs improvement 

 Diabetes – needs improvement 
 

A lot of the baseline positions are based on longer term annual data but others 
are measured on more routine data.  Based on current information available, it 
is very likely that cancer will move from performing well to needs improvement 
due to under performance in the cancer 62 day target which is discussed earlier 
in the report.   
 
The BI Team held a visibility wall in October 16 and a number of leads 
identified some quick wins for a number of indicators which are being explored 
such as coding in primary care around dementia reviews etc.  Further analysis 
is taking place to identify where best to focus improvement within each clinical 
area for example, improving on one indicator that is just below the national 
average may not be sufficient to move the CCG from requires improvement to 
performing well. 
 

9. Activity 
 

o Non elective inpatients – Published information for August 16 shows an over 
performance against trajectory which shows a deteriorating position from 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 for respiratory, gastroenterology and urology which is 
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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 community 
integrated team multi-disciplinary team (MDT). 

 
The levels of short stay emergency admissions has been raised with CHS and 
CHS are proposing an audit of short stay admissions to ascertain the reasons 
for admission, particularly linked to the growth levels in June through to August.  
This is in the process of being scoped out and the outcome will be a multi- 
agency audit into admissions and readmissions which will take place in 
November 16 with the key outcomes being understanding the interface 
between CHS and other key work streams such as the out of hospital model 
 

o Elective inpatients – published information for August 2016 shows an over 
performance against plan, predominantly haematology and a slight over 
performance in orthopaedics which is linked to performance recovery.  The 
CCG has 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 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. 
 

 
10. 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) 
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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 £106,620 due to predicted achievement of the emergency 
admissions for 75+ and penalty for NEAS.  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. 

 
11. Operational plan 2016/17 

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

 

11. 1 Plan implementation 

11.1.1 The appended dashboard summarises the current position for the 11 
transformation programmes on the plan on a page (PoaP) which 
includes the productivity projects within the sustainability programme as 
of 10 October 2016.  

 
11.1.2 This dashboard is populated automatically from project highlight reports 

within the toolkit, which management leads complete every month. The 
project highlight report requires management leads to assess and RAG 
rate the project for the reporting period across six domains. The overall 

project RAG rating populates automatically using a simple algorithm fed 
by the six areas assessed by the lead.  

 
11.1.3 It is acknowledged that the project toolkit supports well the monitoring 

of projects in terms of activities and milestones. However, further work 
is needed to better monitor the impact (expected financial and non-
financial benefits) of the projects through the development of KPIs and 
baselines; some of which could be derived from existing metrics, e.g 
IAF metrics.   

 
Overall project RAG rating -– changes since last month 
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11.1.4 Ambulatory emergency communications strategy within the out of 
hospital ambulatory care programme has changed from red to 
green. The management lead is working with NECS Communications. 
A communications strategy has been developed, including a web page, 
social media and video to communicate with all stakeholders. The web 
page and information will be launched at October’s TITO. 

 
11.1.5 The overall rating of the sustainability programme remains red 

because there is a forecast shortfall of circa £9m in respect of our 
productivity plans for 2017/18 and 2018/19 which includes current 
confirmed plans; plans in the pipeline within the PoaP sustainability 
programme; and the expected impact of transformational changes.  

 
11.1.6 September’s executive development session focused on identifying 

other efficiency opportunities for 2017/18 and 2018/19. A schedule of 
potential schemes has been developed including: 

 

 Outpatient contract reform 

 Devolved budgets to general practice and / or repeat prescription 
centralisation 

 Prescribing restrictions 

 Urgent care strategy 

 Biosimilars 

 AQP decommissioning 

 CHC policy 

 Service thresholds/restrictions 
 

Next steps are to develop and further refine proposed schemes within 
the productivity plan to ensure delivery, identify risks to delivery and 
mitigation. 

 
11.1.7 The System Delivery Group (SDG) received two update reports in 

October in respect of the dermatology and paediatric productivity plans. 
The group supported the continuation of both projects: 

 Dermatology - recognising that although the potential productivity 
savings appear low but the opportunity could be realised through 
existing work streams, e.g standardisation of care supported by 
education from CDDFT; use of technology; the potential for inclusion 
within the scope for the out of hospital MSCP in the future. A key 
determining factor was the acknowledgement that a sustainable 
model of care is needed in the future due to work force issues. 

 Paediatric services – although it is anticipated that the project will not 
deliver savings prior to March 2017, the management lead 
considered that opportunities existed if technological solutions were 
adopted and we continued to work in collaboration with the hospital 
trusts. The potential savings still need to be forecast and understood 
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11.1.8 Four projects on the PoaP are RAG rated as amber overall. All four 
have stayed amber since previous reporting period: ambulatory care 
pathways and point of care testing (PoC); ambulatory care patient and 
staff engagement; paediatric primary and community; and STFT 
contract review. 

‾ Ambulatory care pathways and PoC testing – this has remained 
amber because of the potential risk of GPs not adopting the cellulitis 
and DVT pathways as well as the delay in the development of the 
evaluation metrics, including the baseline, to demonstrate impact and 
forecast saving due to issues with coding.  

‾ Ambulatory care patient and staff engagement – the draft patient 
and staff engagement strategy timeline is to be signed off by the 
project group in October with implementation between January and 
October 2017. 

‾ Paediatric primary and community – remains amber because: 
o There has been a delay in progressing the project in quarter 1 

due to the capacity of the management lead. The focus in 
quarter 2 has been the review by CHS and STFT of paediatric 
services which the Management Lead is involved in. The output 
of the review – a document outlining the options for future 
service delivery model - is in development. CCG productivity 
plans relate to paediatric outpatients and existing paediatric 
services across primary and community settings which are 
within the scope of the review. 

o Delay increases the risk of not realising potential productivity 
savings in 2017/18   

o Further work is needed to scope the potential savings – further 
analysis is planned relating to referral routes and criteria. 

‾ STFT contract – remains amber because of the risk to realise a 
potential reduction in overall contract value. Reference cost figures 
have been requested from STFT and once available contract 
discussions can begin. 

 
11.1.5 Of the four red risks reported previously, three relating to the CVD 

programme have changed from red to green following review. The 
fourth risk relating to cancer remains red as forecasting that the 
potential productivity savings identified in Right Care will not be 
realised; this risk has now transferred to the issues log. The forecast 
savings will need to be delivered by other schemes. 

 
11.2 For decision 

 
11.2.1 Long term conditions rehabilitation (productivity project) 
 
11.2.2 It was reported to the Executive Committee in September that the SDG 

had endorsed the proposal to extend the scope of the productivity 
project relating to the future commissioning options for the healthy 
eating and lifestyle programme (HELP) and move to improve team (MTI 
Team), to include other exercise and education based services.  
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11.2.3 A paper was discussed at the November Executive Committee meeting 

for a decision regarding serving notice on the services now in scope 
which will be affected by the proposed model of care.   Whilst the work 
on the model of care was supported, the suggestion to serve notice 
was not supported in light of work on the development of a multi 
specialist community provider (MSCP) for all out of hospital care with 
existing partners and the potential impact of this signal.  Further work is 
to take place on how to realise the outcome of the redesign, including 
working with the existing provider board under the out of hospital 
transformation programme.   

 
11.3 For information 
 
11.3.1 Long term conditions rehabilitation (productivity project) 

The Governing Body is asked to note that the current project delivery 
plan and its schedule is no longer valid due to the change in scope for 
this project. As a result the existing plan will be closed and replaced by 
a new delivery plan to reflect the change in scope. 
 

11.3.2 National diabetes prevention programme (NDPP) – wave 2 
The NHS ‘Five Year Forward View’ and Public Health England’s 
‘Evidence into Action’ set out a joint ambition “to be the first country to 
implement at scale a national evidence-based diabetes prevention 
programme”. NHS England put out a call for expressions of interest 
from Sustainability Transformation Plan (STPs) to participate in the 
next wave of the roll out of the national diabetes prevention program 
(NDPP) from April 2017. 

 
The Diabetes Clinical Network facilitated a regional meeting with 
commissioners and provides in September to encourage the 
submission of an expression of interest (EOI) by the Northumbria Tyne 
& Wear NTW STP to be part of wave 2. Wave 3 is mandated.  
 
Following discussions with the director and executive GP leads and 
clinical leads for cardiovascular disease, it was proposed that the CCG 
support the submission of the EOI because it: 
 
‾ supports the delivery of CVD work stream 
‾ clinical leads are supportive 
‾ compliments integrated self-care model in development 
‾ some support may be funded by NHS England at this point 
‾ we will have to deliver it before 2020 anyway 
 
However, it is noted that wave 1 sites state that resource requirements 
are very intensive, much more than indicated, so there is a potential 
impact on delivery timescales of other work if not resourced.   
The clinical network co-ordinated the submission and it has not been 
successful due to the number of submissions across the country. 
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11.3.3 Implementation of the local transformation plan for children and 

young people’s mental health and wellbeing 
 

The transformational plan is being delivered via Child and Adolescent 
Mental Health Services (CAMHS) partnership; Thriving and Coping; 
Getting Help and More Help and Risk Support work streams. All work 
streams are now operational and beginning to deliver their objectives. 
The CCG has made some additional funding available to support 
waiting time pressures in children and young people (CYP) and in 
addition the CCG is seeking additional available from NHS England 
(NHSE). 

 
All CAMHS Services are actively supporting CAMHS transformation 
and there is a NETS/Process Mapping exercise scheduled for Tuesday 
17th October 2016. Local Authority, CCG and CAMHS are currently 
developing a process to prevent avoidable admissions to tier 4 for both 
CAMHS and LD (CTR).  

 
Sunderland has been selected to share good practice in relation to the 
Schools CAMHS Link Pilot - to this end Ecroys are visiting the CCG, 
CAMHS and schools on Wednesday 12th Oct and Thursday 13th Oct 
2016. 

 
11.3.4 Out of Hospital programme: End of Life   

 
The MIG, which is being implemented through the urgent care 
vanguard, does not meet the requirements of Electronic Palliative Care 
Coordination (EPaCCS).  The regional direction of EPaCCS is to 
explore systems that meet the requirements while avoiding multiple 
systems.   

 
11.3.5 Children’s and maternity 

There is on-going regional debate regarding the size and form of the 
footprint for maternity as part of the broader NTW STP. This is likely to 
have an impact upon the South Tyneside and Sunderland maternity 
configuration. The NTW Maternity Network have produced a first draft 
Expression of Interest in becoming an early adopter site for Better 
Births across NTW and Durham; we are currently awaiting feedback. 
The CCG is working with the South Tyneside and Sunderland 
Healthcare Hospital Group to ensure that their review and 
recommendations align to the requirements of better births and 
potential regional configuration (as mentioned above). Sunderland 
maternity services have self-assessed against better births guidance.     

 
11.4 National planning guidance and the CGG’s two year operational 

plan 
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A workshop was held with partners from the Sunderland’s 
Transformation Board on 11th October. The aim of the workshop were 
to ensure individual organisational operational plans are aligned to 
support delivery of the sustainability transformation plan local health 
economy (STP LHE) plan sitting below the NTW STP; are consistent 
with the STP footprint in respect of activity, finance and workforce); and 
achieve financial balance (organisational and system control totals). 

The board agreed to progress five ‘big ticket’ items within the four 
agreed transformation areas of the LHE plan: 

‾ Outpatient pathway work 
‾ Maximising efficiency 
‾ Out of hospital model to include planned and unplanned care 
‾ Removing duplication in the interface between in and out of hospital 
‾ Reviewing value for money for innovative services introduced in last 

five years 
 

An executive development session was held on 18th October to sense 
check our current strategic priorities in light of national planning 
guidance for 2017 to 2019. There was consensus that the 
transformation programmes, summarised on the plan on a page, 
should remain unchanged for the coming 2 years, although the focus 
within some of these may change to reflect national policy and local 
context.  

  
11.5 Recommendations 

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 baseline position for each of the six clinical priority areas. 

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

 Note the progress on delivery of the 2016/17 Plan on a Page 
 
Authors:  Matt Thubron 

Deputy Head of Contracting, Performance and Business 
Intelligence 

 
   Helen Steadman 
   Head of Planning and Reform 
 
Sponsoring Director: Debbie Burnicle 
    Deputy Chief Officer 
 
Date:   9th November 2016 
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Patient and Staff 

Engagement
RAG

Amber

Amber

Amber

Amber

Dermatology

Last months 

RAG

This months 

RAG

Red Green

There is on-going regional debate regarding the size and form of the footprint for maternity as part of the broader STP NTW work. This is likely to have an impact upon the South Tyneside and Sunderland maternity configuration. The NTW Maternity Network have produced a first draft Expression of Interest in becoming an early adopter site for Better Births across NTW and Durham (currently awaiting feedback). The CCG is working with South Tyneside and Sunderland Hea

Position Statement - Children's & Maternity
Home Oxygen 

Children and Young People's Mental Health & Well Being For Information The transformational plan is being delivered via CAMHS partnership; Thriving and Coping; Getting Help and More Help and Risk Support workstreams. All workstreajms are now operational and beginning to deliver their objectives. 

The CCG has made some additional funding available to support waiting time pressures in CYP's and in addition the CCG is seeking additional available from NHSE.

All CAMHS Services are actively supporting CAMHS Transformation and there is a NETS / Process Mapping exercise scheduled for Tues 17th  October 2016.   

Local Authority, CCG and CAMHS are currently developing a process to prevent avoidable admissions to Tier 4 for both CAMHS and LD (CTR)  

Sunderland has been selected to share good practice in relation to the Schools CAMHS Link Pilot - to this end Ecroys are visiting CCG, CAMHS and schools on Wed 12th Oct  and Thurs 13th Oct 2016    

OOH Programme: End of Life For Information Electronic Palliative Care Coordination (EPaCCS) -  The MIG which is being implemented through the Urgent Care Vanguard, does not meet the requirements of EPaCCS.  The regional direction of EPaCCS is to explore systems that meet the requirements while avoiding multiple systems.  

Paediatric Primary 

and Community

Items for information / discussion / decision

Project Category Item

Standardisation of 

Care & Value  Based 

Commissioning 

LTC Rehabilitation For Decision Following the change in scope, there is a valid argument for working with South Tyneside CCG to develop a single pathway. A proposal to this effect has been put forward and the board is requested to approve the decision to work in partnership with STCCG on this project.

LTC Rehabilitation For Information A change of scope was submitted last month and approved, therefore the current delivery plan and its schedule is seen to be no longer valid.  As a result, this plan will be closed and replaced by a new delivery plan which will reflect the updated scope of the project (as agreed) and capture any changes due to the decision regarding working 

arrangements with South Tyneside CCG.

Clear governance and reporting of capacity issues and savings targets  Work has progressed to identify specific areas of the CVD programme to 

target therefore reduce likelihood of risk occurring

Risk has been reduced from Likelihood 4 and Impact 5 to Likelihood 2 and 

Impact 5 

LTC Rehabilitation

Project Explanation

AEC Communication Strategy Now working with NECS (Lee Hogan) and have developed an AEC communications strategy including a web page, social medical and video to communicate to all stakeholders. Launch of web page and necessary information is to delivered to the Oct TiTo 

Cancer Due to the nature of the disease interventions, which are for long term gain, there is a risk that the impact of the benefits in relation to spend 

and quality will not be seen in year 

Board are aware of this risk as the plan is in developmental stage TL has made the Executive Committee aware of the potential savings 

identified in Right Care will not be realised in year. Risk has now 

transferred to the Issues Log and is being managed as an issue.  

Now classed as an Issue - gap now within the 

Productivity Plan - recovery plan to be 

investigated

Explanation for changes between overall month RAG rating 

Current Status 

CVD 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 

Hold initial launch event to engage with stakeholders. Establish steering group. Representation from all key partners now secured - Risk has been reduced 

from Likelihood 3 and Impact 5 to Likelihood 1 and Impact 5   Green 

Green 

STFT Contract Review

Urgent Care Strategy

CVD 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

Highlight to PMO. PMO Support now secured

Clinical Support now secured

Risk has been reduced from Likelihood 4 and Impact 4 to Likelihood 1 and 

Impact 4

Green 

CVD Significant interdependency with CVD which may compromise longer term success due to weight management project postponed

OOH End of Life

Project Red Risk Update 

Project  Description of Risk Original Controls Mitigation Actions / Updates

OOH Commissioning

We continue to work through the data provided by STFT and have undertaken a review of reference costs against the overall costing's provided by STFT , which will allow us to compare the costs of the services with other service providers. We still have some issues with the data and how STFT calculated some of their Reference Costs. We have therefore requested from STFT their 

Reference Costs to allow us to calculate and compare like with like. We are continuing to pull together some key lines of enquiry to share with STFT. The Contracting and Finance Team are trying to calculate a financial value for the queries identified to inform contract negotiations whilst clinical reviews take place for a number of the services i.e. Dermatology, Palliative Care and Long-

term conditions.  The CCG have identified a number of key lines of enquiry which can be progressed with pace once the refined financial information has been provided by STFT.  This is also rated as Amber as a number of service lines within the contract which are subject to review have changed focus and are now undertaking a detailed review and potentially will develop into a new 

service.  STFT have identified a gap in CHC income on the back of increased activity, backlog of restitution cases and impact of the Gateshead CCG procurement which needs to be picked up as part of the discussions.

Paed. Primary and Community STP meetings now taking place and potential plan is in place to discuss with clinical lead upon completion of the STP model end of October 2016.

In the interim of this plan, the paediatric productivity plan was discussed at the Executive Development Session in September, with a suggestion of the project potentially ceasing thus allowing resource to be allocated to other areas that will release savings prior to March 2017.  NMc has developed a paper for the SDG group to further discuss and debate October 2016.   

Project support withdrawn Feb 2016.   Meetings took place with Corporate Comms and Engagement Team (May 2016)  with no response.  PMO now allocated August 2016 and  Corporate Comms and Engagement Team responded to work with  (August 2016). Project now amber, as need time to allow newly established PMO resource to develop strategy for consultantion thus 

implementation. PMO identified strategy timeline, presenting to AEC Whole System sub group October 2016 for input and sign off.  Following meeting further engagement with NECS/JW required to progress plan. 

AEC Communications 

Strategy

OOH Programme: Ambulatory Care Pathways and Point of Care 

Testing 
Primary Care IT 

Support

STFT Contract Review

Reason(s) for projects reporting Amber or Red for this reporting period

Project Corrective Action Scheduled

Productivity/Metrics: DVT and Cellulitis metrics in development - howver issues identified with coding of conditions within secondary care to obtain a baseline, which is common nationally. 

Action: Have undertaken audits to map patients through meditech and SUS as well as Primary Care coding (EMIS) to  identify a correct baseline to measure improvement and savings.  Future coding identified to capture improvement and use of PoC tests in primary care but further work within SUS to be completed.  BI team currently reviewing data and coding to develop a baseline to 

use - do doubt this will have a number of caveats.  

OOH Programme: Patient and Staff Engagement

LD programme OOH Programme Sustainability Programme 

Ambulatory Care 

Pathways and Point 

of Care Testing

Decision Making 

Project 

AECU Direct Access

LD and Autism 

Primary Care

LD and Autism CTR 

CPA Process

Children and Young 

People's Mental 

Health & Wellbeing

CVD

Children's & 

Maternity

Quality Premium

Project Deliver Schedule Plan on a Page Status Report 

2016 2017 2018 2019

S
e

e
 P

o
si

ti
o

n
 S

ta
te

m
e

n
t 

B
e

lo
w

 

P
ro

je
ct

 t
o

 c
o

n
d

u
ct

 a
 d

e
sk

-t
o

p
 r

e
v

ie
w

 o
f 

D
e

rm
a

to
lo

g
y

 S
e

rv
ic

e
s 

in
 S

u
n

d
e

rl
a

n
d

 n
o

w
 c

o
m

p
le

te
  

33

15

Project Risks (n=48) 

Red Risks

Amber Risks

Green Risks

End date subject to Star Workshop

Yet to be determined

STP at the end of Oct 16 will inform end date 
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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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Clinical Priority Baseline Performance 
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Appendix three – 2016/17 estimated quality premium achievement

 

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 No £0
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 £142,161

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% -£35,540 Yes £0

Maximum four hour waits in A&E departments - standard 25% -£35,540 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% -£35,540 Yes £0

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% -£35,540 No -£35,540
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% -£142,161 -£35,540

REVISED TOTAL £177,701 £106,620
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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
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CATEGORY OF PAPER  

Proposes specific action  

Provides assurance   

 
GOVERNING BODY 

 
29th November 2016 

Report Title: 

 
NHS Operational planning and contracting guidance 
2017 – 2019 – Developing the CCG’s operational 
plan 

 

Purpose of report 

The purpose of this report is to provide the Governing Body with an overview of the recently 
published NHS planning guidance and describes the process to date to develop the CCG’s 
operational plan in accordance with national guidance and timeline. 

Key points, risks and assurances 

 
On 22nd September the NHS published its Operational Planning and Contracting Guidance 2017-
2019 which specifies the requirements for NHS commissioners and providers for the next two 
years.  

 
This report highlights notable changes from previous planning guidance giving an overview of the 
key points with a detailed summary of the planning guidance appended. It concludes by outlining 
key activities undertaken to date to develop our organisational operational plan to meet the 
submission deadline. 
 

Recommendation/Action Required 

The Governing Body is asked to: 

 Receive the report and note the contents. 

 Comment on the draft Plan on a Page 
 

Sponsor/approving director   
Debbie Burnicle 
Deputy Chief Officer 

Report author 
Helen Steadman 
Head of Strategy, Planning and Reform 

Governance and Assurance 

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

CO1: Ensure the CCG meets its public accountability duties 
 

CO2:  Maintain financial control and performance targets  

CO3: Maintain and improve the quality and safety of CCG commissioned services  
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CO4: Ensure the CCG involves patients and the public in commissioning and reforming services   

CO5: Identify and deliver the CCG’s strategic priorities  

CO6: Develop the CCG localities  

CO7: Integrating health and social care services, including the Better Care Fund  

CO8:  Develop and deliver primary medical care commissioning  

Any relevant legal/statutory issues 

No 

Are the identified risks on the risk register?  

 
Not applicable 

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

This is the first paper in relation to planning for 2017/18 and 2018/19 to be brought to the 
Governing Body over and above previous updates on the development of the STP. 

Equality analysis completed 
(please tick)  

Yes  No  N/A  

Key implications 

Are additional resources 
required?   

Yes, clinical and managerial resource to deliver the 2017 – 
2019 transformational programmes and productivity plans 
within the plan. 

Has there been appropriate 
clinical engagement?  

Yes via the Executive GPs, Clinical Leads and the clinical 
representatives on the strategic transformational groups and 
via the Executive Committee Development sessions. 

Any current or expected 
impact on patient 
outcomes/experience? 
 

It is expected that by implementing our operational plan we will 
realise the triple aim of the Five Year Forward View (better 
health; better care; and financial sustainability) and our own 
vision of Better Health for Sunderland. 

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

 Yes, through the Executive Development sessions and 
Transformation Board 
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Governing Body 
 

NHS Operational Planning and Contracting Guidance 2017 – 2019 
 

29th November 2016 
 

1. Purpose 
This report provides the Governing Body with an overview of the recently 
published NHS planning guidance and describes the process to develop the 
CCG’s operational plan in accordance with national guidance and timeline.  

 
2. Introduction 

 
On 22nd September the NHS published its operational planning and contracting 
guidance which specifies the requirements for NHS commissioners and providers 
for the next two years.  

 
There are some notable changes from previously published guidance, including: 

 The planning and contracting deadline has been brought forward by three 
months to the 23rd December 2016. 

 The planning and contracting round is for two years (2017/18 to 2018/19) 
backed by two year contracts, 2 year national tariff and two year 
commissioning for quality and innovation (CQUIN) and CCG quality 
premium schemes. 

 Individual organisational operational plans are the detailed plans for the 
sustainability and transformation plans (STPs). Organisational plans need 
to show how they align with STP objectives and planning assumptions 
(activity and finance). 

 There is a requirement to submit a separate GP Forward View plan to 
NHS England (NHSE) on 23 December encompassing the specific areas 
outlined in the guidance (annex 6, page 48, NHS Operational Planning 
and Contracting Guidance 2017 -2019). 

 

The guidance reaffirms the national priorities for the next two years and the 
business rules for 2017 – 2019.  

 
Key outputs from the planning process include: 

 financial plan including productivity plans; 

 operational plan; and 
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 contract agreement. 
 
3. National NHS operational planning and contracting guidance 

 
Key points are set out below and a detailed summary is appended (see appendix 
1). 

 

 The guidance has changed this year to have a focus on processes that will 
change to support STPs and the ‘financial reset’  

 It reaffirms the nine national ‘must dos’ that health economies should be 
planning to deliver through operational plans and contract agreements.  

 The national ‘must dos’ are; STP, finance, primary care, urgent and 
emergency care, referral to treatment times and elective care, cancer, 
mental health, people with learning disabilities, improving quality in 
organisations.  

 The CCG will agree two year contracts by the 23rd December with 
providers covering 2017-19, that are effective from 1st April 2017. These 
will be reflective of STP assumptions and affordable within each STP.  

 NHS England and NHS Improvement oversight process will be unified to 
enable an interface to support alignment of CCG and provider plans.  

 It is anticipated, that each STP will have a financial control total that is the 
summation of the individual organisation control totals and the overall 
system control total. It is expected at a national level there will be 
commissioner financial balance and provider financial balance.  Health 
economies within an STP can apply for a more local control total but 
expressions of interest had to be made by 31.10.16. (Sunderland has 
expressed an interest with South Tyneside CCG, City Hospitals Sunderland 
(CHS) and South Tyneside NHS Foundation Trust (STFT)) 

 The overall disposition of the STP Fund £1.8bn will be: 1.5bn general fund 
allocated on the basis of emergency care; £0.1bn general fund allocated to 
non-acute providers; and a £0.2bn targeted fund.  

 The operating rules of the existing £1.8bn STF for constitutional 
performance are subject to agreement by Department of Health so 
implications for 2017-19 are not yet known.  

 CQUIN: remains at 2.5%. 1.5% for national CQUIN, 0.5% risk reserve, 0.5% 
subject to provider full engagement and commitment to STP process.   

 Risk reserve: CCGs will be asked to ensure that 1% of their allocation is 
planned to be spent non-recurrently.  

 Risk reserve: 0.5% of the local CCG CQUIN will be held in the risk reserve. 
This is only released for investment when it is demonstrated that the system 
in question is delivering its control target.  

 There will be minimal changes to the NHS national contract. However, the 
contract suggests a couple of major changes  

‾ Mandated use of e-referral system (ERS) and from October 17 non-
payment for activity resulting from non-ERS referrals and the right for 
providers to return such referrals to GPs.  
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‾ Mandatory data-sharing for urgent and emergency care providers.  
‾ Where providers accept their financial control totals and associated 

conditions and are therefore eligible for the Sustainability and 
Transformation Fund, contract sanctions for key performance standards 
are current suspended, that suspension will continue to April 19 under 
the new contract.  

‾ Subject to consultation cost uplifts in national tariff will be set at 2.1% for 
2017/18 and 2.1% for 2018/19.  

 Within the context of STPs, CCGs will need to consider opportunities for 
establishing new models of care, the likely timetable for this and the 
implications for contracting. CCGs’ roles will continue to evolve in line with 
how those plans for new models and contracting are planned and 
implemented. 

 

The guidance outlines the timeline for the delivery of the outputs of the contracting 
and planning process. The table below highlights key dates: 

 

Milestone Deadline 

STP submission 21 October 2016 

Submission of summary operational financial plans  01 November 2016 

Commissioner to issue initial contract offer 04 November 2016 

Submission of full draft of operational plan 24 November 2016 

Deadline to enter into contract mediation  05 December 2016 

Final submission of operational plan 23 December 2016 

National deadline for signing contracts 23 December 2016 

Submission of arbitration paperwork 09 January 2017 

Arbitration completed 31 January 2017 

 
4. Developing the 2017 – 2019 operational plan 
 

The table below sets out the activities that we have undertaken to date to develop 
our 2 year plan and ensure it complies with the detailed requirements in the 
national guidance including: 

 individual plans need to align to the STP – the STP will be delivered 
through the plans of individual organisations.  

 our plan supports the delivery of the triple aim of the Five Year Forward 
View: better health; improved care and quality; and financial sustainability. 

 support the delivery of the national nine ‘must-dos’ 
 

The activities need to be considered in the context of the process undertaken to 
develop the current 2016/17plan which was always envisaged as a three year plan 
although the national requirement was for a one year plan only. 
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Date Activity Outputs 

20.09.16 Delivering financial 
sustainability in 2017/18 and 
2018/19 
(executive development 
session) 

 Understanding of proposed 
financial plan 

 Identified opportunities for 
future productivity and 
efficiency savings 

11.10.16 System Planning workshop to 
ensure individual 
organisational operational 
plans are aligned in 
Sunderland  
(Sunderland Transformation 
Board) 

 Agreement to submit an 
Expression of Interest for a 
system control total1 

 Agreement to progress 5 ‘big 
ticket’ areas within the 4 
agreed transformation areas of 
the local health economy plan 
(local STP) 

 Agreement to develop one joint 
plan post submission  

 To confirm governance 
arrangements in place to 
support implementation  of the 
local STP 

18.10.16 Developing our 2 year 
operational plan 
(executive development 
session with locality teams 
and lead managers) 

 Sense checked our current 
operational plan in light of 
national guidance  

 Agree the CCG’s 
transformational programmes 
priorities for 2017 - 2019 

08.11.16 Developing our 2 year 
operational plan – reaching 
contract agreement and 
ensuring system sustainability 
(Executive Committee 
development session) 

 Endorsement of the proposed 
2017-19 transformational 
priorities 

 Agree the local measures for 
the CCG Quality Premium 

 Agree the strategic approach to 
contracts to ensure 
sustainability and deliver a 
balanced plan 

 
 

5. Next steps 
 

                                                 
1
 The purpose of the system wide control total is to encourage organisations to work together to achieve a shared 

outcome – i.e.  the combined control total.   System wide control totals will need to be achieved to allow access to the 
contingency and CQUIN funds that organisations can only access if system-wide aggregate control totals are 
achieved.  Sunderland and South Tyneside have applied to have a control total on smaller footprint than that of the 
NTW one.  
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The first draft of the CCG’s operational plan has to be submitted by 24th November 
and the final plan to be signed off by the Governing Body at its Development 
session in December before submission on 23rd December.   

 
Leading up to the submission deadline work will continue to deliver the three 
outputs from the process: The CCG’s financial plan including productivity plans; 
operational plan with detailed finance and activity templates; and contract 
agreement. 

 
The current draft of the CCG Plan on a Page is attached as a key outcome of the 
work noted above. (appendix 2) 

 
6. Recommendation 

 
 The Governing Body is asked to: 

 Receive the report and note the contents. 

 Comment on the draft Plan on a Page 
 
 
Author:  H Steadman, Head of Strategy, Planning and Reform 
Sponsor:  D Burnicle, Deputy Chief Officer 
Date: 11th November 2016 
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Appendix 1 
 
Summary of NHS Operational Planning and Contracting Guidance 2017- 2019 
 

1. Introduction 

The guidance reaffirms: 

 Implement the Five Year Forward View (FYFV) to drive improvements in health 

and care; restore and maintain financial balance; and deliver care access and 

quality standards 

 Underlines the importance of STPs in delivering the FYFV 

 Makes clear we need to work together to deliver the required productivity savings 

and care re-design 

 
2. Sustainability and Transformation Plans – due by 21 October 

2.1 Control total (para 25 -29 & annex 5)  

 Each STP will have a financial control total – the individual organisational control 

totals should add up to the agreed STP control total  

 Larger STP areas will be able to create a subdivision of their local geography 

with a separate system control total for each subdivision (para 29/p.42) 

 There is flexibility, following agreement at national level, for STP partners to 

adjust organisational control totals (CCG and providers) within the STP footprint, 

provided the overall system control total remains in budget – application at the 

planning stage and quarterly thereafter. 

 Expectation both commissioner and provider to be in financial balance in both 

2017/18 and 2018/19 

2.2 Delivery & efficiency (para 25) 

 Organisation operational plans are the detailed plans for the first 2 years of 

the STP 

 Delivery of STP will sit with individual organisations - individual organisational 

plans need to show how they align with STP objectives and planning 

assumptions (activity/finance/workforce) 

 STP transformation and efficiency plans should be reflected in organisational 

plans (para 26) 

 Expectation that national efficiency programmes (RightCare, Continuing 

Healthcare, new Models of Care, Urgent and Emergency Care, Self-care and 

preventions, Getting it Right First Time (GIRFT) and the Carter productivity 

programme) are embedded in STPs and further developed in operational 

plans (para 33) 
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2.3 Assessment metrics (paras 14 and 15) 

 Baseline metrics will be published in Nov drawn from existing data collections. 

 These cover core aspects of performance and are grouped into 3 areas: 

1. Finance – performance against organisations specific and system control 

totals 

2. Quality – A&E and RTT 

3. Health outcomes and care redesign – including progress against GP, 

mental health and cancer plans; hospital bed days and emergency 

hospital admissions 

 STPs will need to agree trajectories against these areas for 2017-19 

2.4 Sustainability and transformation funding (STF) (paras 44 – 50) 

 £1.8bn will be available again in 17/18 and 2018/19 

 Baseline for 2017/18 trajectories will be the same as the agreed trajectories for 

2016/17 – expectation to deliver the national standard. 

 Payment of STF will be dependent on providers meeting financial control totals 

and meeting core standards. 

 Guidance states that streams of transformation funding ‘will be increasingly 

targeted towards the STPs making the most progress’.  
 Transformation funding will only be available to systems whose operational plans 

meet the required control total and performance trajectories (para 48) 

 
3.  Organisational operational plans 
 
“NHS operational planning and contracting processes will now change to support 
Sustainability and Transformation Plans (STPs) and the ‘financial reset’” 

 STP is the building block for operational planning (para 9).  

 2 year contracts will reflect two year activity, workforce and performance 

assumptions that are agreed and affordable within each STP (para 9). 

3.1 Timeline 

 Submission of first draft of operational – 24 November 2016 

 Final submission of operational plan – 23 December 2016 (including Board sign 

off) 

 All contracts to be signed by 23 December 2016 

 Access to formal arbitration would be a last resort and seen as a failure of 

collaboration and good governance.  

3.2 Contracts 
2 year contracting round backed by: 

 2 year standard contract  
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‘Commissioners still have the ability to let new longer term contracts based on 
new care models and whole population budgets revising existing contracts 
accordingly’ (para. 8) 

 2 year national tariff  

 2 year CQUIN and CCG Quality Premium schemes 

 
3.2.1 NHS standard contract (paras 21 – 24 and draft NHS standard contract) 

 out now for consultation until 21 October  

 Key changes include: 

‾ Mandated use of the e-referral system from April 2017 (national CQUIN to 

maximise slot availability and all services on ERS in 2017/18) 

‾ Mandated data sharing agreements for urgent and emergency care 

providers 

‾ New requirement to ensure key clinical data can be shared appropriately 

with healthcare professionals in other providers via interoperable IT 

systems 

‾ From November 2017 compliance with the 4 priority standards for 7 day 

hospital services 

‾ Strengthened the contract relating to discharge by introducing a 

requirement on commissioners to facilitate hospital discharge  

‾ Ensure co-ordinated care through the requirement on providers’ staff work 

effectively across organisations and pathways (CQUIN to support 

proactive and safe discharge) 

‾ New provisions relating to the promotion of healthy eating and drinking 

options 

‾ Commissioners must agree a SDIP with those providers who are not yet 

compliant with recommendations in NICE PH48 (smoke free hospitals) 

setting out the actions needed to comply by 31st December 2018. 

Changes relating to the interface between primary and secondary care 

 To improve patient experience, support better integration and reduce GP 

workload to address concerns raised in Making Time in General Practice. 

‾ Outpatient clinic letters: tightening the requirements for the production 

and transmission of GP letters following clinic attendance from within 14 

days of attendance to 10 days, and later to 7 days. 

‾ Outpatient medication: must be supplied for the period of time detailed in 

local clinical protocols 

‾ Discharge summaries (inpatient or day case admission) must be 

electronic from 1st April 2017 

‾ Transmission of discharges summaries and clinic letters to general 

practice must be via direct transmission (not via NHS Mail) from October 

2018 
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‾ New CQUIN requiring providers to set up advice and guidance services 

for non-urgent GP referrals  

‾ New requirement of commissioners to ensure that referrals from Primary 

Care contain accurate patient contact details as well as clear and relevant 

clinical information on all referral correspondence 

 final contract will be published on 11 November 

 Sanctions for providers, who fail to meet key performance indicators will remain 

suspended until April 2019 where control totals are agreed. 

3.3 Content of the contracts - updated operational planning requirements  

 Both CCG and provider operational plans (para 16) need to demonstrate the 

following  

‾ How they will deliver the nine ‘must-dos’ including the impact of new 

care models 

‾ How they will support the delivery of the STP 

‾ How they will reconcile finance with activity and workforce to deliver 

their agreed contribution to the system control total 

‾ How their activity plans, derived directly from the STP, are robust and 

deliverable and have been agreed 

‾ How local independent sector capacity is factored into planning 

‾ Their planned contribution to savings 

‾ How risks have been jointly identified and mitigated  

 CCG and providers plans must be agreed by NHSE and NHSI 

3.3.1 National priorities  

 Nine ‘must-dos’ carried forward from 2016/17 with updates to reflect the evolving 
policy context. (para 11). The detail underpinning some cases has become 

longer. 

 9 ‘must-dos’ are: 
‾ STPs 

‾ Finance 

‾ Primary care (annex 6): CCGs will need to submit one GPFV plan 

encompassing the specific areas outlined in the guidance. 

‾ Urgent and emergency care 

‾ Referral to treatment and elective care 

‾ Cancer (annex 7) 

‾ Mental health (annex 8) 

‾ People with learning disabilities 

‾ Improving quality in organisations 
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3.3.2 Further details of support for other programmes include: 

 Technology (para 47) - £4.2bn of additional transformation funding will be 

subject to a consolidated approvals process. STPs will receive an allocation to 

support delivery of their Local Digital Roadmaps. 

 Diabetes (para 47) – The Diabetes Prevention Programme will be scaled up 

over the next 2 years with funding support provided. Further investment will 

support the treatment and care of older people living with diabetes and national 

funding for evidence based interventions, such as structured education, specialist 

inpatient support and multi-disciplinary foot teams and driving down variation 

between CCGs. 

 

4. CCG business rules (paras 53-62) 

 CCGs’ should aim for in-year breakeven positions. 

 As in previous years, CCGs should plan for 1% of their allocation to be spent 

non-recurrently. 

‾ 0.5% is to be uncommitted and held as a risk reserve 

‾ 0.5% is to be available immediately to spend non-recurrently to support 

transformation and change implied by STPs 

 As in previous years, CCGs should plan for a 0.5% contingency to manage in 

year pressures and risks. 

 Centrally held transformation funding to support delivery of the General Practice 

Forward View and Mental Health Forward View will be allocated to CCGs for 

2017/18 and 2018/19. 

 
5. Providers CQUIN (57-60)  

 Current CQUIN enables providers to earn up to 2.5% of annual contract value if 

they deliver objectives set out in the scheme. 

 The full 2.5% will continue to be available to providers for 2017/18 and 2018/19. 

 1.5% of the 2.5% will be linked to the delivery of nationally mandated indicators. 

For acute and community services the proposed national indicators cover 6 

areas; there are five in mental health; and 2 in ambulance services. 

 The remaining 1% will be assigned to support local systems:  

 0.5% available subject to engagement with STP process; and  

 0.5% held as the risk reserve. 

 
6. CCG Quality Premium scheme 

 The scheme will become a 2 year scheme. 

 The indicator set has been streamlined and: 

‾ Retained indicators on cancer stage diagnosis and patient experience of 

accessing their GP 
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‾ Evolved the existing anti-microbial resistance measure into a measure on 

bloodstream infections 

‾ Retained the locally selected indicator towards delivering the aims of 

the RightCare programme  

‾ Introduced 2 new indicators one to be selected from a Mental Health 

menu and one focusing on delivery of CHC 

 Previous Gateway tests will continue to operate covering Finance, Quality and 

measures within the NHS Constitution. 

 
 

7. Risk reserve (paras 51-52) 

 For 2017/18 and 2018/19 both CCGs and providers are required to help create 

the risk reserve with help from NHSE:  

‾ 0.5% of CCGs’ 1% of their allocation  (equivalent to £360m) 

‾ 0.5% of the CCG CQUIN scheme ((£270m) 

 Release of the risk reserve to each local system for investment in STP priorities 

will be dependent on delivery of its control total – as in 16/17 

 
8. Assurance process 

NHS England and NHS Improvement will undertake a joint assurance process, working 
with local organisations in a coherent and joined-up way, to assess how: 

 operational plans set out to deliver the next two years of the system STP, 

covering agreed plans to close the three gaps – care and quality, health 

outcomes and finance 

 provider and commissioner plans reconcile both to the system STP and to each 

other and share planning assumptions 

 deliverability of activity plans by commissioners and providers and they are 

directly derived from the projections agreed within system STPs and reflect 

historic growth levels moderated by agreed transformation and efficiency 

schemes 

 they enable agreed performance trajectories to be delivered within available 

financial resources 

 finance, workforce and activity projections are fully aligned with activity 

projections 

 risks are identified and mitigated considering both the assumptions in individual 

plans and the shared understanding across the system in terms of how the 

system will work together to manage risks. 
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Version 0.1  07.11.16 

Implementing Northumberland, Tyne and Wear and North Durham Sustainability and Transformation Plan (NTW ND STP) at a local level

Transformation 

priorities
Scaling up prevention, health and welbeing Out of hospital collaboration Optimal use of the acute sector

Evidence based approach Prevention focused

To deliver NHS England The Five Year Forward View

Its triple aims Better Health Care and quality Sustainable funding

Underpinned by  

system wide 

principles

One system for health and social care 7 day services
Mental health and physical 

health of equal importance
Effective, safe care and positive patient experience

Reform methodology

Governed by
CCG Governing Body Transformation and A&E Delivery Board Health & Wellbeing Board

Enabled by

Joint commissioning & 

Better Care Fund IT infrastructure

Contract management 

(CQUIN)
Organisational development Medicines optimisation

Primary care co-

commissioning Telehealth
CCG Localities Research and development

Cancer
Improve cancer outcomes, reducing smoking, increase screening uptake, early diagnosis and improve patient cancer pathway 

experience including survivorship and end of life care.

Cardiovascular disease
Optimise the length and quality of life for patients with, and at risk of CVD, through robust primary and secondary prevention, 

streamlined pathways and integrated services that meet national standards. 

Prevention
To implement a whole system approach to self-care making every contact count and smoke-free NHS premises, reduce smoking 

and alcohol related conditions, to increase healthy life expectancy

Mental health Deliver the Mental Health Forward View in full including CAMHS transformation plan

Learning disabilities Continue Transforming Lives programme including the Primary Care LD/Autism strategy

Childrens & maternity Ensure safe and sustainable services for improved outcomes in maternity and ensure the best start in life

Integrity Open and Honest

Transformational Changes 2017/18 - 2018/19
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In Hospital
Ensure safe and sustainable model for acute services by delivering a single clinical operating model across the local health 

economy.

Community Care System Jointly commission a fully integrated unplanned and planned community care system that interfaces effectively with specialist servic

General practice Sustain and transform general practice in line with the General Practice Forward View

Underpinned by 

our values
Patient centred Inclusive Responsive Innovative Empowering

MENTAL HEALTH

Continue to perform well

Reduce emergency 

admissions by 12% by 2019

Maintain the number of 

smoking quitters at 

2015/16 levels

Reduce years of life lost by 

15% by 2019

Improve health related 

quality of life for people 

with LTCs by 8.9% by 2019

Deliver a productivity plan 

of £#m 

Deliver prescribing savings 

of £#m

MATERNITY

Improve to performing well
Measured by CANCER

Continue to perform well

DEMENTIA

Improve to performing well

DIABETES

Improve to performing well

LEARNING DISABILITIES

Improve to performing well

Plan on a page 2017/18 - 2018/19 (Years 2 & 3)
Our Vision Better Health for Sunderland

Delivered by:
Transforming care out of hospital (through integration 

and 7 day working)

Transforming in hospital care, specifically urgent and 

emergency care (7 day working)
Enabling self care and sustainability

 

Appendix 2 
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CATEGORY OF PAPER  

Proposes specific action  

Provides assurance   

 
GOVERNING BODY 

 
29 November 2016 

Report Title: 
 

CCG Constitution Review – 
Proposed Amendments  

Purpose of report 

To provide the Governing Body with the outcome of the review of the CCG’s Constitution review 
and resulting proposed amendments.  

Key points, risks and assurances 

Key points 
The CCG’s Constitution sets out the terms by which the CCG, through its appointed members and 
Governing Body, shall implement all statutory obligations including, but not limited to, the 
commissioning of secondary health and other services in the Sunderland locality. The Constitution 
also contains the main governance rules of the CCG and Governing Body. 
 
Each member agreed to the terms of the Constitution with the intention that it became effective 
from the point of the establishment of the CCG along similar terms of reference in accordance with, 
and subject to, any relevant legislation pertaining to govern and regulate the same.  
 
The Constitution was agreed and signed by all member practices in August 2012 as part of the 
CCG authorisation process and updated in November 2013.  A further amendment was made in 
January 2015 to reflect the changes in relation to additional primary medical care commissioning 
responsibilities the CCG undertook from 1 April 2015. 
 
Assurances 
As the CCG entered its third year of establishment, it was felt an appropriate time to review the 
Constitution to ensure it remains fit for purpose, up to date and a true reflection of how the CCG 
operates.   
 
Capsticks undertook the review on behalf of the CCG and as a result, the proposed changes 
detailed in appendix 1 have been suggested.  The Governing Body discussed the nature of the 
proposed changes at its meeting on the 27 September 2016 and whether these constituted a 
significant variation that would require sign off by 60% of the membership as specified in paragraph 
43 of the Constitution.   
 
Whilst the Governing Body agreed the changes were relatively minor in nature and did not require 
sign off by the membership, a discussion took place regarding the model wording from NHS 
England relating to joint commissioning with other CCGs that the CCG has been asked to include.  
The Governing Body agreed this needed further clarity to maintain openness and transparency with 
the membership and additional text has been included.  This is detailed on page 5 of the table of 
proposed changes below (current Constitution page 18, paragraph reference 22.4). 
 
Once formally approved by the Governing Body, details of the changes will be circulated to the 
membership with a copy of the revised Constitution and an updated copy published on the CCG’s 
website.  
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Please note a copy of the current Constitution has not been included but can be found on the 
CCG’s website at the following link: http://www.sunderlandccg.nhs.uk/?s=constitution  
 

Recommendation/Action Required 

The Governing Body is asked to formally approve the changes to update the CCG’s Constitution.   

Sponsor/approving director   
Dr I Pattison, Chair  
D Gallagher, Chief Officer 

Report author D Cornell, Head of Corporate Affairs 

Governance and Assurance 

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

CO1: Ensure the CCG meets its public accountability duties 
 

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 

Health and Social Care Act 2012 
Relevant national guidelines relating to CCG constitutions and governance. 

Are the identified risks on the risk register?  

 
N/a 

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

Current Constitution previously approved by members in January 2015. 

Equality analysis completed 
(please tick)  

Yes  No  N/A  

Key implications 

Are additional resources 
required?   

N/a 

Has there been appropriate 
clinical engagement?  

N/a 

http://www.sunderlandccg.nhs.uk/?s=constitution
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Has there been/or does there 
need to be any patient and 
public involvement? 

N/a 

Any current or expected 
impact on patient 
outcomes/experience? 

N/a 

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

N/a 
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Summary of Proposed Constitution Amendments (v4.1) 

  November 2016 

 

Page 
Number 
in 
Current 
Version 

Paragraph 
Reference 

Paragraph Heading  Summary of change proposed 

5 1 Background Update information - additional paragraph’s 
1.2 and 1.5 proposed as follows: 
 
1.2 - NHS Sunderland Clinical 
Commissioning Group (the CCG) was 
licensed from 1 April 2013 under provisions 
enacted in the Health and Social Care Act 
2012, which amended the National Health 
Service Act 2006. 

 
The clinical commissioning group is a 
membership organisation and all GP 
practices in Sunderland are members.  It is a 
clinically led organisation and the 
membership elects six GPs, one of which is 
the clinical chair, to lead the CCG on their 
behalf and work as part of the Governing 
Body. 
 
1.5 - NHS Sunderland Clinical 
Commissioning Group is the statutory body 
responsible for planning, purchasing and 
monitoring the delivery and quality of most of 
the local NHS healthcare and health services 
for the people of Sunderland.  It is made up 
of doctors, nurses, other health 
professionals with management support and 
lay members. 

5 2 Definitions  Move to later in the document to paragraph 7 
to give the CCG’s vision, aim and overall 
approach higher priority in the document. 

6 2 Definitions Amend NHS England definition as incorrect 
statutory reference to Health and Social 
Care Act 2012, should be NHS Act 2006.  

7 4 Commencement and 
Duration  

Add the wording ‘or becomes subject to any 
variations as specified in paragraph 43 of 
this Constitution’ for further clarity. 

7 7 Purpose, Vision and 
Values  

To become paragraph 2. 

11 13.5 Chief Officer Update wording to remove reference to ‘in a 
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national document’ 
12 14.5 Chief Finance 

Officer 
Update wording to remove reference to ‘in a 
national document’ 

13 16 Lay Members  Add the wording ‘at least 2 lay members’ to 
future proof the Constitution.  

15 21.9 Committee and Sub-
Committees  

Add further sub-paragraph’s 21.9.2 and 
21.9.3 for clarity and to keep the Constitution 
in line with the CCG’s Standing Orders as 
follows: 
 
21.9.2 Other than where there are statutory 

requirements, such as in relation to 
the Governing Body’s audit 
committee or remuneration 
committee, or national guidance in 
relation to Governing Body’s primary 
care commissioning committee, the 
CCG shall determine the 
membership and terms of reference 
of committees and sub-committees 
and shall, if it requires, receive and 
consider reports of such committees 
at the next appropriate meeting of the 
CCG.  
 

21.9.3 The provisions of the CCG’s 
Standing Orders shall apply where 
relevant to the operation of the 
Governing Body, the Governing 
Body’s committees and sub-
committee and all committees and 
sub-committees unless stated 
otherwise in the committee or sub-
committee’s terms of reference. 

18 22.4 Joint Commissioning 
Arrangements with 
other CCGs 

Update to include model wording provided 
by NHS England in relation to joint 
arrangements as per NHS England’s letter to 
the CCG dated 21 January 2015.  
 
A copy of the model wording is attached at 
appendix 1, section 1 and the additional text 
to be included is highlighted in yellow. 
 
Please note that paragraph 1.2 of the model 
wording in the attached appendix has been 
amended to include the following additional 
text:   
 
[1.2] The CCG may make arrangements with 
one or more CCGs following approval by 
the Governing Body and after due 
consideration is given as to whether any 
such decision(s) need to be taken in 
consultation with the CCG membership in 
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respect of: 
       [1.2.1] (as per the model wording)  
       [1.2.2] (as per the model wording) 
       [1.2.3] (as per the model wording) 
 

n/a 22.6 Joint Commissioning 
Arrangements with 
NHS England for the 
Exercise of CCG 
Functions 

Update to include model wording provided 
by NHS England in relation to joint 
arrangements as per NHS England’s letter to 
the CCG dated 21 January 2015. 
 
A copy of the model wording is attached at 
appendix 1, section 2 and the additional text 
to be included is highlighted in yellow. 

19 22.7 Joint Commissioning 
Arrangements with 
NHS England for the 
Exercise of NHS 
England’s Functions 

Renumber from paragraph 22.6 to reflect 
additional sections above. 

27 28 Devolved 
Commissioning 
Structures  

Move to become paragraph 22.8 to provide 
clarity of context. 

27 29-34 Conflicts of Interest Update to reflect new statutory guidance 
published by NHS England in June 2016 

33 35 Termination of 
Membership of the 
Clinical 
Commissioning 
Group 

Remove sub-paragraph 35.4 as NHS 
England process does not provide for an 
appeal process. 

53 Appendix 
5 

Governance 
Structure 

Update to reflect director changes  

55 Appendix 
6 - 
Standing 
Order 2.2 

Appointment of GPs 
to Serve as 
Members of the 
Governing Body and 
Executive Team 

Revise to remove outdated reference to 
Health and Social Care Bill 

61 Appendix 
6 - 
Standing 
Order 4.2 

Appointment of 
Committees and 
Sub-Committees 

Current wording is open to interpretation as it 
suggests that the CCG will sign off terms of 
reference of the CCG and Governing Body.   
 
Revise to read: 
 
 ‘Other than where there are statutory 
requirements, such as in relation to the audit 
committee or remuneration committee, or 
national guidance in relation to the primary 
care commissioning committee, the CCG 
Governing Body shall determine the 
membership and terms of reference of 
committees and sub-committees and shall, if 
it requires, receive and consider reports of 
such committees at the next appropriate 
meeting of the Governing Body.’  

76 Appendix 
9 

Declaration of 
Interest Form 

Update to new version 
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Next steps towards primary care co-
commissioning: Annex C 

 

Model wording for 
amendments to Clinical 
Commissioning Groups’ 
constitutions  
 

November 2014 
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Model wording for amendments to Clinical Commissioning 
Groups’ constitutions 
 
 

[1] Joint commissioning arrangements with other Clinical 

Commissioning Groups 

 

[1.1] The clinical commissioning group (CCG) may wish to work together with other 

CCGs in the exercise of its commissioning functions. 

 

[1.2] The CCG may make arrangements with one or more CCGs following approval 

by the Governing Body and after due consideration is given as to whether any 

such decision(s) need to be taken in consultation with the CCG membership 

in respect of: 

[1.2.1] delegating any of the CCG’s commissioning functions to another CCG;  

[1.2.2] exercising any of the commissioning functions of another CCG; or  

[1.2.3] exercising jointly the commissioning functions of the CCG and another 

CCG 

 

[1.3]   For the purposes of the arrangements described at paragraph [1.2], the CCG     

may:  

[1.3.1] make payments to another CCG; 

[1.3.2] receive payments from another CCG; 

[1.3.3] make the services of its employees or any other resources available to 

another CCG; or 

[1.3.4] receive the services of the employees or the resources available to 

another CCG. 

 

[1.4] Where the CCG makes arrangements which involve all the CCGs exercising 

any of their commissioning functions jointly, a joint committee may be 

established to exercise those functions.  
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[1.5] For the purposes of the arrangements described at paragraph [1.2] above, the 

CCG may establish and maintain a pooled fund made up of contributions by 

any of the CCGs working together pursuant to paragraph 1.2.3 above. Any 

such pooled fund may be used to make payments towards expenditure 

incurred in the discharge of any of the commissioning functions in respect of 

which the arrangements are made.  

 

[1.6] Where the CCG makes arrangements with another CCG as described at 

paragraph [1.2] above, the CCG shall develop and agree with that CCG an 

agreement setting out the arrangements for joint working, including details of: 

 

 How the parties will work together to carry out their commissioning 

functions; 

 The duties and responsibilities of the parties; 

 How risk will be managed and apportioned between the parties; 

 Financial arrangements, including, if applicable, payments towards a 

pooled fund and management of that fund; 

 Contributions from the parties, including details around assets, employees 

and equipment to be used under the joint working arrangements. 

 

[1.7] The liability of the CCG to carry out its functions will not be affected where the 

CCG enters into arrangements pursuant to paragraph [1.2] above.  

 

[1.8] The CCG will act in accordance with any further guidance issued by NHS 

England on co-commissioning.  

 

[1.9] Only arrangements that are safe and in the interests of patients registered 

with member practices will be approved by the governing body. 

 

[1.10] The governing body of the CCG shall require, in all joint commissioning 

arrangements, that the lead clinician and lead manager of the lead CCG make 

a quarterly written report to the governing body and hold at least annual 
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engagement events to review aims, objectives, strategy and progress and 

publish an annual report on progress made against objectives. 

 

[1.11] Should a joint commissioning arrangement prove to be unsatisfactory the 

governing body of the CCG can decide to withdraw from the arrangement, but 

has to give six months’ notice to partners, with new arrangements starting 

from the beginning of the next new financial year. 

 

[2] Joint commissioning arrangements with NHS England for the 

exercise of CCG functions 

 

[2.1] The CCG may wish to work together with NHS England in the exercise of its 

commissioning functions. 

 

[2.2] The CCG and NHS England may make arrangements to exercise any of the 

CCG’s commissioning functions jointly. 

 

[2.3] The arrangements referred to in paragraph [2.2] above may include other 

CCGs. 

 

[2.4]  Where joint commissioning arrangements pursuant to [2.2] above are entered 

into, the parties may establish a joint committee to exercise the 

commissioning functions in question.  

 

[2.5] Arrangements made pursuant to [2.2] above may be on such terms and 

conditions (including terms as to payment) as may be agreed between NHS 

England and the CCG.  

 

[2.6] Where the CCG makes arrangements with NHS England (and another CCG if 

relevant) as described at paragraph [2.2] above, the CCG shall develop and 

agree with NHS England a framework setting out the arrangements for joint 

working, including details of: 
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 How the parties will work together to carry out their commissioning 

functions; 

 The duties and responsibilities of the parties; 

 How risk will be managed and apportioned between the parties; 

 Financial arrangements, including, if applicable, payments towards a 

pooled fund and management of that fund; 

 Contributions from the parties, including details around assets, employees 

and equipment to be used under the joint working arrangements; and  

 

[2.7] The liability of the CCG to carry out its functions will not be affected where the 

CCG enters into arrangements pursuant to paragraph [2.2] above.  

 

[2.8] The CCG will act in accordance with any further guidance issued by NHS 

England on co-commissioning.   

 

[2.9] Only arrangements that are safe and in the interests of patients registered 

with member practices will be approved by the governing body. 

 

[2.10] The governing body of the CCG shall require, in all joint commissioning 

arrangements that [insert who] of the CCG make a quarterly written report to 

the governing body and hold at least annual engagement events to review 

aims, objectives, strategy and progress and publish an annual report on 

progress made against objectives. 

 

[2.11] Should a joint commissioning arrangement prove to be unsatisfactory the 

governing body of the CCG can decide to withdraw from the arrangement, but 

has to give six months’ notice to partners, with new arrangements starting 

from the beginning of the next new financial year after the expiration of the six 

months’ notice period.  
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(Please note the following text is already included in the CCG’s Constitution 

following the amendment in January 2015 regarding primary medical care 

commissioning and has been included for information purposes only) 

 

[3] Joint commissioning arrangements with NHS England for the 

exercise of NHS England’s functions  
 

[3.1] The CCG may wish to work with NHS England and, where applicable, other 

CCGs, to exercise specified NHS England functions. 

 

[3.2] The CCG may enter into arrangements with NHS England and, where 

applicable, other CCGs to: 

 Exercise such functions as specified by NHS England under delegated 

arrangements; 

 Jointly exercise such functions as specified with NHS England. 

 

[3.3] Where arrangements are made for the CCG and, where applicable, other 

CCGs to exercise functions jointly with NHS England a joint committee may 

be established to exercise the functions in question.  

 

[3.4] Arrangements made between NHS England and the CCG may be on such 

terms and conditions (including terms as to payment) as may be agreed 

between the parties.  

 

[3.5] For the purposes of the arrangements described at paragraph [3.2] above, 

NHS England and the CCG may establish and maintain a pooled fund made 

up of contributions by the parties working together. Any such pooled fund may 

be used to make payments towards expenditure incurred in the discharge of 

any of the commissioning functions in respect of which the arrangements are 

made.  
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[3.6] Where the CCG enters into arrangements with NHS England as described at 

paragraph [3.2] above, the parties will develop and agree a framework setting 

out the arrangements for joint working, including details of: 

 How the parties will work together to carry out their commissioning 

functions; 

 The duties and responsibilities of the parties; 

 How risk will be managed and apportioned between the parties; 

 Financial arrangements, including payments towards a pooled fund and 

management of that fund; 

 Contributions from the parties, including details around assets, employees 

and equipment to be used under the joint working arrangements. 

 

[3.7] The liability of NHS England to carry out its functions will not be affected 

where it and the CCG enter into arrangements pursuant to paragraph [3.2] 

above.  

 

[3.8] The CCG will act in accordance with any further guidance issued by NHS 

England on co-commissioning.  

 

[3.9]  Only arrangements that are safe and in the interests of patients registered 

with member practices will be approved by the governing body. 

 

[3.10] The governing body of the CCG shall require, in all joint commissioning 

arrangements that the [insert who] of the CCG make a quarterly written 

report to the governing body and hold at least annual engagement events to 

review aims, objectives, strategy and progress and publish an annual report 

on progress made against objectives. 

 

[3.11] Should a joint commissioning arrangement prove to be unsatisfactory the 

governing body of the CCG can decide to withdraw from the arrangement, but 

has to give six months’ notice to partners, with new arrangements starting 
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from the beginning of the next new financial year after the expiration of the six 

months’ notice period. 
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CATEGORY OF PAPER  

Proposes specific action  

Provides assurance   

 
GOVERNING BODY 

 
29 November 2016 

Report Title: 

 
Updated Schedule of Matters Reserved to the CCG 

and Scheme of Delegation  
 

Purpose of report 

 
To provide the Governing Body with an updated schedule of matters reserved to the CCG and 
scheme of delegation, including the financial scheme of delegation, following changes to the terms 
of reference for the Quality, Safety and Risk and Executive committees and staff responsibilities.  
  

Key points, risks and assurances 

The NHS Act 2006 (as amended by the Health and Social Care 2012 Act) provides the CCG with 
powers to delegate the CCG’s functions and those of the Governing Body to certain bodies (such 
as committees) and certain persons.  The CCG has decided that certain decisions may only be 
exercised by the CCG in formal session. These decisions and also those delegated are contained 
in the schedule of matters reserved to the CCG and scheme of delegation, attached at appendix 1 
(section 5). 
 
The financial scheme of delegation further outlines the delegated limited authority the Chief Officer 
has made to officers of the CCG to raise requisitions and process invoices on his behalf.  This 
financial scheme of delegation is made by the Chief Officer as the Accountable Officer of the CCG 
and has been produced in conjunction with the CCG’s scheme of reservation and delegation and in 
line with the CCG’s Constitution which delegates powers and duties in relation to executive 
functions to the Chief Officer.  The financial scheme is detailed in sections 6 and 7 of appendix 1. 
 
Key points 
Following a review of the overall schedule and scheme of delegation, some changes have been 
made to ensure the scheme remains up to date and reflective of Governing Body sub-committee 
current terms of reference and roles and responsibilities in terms of financially delegated limits.  
 
The changes have been highlighted in sections 5, 6 and 7 of appendix 1, however a summary of 
the main changes include:  

 Changes to the delegated functions of the Executive and Quality, Safety and Risk 
Committees following a review of their terms of reference earlier this year 

 Contracting manager updated – removal of A Cormack due to retirement and replaced 
with L Reiling, the current postholder 

 Senior commissioning manager – P Davison added with an approval limit of £52,000 to 
reflect current responsibilities  

 Contracting officer updated to the continuing health care programme manager – L Cooper 
with an increase limit to £52,000 to reflect current responsibilities 

 Deputy head of contracting, performance and business intelligence – M Thubron limit 
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increased to £50,000 to reflect change in S Watson role and continued approval of 
invoices. 

 
The Audit Committee considered the changes and recommended submission of the schedule to 
the Governing Body for formal approval at its meeting on 8 November 2016.   
 
In addition, the Audit Committee also considered the following changes however requested 
additional work to be undertaken on these before they could recommend their approval 

 Addition of a delegated limit for the Primary Care Commissioning Committee in relation to 
decisions relating to investments against delegated primary care budgets from NHS 
England and other related primary care commissioning functions. 

 Director of Commissioning for NHS England, Cumbria and North East to be given a n 
agreed delegated limit to enable them to approve standard payments in relation to core 
GP contracts 

 Director of Finance for NHS England, Cumbria and North East to be given an agreed 
delegated financial limit to enable them to approved standard payment in relation to core 
GP contracts 

 
Further work will be undertaken on these and any additional amendments to the schedule of 
reservation and delegation will be brought back to the Governing Body for formal approval as 
appropriate.   
 

Recommendation/Action Required 

The Governing Body is asked to: 

 Consider the changes to the overall Schedule of Matters Reserved to the CCG and 
Scheme of Delegation in section 5 of appendix 1 to reflect the changes in terms of 
reference for the Quality, Safety and Risk and Executive Committees; 

 Consider the levels and boundaries of delegated authority issues by the Chief Officer as 
specified in sections 6 and 7 of appendix 1; 

 Formally approve the updated Schedule of Matters Reserved to the CCG and the 
Scheme of Delegation. 

 

Sponsor/approving director   D Gallagher, Chief Officer 

Report author D Cornell, Head of Corporate Affairs  

Governance and Assurance 

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

CO1: Ensure the CCG meets its public accountability duties 
 

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  
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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 

NHS Act 2006 (as amended by Health & Social Care Act 2012) 
Standing orders and prime financial policies 

Are the identified risks on the risk register?  

 
Please specify risk, including the reference number and mitigating actions 

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

Previous version of the financial scheme was approved by the Governing Body in October 2013 

Equality analysis completed 
(please tick)  

Yes  No  N/A  

Key implications 

Are additional resources 
required?   

 
None identified  

Has there been appropriate 
clinical engagement?  

Not applicable 

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

Not applicable 

Any current or expected 
impact on patient 
outcomes/experience? 

Not applicable  

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

Not applicable  
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Updated Scheme of Delegation 
 
 
1. Purpose of the Report 

 
1.1 The purpose of this report is to update the Audit Committee on the delegated 

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

 
1.2 The scheme of delegation is made by the Chief Officer (as Accountable Officer) 

and delegates powers and duties in relation to executive functions exercisable by 
the Chief Officer, particularly to officers and executive clinical members, for which 
they will be accountable to the Chief Officer.  It has been produced in conjunction 
with the schedule of matters reserved to the CCG and the scheme of delegation 
within the CCG’s Constitution which delegates powers and duties in relation to 
executive functions to the Chief Officer. 

 
 
2. Schedule of Matters Reserved to the Clinical Commissioning Group and 

Scheme of Delegation 
 
2.1 The arrangements made by the CCG are set out the schedule of matters reserved 

to the CCG and scheme of delegation of decisions shall have effect as if 
incorporated in the CCG’s Constitution.  The CCG remains accountable for all of 
its functions, including those that it has delegated. 

 
2.2 The terms of reference for the quality, safety and risk and executive committees 

were reviewed and amended earlier in the year to provide further clarity on roles 
and responsibilities and to reduce duplication.  As a result the schedule has been 
updated to reflect these changes and the changes highlighted in yellow in section 
5 for ease of reference. 

 
 

3 Delegated Authority: Financial Approval Limits 
 
3.1 The CCG’s prime financial policies (PFPs) outline the financial responsibilities, 

policies and procedures adopted by the CCG. They are designed to ensure that 
the CCG's financial transactions are carried out in accordance with the law and 
with government policy in order to achieve probity, accuracy, economy, efficiency 
and effectiveness. They are used in conjunction with the overall scheme of 
reservation and delegation. 

 
3.2 In order to allow the CCG to function effectively the Chief Officer has delegated 

financial authority to appropriate roles within the CCG to approve orders for good 
and services on behalf of the CCG.  This applies to budgets approved by the 
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governing body or by officers of the CCG with authority to exercise executive 
functions as listed in the scheme of delegation. 

 
3.3 Authority to approve requisitions and authorise invoices where a budget exists has 

been allocated within the revised financial scheme of delegation as shown in 
section 4 on page 26.   

 
The following changes have been made: 

 

 Removal of the commissioning manager (band 8d) for individual mental 
health and continuing care cases.  This is a duplicate entry as is 
covered in the exceptional invoice limits detailed in 2.6. 

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

finance system to allow certain roles within the CCG (and hence certain nominated 
officers) to authorise and process invoices for good and services within the 
electronic finance system.  These invoices will relate to orders that will have been 
approved by the appropriate officer in line with financial scheme of delegation.  
These exceptions are documented in section 5 on page 28. For the purposes of 
clarity, the current postholder has been included in the table as well.   

 
 The changes are as follows: 
 

 Contracting manager updated: – removal of A Cormack and replaced 
with L Reiling 

 Senior commissioning manager – P Davison added with an approval 
limit of £52,000 to reflect current responsibilities  

 Contracting officer updated to CHC programme manager – L Cooper 
with an increase limit to £52,000 to reflect current responsibilities 

 Removal of contract support officer for CHC – J Brown.  No longer 
needed as Sunderland City Council pay majority of invoices directly and 
recharge as part of the pooled budget arrangements 

 Head of contracting, performance and business intelligence – S Watson 
removed as now director of contracting and informatics and covered by 
individual director level. 

 Deputy head of contracting, performance and business intelligence – M 
Thubron limit increased to £50,000 to reflect change in S Watson role 
and continued approval of invoices. 

 Head of medicines optimisation – Z Irannejad limit removed as no 
longer required due to small number of large invoices in relation to 
medicines optimisation.   

 
 

4.  Recommendation 

 
The Governing Body is asked to:  
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 Consider the changes to the overall schedule of matters reserved to the 
CCG and scheme of delegation in section 5 of appendix 1 to reflect the 
changes in terms of reference for the Quality, Safety and Risk and 
Executive Committees; 

 Consider the levels and boundaries of delegated authority issues by the 
Chief Officer as specified in sections 6 and 7 of appendix 1; 

 Formally approve the updated Scheme of Reservation and Delegation. 
 

 
Author:   Deborah Cornell 

Head of Corporate Affairs 
 
 
Sponsoring director: David Gallagher      

Chief Officer     
 
 

Date:    25 October 2016  
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                  Appendix 1  
 

 
 

Functions, Duties and Scheme of Reservations and Delegation 
 

 

1. Functions and General Duties of the CCG 

 

1.1 The functions that the group is responsible for exercising are largely set out in the 2006 Act, as amended by the 2012 Act.  An 

outline of these appears in the Department of Health’s Functions of clinical commissioning groups: a working document.  They 

relate to: 

 

3.1.1.1 commissioning certain health services (where the NHS Commissioning Board is not under a duty to do so) that meet the 

reasonable needs of:  

3.1.1.1.1 all people registered with member GP practices, and  

3.1.1.1.2 people who are usually resident within the area and are not registered with a member of any clinical commissioning 

group; 

 

3.1.1.2 commissioning emergency care for anyone present in the group’s area; 
 

3.1.1.3 paying its employees’ remuneration, fees and allowances in accordance with the determinations made by its governing 

body and determining any other terms and conditions of service of the group’s employees; 
 

3.1.1.4 determining the remuneration and travelling or other allowances of members of its governing body. 
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1.2 Specifically, in discharging its functions the CCG will: 

 
a)  act1, when exercising its functions to commission health services, consistently with the discharge by the Secretary of 

State and the NHS Commissioning Board of their duty to promote a comprehensive health service2 and with the 

objectives and requirements placed on the NHS Commissioning Board through the mandate3 published by the 

Secretary of State before the start of each financial year; 

 

b)  meet the public sector equality duty4; 

 

c)  work in partnership with its local authority[ies] to develop joint strategic needs assessments5 and joint health and 

wellbeing strategies6; 

 

d)  make arrangements to secure public involvement in the planning, development and consideration of proposals for 

changes and decisions affecting the operation of commissioning arrangements7; 

 

e)  Promote awareness of, and act with a view to securing that health services are provided in a way that promotes 

awareness of, and have regard to the NHS Constitution8; 

 

f)  act effectively, efficiently and economically9
; 

 

                                                 
1
  See section 3(1F) of the 2006 Act, inserted by section 13 of the 2012 Act 

2
  See section 1 of the 2006 Act, as amended by section 1 of the 2012 Act 

3
  See section 13A of the 2006 Act, inserted by section 23 of the 2012 Act 

4
  See section 149 of the Equality Act 2010, as amended by paragraphs 184 and 186 of Schedule 5 of the 2012 Act 

5
  See section 116 of the Local Government and Public Involvement in Health Act 2007, as amended by section 192 of the 2012 Act 

6
  See section 116A of the Local Government and Public Involvement in Health Act 2007, as inserted by section 191 of the 2012 Act 

7
  See section 14Z2 of the 2006 Act, inserted by section 26 of the 2012 Act 

8
  See section 14P of the 2006 Act, inserted by section 26 of the 2012 Act and section 2 of the Health Act 2009 (as amended by 2012 Act) 

9
  See section 14Q of the 2006 Act, inserted by section 26 of the 2012 Act 
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g)  act with a view to securing continuous improvement to the quality of services10 ; 

 

h)  assist and support the NHS Commissioning Board in relation to the Board’s duty to improve the quality of primary 
medical services11; 

 

i) have regard to the need to reduce inequalities12
; 

 

j)  Promote the involvement of patients, their carers and representatives in decisions about their healthcare13; 

 

k)  act with a view to enabling patients to make choices14; 

 

l)  Obtain appropriate advice15 from persons who, taken together, have a broad range of professional expertise in 

healthcare and public health; 

 

m)  Promote innovation16; 

 

n)  Promote research and the use of research17; 

 

o)  have regard to the need to promote education and training18 for persons who are employed, or who are considering 

becoming employed, in an activity which involves or is connected with the provision of services as part of the health 

                                                 
10

  See section 14R of the 2006 Act, inserted by section 26 of the 2012 Act 
11

  See section 14S of the 2006 Act, inserted by section 26 of the 2012 Act 
12

  See section 14T of the 2006 Act, inserted by section 26 of the 2012 Act 
13

  See section 14U of the 2006 Act, inserted by section 26 of the 2012 Act 
14

  See section 14V of the 2006 Act, inserted by section 26 of the 2012 Act 
15

  See section 14W of the 2006 Act, inserted by section 26 of the 2012 Act 
16

  See section 14X of the 2006 Act, inserted by section 26 of the 2012 Act 
17

  See section 14Y of the 2006 Act, inserted by section 26 of the 2012 Act 
18

  See section 14Z of the 2006 Act, inserted by section 26 of the 2012 Act 
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service in England so as to assist the Secretary of State for Health in the discharge of his related duty19;   

 

p) act with a view to promoting integration of both health services with other health services and health services with 

health-related and social care services where the group considers that this would improve the quality of services or 

reduce inequalities20. 

 
 

4 Functions of the CCG’s Governing Body 
 
2.1 The governing body has the following functions conferred on it by sections 14L(2) and (3) of the 2006 Act, inserted by section 

25 the 2012 Act, together with any other functions connected with its main functions as may be specified in regulations and in 

the constitution21. The governing body has responsibility for: 

 

a)  ensuring that the group has appropriate arrangements in place to exercise its functions effectively, efficiently and 

economically and in accordance with the groups principles of good governance22 (its main function); 

 

b)  determining the remuneration, fees and other allowances payable to employees or other persons providing services to 

the group and the allowances payable under any pension scheme it may establish under paragraph 11(4) of Schedule 

1A of the 2006 Act, inserted by Schedule 2 of the 2012 Act; 

 

c)  approving any functions of the group that are specified in regulations23.  

                                                 
19

  See section 1F(1) of the 2006 Act, inserted by section 7 of the 2012 Act 
20

  See section 14Z1 of the 2006 Act, inserted by section 26 of the 2012 Act 
21

  See section 14L(3)(c) of the 2006 Act, as inserted by section 25 of the 2012 Act 
22

  See section 4.4 on Principles of Good Governance above 
23

  See section 14L(5) of the 2006 Act, inserted by section 25 of the 2012 Act 
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5 Schedule of Matters Reserved to the Clinical Commissioning Group and Scheme of Delegation 
 
5.1 The arrangements made by the CCG as set out in this scheme of reservation and delegation of decisions shall have effect as 

if incorporated in the CCG’s constitution. 
 

5.2 The CCG remains accountable for all of its functions, including those that it has delegated. 
 

 

Policy Area Decision 

Reserved to 
the 
Membership 
(and enacted 
through their 
representatives at 
general meetings 
of member 
practices) 

Reserved or 
delegated to 
Governing 
Body 

Delegated 
to a 
Committee 
or Sub-
Committee 

Delegated to 
Accountable 
Officer 

Delegated 
to  
Chief 
Finance 
Officer 

Delegated 
to others 

 
REGULATION AND 
CONTROL 

Determine the arrangements by 
which the members of the group 
approve those decisions that are 
reserved for the membership. 

 
 

     

REGULATION AND 
CONTROL 

Consideration and approval of 
applications to the NHS 
Commissioning Board on any 
matter concerning changes to the 
group’s constitution, including 
terms of reference for the group’s 
governing body, its committees, 
membership of committees, the 
overarching scheme of 
reservation and delegated 
powers, arrangements for taking 
urgent decisions, standing orders 
and prime financial policies.   

 
 
 

 

     

REGULATION AND 
CONTROL 

Approve Constitution       
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Policy Area Decision 

Reserved to 
the 
Membership 
(and enacted 
through their 
representatives at 
general meetings 
of member 
practices) 

Reserved or 
delegated to 
Governing 
Body 

Delegated 
to a 
Committee 
or Sub-
Committee 

Delegated to 
Accountable 
Officer 

Delegated 
to  
Chief 
Finance 
Officer 

Delegated 
to others 

REGULATION AND 
CONTROL 

Exercise or delegation of those 
functions of the clinical 
commissioning group which have 
not been retained as reserved by 
the group, delegated to the 
governing body or other 
committee or sub-committee or 
specified member or employee    

  
 

 

  
 

 

  

REGULATION AND 
CONTROL 

Prepare for review by the 
governing body the group’s 
overarching scheme of 
reservation and delegation, which 
sets out those decisions of the 
group reserved to the 
membership and those delegated 
to the  

 group’s governing body 

 committees and sub-
committees of the group, or 

 its members or employees  
and sets out those decisions of 
the governing body reserved to 
the governing body  and those 
delegated to the  

 governing body’s committees 
and sub-committees,  

 members of the governing 
body,  

 an individual who is member 
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Policy Area Decision 

Reserved to 
the 
Membership 
(and enacted 
through their 
representatives at 
general meetings 
of member 
practices) 

Reserved or 
delegated to 
Governing 
Body 

Delegated 
to a 
Committee 
or Sub-
Committee 

Delegated to 
Accountable 
Officer 

Delegated 
to  
Chief 
Finance 
Officer 

Delegated 
to others 

of the group but not the 
governing body or a specified 
person  

for inclusion in the group’s 
constitution. 
 

REGULATION AND 
CONTROL 

Approval of the group’s 
overarching scheme of 
reservation and delegation. 
 

 
 

 
 

    

REGULATION AND 
CONTROL 

Prepare the group’s operational 
scheme of delegation, which sets 
out those key operational 
decisions delegated to individual 
employees of the clinical 
commissioning group, not for 
inclusion in the group’s 
constitution. 
 

  
 

 
 

  
 

 

  

REGULATION AND 
CONTROL 

Approval of the group’s 
operational scheme of delegation 
that underpins the group’s 
‘overarching scheme of 
reservation and delegation’ as set 
out in its constitution. 
 

  
 

 

    

REGULATION AND 
CONTROL 

Prepare detailed financial policies 
that underpin the clinical 
commissioning group’s prime 
financial policies. 
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Policy Area Decision 

Reserved to 
the 
Membership 
(and enacted 
through their 
representatives at 
general meetings 
of member 
practices) 

Reserved or 
delegated to 
Governing 
Body 

Delegated 
to a 
Committee 
or Sub-
Committee 

Delegated to 
Accountable 
Officer 

Delegated 
to  
Chief 
Finance 
Officer 

Delegated 
to others 

 

REGULATION AND 
CONTROL 

Approve prime financial policies 
(within Constitution) 

 
 

     

REGULATION AND 
CONTROL 
 

Approve detailed financial 
policies. 

  
 

 
Executive 
Committee 

   

REGULATION AND 
CONTROL 
 

Approval of policies not specified 
elsewhere in this scheme of 
delegation 

   
 

Quality Safety 
and Risk 

Committee and  
Executive 
Committee  

 

   

REGULATION AND 
CONTROL 
 

Approve arrangements for 
managing exceptional funding 
requests. 
 

  
 

    

REGULATION AND 
CONTROL 
 

Approve exceptional funding 
requests (within financial 
delegated limits). 
 

  
 

 
Individual 
members 
appointed to 
make 
decisions on 
behalf of the 
group by the 
CCG to the 
joint Individual 
Funding 
Request Panel 
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Policy Area Decision 

Reserved to 
the 
Membership 
(and enacted 
through their 
representatives at 
general meetings 
of member 
practices) 

Reserved or 
delegated to 
Governing 
Body 

Delegated 
to a 
Committee 
or Sub-
Committee 

Delegated to 
Accountable 
Officer 

Delegated 
to  
Chief 
Finance 
Officer 

Delegated 
to others 

established 
with other 
CCGs (ie 
governing body 
lay members 
and the Chief 
Finance 
Officer) 

REGULATION AND 
CONTROL 
 

Set out who can execute a 
document by signature / use of 
the seal 
 

 
In approving 
standing orders 

 
 
 

  
To authorise 

specific senior 
managers to 

execute a 
document by 

signature /use 
of the seal 

  

PRACTICE 
MEMBER 
REPRESENTATIVES 

Approve the arrangements for  

 identifying practice members 
to represent practices in 
matters concerning the work 
of the group; and 

 appointing clinical leaders to 
represent the group’s 
membership on the group’s 
governing body, for example 
through election (if desired). 

 

 
 
 
 

     

PRACTICE 
MEMBER 
REPRESENTATIVES 

Approve the appointment of 
governing body members 
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Policy Area Decision 

Reserved to 
the 
Membership 
(and enacted 
through their 
representatives at 
general meetings 
of member 
practices) 

Reserved or 
delegated to 
Governing 
Body 

Delegated 
to a 
Committee 
or Sub-
Committee 

Delegated to 
Accountable 
Officer 

Delegated 
to  
Chief 
Finance 
Officer 

Delegated 
to others 

PRACTICE 
MEMBER 
REPRESENTATIVES 

Approve the process for recruiting 
and removing non-elected 
members to the governing body 
(subject to any regulatory 
requirements) and succession 
planning. 
 

   
 

Remuneration 
Committee 

 

   

PRACTICE 
MEMBER 
REPRESENTATIVES 

Approve arrangements for 
identifying the group’s proposed 
accountable officer. 
 

  
 

    

STRATEGY AND 
PLANNING 

Agree the vision, values and 
overall strategic direction of the 
group. 
 

  
Having regard to 

the views of 
Members of the 

CCG 
 

    

STRATEGY AND 
PLANNING 

Approval of the group’s operating 
structure. 

      

STRATEGY AND 
PLANNING 

Approval of the group’s 
commissioning plan. 
 

  
Having regard to 

the views of 
Members of the 

CCG 
 
 

    

STRATEGY AND 
PLANNING 

Approval of the group’s corporate 
budgets that meet the financial 
duties as set out in section 5.3 of 
the main body of the constitution.  
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Policy Area Decision 

Reserved to 
the 
Membership 
(and enacted 
through their 
representatives at 
general meetings 
of member 
practices) 

Reserved or 
delegated to 
Governing 
Body 

Delegated 
to a 
Committee 
or Sub-
Committee 

Delegated to 
Accountable 
Officer 

Delegated 
to  
Chief 
Finance 
Officer 

Delegated 
to others 

 

STRATEGY AND 
PLANNING 

Approval of variations to the 
approved budget where variation 
would have a significant impact 
on the overall approved levels of 
income and expenditure or the 
group’s ability to achieve its 
agreed strategic aims. 
 

  
 

    

ANNUAL REPORTS 
AND ACCOUNTS 

Approval of the group’s annual 
report and annual accounts. 

      

ANNUAL REPORTS 
AND ACCOUNTS 

Approval of the arrangements for 
discharging the group’s statutory 
financial duties. 
 

 
In approving 
Constitution 

 

     

HUMAN 
RESOURCES 

Approve the arrangements for 
determining the terms and 
conditions, remuneration and 
travelling or other allowances for 
governing body members, 
including pensions and gratuities. 
 

 
In approving 

Terms of reference 
of Remuneration 

Committee 

     

HUMAN 
RESOURCES 

Approve the terms and 
conditions, remuneration and 
travelling or other allowances for 
governing body members, 
including pensions and gratuities. 
 

 
 

     

HUMAN 
RESOURCES 

Approve terms and conditions of 
employment for all employees of 
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Policy Area Decision 

Reserved to 
the 
Membership 
(and enacted 
through their 
representatives at 
general meetings 
of member 
practices) 

Reserved or 
delegated to 
Governing 
Body 

Delegated 
to a 
Committee 
or Sub-
Committee 

Delegated to 
Accountable 
Officer 

Delegated 
to  
Chief 
Finance 
Officer 

Delegated 
to others 

the group including, pensions, 
remuneration, fees and travelling 
or other allowances payable to 
employees and to other persons 
providing services to the group. 
 

HUMAN 
RESOURCES 

Approve any other terms and 
conditions of services for the 
group’s employees. 
 

   
 

    

HUMAN 
RESOURCES 

Determine the terms and 
conditions of employment for all 
employees of the group. 
 

  
 

 
Remuneration 
Committee  

  
 

 

HUMAN 
RESOURCES 

Determine pensions, 
remuneration, fees and 
allowances payable to employees 
and to other persons providing 
services to the group.  
 

  
 

 
Remuneration 
Committee 

  
 

 

HUMAN 
RESOURCES 

Recommend pensions, 
remuneration, fees and 
allowances payable to employees 
and to other persons providing 
services to the group. 
 
 

  
 

 
Remuneration 

Committee 
 

   

HUMAN 
RESOURCES 

Approve disciplinary 
arrangements for employees, 
including the accountable officer 
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Policy Area Decision 

Reserved to 
the 
Membership 
(and enacted 
through their 
representatives at 
general meetings 
of member 
practices) 

Reserved or 
delegated to 
Governing 
Body 

Delegated 
to a 
Committee 
or Sub-
Committee 

Delegated to 
Accountable 
Officer 

Delegated 
to  
Chief 
Finance 
Officer 

Delegated 
to others 

(where he/she is an employee or 
member of the clinical 
commissioning group) and for 
other persons working on behalf 
of the group. 
 

HUMAN 
RESOURCES 

Review disciplinary arrangements 
where the accountable officer is 
an employee or member of 
another clinical commissioning 
group  
 

  
 

    

HUMAN 
RESOURCES 

Approval of the arrangements for 
discharging the group’s statutory 
duties as an employer. 
 

 
In approving 
Constitution 

 
 

    

HUMAN 
RESOURCES 

Approve human resources 
policies for employees and for 
other persons working on behalf 
of the group 

    
 

Executive 
Committee  

   

QUALITY AND 
SAFETY 

Approve arrangements, including 
supporting policies, to minimise 
clinical risk, maximise patient 
safety and to secure continuous 
improvement in quality and 
patient outcomes. 
 

  
 

 
 

Oversight and 
Scrutiny to  

Quality, Safety 
and Risk 

Committee 

   

QUALITY AND 
SAFETY 

Approve arrangements for 
supporting the NHS 
Commissioning Board in 

  
 

 
 

Oversight and 
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Policy Area Decision 

Reserved to 
the 
Membership 
(and enacted 
through their 
representatives at 
general meetings 
of member 
practices) 

Reserved or 
delegated to 
Governing 
Body 

Delegated 
to a 
Committee 
or Sub-
Committee 

Delegated to 
Accountable 
Officer 

Delegated 
to  
Chief 
Finance 
Officer 

Delegated 
to others 

discharging its responsibilities in 
relation to securing continuous 
improvement in the quality of 
general medical services. 
 

Scrutiny to  
Quality, Safety 

and Risk 
Committee 

QUALITY AND 
SAFETY 

Approval of clinical, quality and 
safety strategies and policies 

   
Quality, Safety 

and Risk 
Committee 

   

OPERATIONAL AND 
RISK 
MANAGEMENT 

Prepare and recommend an 
operational scheme of delegation 
that sets out who has 
responsibility for operational 
decisions within the group. 
 

    
 

  

OPERATIONAL AND 
RISK 
MANAGEMENT 

Approve an operational scheme 
of delegation that sets out who 
has responsibility for operational 
decisions within the group. 
 

  
 

    

OPERATIONAL AND 
RISK 
MANAGEMENT 

Approve the group’s counter fraud 
and security management 
arrangements. 
 

   
Audit 

Committee 
 

   

OPERATIONAL AND 
RISK 
MANAGEMENT 

Approval of the group’s risk 
management arrangements. 
 

  
Through 

approval of Risk 
Management 

Strategy 

 
Determination,  
and Oversight 
and scrutiny by 

the Quality, 
Safety and 
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Policy Area Decision 

Reserved to 
the 
Membership 
(and enacted 
through their 
representatives at 
general meetings 
of member 
practices) 

Reserved or 
delegated to 
Governing 
Body 

Delegated 
to a 
Committee 
or Sub-
Committee 

Delegated to 
Accountable 
Officer 

Delegated 
to  
Chief 
Finance 
Officer 

Delegated 
to others 

Risk 
Committee 

 
Approval of 

underpinning 
Risk 

Management  
policies 

OPERATIONAL AND 
RISK 
MANAGEMENT 

Approve arrangements for risk 
sharing and or risk pooling with 
other organisations (for example 
arrangements for pooled funds 
with other clinical commissioning 
groups or pooled budget 
arrangements under section 75 of 
the NHS Act 2006). 
 

  
 
 

    

OPERATIONAL AND 
RISK 
MANAGEMENT 

Approval of a comprehensive 
system of internal control, 
including budgetary control, that 
underpin the effective, efficient 
and economic operation of the 
group. 
 

  
 

 
 

Audit 
Committee 

   

OPERATIONAL AND 
RISK 
MANAGEMENT 

Approve arrangements for action 
on litigation against or on behalf 
of the clinical commissioning 
group.  
 

  
 

    

OPERATIONAL AND Approve the group’s        
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Policy Area Decision 

Reserved to 
the 
Membership 
(and enacted 
through their 
representatives at 
general meetings 
of member 
practices) 

Reserved or 
delegated to 
Governing 
Body 

Delegated 
to a 
Committee 
or Sub-
Committee 

Delegated to 
Accountable 
Officer 

Delegated 
to  
Chief 
Finance 
Officer 

Delegated 
to others 

RISK 
MANAGEMENT 

arrangements for business 
continuity and emergency 
planning. 
 

Approval of 
Business 

Continuity Plan 

Executive 
Committee 

OPERATIONAL AND 
RISK 
MANAGEMENT 

Approve the group’s 
arrangements for handling 
complaints. 
 

  
Approval of 
Complaints 

Policy 
 

  
Executive 
Committee  

   

INFORMATION 
GOVERNANCE 

Approval of the arrangements for 
information governance, ensuring 
appropriate and safekeeping and 
confidentiality of records and for 
the storage, management and 
transfer of information and data. 
 

  
 

 
 

Executive 
Committee 

 

 
 

  

TENDERING AND 
CONTRACTING 

Approval of the group’s contracts 
for any commissioning support. 
 

  
 

 

    

TENDERING AND 
CONTRACTING 

Approval of the group’s contracts 
for corporate support (for example 
finance provision). 
 

  
 

 

    

PARTNERSHIP 
WORKING 

Approve decisions that individual 
members or employees of the 
group participating in joint 
arrangements on behalf of the 
group can make. Such delegated 
decisions must be disclosed in 
this scheme of reservation and 

 
 

 
 
 
 

 
 
North East 
Cancer Drugs 
Approval 
Group  
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Policy Area Decision 

Reserved to 
the 
Membership 
(and enacted 
through their 
representatives at 
general meetings 
of member 
practices) 

Reserved or 
delegated to 
Governing 
Body 

Delegated 
to a 
Committee 
or Sub-
Committee 

Delegated to 
Accountable 
Officer 

Delegated 
to  
Chief 
Finance 
Officer 

Delegated 
to others 

delegation and are set out below: 
 
 
 

PARTNERSHIP 
WORKING 

 Decisions in accordance with 
the ToR of the ONE 
Partnership Forum including 
approval of HR policies 

    
 

 

  

PARTNERSHIP 
WORKING 

 Decisions on high cost cancer 
drugs in line with ToR of the 
North East Cancer Drugs 
Approval Group and in line 
with the financial scheme of 
delegation 

     Medical 
director 

PARTNERSHIP 
WORKING 

Approve decisions delegated to 
joint committees established 
under section 75 of the 2006 Act. 
 

 
 

 

 
 
 

 
Better Care 

Fund 
Implementation 

Group  
 

Health and 
Social Services 

Integration 
Board 

   

COMMISSIONING 
AND 
CONTRACTING 
FOR CLINICAL 
SERVICES 

Approval of the arrangements for 
discharging the group’s statutory 
duties associated with its 
commissioning functions, 
including but not limited to 
promoting the involvement of 

 
 

 

 
 

 
Exercise of the 

functions 
discharged on 

 
 

 
Exercise of the 

functions 
discharged on 

 
 

 
Exercise of the 
functions 
discharged on 
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Policy Area Decision 

Reserved to 
the 
Membership 
(and enacted 
through their 
representatives at 
general meetings 
of member 
practices) 

Reserved or 
delegated to 
Governing 
Body 

Delegated 
to a 
Committee 
or Sub-
Committee 

Delegated to 
Accountable 
Officer 

Delegated 
to  
Chief 
Finance 
Officer 

Delegated 
to others 

each patient, patient choice, 
reducing inequalities, 
improvement in the quality of 
services, obtaining appropriate 
advice and public engagement 
and consultation. 
 

behalf of the 
membership 

where named in 
the Constitution 

behalf of the 
Governing 

Body, by the 
committee 

where named 
in  Constitution 

behalf of the 
Governing Body 
by the 
Accountable 
Officer and the 
specific lead 
officer 
delegated by 
the Accountable 
Officer,  to 
oversee its 
discharge in line 
with the 
Accountable 
Officer’s 
operational 
scheme of 
delegation 

COMMISSIONING 
AND 
CONTRACTING 
FOR CLINICAL 
SERVICES 

Approve arrangements for co-
ordinating the commissioning of 
services with other groups and or 
with the local authority(ies), where 
appropriate 
 

 
 

 

     

COMMISSIONING 
AND 
CONTRACTING 
FOR CLINICAL 
SERVICES 

Decisions to be taken in the  
delivery of the CCG’s overall 
management, to support the CCG 
to work efficiently, effectively and 
economically, ensuring effective 
clinical engagement and 

   
 

Executive 
Committee 
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Policy Area Decision 

Reserved to 
the 
Membership 
(and enacted 
through their 
representatives at 
general meetings 
of member 
practices) 

Reserved or 
delegated to 
Governing 
Body 

Delegated 
to a 
Committee 
or Sub-
Committee 

Delegated to 
Accountable 
Officer 

Delegated 
to  
Chief 
Finance 
Officer 

Delegated 
to others 

promoting the involvement of all 
member practices in the work of 
the CCG in securing 
improvements in commissioning 
of care and services. 
 

COMMISSIONING 
AND 
CONTRACTING 
FOR GENERAL 
PRACTICE  
SERVICES 

Exercise the functions relating to 
the commissioning of primary 
medical care services under 
section 83 of the NHS Act and in 
accordance to the delegation by 
NHS England  

   
Primary Care 

Commissioning 
Committee 

   

COMMUNICATIONS Approving arrangements for 
handling Freedom of Information 
requests. 
 

   
Executive 
Committee  

   

COMMUNICATIONS Determining arrangements for 
handling Freedom of Information 
requests. 
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6 Financial Scheme of Delegation for the CCG Officers and Functions 

 
4.1 The following are the financial limits up to which officers of the CCG may exercise executive functions: 

 
 

Administrative Budgets 

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

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

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

Individual Directors Amounts up to £200,000 

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

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

Executive Committee  Amounts up to £1,999,999 

Governing Body Amounts above £2,000,000  

Commissioning Budgets and Functions 

Nominated North East Commissioning Support (NECS) Officers for non-contract activity and individual 

funding requests  

Amounts up to £1,000 

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

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

Individual directors Amounts up to £200,000 

Accountable Officer plus the Chief Finance Officer Amounts up to £1,000,000 
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Accountable Officer plus the Chief Finance Officer plus the Chair of the CCG Governing Body Amounts up to £2,000,000 

Executive Committee Amounts up to £4,999,999 

Governing Body Amounts above £5,000,000  
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7 Maximum Authorisation Limits for approving invoices in the Oracle Finance 
Ledger System 

 
5.1 Certain officers within the CCG have the authority to authorise invoices in the 

Oracle finance system in line with the financial Scheme of delegation detailed in 
point 4 above.  

 
5.2 In addition the following roles (and therefore officers) have been set up in the 

Oracle finance system with additional authority to allow the processing and 
authorising of invoices in the finance ledger system.  These exceptions only apply 
for orders that have been approved in line with the financial scheme of delegation. 

 For the purposes of clarity, the names of the current postholders have been 
included.  

 
Position  Officer Invoice /Purchase orders and 

approved Limits   
Rationale  

Chief Officer  D Gallagher £200,000,000 requires ability to 
approve large invoices  

Deputy Chief 
Officer 

D Burnicle £200,000,000 requires ability to 
approve large invoices  

Chief Finance 
Officer  

D Chandler  £200,000,000 requires ability to 
approve large invoices  

Deputy Chief 
Finance Officer 

T Lake  £200,000,000 Emergency cover for 
the above officers  

Contracting 
manager  
(LD) 

L Reiling £25,000 To approve continuing 
care invoices/orders 

Joint 
Commissioning 
Project Director 

I Holliday £104,000 To approve standard 
continuing care 
package 
invoices/orders 

Senior 
Commissioning 
Manager – Joint 
Commissioning 

P Davison £52,000 To approve standard 
continuing care 
package 
invoices/orders 

Programme 
Manager - CHC 

L Cooper  £52,000 To approve standard 
continuing care 
package 
invoices/orders 

Deputy Head of 
Contracting, 
Performance 
and Business 
Intelligence 

M Thubron  £50,000 
 

Receives a large 
number of 
invoices/orders 

Contract 
Manager / 
Accountant  
 

Claire Miller 
Laurie Robson 

£25,000  Receives a large 
number of 
invoices/orders 

Personal 
Assistants to 
CCG 
Executives  

A Greener  
E Hardy 
J Thwaites 

£1,000 Cover for Admin 
Manager 
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CATEGORY OF PAPER  

Proposes specific action  

Provides assurance   

 
GOVERNING BODY 

 
29 November 2016 

Report Title: 
 

Governing Body Assurance Framework 
 

Purpose of report 

To present the Governing Body with an mid-year update for the 2016/17 for the Governing Body 
assurance framework (GBAF).   

Key points, risks and assurances 

The GBAF has been developed to ensure the CCG meets its statutory requirements in relation to 
governance and provide assurance in relation to the delivery of the CCG’s corporate objectives.  
The objectives were agreed by the Governing Body in May 2015 and an additional objective added 
in relation to primary care commissioning (corporate objective 8).  The corporate objectives have 
not changed for 2016/17. 
 
Key points and assurances 
The CCG has robust arrangements in place to monitor its performance against agreed objectives 
and targets. The GBAF is used to identify any risks to the agreed corporate objectives and to 
highlight any gaps in assurance and/or control in relation to these. 
 
The controls identified within the framework were assessed as the key elements needed to mitigate 
risks to delivery of the objectives as far as possible, act as a deterrent to risks occurring and also 
provide a structured approach by which any identified risks could be managed. The GBAF also 
identifies gaps in control and/or assurances to provide assurance to the governing body that these 
are being addressed.  
 
The framework has been reviewed by the relevant lead directors and senior managers and the 
updated position for 2016/17 is attached at appendix 1.  The changes are highlighted in yellow in 
the document for each of reference. The framework also includes references each strategic risk 
aligned to the relevant corporate objective and details of these are attached at appendix 2.  
 
The Audit Committee reviewed the GBAF at its meeting on 8 November and, following some minor 
amendments, recommended its submission to the Governing Body.  

Recommendation/Action Required 

The Governing Body is asked to receive the updated position for the 2016/17 GBAF for assurance. 

Sponsor/approving director   David Gallagher, Chief Officer  

Report author Deborah Cornell, Head of Corporate Affairs  



Official  
 

SCCG GBAF 2016/17                                                          2 Nov 2016 

    

 

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 

Statutory duties and responsibilities and corporate governance guidance/best practice  

Are the identified risks on the risk register?  

The relevant risks on the register were used to inform the risk ratings contained within the 
framework.  Details of these risks are attached at appendix 2. 

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

The framework is reviewed on a six monthly basis by the Audit Committee and Governing Body 

Equality analysis completed 
(please tick)  

Yes  No  N/A  

Key implications 

Are additional resources 
required?   

 
n/a 

Has there been appropriate 
clinical engagement?  

n/a 

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

n/a 

Any current or expected 
impact on patient 
outcomes/experience? 

n/a 

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

n/a 
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Governing Body Assurance Framework: Mid-Year Position 2016/17 

 
 

1. Introduction 
 

1.1 The purpose of this paper is to provide the governing body with a mid-year position of 
the Governing Body Assurance Framework (GBAF) 2016/17.  The framework was 
approved by the Governing Body at its meeting in May 2016 and identifies the controls, 
assurances and strategic risks to the delivery of the CCG corporate objectives. 

 
2. Corporate Objectives  

 
2.1 The Governing Body reviewed the CCG’s corporate objectives at its development 

session held on 19 May 2015 and an additional objective was identified (CO8) with 
relation to primary care co-commissioning.  The CCG had undertaken delegated 
responsibility for this function with effect from 1 April 2015. 

 
2.2 The CCG’s corporate objectives are as follows: 

  

 CO1  - Ensure the CCG meets its public accountability duties 

 CO2a - Maintain financial control 

 CO2b  - Maintain 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 key strategic priorities 

 CO6  - Develop the CCG localities 

 CO7  - Integrating health and social care, including the Better Care  
  Fund 

 CO8  - development and delivery of primary medical care  
  commissioning  

 
 The corporate objectives have not changed for 2016/17. 
 
 
3. Governing Body Assurance Framework Process  

 
3.1 The CCG has an internal assurance framework (GBAF) in place which it uses to 

monitor the CCG’s internal controls systems, identify gaps in control and provide 
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assurance against the delivery of the CCG’s corporate objectives.  The Chief Officer 
maintains overall responsibility for the delivery of the GBAF. 

 
3.2 The CCG has robust arrangements in place to monitor the CCG’s performance against 

agreed objectives and targets. The GBAF is used to identify any risks to the agreed 
corporate objectives, highlight any gaps in assurance and/or control in relation to these 
and provide assurance to the governing body that these are being addressed. 

 
3.2 The controls identified within the framework were assessed as the key elements needed 

to mitigate risks to delivery of the objectives as far as possible, act as a deterrent to risks 
occurring and also provide a structured approach by which any identified risks can be 
managed.  
 

3.4 The Audit Committee maintains oversight of the CCG’s risk management and internal 
control arrangements and reviews the GBAF to identify any further gaps in controls and 
assurances to provide assurance to the governing body that the CCG is discharging its 
functions appropriately. 

 
 
4. System of Risk Management and Internal Control  

 
4.1 The CCG has in place a system of internal control mechanisms to ensure it delivers its 

policies, aims and strategic objectives.  This system is a set of processes and 
procedures in place designed to identify and prioritise the risks, to evaluate the 
likelihood of those risks materialising and the impact should they materialise, and to 
manage them efficiently, effectively and economically. 
 

4.2 To support the GBAF, the CCG also has clear risk management processes to place for 
identifying, analysing, evaluating, controlling, monitoring and communicating risk.  The 
types of risks the CCG faces include corporate (accountability to the public), clinical 
(associated with commissioning responsibilities), reputational and financial risks.  The 
Quality, Safety and Risk Committee (QSRC) oversees the risk management function on 
behalf of the Governing Body. The QSRC is supported by an operational risk 
management group which all relevant heads of service and senior managers attend on 
a quarterly basis to review the full risk register for progress on actions to mitigate the 
risks, address data quality issues and make recommendations to the QSRC on any 
risks that can be closed.  

 
4.3 Wherever risks to the achievement of the CCG’s objectives have been identified, an 

assessment was undertaken to ensure the appropriate controls were put in place and 
supporting action plans identified to mitigate these risks as far as possible.  A number of 
controls and assurances, along with associated gaps in assurance and controls, were 
identified and together these formed the GBAF. 

 
4.4 The Governing Body maintains oversight of the internal control and risk management 

frameworks and seeks assurance that these are being managed within appropriate 
delegated limits and with specified objectives and robust action plans.  The audit 
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committee provides the governing body with an independent and objective review on 
the CCG’s finance and governance systems, financial information and compliance with 
laws, guidance, and regulations governing the NHS in so far as they relate to finance 
and ensures the adequacy and effectiveness of the GBAF, using it to guide its work and 
that of audit and assurance functions that report to it. 

 
4.5 The scheme of delegation and reservation sets out the responsibilities of the 

membership, governing body and its sub-committees, the chief officer and other 
directors to ensure the CCG discharges its functions appropriately.   
 

4.6 The CCG’s financial framework also forms part of the internal control framework with a 
number of approved policies and procedures in place to ensure the CCG manages its 
finance in accordance with national policy and guidelines. This includes the financial 
scheme of delegation which sets out the delegated limits for key individuals within the 
CCG and ensures these individuals have a clear framework in place within which they 
can make financial decisions.   

 
 

5. Mid-Year Position for 2016/17 
 
5.1 In line with the CCG’s governance arrangements, the Audit Committee reviews the 

GBAF every six months prior to its submission to the Governing Body to ensure 
progress is being made towards delivery of the corporate objectives and seeks 
assurance on any gaps in controls that threaten delivery of these.  The Audit Committee 
reviewed the GBAF at its meeting on 8 November 2016 and, following some minor 
amendments, recommended its submission to the Governing Body.  

 
5.2 The GBAF has been reviewed by the individual directors and relevant heads of service 

and updated as appropriate.  As part of this review, further strategic risks were identified 
which have been added to the risk register and aligned to the following corporate 
objectives:    

 
Corporate 
Objective 

Risk 

CO1  sustainability of the CCG in terms of IT, workforce and infrastructure 

CO2a  Transforming care financial impact  

 Risk the CCG fails to process outstanding continuing care restitution 
claims  

 additional recurrent pressures as well as distress to member practices 
as a result of changes in the NHS Property Services billing policies 
agreed with the Department of Health 

CO3  Alignment of existing CO7 risk - inclusion of the failure of providers to 
meet the A&E 4 hours target  

 Impact of acute trust reorganisation on the delivery of high quality, 
safe services  

 Impact on the quality of the hospital collaboration work across South 
Tyneside and Sunderland  
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CO5  Capacity within the CCG to deliver strategic priorities  

 South Tyneside and Sunderland Hospital Alliance and integrated 
management developments  

CO7  Overspend against the plan for delivery of the Better Care Fund  

CO8  Primary care sustainability in relation to workforce, funding and 
practice collaboration 

 Managing conflicts of interest  

 
 
5.3 Other changes to the framework are as follows:  
 

 CO2a: removal of risk relating to the procurement of external audit services 

 CO3:  removal of risk relating to the lack continuity of services and potential harm 
as a result of the junior doctors strike 

 CO4: risk rating reduced to low 

 CO6: risk rating reduced to low and gap in assurance around locality action plans 
removed plans  

 CO7: gap in control in relation to joint commissioning as work now underway with 
the appointment of a project director  

 CO8: gap in assurance removed in relation to recurring gap for GP IT monies as 
funding now clarified 

 
 
7. Recommendation 
 
7.1 The Governing Body is asked to receive the updated position for the 2016/17 GBAF for 

assurance 
 
 
Author: D Cornell 
  Head of Corporate Affairs 
 
Date:  16 November 2016 
 



Governing Body Assurance Framework 2016/17

Principal RisksRisk
Ref

Key Target Areas Controls Assurances Gaps in Controls Gaps in Assurances Director
Lead(s)

Risk Rating

Corporate Objective: CO1. Ensure The CCG Meets Its Public Accountability Duties

Linked to NHS England CCG assurance components: Well-Led Organisation, Delegated Functions

1719

674

1367

Risk management/register process

established to review risks regularly

Commissioning plan and locality plans in

place 

Audit Committee meets to ensure robust

systems and processses in place to

meet statutory duties.

Lay member for audit 

Independent audit committee member

Annual review of CCG constitution and

governance structure (terms of reference

for all committees)

Audit cycle and plans agreed

Lay member representation on the

governing body

Risk management group established

(sub-group of the quality, safety and risk

committee)

Primary care co-commissioning

committee set up.

Service line agreements in place with

North of England Commissioning

Support Service (NECS) for IT and HR

support.

In house team for organisational

development.

Service line agreement with North of

England Commissioning Support

(NECS) to provide support around

governance and risk management

Reports to quality, safety and risk

committee and governing body on

risk

Reports to executive committee and

development sessions held 

CCG Constitution updated in line with

current statutory guidance for

conflicts of interest.

Risk register process well established

(SIRMS electronic system in place)

Risk Management policy and

framework updated to include risk

materialisation.

2 year operational and 5 year

strategic plans in place 

Business continuity plan and recovery

plan in place.

Desktop exercise undertaken with

director and senior team.

Auditor panal procurement process

completed.

Internal audit reports.

EPRR annual assessment

undertaken.
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To ensure the CCG has robust

systems in place to fulfill CCG

assurance with NHS England

and meets its public

accountability duties by:

- Ensuring the CCG meets all

of its statutory duties

- Ensuring the CCG is aware of

all risks and has robust plans

in place to minimise and

mitigate against these.

- Ensure patients' rights are

delivered in commissioned

services as specified in the

NHS Constitution.

Sustainability in terms of IT,

workforce and infrastructure 

Risk that Looked After Children

health arrangements will be

found to not meet statutory

requirements

Risk that the CCG is not meeting

its statutory responsibilities

around legislative framework for

deprivation of liberty.
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Governing Body Assurance Framework 2016/17

Principal RisksRisk
Ref

Key Target Areas Controls Assurances Gaps in Controls Gaps in Assurances Director
Lead(s)

Risk Rating

Corporate Objective: CO1. Ensure The CCG Meets Its Public Accountability Duties

Linked to NHS England CCG assurance components: Well-Led Organisation, Delegated Functions

Regular service line meetings

between NECS and service line

leads.

Service audit reports from payroll,

NHS SBS (Oracle), NECS and

Exeter.
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Governing Body Assurance Framework 2016/17

Principal RisksRisk
Ref

Key Target Areas Controls Assurances Gaps in Controls Gaps in Assurances Director
Lead(s)

Risk Rating

Corporate Objective: CO2a. Maintain Financial Control

Linked to NHS England CCG assurance components: Financial Management, Planning, Performance

649

1532

1642

1415

1533

1285

1707

1709

992

Updated operational and medium term

financial plan with contingencies

identified.

Regular internal reviews of financial

performance and risk

Budget reporting, variance analysis and

forecast out turns provided to and

reviewed with Senior Managers

Regular review of

investments/disinvestments

Executive committee management of

finance.

Executive committee development

sessions

 

System Delivery Group (SDG) reviews of

productivity savings achievement.

Audit Committee meets to ensure robust

systems and processes in place to meet

statutory duties

Lay member for audit in post

Monthly quality and contractual meetings

In-house finance team 

Monthly senior staff meetings

Vacancy control process

Oracle authorisation controls

Scheme of reservation and delegation

Finance reports to executive

committee, BCF Integration Board,

Primary Care Committee and

governing body 

Investment in finance training for staff

and CCG members

Financial plans agreed by governing

body

 

Internal Audit review of financial

controls wiht outcome of significant

controls.

Service audit reports from payroll,

NHS SBS (Oracle), NECS and

Exeter.

Regular budget and forecast out-turn

meetings with budget holders

Prescribing reports to quality, safety

and risk committee and regular

prescribing savings task and fnish

group reports to the executive

committee

Regular SDG reporting to the

executive committee.

Financial Scheme of Delegation

being reviewed.

Unable to predict forecast

outturn for prescribing in the

early quarters of the year.  

Potential requirement for

contingency funds cannot

be accurately predicted 

Unable to predict all

potential influence on PBR

costs (National Institute for

Clinical Excellence and

demand)

Unable to predict all future

demand fluctuations for

acute services.
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Ensure the CCG optimises the

use of its financial and other

resources to deliver the annual

plan whilst maintaining

financial balance and

achieving national

requirements from NHS

England by:

- Ensuring the CCG lives within

its allocation/control totals

- Ensuring the CCG works

within its running cost

allowance

Risk of in year financial

overspend on CCG programme

and running cost budgets as a

result of unknown pressures

arising in year.

Financial distressed providers

seeking to increase income

Transforming Care Financial

Impact

Risk to achievement of the

CCG's financial plan and ability

to meet financial control totals in

2016/17 and beyond. 

Risk the CCG has an

underspend materially greater

than planned at year-end.  

Risk that the CCG will not

achieve the planned savings of

£5m by reducing non-elective

spending in 2016/17 via the Out

of Hospital Transformation and

Mental Health Investments. 

There is a risk that the current

BCF overspends in 2016/17 will

translate to recurrent pressures

for which additional efficiencies

will be required in 2017/18 &

beyond. 

Changes in NHS Property

Services billing policies agreed

with the Department of Health

that the CCG will incur additional

recurrent pressures as well as
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Governing Body Assurance Framework 2016/17

Principal RisksRisk
Ref

Key Target Areas Controls Assurances Gaps in Controls Gaps in Assurances Director
Lead(s)

Risk Rating

Corporate Objective: CO2a. Maintain Financial Control

Linked to NHS England CCG assurance components: Financial Management, Planning, Performance

Health and social care integration board,

and BCF implementation group, S75

agreement and BCF task and finish

group 

causing distress to member

practices 

Risk that CCG fails to process

oustanding continuing care

restitution claims
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Governing Body Assurance Framework 2016/17

Principal RisksRisk
Ref

Key Target Areas Controls Assurances Gaps in Controls Gaps in Assurances Director
Lead(s)

Risk Rating

Corporate Objective: CO2b Maintain Performance Targets

Linked to NHS England CCG assurance components: Financial Management, Planning, Performance

1469

1359

647

Executive committee management of

provider performance.

Executive committee development

sessions.

Regular monitoring with medical director

and clinical leads.

Transformational Board and A&E

Delivery Board agreed work programmes

with GP executives and clinical leads.

A&E Delivery Board.

Monthly quality and contractual review

meetings.

In-house performance team.

Monthly director and senior staff

meetings.

Infection, prevention and control

meetings with providers.

Escalation process for A&E.

Urgent care board enabling a whole

system review.

Transformation board agreed to take on

systems-wide resilience role including

oversight of planned care issues

(including referral to treatment and 18

weeks).

Performance reports to executive

committee and governing body.

Reports to quality safety and risk

committee.

One to one regular meetings between

chief officer and directors and their

counterparts in provider

organisations, e.g. chief officer and

chief executive of City Hospitals

Sunderland.

Quality meetings with NHS England.

Internal audit reviews.

 Dedicated performance management

meetings with NEAS and CHSFT

each month.

Reports from providers in relation to

performance.

Timely quality reports from

key providers.
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Ensure the CCG optimises the

use of its financial and other

resources to deliver the annual

plan whilst maintaining

financial balance and

achieving national

requirements from NHS

England by:

- Ensuring delivery of locally,

regionally and nationally

agreed and prescribed

performance indicators.

NEAS failure to deliver FT

ambulance response targets

Risk to delivery of all cancer

standards within City Hospitals

Sunderland NHS Foundation

Trust (CHS NHSFT) under the

NHS Constitution.

Failure of providers to meet A&E

95% 4 hour target (also aligned

to CO2b) resulting in

performance and potential quality

issues 
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Governing Body Assurance Framework 2016/17

Principal RisksRisk
Ref

Key Target Areas Controls Assurances Gaps in Controls Gaps in Assurances Director
Lead(s)

Risk Rating

Corporate Objective: CO3. Maintain And Improve The Quality And Safety Of CCG Commissioned Services

Linked to NHS England CCG assurance components: Delivery Of Commitments & Improved Outcomes

682

1360

667

1075

1594

1726

647

Sunderland Safeguarding Children's

Board (SSCB) and Sunderland

Safeguarding Adults Board (SSAB)

established with quality assurance

processes in place (improvement board)

Working in partnership with other

agencies 

Safeguarding improvement plan

Lay member for patient and public

involvement (also chair of quality, safety

and risk committee)

Effective serious incident reporting

processes in place and embedded

across the health economy 

Integrated quality action plan 

Serious incident process aligned with the

contractual obligations. 

Service line agreement with NECS

serious incident, incidents (corporate and

general practice) and complaints

management  

Engagement strategy in place

Quality review groups.

Primary care quality framework and

review group.

Patient experience process established.

Healthcare Acquired INfection (HCAI)

Improvement Group.

Impact of improvement plan

to be reviewed around the

timeliness of provider

complaints.

Primary care quality

framework and review

group not yet embedded.

No named GP for

safeguarding adults.

Audit of case files and work plan for

SSCB and SSAB.

Independent review of SSCB

functions.

Reports to quality, safety and risk

committee, including providers,

medicines optimisation, safeguarding

and quality in care homes.

Reports to governing body and

governing body development

sessions

In-depth reviews with providers via

the quality review groups when there

are performance issues.

Serious incident panel and learning

Internal Audit outcome reports

Named GP for safeguarding children

Key assurances from quality review

meetings with providers

 

New operating model for MASH 

Quality review groups monitoring

quality and safety in relation to

service delivery and any performance

issues.

Patient experience initelligence being

captured, e.g. clinical assurance

visits.

Primary care quality review group

Low number of incidents

being reported by some

member practices 

Evidence required that the

new safeguarding

Integrated Contact and

Referral Team operating

model is improving frontline

practice.
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Ensure the safety of patients

by commissioning safe and

high quality services by:

- Putting robust processes and

mechanisms in place to

monitor and manage patient

safety, quality and experience.

- Responding positively to

national requirements set out

national publications

Potential impact of

personalisation and personal

health budgets on strategic

commissioning

Risk to other providers of breast

services (cancer and surgery)

from increased demand following

suspension of service at CHS

NHSFT

Quality of NHS funded care

within nursing/care homes 

Significant risk that City Hospitals

Sunderland NHS Foundation

Trust will breach its trajectory for

Clostridium Diffiile and MRSA

zero tolerance for 2016/17.

Impact of acute trust

re-organisation on the delivery of

high quality, safe services

Impact on quality of the hospital

collaboration work across South

Tyneside and Sunderland 

Failure of providers to meet A&E

95% 4 hour target (also aligned

to CO2b) resulting in

performance and potential quality

issues 
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Governing Body Assurance Framework 2016/17

Principal RisksRisk
Ref

Key Target Areas Controls Assurances Gaps in Controls Gaps in Assurances Director
Lead(s)

Risk Rating

Corporate Objective: CO3. Maintain And Improve The Quality And Safety Of CCG Commissioned Services

Linked to NHS England CCG assurance components: Delivery Of Commitments & Improved Outcomes

South Tyneside and Sunderland Health

Care Governance Group established for

acute collaboration work.

Acute collaboration service reviews

involving clinicians and the CCG quality

team.

meetings.

Reports from the HCAI Group to the

Quality, Safety and Risk Committee.

Regular meetings of the acute

collaboration governance group

taking place and includes director

representation from the CCG.

SIRMS rolled out and promoted via

newsletters, TITO.
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Governing Body Assurance Framework 2016/17

Principal RisksRisk
Ref

Key Target Areas Controls Assurances Gaps in Controls Gaps in Assurances Director
Lead(s)

Risk Rating

Corporate Objective: CO4. Ensure The CCG Involves Patients And The Public In Commissioning And Reforming Services

Linked to NHS England CCG assurance components: Well-Led Organisation, Delegated Functions

1466 Monthly quality review meetings with

providers 

Structured approach to unannounced

visiting programme across providers  

All Together Better Communications and

engagement steering group (CESG) as a

formal sub-group of executive

committee. 

Quality, safety and risk committee

Serious incident panel

CCG constitution 

Lay member for patient and public

involvement 

Executive practice manager lead 

Interactive facility on website

Use of 'My NHS' membership tool

Communication strategy 

Engagement strategy 

Strategic engagement support from

NECS 

Sunderland Health Forum

Stakeholder survey

Patient experience process established

Patient and healthwatch representative

Wider engagement and

involvement agenda not yet

fully established 

Engagement and

consultation mechanisms

for STP and acute

collaboration work not yet

clear.

Reports to executive committee and

governing body

Quality action plan monitored by

governing body

(incorporating the Francis, Berwick

and Keogh reports)

Reports to quality, safety and risk

committee

Patient experience process 

Patient engagement events held

Communications and Digital

Marketing strategies reviewed and

approved by governing body.

Partnership work being developed

with the Local Authority.

Focused discussions with patient

groups on service specific changes 

Engagement strategy approved by

governing body 

Engagement sessions held to capture

and join up activity across the CCG  

Patient experience intelligence being

captured.  

CCG representation on the Task and

Finish for the acute collaboration and

regular updates to the CESG.

Public attendance at

Sunderland Health Forum

needs to be strengthened

Robustness of engagement

and consultation

mechanisms yet to be

implemented and tested.
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Ensure patients and the public

are actively involved in the

commissioning and reforming

of services by:

- Establishing effective

mechanisms to seek patients

and carer views of services

across all areas of health

including, patient stories,

complaints, including linking

with Healthwatch

- Ensuring a strategy is in

place to deliver the patient and

public involvement element of

the NHS Constitution

Statutory duties relating to formal

consultation requirements with

patients and the public not

adhered to.
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Governing Body Assurance Framework 2016/17

Principal RisksRisk
Ref

Key Target Areas Controls Assurances Gaps in Controls Gaps in Assurances Director
Lead(s)

Risk Rating

Corporate Objective: CO4. Ensure The CCG Involves Patients And The Public In Commissioning And Reforming Services

Linked to NHS England CCG assurance components: Well-Led Organisation, Delegated Functions

at primary care commissioning meeting

Governing Body meeting held in public.  

Communications and Engagement Task

and Finish Group monthly meetings for

acute collaboration work.  Group reports

to the CCG All Together Better

Communications and Engagement

Steering Group (CESG).

Agreement with NECS in place to

support the delivery of the

communications and engagement

elements of the STP and acute

collaboration work.
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Governing Body Assurance Framework 2016/17

Principal RisksRisk
Ref

Key Target Areas Controls Assurances Gaps in Controls Gaps in Assurances Director
Lead(s)

Risk Rating

Corporate Objective: CO5. Identify And Deliver The CCG's Key Strategic Priorities

Linked to NHS England CCG assurance components: Well-Led Organisation, Delegated Functions

1453

1720

1721

Local incentive scheme 

Quality premium

2 year operational and 5 year strategic

plan in place 

Plans for each transformation

programme in place

Multi-agency programme boards

supported by working groups linked to

the multi-agency transformation

board/executive committee

Transformational work programmes with

executive GPs and clinical leads

Monthly senior management team review

of key performance indicators

(KPIs)/progress

Monthly Sustainability Delivery Group

meeting chaired by Chief Officer.

Signed contracts in place with providers

and service line agreements in place with

NECS

Contract management meetings and

process with providers and with NECS

CCG internal provider management

group

Monthly internal senior management

team meeting to review NECS contract

CCG working with NHS England and

other local CCGs to jointly re-procure

NHS England quarterly checkpoint

meetings and pre-meetings on

performance and transformation.

Plans to develop customer led

commissioning support service

owned by all CCGs.

Regular development sessions with

executive committee 

clinical leads and locality teams

Engagement at time in time out

events 

Monthly assurance reports to

executive committee on the

transformational changes and KPIs

Monthly assurance reports to the

governing body  

Medical director chairs and locality

representatives attend the provider

management group

Contract monitoring log

Monthly finance reports to executive

committee  and governing body

Governing body development

sessions, including partners, to

develop/review joint vision and

priorities

Community services provider

management board in place with

CCG senior input supported by

system wide PMO.  Reporting to the
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Develop and deliver the annual

plan to deliver the 2016/17

elements of the 5 year

Strategic Plan and the CCG

elements of the joint strategic

needs assessment by:

- Ensuring the plan meets NHS

England requirements

- Developing strategic

partnerships with key

stakeholders, including the

local authority, health and

wellbeing board (HWBB) and

NHS England.

- Agreeing contracts and

robust service line agreements

with provider organisations and

NECS to deliver the CCG's

strategic priorities.

- Ensuring the internal

commissioning teams are

aligned to the priorities

Procurement of Commissioning

Support Services. 

Capacity within the CCG to

deliver strategic priorities

South Tyneside and Sunderland

Hospital Alliance and integrated

management developments 
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Governing Body Assurance Framework 2016/17

Principal RisksRisk
Ref

Key Target Areas Controls Assurances Gaps in Controls Gaps in Assurances Director
Lead(s)

Risk Rating

Corporate Objective: CO5. Identify And Deliver The CCG's Key Strategic Priorities

Linked to NHS England CCG assurance components: Well-Led Organisation, Delegated Functions

commissioning support services via the

Lead Provider Framework.

Matrix approach to aligning

commissioning staff to strategic

priorities.

Approach to running cost budget

releases non recurrent funding each year

to secure additional temporary resource

to meet identifeid gaps each year.

Challenge process to the development of

detailed plans for delivery of strategic

priorities by senior managers to ensure

scope is appropriate.  

Project management office standardised

approach to the identification of activities

and resources to deliver each strategic

priority.

Out of Hospital Contracting and Finance

steering group.

Senior leadership team in place between

the local authority and CCG

commissioners and core providers to

oversee the delivery of the MSCP.

CCG led out of Hospital Board.  

Agreement to merge the multi agency

out of hospital board and the urgent

care board in Sunderland from

November 2016.

Memo of Understanding being

developed between the senior

leadership team overseeing the

development of the MSCP.

Utilisation of commissioning skills an

dexperience through the Matrix

approach to ensure fair distribution of

work.

Challenge process to the

development of detailed plans for

delivery of strategic priorities by

senior managers to ensure scope is

appropriate. 

Focus of senior leadership team on

integrating all out of hospital services

which is a key priority for the CCG.
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Governing Body Assurance Framework 2016/17

Principal RisksRisk
Ref

Key Target Areas Controls Assurances Gaps in Controls Gaps in Assurances Director
Lead(s)

Risk Rating

Corporate Objective: CO6. Develop The CCG Localities

Linked to NHS England CCG assurance components: Well-Led Organisation, Delegated Functions

Locality Plans in place for  16/17

Local incentive scheme to support

engagement

Minimum of quarterly full locality

meetings 

Quarterly development sessions with

locality teams

Locality commissioning Managers

GP executive leads and locality practice

managers and locality practice nurse in

place for each locality

Time In Time Out Events 

Locality team attendance at executive

committee development sessions

Clinical leadership development

programme 

Monthly locality practice managers

meeting  with strategic practice manager

lead

Monthly locality learning together

meetings

Refreshed vision in place with clarity of

functions for localities.

Public governing body meetings 

Annual general meeting for member

practices and the public  

CCG constitution review process 

Planning framework in place

Clinical leads development session

and action plan developed.

Director and senior manager time out

to review appropriate resource

allocation

Engagement events in developing

priorities for next year

360 degree feedback stakeholder

survey

Quarterly meeting with deputy chief

officer and locality teams

Director attendance at each locality

meetings in addition to the executive

GP, locality commissioning

manager/nurse/practice manager.

Monthly updates on staffing changes

to executive members
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Continue to develop the CCG

localities to establish robust

links with member practices to

ensure the CCG demonstrates

its accountabilities as set out in

the CCG's Constitution by:

- Publishing the Constitution

and meeting all of the statutory

obligations

- Meeting annually to publish

and present the CCG annual

report, including the annual

accounts

- Holding meetings of the

Governing Body in public. 

- Resourcing Locality Teams 
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Governing Body Assurance Framework 2016/17

Principal RisksRisk
Ref

Key Target Areas Controls Assurances Gaps in Controls Gaps in Assurances Director
Lead(s)

Risk Rating

Corporate Objective: CO7.  Integrating Health And Social Care Services, Inc Better Care Fund

Linked to NHS England CCG assurance components: Financial Management, Planning, Performance

1722 Health and wellbeing board with

appropriate CCG senior membership

Revised health and social care

integration board with appropriate CCG

senior membership

BCF implementation group supporting

the integration board

Joint executive group to ster the budget

managers, ensure the joinging up of

saving/reform plans and advise the

Integration Board.

Engagement with the provider forum

under the Health and wellbeing board

Multi agency transformation board

Multi agency out of hospital board and

supporting arrangements

Signed section 75 agreement with the

local authority

Quarterly meetings with the vanguard

national team.

5 year strategic commissioning plan,

2 year operational plan and BCF plan 

Reports to health and wellbeing board

and governing body

Integrated overall operating model

developed following 2 day

accelerated solutions event with

partners as a direction of travel

CCG working with the local authority

who has secured a strategic

intelligence partner for the city

System wide transformation team to

support delivery of out of hospital

programme

CCG accepted for a further year as a

national Vanguard site

Appointed project director of joint

commissioning with focus on

developing the business case for

integrating both CCG and local

authority commissioning functions.

Community services provider board

established to oversee

implementation of the out of hospital

model in 15/16 reporting to the out of

hospital board.

Task and finish group/rapid

improvement workshop set up to

improve efficiencies and processes in

relation to continuing healthcare.

Performance reporting to

the Health and Social Care

Integration Board does not

currenlty cover all BCF

areas.
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Continue to develop the

Sunderland joint health and

wellbeing strategy to have the

best possible health and

wellbeing for Sunderland by

implementing the Sunderland

vision for Integration through:

- Developing an  overall

integrated operating model

- Developing locality integrated

teams across health and social

care

- Developing integrated

commissioning processes

- Developing shared

intelligence processes

- Person centred co-ordinated

care planning

- Implementing the Better Care

Fund (BCF)

Overspend against the plan for

delivery of the Better Care Fund
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Governing Body Assurance Framework 2016/17

Principal RisksRisk
Ref

Key Target Areas Controls Assurances Gaps in Controls Gaps in Assurances Director
Lead(s)

Risk Rating

Corporate Objective: CO8. Primary Care Commissioning

Linked to NHS England CCG assurance components: Delivery Of Commitments & Improved Outcomes

1723

1724

1438

Primary care commissioning committee

(PCCC)

Lay member chair

Budgetary allocation clarified for primary

care.

NHS England and Healthwatch

representative on PCCC 

Regular 1:1 meetings with CCG deputy

chief officer and director of

commissioning for NHS England

Forum for all CCGs in Cumbria and

North East to share learning and

experiences 

Internal CCG commissioning reference

group consisting of functional leads for

quality, contracting, reform, finance,

governance to share information  and

advice on systems and processes

NHS England (NHSE) assurance

framework requires quarterly

self-certification of delegated

arrangements authorised by CCG audit

chair and chief officer.  Internal Audit

review of this assurance once a year.

Memorandum of understanding signed

and in place between NHS England and

CCG re what NHSE can provide to

support the delegation agreement

Strategy for General Practice in place

Cycle of business for PCCC in place

Agreement on future

placement of Cumbria and

the North East primary care

commissioning staff

Memorandum of

Understanding (MoU) with

NHS England applies to

2015/16 and needs

updating for 2016/17.

However in practice the

support continues as per

the 2015/16 MoU.

Reports to governing body

Handover report from NHS England 

Regular report to the primary care

commissioning committee to include

finance and performance.

Primary care workforce development

group in place.

Funded head of primary care and

localities post and filled temporarily

until March 2017 by which time post

to be advertised and permanently

filled. 

Agreed a part time primary care

workforce post with Sunderland

University, funded by the University

but embedded in CCG to deliver on

workforce plans

Role of Cumbria and the North East

primary care support team clarified in

relation to Sunderland decision

making

Regular reviews of resources and

commitments with budget manager

and Cumbria and North East area

team support 

Developed support team to advise

practices on preparing for CQC

inspections and ensuring they are fit

for purpose.

Agreed with CCG North Forum the

NHSE Primary Care team will stay as

Qualtiy framework and

quality review group in

place but not yet

embedded.
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Develop and implement

systems and processes for

primary care co-commissioning

by:

- Implementing a strategy for

primary care/general practice

in line with the CCG's vision

Implementing the General

Practice Forward View.

- Working in partnership with

NHS England to deliver the

delegated function

- Quality framework

- Management of conflicts of

interest.

Primary care sustainability in

relation to workforce, funding and

practice collaboration 

Managing conflicts of interest 

Quality within primary care 

Page 14



Governing Body Assurance Framework 2016/17

Principal RisksRisk
Ref

Key Target Areas Controls Assurances Gaps in Controls Gaps in Assurances Director
Lead(s)

Risk Rating

Corporate Objective: CO8. Primary Care Commissioning

Linked to NHS England CCG assurance components: Delivery Of Commitments & Improved Outcomes

NHSE/CCG quality framework and

review group

Close working relationship with Cumbria

and North East area team's finance

department

Implementation group to oversee

delivery of general practice strategy in

place.  

Standards of Business Conduct and

Conflicts of Interest Policy and

supporting process.

NHSE self-certification process for

conflicts of interest.

central team until formally reviewed

between CCGs and NHSE.

Local quality review group meetings

and reporting mechanisms to QSRC

Standards of Business Conduct

Policy reviewed and updated in line

with current statutory guidance.

Self-certification forms submitted on a

quarterly basis.

Localities team supporting the

development of general practice due

to their experience, skills and

relationships with practices.
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Ref Objective Risk description Director
Owner

Initial

C L Sco
re

Controls and gaps in controls Internal assurance and gaps in
assurance

External assurance Residual
funding
cost

Residual

C L Sco
re

ReviewsAction
Start date
Target

Action Owner
Details/progress

- Sunderland CCG: Commissioning, Planning & Reform

1721 South Tyneside and
Sunderland Hospital Alliance
and integrated management
developments 
There is a risk that the South
Tyneside and Sunderland
hospital alliance may lead to a
focus on in-hospital
transformation at the expense
of securing the long term out of
hospital integrated provider
under the MSCP contract.

4 3Debbie
Burnicle

Debbie
Burnicle

4 3CO5. Identify

And Deliver

The CCG's

Key Strategic

Priorities

12 12 0

5 - Over
£1m

South Tyneside and Sunderland Health Care

Governance Group

• Gaps in control: none

No internal assurance identified

South Tyneside and Sunderland Communications

and Engagement Task and Finish Group

• Gaps in control: CCG representation

No internal assurance identified

1723 Primary care sustainability in
relation to workforce, funding
and practice collaboration 
There is a risk that primary
care may not be sustainable in
the medium term in relation to
workforce, funding and practice
collaboration

3 3Debbie
Burnicle

Jackie Spencer

4 3CO8. Primary

Care

Commissioni

ng

12 9 0

5 - Over
£1m

Primary care budget defined and allocated

• Gaps in control: none

Monthly finance reports to Executive and

Primary Care Committees 

Bi-monthly report to the Governing Body

• Gaps in assurance: none

NHS England assurance

framework

Audit

Primary care workforce development group

• Gaps in control: none

Regular reporting to the primary care

commissioning committee

• Gaps in assurance: none

GP strategy in place

• Gaps in control: none

Approved by the Governing Body

• Gaps in assurance: none

GP strategy implementation group

• Gaps in control: none

Senior representation from teams across the

CCG

Executive GP representation 

Practice nurse/manager representation

• Gaps in assurance: none

1722 Overspend against the plan for
delivery of the Better Care
Fund
There is a risk of an overspend
against plan due to the
packages of care inflation and
demand growth

3 3Debbie
Burnicle

Ian Holliday

3 4CO7.

Integrating

Health And

Social Care

Services, Inc

Better Care

Fund

12 9 0

5 - Over
£1m

1720 Capacity within the CCG to
deliver strategic priorities
There is a risk in terms of
capacity within the CCG to
deliver the strategic priorities
due to the increasing number
of sustainability projects

4 2Debbie
Burnicle

Debbie
Burnicle

4 3CO5. Identify

And Deliver

The CCG's

Key Strategic

Priorities

12 8 0

5 - Over
£1m

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

3 2Ian Holliday

Ian Holliday

4 3CO3. Maintain

And Improve

The Quality

And Safety Of

CCG

Commission

ed Services

Risk reviewed  - PHBs

to be embedded within

packages workstream

going forward as

programme of work

from

August/September

Ian Holliday

21/07/201612 6 0

4 - £100k
- £1m

On-going discussions and implementation plan with

LA to be developed in 14/15 - policy to be finalised

by April 15

• Gaps in control: none

to be managed through joint commissioning

arrangements with LA

• Gaps in assurance: none

The pooling of budgets within the BCF and LA now

formally acting as Lead Commissioner for care

packages enhances the personalisation agenda

bringing in considerable resource and expertise

from the LA

• Gaps in control: The Lead Commissioning

arrangements not yet fully understood or

implemented

Progress now monitored and scrutinised via

BCF Implementation Group

• Gaps in assurance: Need to fully embed

new governance arrangements

02/07/2015

31/12/2015

Ian Holliday

Robust arrangements to be put in

place to ensure personalisation of

care plans within new ways of

working

Progress: 
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16/11/2016

Ref Objective Risk description Director
Owner

Initial

C L Sco
re

Controls and gaps in controls Internal assurance and gaps in
assurance

External assurance Residual
funding
cost

Residual

C L Sco
re

ReviewsAction
Start date
Target

Action Owner
Details/progress

personalisation and personal
budgets within LAs to support
implementation.

- Sunderland CCG: Contracting And Performance

1469 NEAS failure to deliver FT
ambulance response targets
As a result of NEAS FT failing
to deliver performance targets
(R1, R2, R19) there is a risk
that patient care and safety
could be compromised and the
CCG would fail to deliver the
CCG Quality Strategy and
performance targets, which
would result in failure to secure
Quality Premium for investment
and potential harm to patients.

4 3Ann Fox

Daisy
Barnetson

4 4CO2b

Maintain

Performance

Targets Reviewed risk and no

change

Daisy Barnetson

02/08/201616 12 0

4 - £100k
- £1m

SCCG Urgent Care Board activity.

• Gaps in control: None

Action log, minutes of meetings and

workshops.

Additional funding for: ICAT Transport,

Clinical Audit, Advanced Practitioners,

Paramedic Pathfinder.

UCB Actions: Review demand / capacity for

hospital discharge, improve ambulance

services use of alternative pathways, develop

a gap analysis via the directory of services.

• Gaps in assurance: none

SCCG Systems Resilience Group

• Gaps in control: None

Action log, minutes of meetings and

workshops.

• Gaps in assurance: none

NEAS Quality Review Group

• Gaps in control: None

No internal assurance identified Action log, minutes of

meetings and workshops.

NEAS Performance and Contracting Group

• Gaps in control: None

No internal assurance identified Action log, minutes of

meetings and workshops.

Also: 2 extraordinary

meetings held, escalated to

tripartite meeting (Monitor,

NEAS, Commissioners)

1359 Risk to delivery of all cancer
standards within City Hospitals
Sunderland NHS Foundation
Trust (CHS NHSFT) under the
NHS Constitution.
Lack of capacity to deliver the
two week wait (2WW), 31 day
and 62 day cancer targets
within CHS NHSFT.   Patients
are waiting longer than the
standards in certain areas for
diagnosis and treatment under
the cancer standards.

4 3David
Gallagher

Scott Watson

4 3CO2b

Maintain

Performance

Targets On-going discussions

continue at

performance and

contract review

groups.  CHS have an

agreed improvement

trajectory with NHS

Improvement and the

CCG as part of the

STF and it is

monitored closely.

Work is on-going to

improve capacity

on-site at CHS for

urology patients and

breast performance is

now sustainable.

Discussions also are

taking place around

the development of a

cancer strategy in

Sunderland.

Matt Thubron

28/09/201612 12 0

3 - £10k -
£100k

Monthly monitoring  in place via Contract Review

Group, Performance Sub Group and Provider

Management Group (internal to CCG)

• Gaps in control: Published information is 2 months

behind so visibility of performance and numbers of

patients is not up to date.

Henry Choi meets with Cancer Manager at

CHS NHS.

• Gaps in assurance: none

Routine information provided

at a local level by CHS

NHSFT.

Increased scrutiny nationally around 62 day

performance and weekly PTLs will need to be

submitted by provider to increase visibility.

• Gaps in control: none

CCG working with CHS NHSFT to implement

an incentive scheme to improve performance

in key specialty areas.

• Gaps in assurance: none

26/07/2015

23/08/2015

Matt Thubron

CHS NHSFT developing an action

plan around cancer delivery,

particularly 62 days on the back of

the national letter released.  CCG

developing an incentive scheme to

support performance improvement

Progress: 

Action plan complete and submitted

to NHS improvement and

improvement trajectory agreed.

Date Entered : 28/09/2016 15:31

Entered By : Matt Thubron

647 Failure of providers to meet
A&E 95% 4 hour target (also
aligned to CO2b) resulting in
performance and potential
quality issues 

4 3Ann Fox

Daisy
Barnetson

4 4CO2b

Maintain

Performance

Targets

CO3. Maintain

And Improve

Reviewed risk and no

change

Daisy Barnetson

02/08/201616 12 0

4 - £100k
- £1m

SCCG Urgent Care Board activity.

• Gaps in control: none

Action log, notes of meetings and workshops

and Urgent Care Board action plan which is

updated on a monthly basis.

• Gaps in assurance: none
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16/11/2016

Ref Objective Risk description Director
Owner

Initial

C L Sco
re

Controls and gaps in controls Internal assurance and gaps in
assurance

External assurance Residual
funding
cost

Residual

C L Sco
re

ReviewsAction
Start date
Target

Action Owner
Details/progress

As a result of City Hospitals
Sunderland NHS FT failure to
deliver the A&E 95% 4 hour
performance target, there is a
risk that patient care and safety
could be compromised and the
CCG would fail to deliver its
quality strategy and
constitutional target for A&E.
This could also result in failure
to secure the quality premium
for investment and potential
harm to patients.

The Quality

And Safety Of

CCG

Commission

ed Services

SCCG Systems Resilience Group

• Gaps in control: none

Action log, minutes of meetings and

workshops.

• Gaps in assurance: none

NEAS Quality Review Group

• Gaps in control: none

Action log, minutes of meetings and

workshops.

• Gaps in assurance: none

NEAS Performance and Contracting Group

• Gaps in control: none

Action log, minutes of meetings and

workshops.

• Gaps in assurance: none

- Sunderland CCG: Corporate Governance

1466 Statutory duties relating to
formal consultation
requirements with patients and
the public not adhered to.
There is the risk that the CCG
may not be meeting its
statutory duties in relation to
undertaking formal
consultations as part of the
commissioning function.

3 2David
Gallagher

Deborah
Cornell

3 3CO4. Ensure

The CCG

Involves

Patients And

The Public In

Commissioni

ng And

Reforming

Services

Control relating to

engagement

sub-group updated

and action plan

updated.

Deborah Cornell

07/10/20169 6 0

1 - None

CCG Patient and Public Involvement Strategy

• Gaps in control: none

Strategy signed off by quality, safety and risk

committee and governing body.

• Gaps in assurance: none

All Together Sunderland Communications and

Engagement Steering Group (CESG)

• Gaps in control: none

Monthly meetings held with representaive

from key partners, including the local

authority.

Minutes from the CESG received at executive

and quality, safety and risk committees.

• Gaps in assurance: none

Internal Audit annual audit of

both the communications and

engagement functions

Formal training sessions for key members of staff

via the Consultation Institute

• Gaps in control: Evaluation from the training not

yet undertaken

Key staff signed up to undertake the training.

• Gaps in assurance: Actual staff attendance

at the relevant training sessions.

Operational engagement sub-group of the All

Together better communications and engagement

steeringr group (CESG) -sub-group not being

progressed, replaced by Collaboration Hub with

Local Authority.

• Gaps in control: Remit and membership of the Hub

not yet fully clarified.

CCG representation on Collaboration Hub.

• Gaps in assurance: none

Local Authority Collaboration

Hub already established

01/01/2016

30/06/2016

Deborah Cornell

5 specific training sessions organised

to address gap in skills relating to

consultation requirements

Progress: 

All training sessions arranged and

staff attending the sessions. 

Date Entered : 07/10/2016 11:49

Entered By : Deborah Cornell

01/01/2016

30/06/2016

Deborah Cornell

Representation from other key

partners to be clarified on newly

estalished operational engagement

sub-group

Progress: 

Decision taken not to continue with

separate engagement sub-group due

to the existence of the LA'

collaboration hub.  Sub-group felt to

be duplication and due to the

reduction in PPI staff I the LA, joining

the collaboration hub deemed a more

sensible way forward. 

Date Entered : 07/10/2016 11:51

Entered By : Deborah Cornell

07/10/2016

30/12/2016

Julie Whitehouse

CCG to participate in the

Collaboration Hub hosted by the local

authority and establish feedback

mechanism to the Communications

and Engagement Steering Group.

Progress: 

Update to be included in the next PPI

highlight report to the Quality, Safety

and Risk Committee in November.

Date Entered : 07/10/2016 12:00

Entered By : Deborah Cornell
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16/11/2016

Ref Objective Risk description Director
Owner

Initial

C L Sco
re

Controls and gaps in controls Internal assurance and gaps in
assurance

External assurance Residual
funding
cost

Residual

C L Sco
re

ReviewsAction
Start date
Target

Action Owner
Details/progress

1724 Managing conflicts of interest 
There is a risk that the CCG
does not manage conflicts of
interest appropriately and in
line with statutory guidance.

3 2David
Gallagher

Deborah
Cornell

3 3CO8. Primary

Care

Commissioni

ng

9 6 0

1 - None

Standards of business conduct and declarations of

interest policy

• Gaps in control: none

Policy revised in line with statutory guidance

and approved by Governing Body 

Policy circulated to all staff and available on

the intranet for reference

• Gaps in assurance: none

Quarterly and annual

self-certification process with

NHS England 

Annual audit

Register of interests

• Gaps in control: none

Register of interest process, quarterly

updates 

Register published on CCG's website

• Gaps in assurance: Declarations from

member practices

Annual audit and NHS

England self-certification

process

Conflicts of interest mandatory training

• Gaps in control: Online training not yet received

from NHS England

Mandatory training schedule for all staff 

Regular reports to executive committee on

compliance with mandatory training

• Gaps in assurance: none

Self-certification process with

NHS England 

Annual audit

01/10/2016

31/10/2016

Jan Thwaites

Ensure all partners from member

practices have submitted a

declaration as required.

Progress: 

21/10/2016

31/03/2017

Deborah Cornell

Ensure all staff undertake the

mandatory COI training once training

module received from NHS England

Progress: 

1719 Sustainability in terms of IT,
workforce and infrastructure 
There is the risk that the CCG
does not have mechanisms in
place to ensure it is sufficiently
sustainable in relation to IT,
workforce and infrastructure

4 1David
Gallagher

Deborah
Cornell

4 3CO1. Ensure

The CCG

Meets Its

Public

Accountability

Duties

12 4 0

5 - Over
£1m

Associate Director of OD and Workforce and

supporting in-house team

• Gaps in control: none

Development programme for Governing Body

and its key sub-committees

• Gaps in assurance: none

External development

programmes with facilitation

In-house Project Management Office team

• Gaps in control: none

Project management toolkit and supporting

process 

Dedicated project leads

• Gaps in assurance: none

Business Continuity Plan (BCP)

• Gaps in control: none

Annual review process

Desktop review exercises

Governing Body review 

Support from NECS governance team

IT disaster recovery plan included in the

CCG's BCP

• Gaps in assurance: none

EPRR assessment

Audit review

NECS service line agreement in place for IT support

• Gaps in control: none

Monthly meeting of service line leads

Process to manage feedback on performance

(survey)

Escalation process in place  

IT disaster recovery plan included in the

CCG's BCP

• Gaps in assurance: none

Service auditor reports

- Sunderland CCG: Finance

1415 Risk to achievement of the
CCG's financial plan and ability
to meet financial control totals
in 2016/17 and beyond. 
There have been a number of
risks / pressures which have
been identified in 2015/16
which are highly likely to
impact on the CCGs financial
plan and ability to meet
financial control totals in
2016/17 and beyond. The risks
/ pressures which have been
identified are: 
- Notification by Monitor of
potential changes to the
structure of the tariff system
which are likely to increase the
costs of Acute Contracts. Circa

4 4David Chandler

Tarryn Lake

4 4CO2a.

Maintain

Financial

Control Aciton plan updated

and additional actions

added.

Tarryn Lake

13/09/201616 16 50000

5 - Over
£1m

Refresh and development of 5 year financial plan to

identify potential financial pressure, level of

mitigation required to reduce risk and additional

measures (such as QIPP schemes) to mitigate the

risk of non delivery of financial targets for approval

by Governing Body.

• Gaps in control: Potential issues with external

factors such as timing of notifications from NHS

England on allocations for 2016/17 as well as

notifications from Monitor on tariff for 2016/17.

Development and delivery of financial

strategy and mitigating actions to deliver

financial targets.

• Gaps in assurance: Potential issues with

mobilisation of mitigating actions in terms of

timescales required for delivery to be

successful and inform contracting round for

2016/17.

06/10/2015

31/12/2016

Tarryn Lake

Refresh financial plan for CCGs

planning cycle led by Directors and

Governing Body in order to inform

level of mitigating actions required.

Progress: 

Further STP submission planned for

16/09/2016 outlining areas of

transformation which are being

progressed regional in order to

address the financial gap in the

economy. 

CCG internal financial plan continues

to be refreshed and further work

outlined on the STP level plans to

translate to an organisational / LHE

level. 

Date Entered : 13/09/2016 16:25

Entered By : Tarryn Lake
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16/11/2016

Ref Objective Risk description Director
Owner

Initial

C L Sco
re

Controls and gaps in controls Internal assurance and gaps in
assurance

External assurance Residual
funding
cost

Residual

C L Sco
re

ReviewsAction
Start date
Target

Action Owner
Details/progress

£3m. 
- The intention of NHS England
to recommend 0% growth for
2016/17 to CCGs who are
greater than 5% from target
allocations in order to support
pace of change. Impact of circa
£2.5m. 
- The notification by Monitor of
inflationary pressures in
2016/17 for providers due to
HMRC legislation changes as
well as a likely reduction in
efficiencies required on
contracts. Circa £2m.   
- High levels of growth in
expenditure in areas such as
CHC and prescribing. Circa
£2m. 
- Potential changes to the
allocation calculation by NHS
England for CCGs. Impact not
yet known.
- The allocation calculation for
delegated budgets for
co-commissioning is not yet
known and could potentially
adversely impact CCG if it
does not cover growth
pressures.  
- Potential changes to Funded
Nursing Care rate. Anticipated
potential impact of £4m. 

17/11/2015

31/12/2016

Tarryn Lake

Head of Finance to work with Heads

of Service as part of planning process

for 2016/17 to identify additional

productivity schemes.

Progress: 

Sustainability Delivery Group

established to identify mitigation

plans. Meeting to take place on

20/09/2016 in order to assess

progress to date. 

Date Entered : 13/09/2016 16:26

Entered By : Tarryn Lake

1707 There is a risk that the current
BCF overspends in 2016/17
will translate to recurrent
pressures for which additional
efficiencies will be required in
2017/18 & beyond. 
There is a risk that robust plans
are not put in place to address
the BCF overspends in
2016/17 on a recurrent basis
causing significant financial
pressure and potential breach
of statutory financial duties.

4 4David Chandler

Tarryn Lake

4 4CO2a.

Maintain

Financial

Control Risk created, controls

& assurance created

& action plan created.

Tarryn Lake

26/09/201616 16 35000

5 - Over
£1m

BCF executive group currently reviewing plans for

addressing financial pressure being developed by

BCF Implementation Group.

• Gaps in control: membership and regular meeting

of executive group not always occuring causing

potential gaps in the control measure on activities.

Finance reports completed to Executive

Committee on financial position of the Better

Care Fund. Sustainability Delivery Group

reviewing financial pressures and required

productivity schemes within the CCG

required to fund pressure on an ongoing

basis.

• Gaps in assurance: No formal reporting of

actions being taken to address recurrent

financial pressures in BCF to CCG Executive

Committee.

26/09/2016

26/09/2016

Tarryn Lake

Executive Committee finance reports

to include actions being taken by BCF

Implementation Group and Executive

Group to address ongoing recurrent

pressures in BCF.

Progress: 

1642 Transforming Care Financial
Impact
There is a risk of a significant
financial liability occuring for
the CCG from the LD
Transforming Care work
stream. This is not currently
understood at an

4 3David Chandler

Tarryn Lake

4 3CO2a.

Maintain

Financial

Control action plan updated

Tarryn Lake

26/09/201612 12 20000

5 - Over
£1m

LD Transforming Care Board in place to oversee

developments at a regional level within the North

East with CCG representation.

• Gaps in control: Links to organisational financial

governance and planning processes.

Updates provided on workstream by

management lead through project

management toolkit.

• Gaps in assurance: Assurance regarding

future financial impact and funding not

currently apparent.

LD Transforming Care Board

reports to Chief Officers

forum.

18/08/2016

18/08/2016

Tarryn Lake

Sunderland CCG finance team

representation to participate in

regional finance working group which

supports the LD Transforming Care

Board and report outcomes back into

the CCGs finance structure.

Progress: 

Initial meetings to take place in week
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Ref Objective Risk description Director
Owner

Initial

C L Sco
re

Controls and gaps in controls Internal assurance and gaps in
assurance

External assurance Residual
funding
cost

Residual

C L Sco
re

ReviewsAction
Start date
Target

Action Owner
Details/progress

organisational level within the
North East patch work which is
being undertaken and as such
it has not been possible as yet
for the CCG to incorporate
within its Strategic Financial
Plan any possible liability which
may occur.

commencing 26/09/2016 with project

lead for finance in NECS and with

NHS E finance to start to establish

financial context of plans and

potential impact for CCG. 

Date Entered : 26/09/2016 14:49

Entered By : Tarryn Lake

1453 Procurement of Commissioning
Support Services. 
Risk that procurement of
commissioning support
services could impact on cost
and quality of commissioned
support services for the CCG.

3 3David Chandler

Tarryn Lake

3 3CO5. Identify

And Deliver

The CCG's

Key Strategic

Priorities
action plan updated &

progress updated.

Tarryn Lake

26/10/20169 9 250000

4 - £100k
- £1m

Procurement support put in place from County

Durham and Darlington NHS Foundation Trust.

• Gaps in control: none

Updates provided from CFO on progress of

procurement through internal CSS group.

• Gaps in assurance: Regular reporting to

Executive Committee not yet established.

LPF group established from

leads in each CCG

organisation to monitor

progress on procurement.

Service specifications for commissioning support

services currently being developed by CCG reps

from each CCG as part of regional LPG group.

• Gaps in control: none

CCG service line leads for commissioning

support units receiving and reviewing service

specifications and feeding back as part of

CSS group.

• Gaps in assurance: Regular reporting to

Executive Committee not yet established on

progress.

LPF group reviewing and

signing off regional service

specifications which have

been developed.

Timetable in place as part of the regional LPF group

in order to monitor progress on procurement.

• Gaps in control: none

No internal assurance identified LPF group regularly reviewing

and ensuring progress being

made against timetable.

Finance sub group established as part of LPF group

in order to ensure service specifications are

appropraitely costed and procurements is

completed within CCG financial envelopes.

• Gaps in control: none

No internal assurance identified Finance sub group reporting

to LPF group to identify

issues for resolution.

11/12/2015

11/12/2015

Tarryn Lake

Internal risk register to be maintained

by PMO team and issues to be raised

at Executive Committee as required.

Progress: 

CCGs continue dialogue with NHS

England on the requirements of the

LPF procurement and the future

organisational form of NECS. Risk

register up to date & being monitored

by LPF group. 

Date Entered : 26/10/2016 11:08

Entered By : Tarryn Lake

1532 Financial distressed providers
seeking to increase income
Risk that local financially
distressed providers attempting
to access Sustainability and
Transformation Funds (STF) in
2016/17 could cause additional
pressure on CCG budgets.

3 3David Chandler

Tarryn Lake

3 3CO2a.

Maintain

Financial

Control Controls and

assurances reviewed

to ensure no further

gaps in assurance

have emerged.

Tarryn Lake

13/09/20169 9 10000

4 - £100k
- £1m

Negotiations with Providers on 2016/17 contracts to

block activity whilst gaining assurance on delivery of

performance standards on waiting times etc.

• Gaps in control: None identified - block contracts

agreed with main providers for 2016/17

Reviews of contract performance in Provider

Management Group and contract

agreements.

• Gaps in assurance: None identified

1533 Risk the CCG has an
underspend materially greater
than planned at year-end.  
There is a risk, as identified by
the CFO in the budget setting
paper that went to Governing
Body for approval in March
2016, that the CCG could have
an underspend greater than
planned and "lose" the
resource in 2016/17. This
would be a lost opportunity to
invest non recurrent resource
into health services in
Sunderland.

3 3David Chandler

Tarryn Lake

3 3CO2a.

Maintain

Financial

Control action plan updated.

Tarryn Lake

13/09/20169 9 20000

5 - Over
£1m

Robust budget setting process.

Robust monitoring and management of non

recurrent spending plans.

Robust monthly monitoring, reporting and

forecasting of financial postion.

Scenario planning - worst, best most likely on

forecasts and reserves

Contingency plans and developing risk sharing

protocols wihtin CCG and with other CCGs &

Providers

• Gaps in control: None identified.

Reviews of the financial position for 2016/17

by the CFO with Head of Finance has

identified low, medium and high spend

scenarios and contingency plans are in place

to manage the risk of an underspend against

plan. CCG restricted by NHS England on

usuage of 1% non recurrent budget which

has resulted in limit on available funding.

• Gaps in assurance: None identified

01/04/2016

31/03/2017

Tarryn Lake

Action Plan in place to monitor

financial position carefully and have

contingency plans in place to manage

unanticipated short term windfalls.

Forecasts & scenarios based on plan

and known deviations and risks to be

developed and managed.

Progress: 

Monthly financial review meetings

continue to take place with CFO &

CO to monitor in year and forecast

financial position to ensure position

effectively managed. This includes

forecast scenarios.

Date Entered : 13/09/2016 16:31

Entered By : Tarryn Lake
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NHS Sunderland CCG Strategic Risk Register

16/11/2016

Ref Objective Risk description Director
Owner

Initial

C L Sco
re

Controls and gaps in controls Internal assurance and gaps in
assurance

External assurance Residual
funding
cost

Residual

C L Sco
re

ReviewsAction
Start date
Target

Action Owner
Details/progress

1285 Risk that the CCG will not
achieve the planned savings of
£5m by reducing non-elective
spending in 2016/17 via the
Out of Hospital Transformation
and Mental Health
Investments. 
This could lead to a failure in
the CCGs financial duties
resulting in a section 19 report
being issued by external
auditors to the Secretary State
of Health and possible going
concern issues being raised.

3 3David Chandler

Tarryn Lake

4 3CO2a.

Maintain

Financial

Control Progress against

action plan reviewed &

updated.

Tarryn Lake

26/10/201612 9 50000

5 - Over
£1m

QIPP Steering Group in place to oversee delivery of

QIPP Schemes.

Regular reporting on non elective spend to

Governing Body, Executive Committee and Out of

Hospital Board.

Health and Social Care Integration Board and BCF

Implement ion Group to receive regular reports on

progress to reduce non electives.

Impact assessment of Mental Health Scheme

commissioned

• Gaps in control: Creation of milestone reporting to

be developed and shared with QIPP owners.

Reporting Processes in place.

• Gaps in assurance: Monitoring processes to

be improved - see action plan.

14/04/2015

23/09/2015

Tarryn Lake

Develop althernative QIPP plans to

offset risk of non-delivery.

Progress: 

£1m incentive scheme still in place to

offset risk of non delivery. 

Date Entered : 26/10/2016 10:50

Entered By : Tarryn Lake

14/04/2015

19/05/2015

Tarryn Lake

Develop robust milestones and

progress reporting for new Out of

Hospital schemes and new mental

health schemes with analysts and

commissioning leads.

Progress: 

Finance Group and Out Of Hospital

Board and Sustainability Delivery

Group to confirm deliverability against

scheme. 

There continues to be a slight

deterioration in performance due to

increases in short stay emergency

admissions. An improvement plan

has been  agreed for Vanguard

services to improve performance of

the scheme. There is a continued

issue with CHS patient flows &

decisions on admissions (represented

by increase in short stay admissions)

which continues to be investigated

and discussed with all partners to

seek an adequate resolution. 

Date Entered : 26/10/2016 10:53

Entered By : Tarryn Lake

1709 Changes in NHS Property
Services billing policies agreed
with the Department of Health
that the CCG will incur
additional recurrent pressures
as well as causing distress to
member practices 
As a result of the Department
of Health agreeing an
amended charging policy for
market rent, there is the risk
that the CCG will incur
additional recurrent pressure of
£3.9m.  NHSPS has outlined a
potential recurrent pressure for

3 3David Chandler

Tarryn Lake

4 3CO2a.

Maintain

Financial

Control Controls updated.

Tarryn Lake

10/11/201612 9 39000

5 - Over
£1m

Invoices being held by CCG and formally notified to

NHSPS as disputed until issue is resolve to prevent

loss of funds.

• Gaps in control: None

Invoices held & documentation retained of

formal dispute to NHSPS.

• Gaps in assurance: None

Issues with billing being formally escalated to Chief

Officers Forum via CCG CFOs. DDES CFO taking

lead to liaise with NHS E on formal dispute and

potential resolutions.

• Gaps in control: None

No internal assurance identified Formal escalation of issues

through governance structure

of Chief Officers Forum &

NHS E. To be reported in

updates to Executive

Committee on risk &

mitigation strategy.
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NHS Sunderland CCG Strategic Risk Register

16/11/2016

Ref Objective Risk description Director
Owner

Initial

C L Sco
re

Controls and gaps in controls Internal assurance and gaps in
assurance

External assurance Residual
funding
cost

Residual

C L Sco
re

ReviewsAction
Start date
Target

Action Owner
Details/progress

the CCG of £2.5m.  A change
in how sessional booking
space is charged also exposes
the CCG to potentially a further
£1.4m of financial risk.

992 Risk that CCG fails to process
oustanding continuing care
restitution claims
Continuing Care Restitution
Payments. CCGs will pay for
backdated continuing care
claims in 2015/16 from a
central pool held by NHS
England that the CCG has
contributed £6m into
(prescribed figure). Risk that
the CCG will not process
outstanding payments
efficiently and not get value
from their prescribed
contribution of  to the national
pooled fund in 2015/16. Poor
value from pool contributions &
potential adverse impact on
future years resources

3 2David Chandler

Tarryn Lake

3 3CO2a.

Maintain

Financial

Control progress updated on

Action Plan.

Tarryn Lake

26/10/20169 6 20000

5 - Over
£1m

Performance monitoring via NECS contract &

contract meetings.

CCG working with NECS & STFT to ensure efficient

processes in place to process claims for benefit of

clients who are awaiting decisions, to reduce

interest arrears and to ensure value from

contributions.

Regular progress reports from NECS & STFT

monitored by CCG managers and meetings with

NECS & STFT to agree corrective actions.

• Gaps in control: none

Progress reports being monitored by CCG

management.

Formal regular NECS & STFT Contract

Meetings in place from January (replacing

reactive meetings to date).

• Gaps in assurance: Progress processing

claims not yet at speed that the CCG would

like to see - no payments made in 2014/15.

23/05/2014

30/09/2015

Tarryn Lake

Head of Service Reform & Joint

Commissioning and Head of Finance

to work closely with providers to

ensure efficient  processes & capacity

in place and if not to make

recommendations to address to the

Executive Committee.

Progress: 

STFT contract meetings continue and

daily updates continue to be

completed. As at the 26/10/2016

there is one outstanding claim

awaiting assessment with the STFT

assessment team. 

59 claims have been fully paid as at

26/10/2016 at a total of £1,305k.

118 claimants have not been

assessed as eligible. 

54 claims are currently being

processed by the CCG. 

Date Entered : 26/10/2016 10:49

Entered By : Tarryn Lake

649 Risk of in year financial
overspend on CCG programme
and running cost budgets as a
result of unknown pressures
arising in year.
If this risk occurs the CCG will
fail its statutory duty and be
subject to a section 19 report
from the CCG's external
auditors to the Secretary of
State for Health.

2 2David Chandler

Tarryn Lake

4 3CO2a.

Maintain

Financial

Control action plan reviewed

and updated.

Tarryn Lake

13/09/201612 4 100000

3 - £10k -
£100k

Process to review financial postion and variances to

budget on a monthly basis and update forecast

outturn summaries with Budget Managers and Chief

Finance Officer.  Quarterly reviews with

Accountable Officer.

Better Care Fund - process in place as documented

within the s75 agreement to produce and review

financial report and to manage financial risk 

Finance have regular meetings with Contracting

Team to monitor activity levels in PBR services to

ensure providers not seeking to increase activity

unnecessarily to offset efficiency targets imposed by

tariff

Finance staff have regular meetings with

Prescribing & CHC Teams to also closely monitor

spend, forecasts & action plans to achieve forecasts

Achievement of QIPP Targets are monitored in

QIPP Sub Group that reports to Audit Committee &

the Chief Finance Officer

The CCG has contingency plans in plan to mitigate

risk of an overspend

Financial position reported to Executive Committee

and Governing Body on a monthly basis.   

Regular meetings in place to review financial

position,  forecasts and risk in place - most

likely current forecast as agreed with CFO &

CO is achievement of planned surplus

Latest review of activity levels with

Contracting Team confirmed all known

activity risks mitigated  - small contingency in

place to manage any new risks arising

between now and the end of the year.

Outcome of prescribing spend review

meetings has led to an agreed recovery

action plan as signed off by the Exec.

Committee in December 14 which is now in

place will be actively managed by a Task and

Finish Group

• Gaps in assurance: none

Better Care Fund financial

performance reporting to

Integration Board to

commence from June (Month

2 position).

01/04/2014

31/05/2016

Tarryn Lake

CFO to:

1)Review financial position, financial

risk & forecasting scenarios on a

monthly basis and report to Executive

and Governing Body on a regular

basis.

2)Ensure sound financial control,

reporting and management of

resources in place.

3) Ensure delivery of QIPP plans for

2016/17 and report on progress to

Governing Body, Executive

Committee and Audit Committee.

Progress: 

1) Monthly review of postion and risk

by CFO & Finance with Accountable

Officer continue to take place in order

to ensure risk mitigated. 2015/16

position successfully delivered within

financial control total. 

2) Contingency of 0.5% in place in

2016/17 to manage risks and number
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16/11/2016

Ref Objective Risk description Director
Owner

Initial

C L Sco
re

Controls and gaps in controls Internal assurance and gaps in
assurance

External assurance Residual
funding
cost

Residual

C L Sco
re

ReviewsAction
Start date
Target

Action Owner
Details/progress

• Gaps in control: Better Care Fund reporting

process developing. of block contracts (or floor & ceiling)

agreements put in place on major

contracts to manage financial risk. 

3) QIPP productivity delivery

continues to be monitored by

Executive Committee. Sustainability

Delivery Group established to

oversee productivity delivery and

delivery of the sustainability

programme of the CCG. 

Date Entered : 13/09/2016 16:17

Entered By : Tarryn Lake

- Sunderland CCG: Nursing, Quality + Safety

1360 Risk to other providers of
breast services (cancer and
surgery) from increased
demand following suspension
of service at CHS NHSFT
Sunderland is without a local
provision of breast services
(cancer and surgery) due to
the suspension of the breast
service at CHS NHSFT.
Patients are being referred to
other Providers, namely GH
NHSFT and NUTH which is
increasingly putting strain on
other services.  There is a
need to commission a local
service in Sunderland.

4 4Ann Fox

Matt Thubron

4 4CO3. Maintain

And Improve

The Quality

And Safety Of

CCG

Commission

ed Services

16 16 0

3 - £10k -
£100k

Executive Director meetings in place to review

current interim arrangements and manage process

• Gaps in control: currently no gaps in control

Regular updates provided on service to

Directors, Executive and QSRC.

• Gaps in assurance: currently no gaps in

assurance

Head of Contracting meets regularly with Providers

re detail and development of "future state" plans

• Gaps in control: Limitations on progress due to

resource constraints within contracting team

Additional resource being recruited within

contracting Team to provide capacity.

• Gaps in assurance: See action plan.

future state service to be informed by

comprehensive patient engagement exercise to

ensure "fitness for purpose"

• Gaps in control: N/A

Regular meetings in place re patient

engagement process and progress.

• Gaps in assurance: N/A

01/09/2015

30/09/2015

Scott Watson

Proposal agreed to recruit fixed term

resource into the contracting team to

provide additional capacity.

Progress: 

Radiology SLA almost agreed

between CHS and QE

Building reconfiguration due to start

w/c 20th June 2016 - to be confirmed

via project update 27/06/16

Date Entered : 27/06/2016 13:55

Entered By : Scott Watson

01/10/2015

17/10/2016

Scott Watson

Work is now underway to develop

"one-stop" diagnostic services at

Grindon Lane.  "go-live" date of

mid-April anticipated.

Progress: 

Building work has started and now

looking at October go live

Date Entered : 28/09/2016 16:12

Entered By : Matt Thubron

27/06/2016

31/10/2016

Scott Watson

SW to maintain ongoing fortnightly

project update meetings in the diary

until service is established.

Progress: 

Meetings currently taking place in the

run up to service go live

Date Entered : 28/09/2016 16:11

Entered By : Matt Thubron
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16/11/2016

Ref Objective Risk description Director
Owner

Initial

C L Sco
re

Controls and gaps in controls Internal assurance and gaps in
assurance

External assurance Residual
funding
cost

Residual

C L Sco
re

ReviewsAction
Start date
Target

Action Owner
Details/progress

667 Quality of NHS funded care
within nursing/care homes 
As a result of the quality of
care in care homes receiving
substantial adverse political
and media attention there is a
risk that the quality of care
within the homes in Sunderland
is of an unsatisfactory
standard, potentially causing
harm to patients/residents.
This also applies to Extra Care
facilities and care provided in
patients' own homes.

3 3Ann Fox

Sue Goulding

4 3CO3. Maintain

And Improve

The Quality

And Safety Of

CCG

Commission

ed Services

Action plan updated.

Sue Goulding

20/10/201612 9 0

1 - None

Post holder will be responsible for the overall

development and management of Quality and

Safety assurance programmes in services which are

commissioned, including non-NHS services (e.g.

CHC, FNC and residential care).

• Gaps in control: The audit results can only be a

snapshot in time

Clinical Quality Officer now in post and has

undertaken some CQAs.

22 04 14 CQA now completed in all nursing

homes within Sunderland

• Gaps in assurance: Nursing homes that

have not been assessed yet.

Nursing homes that did not score well and

have not yet completed action plan.

Re-audits do not show improvement in all

care homes. 

Scores in some Nursing homes dropped

when the visits were changed to

unannounced from announced.

The results of CQC and Local

Authority inspections.

01/10/2013

31/03/2015

Janet Farline

Audits undertaken and action plans

developed to improve quality within

individual nursing homes.

Progress: 

Joint tool continues to be used. The

plan is to have assessed all older

persons' services by the beginning of

December 2016. 

Date Entered : 20/10/2016 13:51

Entered By : Sue Goulding

1075 Significant risk that City
Hospitals Sunderland NHS
Foundation Trust will breach its
trajectory for Clostridium Diffiile
and MRSA zero tolerance for
2016/17.
As a result of more patients
acquiring C Difficile than
identified within the trajectory
of 34 cases for CHSFT, there
is a risk of potential damage to
the reputation of the Trust and
CCG, failure to deliver the
CCG's Quality Strategy and
harm to patients. (Adapted
from 2014/15 risk)

3 3Ann Fox

Sue Goulding

4 5CO3. Maintain

And Improve

The Quality

And Safety Of

CCG

Commission

ed Services

Action plan updated

Sue Goulding

20/10/201620 9 0

1 - None

Significant investment made to CHSFT to reduce

HCAIs. 

Infection and prevention policies and procedures in

place within CHSFT. 

Community wide HCAI improvement group meeting

regularly.

Nationally mandated "consequence of breach"

agreed within the contract.

• Gaps in control: Some CDI are unavoidable.

Difficulty in keeping GP practices engaged due to

relatively small numbers of cases annually

HCAI action plan monitored regularly at the

HCAI Improvement group. 

Root cause analysis reports reviewed by

HCAI group to determine lessons learnt.

• Gaps in assurance: Frail elderly patients

pose a constant challenge in determining the

levels of risk associated with prescribing

antibiotics in accordance with the local

formulary.

Weekly HCAI updates are

provided by NECS.

01/04/2015

31/03/2016

Ann Fox

Joint HCAI action plan developed and

monitored

Progress: 

Trajectory for 2016/17 remains the

same at 34 cases. Currently the are

17 cases against a year to date

trajectory of 16, however a number of

cases have been submitted to the

HCAI improvement Group for appeal.

Date Entered : 20/10/2016 14:02

Entered By : Sue Goulding

1438 Quality within primary care 
As a result of the complexities
of the primary care
environment, there is a risk
that the CCG may not be
sighted on quality issues which
could negatively impact on the
quality and safety for patients.
There is also the potential
impact on the workload of the
quality and safety team.

3 3Ann Fox

Sue Goulding

3 4CO8. Primary

Care

Commissioni

ng Further controls and

actions added

following review of the

Governing Body

Assurance Framework

Deborah Cornell

21/10/201612 9 0

1 - None

Quality in primary care within Sunderland has been

monitored by NHS England since April 2013. Draft

framework for quality in primary care been

developed. New Primary Medical Care Assurance

Framework implementation process finalised in

August 2016.

• Gaps in control: No handover documents received

and only limited information received in draft

quarterly report. Framework not yet populated.

Progress is being made to decide what

information needs to be included in a report

to provide sufficientt assurance.

• Gaps in assurance: No formal report to the

Quality Safety and Risk Committee currently

on quality in primary care to provide

assurance to the Governing Body.

CQC inspection reports for

GP practices

Local primary care quality framework in place to

support NHS England framework

• Gaps in control: none

Framework approved by the Quality, Safety

and Risk Committee (QSRC)

• Gaps in assurance: Framework not yet

embedded within primary care

commissioning

Quality review group for primary care established

• Gaps in control: none

Terms of reference approved by the QSRC

Group to report regularly to the QSRC in line

with other providers

• Gaps in assurance: Group newly

established and therefore reporting process

not yet embedded.

Effectiveness of the group to be reviewed in 6

months 

16/11/2015

31/03/2016

Sue Goulding

To develop a report to provide

assurance on quality in primary care

at QSRC.

Progress: 

The new quarterly primary medical

services LQG has been established

with the first meeting in October. An

ad hoc meeting to discuss a particular

practice has already been held.  

Date Entered : 20/10/2016 14:12

Entered By : Sue Goulding

21/10/2016

31/12/2016

Sue Goulding

Local quality framework to be

embedded and regular reporting

mechanisms established

Progress: 
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16/11/2016

Ref Objective Risk description Director
Owner

Initial

C L Sco
re

Controls and gaps in controls Internal assurance and gaps in
assurance

External assurance Residual
funding
cost

Residual

C L Sco
re

ReviewsAction
Start date
Target

Action Owner
Details/progress

21/10/2016

31/03/2017

Sue Goulding

Effectiveness of local quality review

group for primary care to be reviewed

Progress: 

1367 Risk that the CCG is not
meeting its statutory
responsibilities around
legislative framework for
deprivation of liberty.
As a result of a Supreme Court
judgement on deprivation of
liberty in March 2014 the CCG
must ensure the appropriate
legislative framework is used to
authorise deprivation of liberty.
There is a risk that the CCG is
not meeting its statutory
responsibilities when
commissioning care and this
could result in financial liability
and/or the need for increased
resources to ensure
appropriate applications to
court

3 3Ann Fox

Richard Scott

3 3CO1. Ensure

The CCG

Meets Its

Public

Accountability

Duties

Risk owner changed

from Ian Holliday to

Richard Scott.

Responsible director

changed from Debbie

Burnicle to Ann Fox.

Deborah Cornell

26/10/20169 9 0

3 - £10k -
£100k

A domestic DoLS Policy is being drafted by NECs

which will contain an action plan for individual cases

and provide guidance on the process to be followed.

Agreement needed between the CCG and LA to

ensure our s75 arrangements cover this workstream

• Gaps in control: currently only in draft format,

agreement not reached re 75

No internal assurance identified

Options papers being developed regarding MCA

lead role and the arrangements for the CCG to

manage their statutory functions regarding DoLS

• Gaps in control: No agreement yet regarding future

arrangements and the CCG is reliant on the LA at

present to identify numbers of potential

assessments needed

Executive Team to review options once

papers completed.

• Gaps in assurance: not yet complete

meetings taking place to scope number of

patients/clients this may involve and to engage the

continuing health care commissioners mental health

commissioners, leads and the Local authority.  

An action plan is to be developed with the local

authority re the strategy for managing this and to

clarify responsibilities and court application

processes

• Gaps in control: Work not yet completed

Joint work with local authority who are

currently dealing with the court applications.

• Gaps in assurance: scoping not yet

completed and future arrangements not yet

agreed.

Local authority currently

dealing with the court

applications

Agreed risk to be transferred to commissioning team

• Gaps in control: none

No internal assurance identified

01/10/2015

31/12/2015

Richard Scott

DOLs options paper being developed

Progress: 

26/10/2015

31/01/2015

Richard Scott

Domestic DOLs policy being drafted

Progress: 

18/10/2015

31/12/2015

Richard Scott

Scoping exercise to be undertaken

with CHC commisisoning team

Progress: 

1594 Impact of acute trust
re-organisation on the delivery
of high quality, safe services
Impact of acute trust
reorganisation on the delivery
of high quality, safe services.
South Tyneside Foundation
Trust is currently undertaking a
significant structural
reorganisation. At the same
time, the acute Trust alliance
work is being developed across
South Tyneside and
Sunderland.  As a result of the
changes there may be an
impact on the flow of
assurance to the CCG. There
may also be unintended
harm/patient safety issues, and
gaps in assurance.

4 2Ann Fox

Sue Goulding

4 3CO3. Maintain

And Improve

The Quality

And Safety Of

CCG

Commission

ed Services

Sue Goulding

20/10/201612 8 0

1 - None

Well established governance and assurance

processes through Quality Review Groups, Quality,

Safety and Risk Committee, Contract and

Performance (COG), Executive to Executive

meetings, NHSE oversight.

• Gaps in control: None identified

Quality in commissioned in services is

reported to the Quality Safety and Risk

Committee.

• Gaps in assurance: None identified.

Governance structures,

establishes reporting

mechanisms and flows of

assurance. Senior officers

well sighted on the possibility

of gaps in assurance

occurring. NHSE through

CCG assurance process and

oversight of acute alliance

development work.

22/06/2016

31/03/2017

Sue Goulding

To monitor quality within both Trusts

and escalate any concerns.

Progress: 

A presentation was made at the

October QRG, however only limited

assurance was given that the impact

had been fully risk assessed. 

Date Entered : 20/10/2016 14:21

Entered By : Sue Goulding

1726 Impact on quality of the
hospital collaboration work
across South Tyneside and
Sunderland 
As a result of the clinical

4 2Ann Fox

Sue Goulding

4 3CO3. Maintain

And Improve

The Quality

And Safety Of

CCG

Commission

12 8 0

5 - Over
£1m

Clinical service reviews involve relevant clinicians

and CCG quality team

• Gaps in control: none

CCG quality team representation

• Gaps in assurance: none

Clinical input into proposals

for service change

South Tyneside and Sunderland Health Care

Governance Group

Director representation from the CCG

• Gaps in assurance: Clarity on potential

Representation of all key

partners, including clinical

21/10/2016

30/11/2016

Sue Goulding

Feedback from South Tyneside and

Sunderland Health Care Governance

Group in relation to quality issues to

be clarified/strengthened
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Ref Objective Risk description Director
Owner

Initial

C L Sco
re

Controls and gaps in controls Internal assurance and gaps in
assurance

External assurance Residual
funding
cost

Residual

C L Sco
re

ReviewsAction
Start date
Target

Action Owner
Details/progress

service reviews as part of the
hospital collaboration work,
there is a risk this will impact
on the quality of services that
the CCG commissions

ed Services • Gaps in control: none impact on quality is being fed back into the

CCG's quality team

input

Progress: 

674 Risk that Looked After Children
health arrangements will be
found to not meet statutory
requirements
As a result of increased
scrutiny by the CCG
Designated Nurse LAC there is
a risk that the LAC health
arrangements will be found to
not meet statutory
requirements which could
result in looked after children
not receiving timely,
appropriate and high quality
health assessments.

3 2Ann Fox

Deanna Lagun

3 2CO1. Ensure

The CCG

Meets Its

Public

Accountability

Duties

Controls and

assurances reviewed.

Action plan continues

to be monitored and

reported into MALAP

and QSRC as well as

Named and

Designated

Safeguarding

Professionals Group

Deanna Lagun

26/10/20166 6 0

2 - £0k -
£10k

Reviewing LAC specification with Providers

Designated Dr LAC in post with draft JD & taking on

Strategic responsibilities

Designated Nurse LAC in post and monitoring in

process re her capability to ensure strategic

responsibilities are being met           

Potential to review current provider re LAC nurse

role (STFT) dependent on new safeguarding

framework (currently in consultation process)

• Gaps in control: none

Working towards new arrangements being

introduced from 2015 regarding review LAC

assessments.

New nurse within CCG has taken up LAC

Designated Nurse functions which will

provide CCG with assurance that statutory

duties are being complied with.

• Gaps in assurance: none

Consideration of a new model of provision which

would ensure statutory responsibilities of the CCG

are met and ensure a high standard of health care

provision for our looked after children.

• Gaps in control: none

New model proposed would bring the

strategic responsibilities for LAC "in house".

• Gaps in assurance: none

LAC Designated Nurse and Doctor are reviewing all

systems and processes within the LAC team

• Gaps in control: none

Risk report to Director of Nursing Quality and

Safety identifying emerging risks and

mitigating actions by end of March.

• Gaps in assurance: none

Action plan developed to drive improvements within

health LAC team

• Gaps in control: Some improvements necessitate

change to practice within LA; however these are

being addressed via Designated LAC professionals

Close monitoring of action plan by

safeguarding team and within MALAP health

sub group.  

• Gaps in assurance: Dependent on

partnership improvement - still considerable

fluctuation in frontline social work with agency

numbers high

LAC arrangements more

closely scrutinised by SSCB.

Action plan being monitored by LAC Designated

Professionals

Kaizen event to be held to look at all of the roles

and responsibilities and to look at how the service is

delivered

• Gaps in control: none

No internal assurance identified

Planning event held with commissioners regarding

current service provision.  Agreed actions & plan

developed - to be overseen by Designated LAC

professionals.  

Agreed model of health assessment delivery and

contractual support needed re alignment of monies

for nursing post.

Benchmarking exercise being undertaken by NHSE

re LAC health provision in line with statutory

guidance.

• Gaps in control: Medical model continues but

action plan will ensure that the current service is

made as lean and effective as possible before new

arrangements commence

will be monitored with QSRC, QRG  and

Named Professionals meetings

• Gaps in assurance: MALAP only recently

re-established.

Multi-agency Looked After

Children Partnership

(MALAP)and Corporate

Parenting Board.

16/10/2013

08/11/2013

Deanna Lagun

Head of Safeguarding monitoring

nursing provision and supporting

Designated Dr LAC in strategic

responsibilities.

September update: - monitoring

continues.  SSCB to increase its

monitoring of Looked After Children in

light of new inspection arrangements.

Progress: 

Designated Professionals making

amends to spec - to be completed by

end of March 2014

Date Entered : 24/01/2014 12:01

Entered By : Deanna Lagun

19/12/2014

31/03/2015

Deanna Lagun

Lead Nurse Safeguarding Children

within the CCG now provides the

statutory Designated Nurse LAC.

Currently a fixed term post - will need

reviewing

Progress: 

18/03/2015

29/05/2015

Deanna Lagun

Paper to A. Fox by end of March

outlining current risks and mitigating

actions introduced.

Action plan under development re key

risks.

Progress: 

Action plan developed and monitored

weekly by Health LAC team

Date Entered : 07/05/2015 07:58

Entered By : Deanna Lagun

26/10/2016

31/03/2017

Deanna Lagun

A range of improvement activities are

being introduced and arrangements

for LAC have been strengthened.

Improvements and data are being

monitored by designated LAC

professionals.

Progress: 
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NHS Official                           Item: 9.7 

 

CATEGORY OF PAPER  

Proposes specific action  

Provides assurance   

 
GOVERNING BODY 

 
29 NOVEMBER 2016 

Report Title: 

Health and Wealth – Closing the Gap in the North 
East 

Report of the North East Commission for Health 
and Social Care Integration 

 

Purpose of report 

To share the report from the Health and Social Care Commission with the Governing Body and to 
seek feedback about it. 
 

Key points, risks and assurances 

The Commission was established as part of the proposed devolution deal agreed between NECA 
and central government in September 2015.  
 
The Commission, chaired by Duncan Selbie, Chief Executive of Public Health England, worked 
closely with local stakeholders, seeking views from across the region through a call for evidence 
and holding listening events in each of the seven local authority areas as well as an event for the 
voluntary, community and social enterprise sector. This resulted in more than 150 documents being 
submitted from over 80 individuals and organisations and conversations with hundreds of people 
with an interest in health and social care.  Feedback from this activity informed the report. 
 
Although in September 2016 NECA leaders decided not to take forward a mayoral devolution 
model at that time, the work of the Commission remains relevant in driving forward improvements 
in the health and wellbeing and economic prosperity of the region. Recommendations could be 
implemented through existing structures alongside further discussions on devolution and every 
effort is being made to align delivery of the recommendations with the Sustainable Transformation 
Plan in the NECCA area. Although in September 2016 NECA leaders decided not to take forward a 
mayoral devolution model at that time, the work of the Commission remains relevant in driving 
forward improvements in the health and wellbeing and economic prosperity of the region. 
Recommendations could be implemented through existing structures alongside further discussions 
on devolution. 

 

Recommendation/Action Required 

The Governing Body is asked to consider the content of the report and to feedback its views. 

Sponsor/approving director   David Gallagher 

Report author David Gallagher 

Governance and Assurance 
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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 

Nothing specific 

Are the identified risks on the risk register?  

Not directly applicable but plan will mitigate some risks 

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

Touched on at previous governing body meeting and development sessions in relation to the STP. 

Equality analysis completed 
(please tick)  

Yes  No  N/A  

Key implications 

Are additional resources 
required?   

Included within the STP at NTWD level. Will be refined for local 
operational plans. 
 

Has there been appropriate 
clinical engagement?  

Limited to discussion about the wider STP. 

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

 

Any current or expected 
impact on patient 
outcomes/experience? 
 

 Potentially should improve outcomes. 

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

The report’s recommendations, outlined in section 3.3 of the 
attached paper, are being shared with organisations across the 
NECA area for feedback and links being made with STP 
engagement. 
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Health and Wealth – Closing the Gap in the North East 
Report of the North Eat Commission for Health and Social Care Integration 

 
 
1 Background 
 
1.1 The Commission was established as part of the proposed devolution deal agreed 

between NECA and central government in September 2015. This recognised that 
despite having strong health and care services across the region and life 
expectancy increasing faster than other parts of the country, there are still too 
many residents suffering from poor health and wellbeing, with many unable to 
work and trapped in a cycle of poverty. 

 
1.2 The Commission was chaired by Duncan Selbie, chief executive of Public Health 

England, working with Dr Amit Bhargava, chief clinical officer for the NHS 
Crawley CCG and executive board member of NHS Alliance; Professor Dame 
Carol Black, expert advisor on health and work to Department of Health and 
Public Health England and principal, Newnham College, Cambridge; Rob 
Whiteman, chief executive of the CIPFA; and Tom Wright, chief executive of Age 
UK and chair of the Richmond Group of leading health charities. 

 
 
2 The Process 
 
2.1 The members of the Commission met on four occasions this year, February, 

May, July and for the final time on the 26th September and identified three core 
themes to shape its work: 

• A shift to prevention 
• Health, wellbeing and productivity 
• System leadership and governance. 

 
2.2 They worked closely with local stakeholders, seeking views from across the 

region through a call for evidence and holding listening events in each of the 
seven local authority areas as well as an event for the voluntary, community and 
social enterprise sector. This resulted in more than 150 documents being 
submitted from over 80 individuals and organisations and conversations with 
hundreds of people with an interest in health and social care.  Feedback from this 
activity informed the report. 
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2.3 The Commission members also worked collaboratively with local health and care 
organisations, testing emerging thinking with a steering group of representatives 
of NECA and NHS partners. In addition, the Commission has taken a close 
interest in the development of Sustainability and Transformation Plans (STP) for 
the region, which set out how local partners will work together to deliver the NHS 
Five Year Forward View vision of a more efficient and sustainable health and 
care system, built around the needs of local populations.  

 
2.4 Although in September 2016 NECA leaders decided not to take forward a 

mayoral devolution model at that time, the work of the Commission remains 
relevant in driving forward improvements in the health and wellbeing and 
economic prosperity of the region. Recommendations could be implemented 
through existing structures alongside further discussions on devolution. 

 
 
3 Headlines and recommendations ‘Health and wealth: closing the gap in the 

North East’ 
 
3.1 The report says that the NECA area has strong health and care services and has 

seen the fastest increase in life expectancy of any region in the UK. However, the 
health and wellbeing gap with the rest of the UK and health inequalities within the 
region remain high, with behavioural factors, including lifestyle, and deprivation 
levels impacting on health and wellbeing. Such poor population health has 
resulted in an over focus on the treatment of ill health, with an over reliance on 
health and care services, at the expense of prevention. It also reduces 
productivity and hampers economic growth which entrench the income 
inequalities that contribute to poor health. 

 
3.2 The Commission was established to cut through this vicious circle, with all 

partners recognising the value of an independent Commission taking a fresh look 
at the issues and the scope to address these through joint working. This report of 
the Commission sets out a vision for transforming the health and wellbeing of 
North East residents and in so doing helping to improve the performance of its 
economy and the prosperity of its people. It is a call to action for leaders across 
the health and care system in the NECA area. 

 
3.3 The action called for needs to be delivered by every part of the system. This 

report sets out a clear agenda for shifting the priority from response to prevention 
across the health and social care system and wider determinants of health. It 
calls for a much greater focus on supporting people with health conditions to 
secure and remain in employment, contributing to their own and the region’s 
prosperity and hence to the wellbeing of future generations. And it challenges 
leaders to be bold, working in new ways to break down organisational barriers 
and work for the wellbeing of the people of the NECA area. 

 
3.4 The report’s recommendations are: 
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1. NECA partners should set themselves an ambition to radically increase 
preventive spending across the health and care system and wider determinants 
of health and wellbeing. 
 

2. Public sector partners across the NECA area should integrate preventive action 
and action to tackle inequalities in all decisions. 

3. Increased preventive spend should be assigned to a dedicated preventive 
investment fund managed on a cross-system basis and bringing together 
contributions from all partners who stand to benefit from the expected savings, 
including central government. 
 

4. NECA partners should develop a programme of primary care training to support 
primary care staff in helping people access the best support to enable them to 
get back to work as quickly as possible. 
 

5. The Commission recommends addressing mental health at three levels 

 Enhancing leadership skills to create a supportive environment 

 Including employment support in Improving Access to Psychological 
Therapies (IAPT) services  

 Developing an integrated employment and health service 
 

6. The Better Health at Work Award (BHAWA) scheme should be the preferred 
approach for employers to adopt to improve workplace wellbeing. NECA partners 
should set a target for the proportion of the workforce working for employers 
involved in the award scheme, and monitor progress towards this target. 
 

7. The refreshed Strategic Economic Plan and NECA’s employment and skills 
programme should continue to address the importance of in-work progression 
and job quality. 
 

8. Leaders within organisations will need to look beyond the interests of their own 
organisations to drive improvement in wellbeing outcomes across NECA, leading 
a cultural change to a health and care system in which each health and care £ is 
used most effectively to support wellbeing, independent of the source of the 
funding. 
 

9. Governance should be established at NECA level to drive forward 
implementation of these recommendations, bringing together local authorities, 
Clinical Commissioning Groups (CCGs), NHS Foundation Trusts (FTs) and the 
voluntary sector to progress the health and wellbeing agenda through shared 
accountability and a focus on implementation and delivery. 
 

10. The NECA area should align financial payment systems and incentives with the 
overall objectives of the health and care system to improve health and wellbeing 
and reduce health inequalities. 
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4. Questions to be considered 
 

In particular, organisations are being asked to consider the following questions: 
  

  Does your organisation endorse the report and its 
recommendations, and does it have comments on specific 
recommendations? 

 

  Does your organisation commit to progressing those recommendations that 
can be taken forward at an individual organisation level e.g. to ensure 
management training takes account of the NICE guidance on workplace 
health, to review workplace health arrangements including Better Health at 
Work Awards? 

 

  Does your organisation commit to working with partners to implement the 
Commission recommendations? Is there any particular recommendation(s) 
that your organisation wishes to highlight in this regard? 

 
 
5. Recommendations 
 

The Governing Body is asked to consider the content of the report and to 
feedback its views. 

 
 
6. Author / Sponsor 
 
 David Gallagher 

Chief Officer 
November 2016 

 


