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CATEGORY OF PAPER  

Proposes specific action  

Provides assurance   

 
GOVERNING BODY 

 
28 MARCH 2017 

Report Title: 

 

Vanguard funding 2017/18 
 

Purpose of report 

 
To seek approval from the Governing Body to enable the CCG as the accountable body for the 
Vanguard Programme to commit the national non-recurring monies in line with the local plan for the 
year 2017/18   
 

Key points, risks and assurances 

 

The All Together Better Partnership (focused on transforming out of hospital care) has been 
successful in achieving Vanguard status for the previous 2 years to test the multi-specialty 
community provider care model (MCP). 
 
In December 2016 each of the Vanguard sites submitted their propositions to seek funding for the 
final year of transformation monies in 2017/18, the award of which required quantifiable programme 
impact and delivery in 2016/17. The Sunderland proposition was very well evaluated, with the 
partnership receiving the highest allocation of any MCP for the second year in succession; £4.8m, 
with an additional £0.2m for evaluation.  
 
Written confirmation of funding was received on 20th February 2017, which outlined stipulations 
requiring 10% of the allocation to be dedicated to support the wider work of the STP in spreading 
the MCP model across the rest of Northumberland, Tyne and Wear. This stipulation, along with 
others outlined in the letter resulted in a revised milestone plan and financial allocation being re-
submitted on the 3rd March 2017. 
 
Risks associated with the funding include: 
 

1. The stipulation from NHS England that all project milestones must be achieved no later than 
31st December 2017, thereby reducing the implementation of any project work by 3 months 
with the associated risk of non-completion 

2. Heightened regional and national scrutiny on evidencing the impact of the MCP model on 
non-elective admission, A&E attendance and outpatient activity, in order to achieve the 
financial as well as the quality dividend. 

3. Ensuring that the new care model is embedded within provider practice given this is the last 
year of funding to develop and test the model. 
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These risks are mitigated in the following ways: 

 Revised delivery plan to accommodate new timescales, whilst the national team have 
confirmed they understand that some elements e.g. procured an mcp, will not have been 
delivered by December 2017 but as long as progress is shown, this would be sufficient 

 Closer scrutiny of performance impact by the new Provider Board Executive with fortnightly 
meetings using latest performance information and progress on the performance action 
plan. 

 The refocussing of the Provider Board to include an Executive that meets weekly supported 
by a wider provider forum and clinical reference group. PMO developing exit strategies with 
Provider Board to ensure they are preparing providers to be ready to manage the system  
The refocussing of the commissioner assurance group – the Sunderland Care Model 
Assurance group, to which the Provider Board account on delivery via the Chair of the 
Provider Board. The planned establishment of a shadow contract management group 
covering all providers, in parallel with existing separate contract management meetings 
during the transition year when a new MCP contract is not in place, but shadow 
arrangements need to be developed. 

 
In line with the approach adopted last year, the CCG finance team has prepared a set of financial 
principles that providers have been asked to sign up to, in order to protect the CCG from being 
responsible for any claw back of national monies. 
 
In addition the CCG Task and Finish Group will continue to operate during 2017/18.  The group 
includes the 

 Deputy Chief Officer (Chair) 

 Chief Finance Officer 

 The Director of Contracting and BI 

 The GP Executive Lead for out of hospital 

 Project Director, Joint Commissioning 

 Senior Managers finance, BI and commissioning 
 

The group will sign off any plans and any changes to those plans, whilst recognizing that a number 
of the plans are a continuation of work already agreed in 2016/17, therefore the focus of any 
scrutiny will be on new components of the delivery plan that receive funding e.g. 1m care 
packages; 1.5m re emergency department interface with community services.  The normal 
business rules and scheme of delegation will apply.  It is recognised that a lighter touch 
governance approach will be required which will transition over the course of this year. 
 
In relation to the new/unexpected conditions of delivery, further clarification is being pursued with 
the central NHS England team, however, it is acknowledged that these additional requirements 
should not distract from the main aims and purpose of the vanguard programme and delivery of the 
care model.  
 
Further conversation has taken place about the 10% STP requirement and it is clear that this is not 
about any transfer of funding from the CCG to the STP.  It is solely aimed at supporting the spread 
of the new care models across an STP area and applies to all vanguards.  The  Sunderland 
delivery plan was amended to include clear milestones that illustrate how the Sunderland 
Partnership will support spread across the STP area and conversations with the STP lead have 
supported this approach.  That should be sufficient to ensure the national team release the 10% of 
funding, along with the rest of the funding to the CCG to support delivery of the overall MCP plan. 
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Recommendation/Action Required 

 
The Governing Body is recommended to: 

 

 note the 2017/18 Financial Template (App A) 

 note the revised high level delivery (milestone) plan based on £5m allocation (App B) 

 note the offer letter and conditions associated with funding (App C) 

 approve the commitment of the £4.8m to the identified areas in the attached high 
level delivery plan (App B) 

 approve the continued role of the CCG Task and Finish Group 
 

Sponsor/approving director   Debbie Burnicle, Deputy Chief Officer 

Report author Andrea Adams, Head of Vanguard PMO 

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 at a high level 

 
If issue/report has been previously reviewed please specify meeting and date 
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Previous report received by the CCG Executive Committee in June 2016 regarding the 2016/17 
allocation. 

Equality analysis completed 
(please tick)  

Yes  No  N/A  

Key implications 

Are additional resources 
required?   

 
A Programme Management Office has been established and 
funded through 2017/18 vanguard allocation.  
 

Has there been appropriate 
clinical engagement?  

Via two Federations; the Provider Board / MCP Exec Team, 
the Sunderland Care Model Assurance Group; the General 
Practice Group and the various project groups. 

Any current or expected 
impact on patient 
outcomes/experience? 
 

Detailed in the delivery plan attached. 

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

Yes as noted above in the clinical engagement section – the 
vanguard is a collaboration of local providers and 
commissioners. 
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Governing Body  
Vanguard Funding 

 
1. Purpose of the Report 

1.1 To seek approval from the Governing Body to enable the CCG as the 
accountable body for the Vanguard Programme to commit the national non-
recurring monies in line with the local plan. 

 
2. Context 

2.1 The CCG agreed as part of its 5 year Strategic Plan to transform out of 
hospital care.  A model of care was co-produced with member practices, 
local providers, stakeholders and representatives of the public/patients in 
2014/15.  The business case including additional investment along with the 
model was agreed by the Governing Body at its March 2015 meeting.  Part of 
the case was a recognition that 2015/16 would be the year to mobilise, test 
and refine the model through 2016/17, and embed into provider practice in 
2017/18.  
 

2.2 Throughout 2016/17 the MCP model has been rolled out across the city with 
integration between providers increasing in terms of collaborative 
approaches to service delivery, in information sharing, and performance 
reporting. 
 

2.3 In winter 2016 the partnership submitted a further proposition for 
transformation funding for the final year of Vanguard funding which included  
 

 Delivery plan (milestone)  

 Financial template 
 

2.4 On receipt of the notification letter dated the 20th February 2017 confirming 
All Together Better Sunderland’s allocation of £4.8m transformation funding 
certain expectations and stipulations were set out. These are; 

 

 Systematically implement the published national framework in a consistent 
and sustainable way, by the end of the third quarter of the financial year, 
and thereby achieved sufficient quantified benefits in Sunderland to have 
justified national and local investment. 

 Collectively develop and adopted standard operational methods for all the 
core components of the framework, which the rest of the country can then 
adopt or adapt rather than have to reinvent 
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 Provided local peer assistance and leadership in helping spread the 
implementation of the model across the Northumberland, Tyne and Wear 
STP and potentially beyond 

 Make a visible positive contribution to wider national learning, through a 
variety of means including published evaluation material, case studies, 
operational methods, speaking at regional and national seminars and 
events 

 
2.5 In order to achieve the third of these, provision of peer assistance across the 

STP to roll out MCP, NHS England required that 10% of the allocated funding 
be dedicated to this activity. Therefore a revised milestone plan and financial 
template reflecting this changed circumstance was submitted on the 3rd 
March.   

 
3. Mobilization 

 
 

3.1 In line with the approach adopted last year, the CCG finance team has 
prepared a set of financial principles that providers have been asked to sign 
up to, in order to protect the CCG from being responsible for any claw back 
of national monies 
 

3.2 In addition a CCG Task and Finish group will continue to operate during 
2016/17.  The group includes the: 

 

 Deputy Chief Officer (Chair) 

 Chief Finance Officer 

 The Director of Contracting and BI 

 The GP Executive Lead for out of hospital 

 Project Director, Joint Commissioning 

 Senior Managers finance, BI and commissioning 
 

3.3 The group will sign off any plans and any changes to those plans, whilst 
recognizing that a number of the plans are a continuation of work already 
agreed in 2016/17, therefore the focus of any scrutiny will be on new 
components of the delivery plan that receive funding e.g. 1m care packages; 
1.5m re emergency department interface with community services.  The 
normal business rules and scheme of delegation will apply.  It is recognised 
that a lighter touch governance approach will be required which will transition 
over the course of this year. 

 
4. Next Steps 
 

4.1 The Programme Management Office (PMO) will oversee achievement of the 
programme milestones and delivery in line with the revised delivery plan, 
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including liaison with Mark Adams as STP lead over the plans to spread the 
model. 

 
4.2 The CCG will continue to receive assurance via the Sunderland Care Model 

Assurance Group.  
 
5. Recommendations: 
 

Author  Andrea Adams, Head of PMO  
 
Sponsoring  
Director:  Debbie Burnicle, Deputy Chief Officer 
 
Date:   9th March 2017 

5.1 The Governing Body is recommended to: 
 

 note the 2017/18 Financial Template (App A) 

 note the revised high level delivery (milestone) plan based on £5m allocation 
(App B) 

 note the offer letter and conditions associated with funding (App C) 

 approve the commitment of the £4.8m to the identified areas in the attached 
high level delivery plan (App B) 

 approve the continued role of the CCG Task and Finish Group 
 



Select vanguard name:

Select NHS England Region:

Select care model type:

GP registered population: 284,321                                                                                                          

Population covered by care model: 236,133                                                                                                         

For queries on this template, please contact your regular NCM 

finance contact:

Name: Tarryn Lake Rachael Backler 

 Stephen Boyle 

Job Title: Deputy Chief Finance Officer Jayne Thorpe

Kathryn Tuddenham

Telephone number: 0191 512 8481

Email address: tarryn.lake@nhs.net

Date: 3rd March 2017

2017/18 NCM - Vanguard financial template

All together better Sunderland

Template Version Number: 1_0

This template completed by (and queries to be directed to):

Multispecialty Community Provider

North

mailto:rachael.backler@nhs.net
mailto:stephenboyle@nhs.net
mailto:jayne.thorpe@nhs.net
mailto:kathryn.tuddenham@nhs.net
mailto:tarryn.lake@nhs.net


Cell colour coding

These cells are unlocked and trusts should either enter the required text description, numeric value or select from the drop down choices. 

These cells are linked cells and the values within them are derived from values entered on other worksheets within this workbook. These cells are locked and organisations are unable to input values directly into them. 

These cells are calculated values based on values on the same worksheet. These cells are locked and organisations are unable to input into them.

i These cells contain information / guidance on completing the adjacent cells through a pop-up box which appears after clicking on to the cell. 

No data should be required for these cells as per the worksheet/line description. These cells are locked and organisations are unable to input values directly into them.

Notes for completion

General

We expect that sites will have performed detailed modelling to understand the costs and benefits to each organisation included/affected by the NCM. This template aims to cover the net effect of those costs and benefits rather than re-perform the detailed modelling exercise.

Detailed notes

 Cover 
Please input your site name, select your type of care model, input the population coverage of your care model and your registered GP population. GP population should be the total GP populated covered by the geographical area your population covers. Population coverage of your 

care model relates to the subset of the population that is covered by your care model e.g. frail and elderly population. This may not be a relevant distinction in all cases. 

 Confirmations Part of our evaluation will include reviewing the new models of care captured in the STP returns and comparing them to the savings and costs submitted by each vanguard. It is therefore important that we can reconcile these submissions to the STPs, or understand why they do not 

reconcile. Please complete this tab to assist with this process.

 1. Revenue costs 

(1)Please input your expected total costs of the programme with sufficient narrative to allow us to understand what the costs relate to. Please include all associated costs of the programme and only costs that relate to delivery of your care model. Please also select the main impact 

area e.g. NEL, Community etc. We realise there may be more than on area of impact but please select the area that will be most affected. For 2015/16 please input your actual programme costs and for 2016/17 please input your expected outturn costs. These should equal the return 

most recently submitted to us, or an explanation should be provided.

(2) Please input which of the costs you expect to be met through national funding.

(3) Please input which of the costs you expect to be met locally. 

We have provided 15 rows for input of costs, please try and group your costs by workstream for ease of monitoring, rather than adding additional rows (unless absolutely required). 

 2. Capital costs Capital funding is not available through the NCM programme. However, in order for us to understand the total costs of the programme, please input any expected capital costs and the main funding source. 

 3. Savings (1) Please input your expected in-year activity moderation savings. For each saving you should outline a description, how the saving will be realised, the area of impact and whether it will be a cash releasing saving or not. Further detail on these savings is requested in tab 5. 

(2) Please input your expected in-year operational efficiencies savings. For each saving you should include a description, how the saving will be realised, the area of impact and in which organisation the saving will be realised.

 4. RoI Please populated your 2016/17 ROI and explain any difference between your previously reported ROI and this year's submission. The rest of this tab will populate once the previous tabs have been completed.

 5. Activity 

assumptions 

(1) For each category of activity, please input your 2015/16 actual activity and your 2016/17 outturn activity. For acute activity, please use the national standard currency definitions where possible.  If you change any currency or use "other" please use the yellow box indicated to 

describe your changes.

(2) For each category of activity, please input the expected total quantum cost of the activity. Ideally, this should be a number drawn from an internal costing system e.g. SLR/PLICS etc or contractual payment figure. Please outline the basis of the cost information in the free text box.

(3) Under activity forecasting, please examine the centrally populated activity assumptions to determine whether they reflect your local assumptions. Select your local CCG and then the acute activity assumptions will populate, using IHAM assumptions. These assumptions may not 

reflect your local situation e.g. if there are a number of schemes already in train that will affect the IHAM assumptions. 

If this is the case, please amend the locally populated section to reflect your local assumptions. Please outline what basis you have used for assumptions where they differ from the centrally populated assumptions.

 6. Activity savings 

(1) The majority of this tab will pre-populate using information from the previous tab. 

(2) Please input the expected activity changes as a result of the NCM. This should be the numbers of units you expect to change. Decreases should be shown as negative figures. If you expect some units to increase e.g. community increases in activity but a reduction in NEL 

activity in acute settings, then please show this in its own line as a positive figure.

(3) Please do this for all the relevant points of delivery (e.g. outpatients, A&E attendances) where you expect to make reductions. If your model of care does not impact a certain point of delivery, please leave it blank.

(4) The overall output should broadly reconcile to the total activity moderation savings shown on Tab 3. Where they do not, please provide an explanation.

 7. 1718 profile This is a memo sheet only. Please show the breakdown of your expected savings and spend for 2017/18 only, by quarter. In addition, please add details of any risks or issues that may affect your ability to achieve the savings shown, as well as any mitigating activities.

 8. Orgs Please input the names and codes of organisations involved in your NCM. 

Pre-submission checks/review

Review all sections and ensure no validation errors exist, or that all valid errors have appropriate explanations. 

Enter the relevant contact details on the 'Cover' worksheet

The financial template should now be complete and can be submitted via the email address on the 'Cover' worksheet. 

2017/18 NCM - Vanguard financial template - Guidance

The aim of this template is to collate all of the relevant costs potential new care model sites anticipate in the setting up and running of their proposed new care model.  These costs are then collated with the activity reductions and operational efficiencies (both cash and counterfactual savings) arising from the 

implementation of the new care model.



   1 Please confirm that the NCM described in this workbook has been included within your local STP submission Confirmed

   2 

Select STP which this NCM is included within (select as many as necessary) and identify the solution tab that describes 

the NCM: Solution tab #

Northumberland, Tyne and Wear

   3 

Please confirm that the costs and savings shown in this workbook, reconcile to those included within the relevant 

solutions tab in your local STP return. If you select 'Unconfirmed' please explain why in the box below. Please confirm 

for each of the STP submissions listed above.

[explain here] Confirmed

[explain here]

[explain here]

[explain here]

[explain here]

2017/18 NCM - Vanguard financial template - Confirmations

Part of our evaluation will include reviewing the new models of care captured in the STP returns and comparing them to the savings and 

costs submitted by each vanguard. It is therefore important that we can reconcile these submissions to the STPs, or understand why they 

do not reconcile. 

Please complete the questions below to assist with this process.



All together better Sunderland   

Estimated revenue costs to deliver vanguard

Description of costs by workstream Main impact area Type of cost Unit

2016/17

Forecast 

Outturn 2017/18 2018/19 2019/20 2020/21

 

Enter the estimated revenue transformation costs required to your develop 

and deliver your vanguard by workstream

1 CITs - DN & Comm Matron & Care Homes £000s 1,342 1,092 592 592 592

2 CITs - GP Support £000s 1,007 1,007 1,007 1,007 1,007

3 CITs - Voluntary Sector £000s 251 251 251 251 251

4 RAH - Intermediate & Nursing Support £000s 1,129 1,129 1,129 1,129 1,129

5 RAH - Community Nursing Beds & Community IV Support £000s 2,161 1,911 1,911 1,911 1,911

6 RAH - Primary Care Support £000s 242 194 194 194 194

7 PMO £000s 330 300 -                 -                 -                 

8 OD. Training and Operational Backfill £000s 150 30 -                 -                 -                 

9 MDT Co-ordinators £000s 200 -                 -                 -                 -                 

10 Enhanced Primary Care £000s 1,000 750 -                 -                 -                 

11 Time to Think Beds £000s 293 -                 -                 -                 -                 

12 Age UK Hospital Discharge Service £000s 106 -                 -                 -                 -                 

13 OPAL £000s 750 -                 -                 -                 -                 

14 Pharmacy support  and Social Work support to Recovery at Home at home £000s 51 -                 -                 -                 -                 

15 Digital Solutions £000s 570 325 -                 -                 -                 

16 Communications & Patient Engagement £000s 150 75 -                 -                 -                 

17 Promotion of Carers Self -Help to support people to remain at home £000s 35 -                 -                 -                 -                 

18 Evaluation and logic models £000s 50 -                 -                 -                 -                 

19 System Quality Plan £000s 1,000 -                 -                 -                 -                 

20 MCP Contract Development £000s 90 250 -                 -                 -                 

21 MH Project Support £000s 25 -                 -                 -                 -                 

22 £000s -                 -                 -                 -                 -                 

23 Self Care & Patient Activation £000s -                 100 -                 -                 -                 

24 ED Community Interface Acute Sector Incentive Scheme £000s -                 1,415 -                 -                 -                 

25 Health & social care wide MCP model interactions £000s -                 1,000 -                 -                 -                 

26 Spread of MCP Vanguard £000s -                 480 -                 -                 -                 

27 Business intelligence and evaluation support £000s -                 75 -                 -                 -                 

28 £000s

29 £000s

30 £000s

 

 Total estimated revenue costs 10,933 10,384 5,084 5,084 5,084

Estimated costs to be met through local funding

Description of costs by workstream Main impact area Type of cost

Source of 

funds Unit

2016/17

Forecast 

Outturn 2017/18 2018/19 2019/20 2020/21

Of the above costs, estimate the amount to be met through local funding

1 CITs - DN & Comm Matron & Care Homes £000s 1,342 1,092 592 592 592

2 CITs - GP Support £000s 1,007 1,007 1,007 1,007 1,007

3 CITs - Voluntary Sector £000s 251 251 251 251 251

4 RAH - Intermediate & Nursing Support £000s 1,129 1,129 1,129 1,129 1,129

5 RAH - Community Nursing Beds & Community IV Support £000s 2,161 1,911 1,911 1,911 1,911

6 RAH - Primary Care Support £000s 242 194 194 194 194

7 £000s

8 £000s

9 £000s

10 £000s

11 £000s

12 £000s

13 £000s

14 £000s

15 £000s

Total estimated local funding 6,132 5,584 5,084 5,084 5,084

Estimated costs to be met through national funding  

 

Description of costs by workstream Main impact area Type of cost Unit

2016/17

Forecast 

Outturn 2017/18 2018/19 2019/20 2020/21

Of the above costs, estimate the amount to be met through national funding

1 PMO £000s 330 300

2 OD. Training and Operational Backfill £000s 150 30

3 Enhanced Primary Care £000s 1,000 750

4 Digital Solutions £000s 570 325

5 Communications  & Engagement £000s 150 75

6 MCP Contract Development £000s 90 250

7 Self Care & Patient Activation £000s -                 100

8 ED Community Interface Acute Sector Incentive Scheme £000s -                 1,415

9 Health & social care wide MCP model interactions £000s -                 1,000

10 Spread of MCP Vanguard £000s -                 480

11 Business intelligence and evaluation support £000s -                 75

12 Nationally funded schemes 2016/17 (not sufficient lines to add in all schemes in this section) £000s 2,510 -                 

13 £000s -                 -                 

14 £000s -                 -                 

15 £000s -                 -                 

 

Total estimated national funding 4,800 4,800 -                 -                 -                 

NB- Additional £400,000 for spread of model into South Tyneside- not factored into ROI calculations

CHECK OK OK OK OK OK

 



All together better Sunderland  

Estimated capital costs to deliver vanguard

Description of costs Source of funds

If other, please 

describe Unit

2016/17

Forecast 

Outturn 2017/18 2018/19 2019/20 2020/21

Enter the estimated capital transformation costs required to your develop 

and deliver your vanguard e.g. build of new care hub

1 £000s

2 £000s

3 £000s

4 £000s

5 £000s

6 £000s

7 £000s

8 £000s

9 £000s

10 £000s

Total estimated capital costs -                 -                 -                 -                 -                 



All together better Sunderland  

Estimated savings

Description of activity moderation savings Method of realising savings Impact area Organisation impacted Cash releasing Unit

2016/17

Forecast 

Outturn 2017/18 2018/19 2019/20 2020/21

e.g. reduction A&E attendances e.g. new contract with lower activity levels

1 NEL Admission Reductions acute contract agreed with lower activity levels Non-elective City Hospitals NHS FT Yes £000s -                 2,643 6,413 6,944 7,484

2 Outpatient Attendance Reductions acute contract agreed with lower activity levels Outpatient City Hospitals NHS FT Yes £000s -                 110 258 258 258

3 A&E Attendances acute contract agreed with lower activity levels A&E City Hospitals NHS FT Yes £000s -                 118 292 316 341

4 £000s

5 £000s

6 £000s

7 £000s

8 £000s

9 £000s

10 £000s

11 £000s

12 £000s

13 £000s

14 £000s

15 £000s

Total estimated activity moderation savings -                 2,872 6,963 7,518 8,083

Operational efficiencies savings Method of realising savings Impact area Organisation impacted Cash releasing Unit

2016/17

Forecast 

Outturn 2017/18 2018/19 2019/20 2020/21

e.g. reduction in duplication of activities e.g. Reduction in headcount

1 BCF Efficiences Efficiencies through integration & removal of waste / duplicationOther Sunderland City Council Yes £000s 2,135 3,683 4,111 4,521 4,521

2 Prescribing Efficiencies - Care Homes Efficiencies through improved prescribing in Care Homes Primary Care Sunderland CCG Yes £000s 20 20 20 20 20

3 MCP Efficiencies Efficiencies expected through implementation of MCP Contract bCommunity All Providers in Sunderland Yes £000s -                 935 4,665 6,000 3,000

4 £000s

5 £000s

6 £000s

7 £000s

8 £000s

9 £000s

10 £000s

11 £000s

12 £000s

13 £000s

14 £000s

15 £000s

Total estimated operational efficiencies savings 2,155 4,638 8,796 10,541 7,541

Total estimated savings 2,155 7,511 15,759 18,059 15,624



All together better Sunderland  

Estimated return on investment

Unit 2016/17 2017/18 2018/19 2019/20 2020/21

Gross savings £000s 2,155 7,511 15,759 18,059 15,624

Funded by local transformation funding £000s 6,132 5,584 5,084 5,084 5,084

Funded by national transformation funding £000s 4,800 4,800 -                      -                    -                         

Total revenue costs £000s 10,933 10,384 5,084 5,084 5,084

Capital costs £000s -                 -                 -                      -                    -                         

Total costs, including capital costs 10,933 10,384 5,084 5,084 5,084

Net costs/savings £000s 8,778 2,874 (10,675) (12,975) (10,540)

Treasury discount rate (please do not amend) % 3.5%

NPV Gross Savings 54,026            

NPV Costs, excl. capital costs 34,728            

NPV Costs, incl. capital costs 34,728            

Return on investment, excl. capital costs %
56%

Previous RoI per 

16/17 VP % 35%

Please explain any variance between your previously 

reported RoI and your refreshed RoI 

Estimated cost per capita based on GP registered 

population £s 17

Efficiencies linked to the implementation of the MCP Contract has been included within 

the model as well as further activity relates savings expected in 2019/20 & 2020/21.



All together better Sunderland

Baseline information

Baseline activity information Currency Unit

2016/17

Forecast 

Outturn  

Activity levels

Acute activity - Outpatients i Number 351,570

Acute activity - Elective i Number 46,438

Acute activity - Non-Elective i Number 29,272

Acute activity - A&E i Number 189,212

Community health services [please specify] Number

Specialist [please specify] Number

Emergency Bed Days E.J.3 Number 198,200

Other [please specify if used] [please specify] Number  

Other [please specify if used] [please specify] Number

Other [please specify if used] [please specify] Number

Other [please specify if used] [please specify] Number

Cost of activity

Acute activity - Outpatients £s 32,349

Total Contract 

Value

Adjusted for Estimate of 

block activity included in 

above

Acute activity - Elective £s 45,853

Total Contract 

Value

Acute activity - Non-Elective £s 57,062

Total Contract 

Value

Acute activity - A&E £s 16,971

Total Contract 

Value Includes UCCs

Community health services £s

Specialist £s

Emergency Bed Days £s

Other [please specify if used] £s

Other [please specify if used] £s

Other [please specify if used] £s

Other [please specify if used] £s

 

Implied cost per unit of activity

Acute activity - Outpatients £s 0                

Acute activity - Elective £s 1                

Acute activity - Non-Elective £s 2                

Acute activity - A&E £s 0                

Community health services £s #DIV/0!

Specialist £s #DIV/0!

Emergency Bed Days £s -            

Other [please specify if used] £s #DIV/0!

Other [please specify if used] £s #DIV/0!

Other [please specify if used] £s #DIV/0!

Other [please specify if used] £s #DIV/0!

Activity forecasting

Select Lead CCG: 

2017-18 2018-19 2019-20 2020-21

Forecast Forecast Forecast Forecast

 

Centrally populated activity assumptions

 Acute activity - Outpatients % 4.3% 4.3% 4.3% 4.2%

Acute activity - Elective % 2.7% 2.8% 2.7% 2.7%

Acute activity - Non-Elective % 1.6% 1.7% 1.8% 1.7%

Acute activity - A&E % 2.0% 2.1% 2.1% 2.1%

Community health services % 3.3% 3.4% 3.4% 3.4%

Specialist % 4.4% 4.4% 4.4% 4.4%

Rationale where changed

Acute activity - Outpatients % 0.8% 3.3% 2.6% 2.8%

STP do nothing used adjusted for 

working days

Acute activity - Non-elective % 2.4% 2.5% 2.6% 2.8% STP do nothing used

Acute activity - Elective % 0.8% 3.3% 2.6% 2.8%

STP do nothing used adjusted for 

working days

Acute activity - A&E % 2.4% 2.5% 2.6% 2.8% STP do nothing used

Community health services % 3.3% 3.4% 3.4% 3.4%

Specialist % 4.4% 4.4% 4.4% 4.4%

Emergency Bed Days %

Other [please specify if used] %

Other [please specify if used] %

Other [please specify if used] %

Other [please specify if used] %

Please outline basis of costs

NHS SUNDERLAND CCG

Locally populated activity assumptions - please overwrite if different to national assumptions and state why

Please select the name of your lead CCG - this will be used to populate the central activity assumptions below. If you have more than one lead CCG, please 

select the one that represents the largest population area covered by your vanguard. You have the opportunity to tailor these assumptions as part of your return 

in the 'locally populated' boxes below. 

Activity assumptions Currency Unit



All together better Sunderland

Demand moderation savings

Unit

2017/18

Forecast

2018/19

Forecast

2019/20

Forecast

2020/21

Forecast

'Do nothing' implied activity

Acute activity - Outpatients Number 354,488      366,186      375,707      386,302      

Acute activity - Elective Number 47,553        48,741        50,009        51,419        

Acute activity - Non-Elective Number 29,515        30,489        31,282        32,164        

Acute activity - A&E Number 193,753      198,597      203,760      209,506      

Community health services Number -              -              -              -              

Specialist Number -              -              -              -              

Emergency Bed Days Number 198,200      198,200      198,200      198,200      

Other [please specify if used] Number -              -              -              -              

Other [please specify if used] Number -              -              -              -              

Other [please specify if used] Number -              -              -              -              

Other [please specify if used] Number -              -              -              -              

'Do something' expected in-year changes to activity

Acute activity - Outpatients Number (1,200) (1,600) -              -              

Acute activity - Elective Number

Acute activity - Non-Elective Number (1,356) (1,934) (272) (277)

Acute activity - A&E Number (1,321) (1,934) (272) (277)

Community health services Number

Specialist Number

Emergency Bed Days Number

Other [please specify if used] Number

Other [please specify if used] Number

Other [please specify if used] Number

Other [please specify if used] Number

'Do something' expected activity

Acute activity - Outpatients Number 353,288      363,386      372,907      383,502      

Acute activity - Elective Number 47,553        48,741        50,009        51,419        

Acute activity - Non-Elective Number 28,159        27,199        27,720        28,325        

Acute activity - A&E Number 192,432      195,342      200,233      205,702      

Community health services Number -              -              -              -              

Specialist Number -              -              -              -              

Emergency Bed Days Number 198,200      198,200      198,200      198,200      

Other [please specify if used] Number -              -              -              -              

Other [please specify if used] Number -              -              -              -              

Other [please specify if used] Number -              -              -              -              

Other [please specify if used] Number -              -              -              -              

'Do something' expected activity savings

Acute activity - Outpatients £000s 110             147             -              -              

Acute activity - Elective £000s -              -              -              -              

Acute activity - Non-Elective £000s 2,643          3,770          530             540             

Acute activity - A&E £000s 118             173             24               25               

Community health services £000s #DIV/0! #DIV/0! #DIV/0! #DIV/0!

Specialist £000s #DIV/0! #DIV/0! #DIV/0! #DIV/0!

Emergency Bed Days £000s -              -              -              -              

Other [please specify if used] £000s #DIV/0! #DIV/0! #DIV/0! #DIV/0!

Other [please specify if used] £000s #DIV/0! #DIV/0! #DIV/0! #DIV/0!

Other [please specify if used] £000s #DIV/0! #DIV/0! #DIV/0! #DIV/0!

Other [please specify if used] £000s #DIV/0! #DIV/0! #DIV/0! #DIV/0!

Total expected activity moderation efficiencies 2,872          4,091          555             565             

Total estimated activity moderation savings per tab 3. 2,872          4,091          555             565             

CHECK OK OK OK OK



All together better Sunderland  

2017/18 Quarterly savings profile

Q1 Q2 Q3 Q4 Total

 

Non-elective Demand moderation £000s 648 636 676 683 2,643

Operational effiencies £000s -                 

Elective Demand moderation £000s -                 

Operational effiencies £000s -                 

Outpatient Demand moderation £000s 27 28 28 27 110

Operational effiencies £000s -                 

Primary care Demand moderation £000s -                 

Operational effiencies £000s -                 

A&E Demand moderation £000s 29 29 30 30 118

Operational effiencies £000s -                 

Back office Demand moderation £000s -                 

Operational effiencies £000s -                 

Prescribing Demand moderation £000s -                 -                 -                 -                 -                 

Operational effiencies £000s 20 -                 -                 -                 20

BCF & MCP Efficiences Demand moderation £000s -                 -                 -                 -                 -                 

Operational effiencies £000s 1,155 1,155 1,155 1,155 4,618

1,879 1,848 1,888 1,895 7,511

CHECK OK

2017/18 Quarterly funding profile

Q1 Q2 Q3 Q4 Total

£000s 1,168 1,186 1,234 1,213 4,800

CHECK OK

2017/18 funding request

Please describe any risk or issue and mitigating activities

Unit
2017/18

Funding profile

UnitType of savingImpact area
2017/18



# Code Name Code Name

1 00P NHS Sunderland CCG RE9FTRSouth Tyneside NHS Foundation Trust

2 0E4505 Sunderland City Council 

3 0E4505 Sunderland Care & Support (hosted by Sunderland City Co

4 N/A Sunderland Alliance (GP Federation)

5 AGEUK0Age UK 

6 0ARCSUNHS North of England CSU

7 R12FTRCity Hospitals Sunderland NHS Foundation Trust

8 N/A Sunderland Carers Centre

9 RR7FTRGateshead Health NHS Foundation Trust

10

11

12

13

14

15

16

17

18

19

20

21

22

23

24

25

All together better Sunderland

CCG Provider



Sunderland All Together Better MCP
Version: 2.0

Reference Objective

Type

[Activity / 

Milestone]

Forecast 

Start Date

Forecast 

End Date

Care model component 

reference (if applicable)

On track

(RAG)

WS1 Workstream 1 - Recovery at Home

1.1 Demonstrate broad impact of Recovery at Home services to the system via further 

development of performance metrics

Milestone 02-Jan-17 26-Jun-17 7.2

1.2 Continued awareness raising and evaluation of understanding of recovery at home 

services across the system, with particular emphasis on the acute sector

Milestone 02-Jan-17 29-Dec-17 4.3/2.2

1.3 Complete capacity and demand study to inform future service developments Milestone 03-Apr-17 31-Jul-17 4.3/2.2

1.4 Undertake a  review of transport discharge options to inform future development of 

Recovery at Home service

Milestone 04-Sep-17 29-Dec-17 4.3

WS2 Workstream 2 - Community Integrated Teams

2.1 Develop and roll out of social care risk stratification Milestone 02-Jan-17 26-Jun-17 1.1

2.2 Clinical quality audit of Joint Health and Social Care Plans/ Emergency Health and 

Social Care Plans

Milestone 02-Jan-17 27-Mar-17 7.2/2.1

2.3 Continue to evolve MDT's through performance monitoring and improved 

understanding of business intelligence

Milestone 02-Jan-17 29-Dec-17 3.2/7.2

2.4 Participation and engagement with acute care collaboration with a view to considering 

opportunities for alignment of services with CITs

Milestone 02-Jan-17 29-Dec-17 3.3/3.4

2.5 Integration of learning from Care Home Vanguard programme across Sunderland Milestone 02-Jan-17 24-Apr-17 8.2

2.6 Further refine risk stratification approach and tools Milestone 06-Feb-17 26-Jun-17 1.1/3.2

2.7 Review and evaluate Care Co-ordination approach based on pilot study in the North Milestone 06-Feb-17 27-Feb-17 3.1/3.2/4.1

2.8 Roll out care co-ordination across whole city Milestone 06-Mar-17 26-Sep-17 3.1/3.2/4.1

2.9 Review of all OOH services provided by partners to establish whether there are 

opportunities for alignment within the model

Milestone 03-Apr-17 26-Jun-17 2.1/2.2/3.1

2.1 Review Joint Health and Social Care Plan to support coordinated discharge planning Milestone 03-Apr-17 28-Aug-17 4.3

2.11 Develop MDT working in support of hospital discharge Milestone 01-May-17 25-Sep-17 3.2/3.4

2.12 Liaise with Gentoo (Housing Agency) to consider opportunities for alignment of 

services within the OOH model

Milestone 04-Sep-17 27-Nov-17 3.1/3.2

2.13 Develop community frailty pathway Milestone 05-Jun-17 25-Sep-17 3.1/3.2/3.3/3.4

2.14 Integrate local End of Life Strategy within CITs Milestone 02-Jan-17 29-Dec-17

WS3 Workstream 3 - Enhanced Primary Care/ Extended Access

3.1 Deliver the care home re-alignment plan across the city Milestone 01-Aug-16 27-Mar-17 3.1/4.3

3.2 Develop and implement post discharge clinic pilot Milestone 31-Oct-16 27-Mar-17 3.2/3.3/4.3

3.3 Two localities mobilised extended access plans Milestone 02-Jan-17 30-Jan-17

3.4 Review opportunities for enhanced primary care linked to acute interface Milestone 02-Jan-17 27-Feb-17 2.1/3.3

3.5 Discussions with remaining locality regarding extended access plans Milestone 02-Jan-17 27-Mar-17 3.1

3.6 Full extended access plans realised Milestone 06-Mar-17 25-Sep-17 3.1

3.7 Practices supported to use national tool to measure appointment activity in-hours and 

in extended hours

Milestone 03-Apr-17 25-Sep-17 3.1

3.8 CCG considers model of procurement for extended access Milestone 03-Apr-17 25-Sep-17 3.1

3.9 Train 70% of the GP practices in Sunderland in workflow optimisation Milestone 03-Apr-17 29-Dec-17 3.1/6.2

3.1 Complete 6 month pilot of post discharge service Milestone 03-Apr-17 29-Dec-17 3.2/3.3/3.4/.3.5

3.11 Deliver 1500 ambulatory ECGs in GP hub services by March 2018 Milestone 03-Apr-17 29-Dec-17 2.1/2.2

3.12 Launch 5 spirometry hubs one per locality by September 2017 Milestone 03-Apr-17 25-Sep-17 2.1/2.2

WS4 Workstream 4 - Urgent Care

4.1 Integrate ambulatory care workstream into OOH model Milestone 02-Jan-17 27-Mar-17 2.1/3.4

4.2 Commissioner urgent care assurance functions integrated with OOH functions Milestone 02-Jan-17 27-Mar-17 2.1/8.1

4.3 Integrate urgent care operational structures (Surge Group) into Provider Board delivery 

structures and reporting

Milestone 02-Jan-17 27-Mar-17 2.1/8.1

4.4 Urgent care interface project scoped, defined & agreed by all partners Milestone 02-Jan-17 27-Mar-17 2.1/2.2/3.1/3.4/4.3

4.4.1 Establish Project Group Activity 02-Jan-17 30-Jan-17

4.4.2 Confirm ToRs of Project Group Activity 02-Jan-17 30-Jan-17

4.4.3 Complete Project Initiation Document Activity 02-Jan-17 27-Mar-17

4.5 Review and agree approach gain and loss share and/ or incentives, contractual levers 

to reduce NEL activity

Milestone 02-Jan-17 13-Feb-17 5.1

4.6 A ulatory are path ays urre t DVT a d Cellulitis  – further path ays to e 
identified and progressed

Milestone 02-Jan-17 30-Jan-17 2.2/3.4

4.7 Urgent Care Strategy engagement programme Milestone 02-Jan-17 12-Jun-17 2.1

4.8 Se ior De isio  Maker Proje t – Co sulta t Co e t GP a d A ute Physi ia  
Pathways)

Milestone 02-Jan-17 27-Mar-17 2.2/3.4

4.9 NEAS Direct Access to CHS AECU Milestone 06-Feb-17 29-May-17 2.2/3.4

4.10 Behavioural insight work via the UEC Vanguard Milestone 06-Feb-17 26-Jun-17 1.1/2.1

4.11 Medical Ambulatory Care Service Specification (whole system cost envelope and 

coding

Milestone 06-Mar-17 26-Jun-17 2.2/3..4

WS5 Workstream 5 - Self Care

5.1 Scoping and development work in order to formulate a self-care strategy Milestone 01-Nov-16 02-Jan-17 1.2/1.3

5.2 Project plan and method of delivery agreed Milestone 13-Apr-17 27-Feb-17 1.3

5.2.1 Incorporate Carers into the self-care strategy Activity 10-Apr-17 02-Jun-17 1.3

5.2.2 Develop workforce plan to support self-care agenda Activity 11-May-17 29-Dec-17 1.3

5.2.3 Develop Communications Strategy around self-care Activity 08-May-17 02-Jun-17 1.2/1.3

5.3 Incorporate the use of technology in self-care and self-management of conditions Milestone 10-Apr-17 26-Jun-17 1.3

5.4 Introduce Patient Activation Measures (PAM) Tool to identify those people best placed 

to respond to self-care and self-management skills

Milestone 24-Apr-17 26-Jun-17 1.3

5.5 Embed self care model Milestone 02-Oct-17 29-Dec-17 1.3

WS6 Workstream 6 - Integrated Impact Analysis Across Health & Social Care

6.1 Research, scope and evaluate financial and activity impact across the system Milestone 02-Jan-17 30-Jan-17

6.2 Develop and agree approach for managing care packages across the system Milestone 01-May-17 30-Jun-17

6.3 Implement agreed approach Milestone 03-Jul-17 29-Sep-17

WS7 Workstream 7 - Falls

7.1 Establish a multi-agency falls steering group to oversee and support the delivery of the 

project plan

Milestone 02-Jan-17 24-Feb-17 1.1/1.3/2.2

7.2 Undertake a review of the existing Falls Strategy Milestone 27-Feb-17 26-May-17 1.1/1.3/2.3

7.3 Utilise existing Business Intelligence sources and Performance Reporting Mechanisms 

to agree and reflect system-wide impact of falls

Milestone 06-Feb-17 26-May-17 7.2

7.4 Agree next steps and work plan for Falls Strategy including review of Washington Falls 

Clinic and rehab services for older people

Milestone 29-May-17 30-Jun-17 1.1/1.3/2.2

7.5 Undertake a system-wide workforce skills review that maps existing skills within the 

system with job roles, identifies gaps

Milestone 03-Jul-17 26-Aug-17 6.1/6.2

7.6 Work up a system wide communications strategy to communicate the work of the 

multi-agency falls group

Milestone 28-Aug-17 29-Dec-17 8.2

WS8 Workstream 8 - Alignment of Therapies to Out of Hospital Model

8.1 Workshop to review alignment options Milestone 02-Jan-17 02-Jan-17 3.1/3.3/3.4

8.2 Option analysis complete and implementation plan agreed Milestone 02-Jan-17 06-Mar-17 3.1/3.3/3.5

WS9 Workstream 9 - Interface with Acute Care Collaboration

9.1 Involvement of  OOH clinical leaders in phase 1 &2 of joint acute care collaboration 

work between CHS & STFT

Milestone 02-Jan-17 27-Mar-17 3.4

9.2 Support agreed actions to transfer appropriate services to the community Milestone 02-Jan-17 29-Dec-17 3.4

9.3 Involvement of  OOH clinical leaders in phase 3 of joint acute care collaboration work 

between CHS & STFT

Milestone 06-Mar-17 25-Sep-17 3.4

WS10 Workstream 10 - MCP Development

10.1 Agreement and sign up to MOU Milestone 02-Jan-17 27-Mar-17 5.1/8.1/8.3

10.2 Agreement on the delivery vehicle for the MCP provider Milestone 02-Jan-17 03-Apr-17 5.1/8.1

10.3 Agreement of service specification(s) to reflect the aspiration and vision of the system 

being fostered and developed

Milestone 02-Jan-17 03-Jul-17 5.1/8.1

10.4 Agree e t a d shari g of a  optio s e u  for pri ary are i ol e e t Milestone 02-Jan-17 03-Jul-17 5.1/8.1

10.5 Contract negotiation conclusion on finance and risk/reward share arrangements for 

2018/19 onwards

Milestone 02-Jan-17 30-Oct-17 5.1/8.1

10.6 Operationalisation of the interim MCP governance structure Milestone 03-Apr-17 29-Dec-17 5.1/81

10.7 Operationalisation of the interim Shadow MCP Management Group (to replace existing 

contract management processes) 

Milestone 03-Apr-17 29-Dec-17 5.1/8.1

10.8 Commencement of tasks associated with the transfer of services and people into the 

delivery vehicle

Milestone 03-Apr-17 29-Dec-17 5.1/8.1

EN1 Enabler 1 - Digital Solutions

11.1 Process improvements following EMIS Web deployment and access to NHS network Milestone 02-Jan-17 27-Feb-17 3.5

11.2 Digital solutions identified, planned and implemented arising from the Design and 

Planning Group

Milestone 02-Jan-17 27-Mar-17 3.5

11.3 Implementation of Care Home Digital Tablet technology completed for all participating 

Care Homes

Milestone 02-Jan-17 27-Mar-17 3.5

11.4 Increase clinical pathways using the Florence telehealth solution Milestone 02-Jan-17 27-Mar-17 3.5

11.5 Delivery of point to point interoperability solution for acute care completed Milestone 02-Jan-17 27-Mar-17 3.5

11.6 Completion of the stage 1 EPaCCS model, enabling end of life data to be shared across 

all health services in Sunderland through current capabilities and developed sharing 

agreements

Milestone 02-Jan-17 27-Mar-17 3.5

11.7 HSCIE Proof of Concept evaluation completed Milestone 06-Mar-17 27-Mar-17 3.5

11.8 Further develop baseline EMIS platform to provide sharing of patient information and 

cross organisational processes to fully utilise current capabilities

Milestone 03-Apr-17 28-Aug-17 2.2/3.5

11.9 Build end of life stage 2 EPaCCS data set sharing for Sunderland and South Tyneside to 

support the Great North Care Record agenda

Milestone 03-Apr-17 25-Sep-17 3.5

11.10 Development of a point to point sharing model to support wider interoperability 

between Primary Care and Acute Care

Milestone 03-Apr-17 29-Dec-17 2.2/3.5

0
9
-J

a
n
-1

7

0
2
-J

a
n
-1

7

0
6
-M

a
r-

1
7

1
6
-J

a
n
-1

7

2
3
-J

a
n
-1

7

3
0
-J

a
n
-1

7

0
6
-F

e
b
-1

7

1
3
-F

e
b
-1

7

2
0
-F

e
b
-1

7

2
0
-M

a
r-

1
7

2
7
-M

a
r-

1
7

2
7
-F

e
b
-1

7

1
3
-M

a
r-

1
7

1
5
-M

a
y
-1

7

2
2
-M

a
y
-1

7

2
9
-M

a
y
-1

7

0
5
-J

u
n
-1

7

1
2
-J

u
n
-1

7

1
9
-J

u
n
-1

7

2
6
-J

u
n
-1

7

0
3
-J

u
l-
1
7

0
8
-M

a
y
-1

7

0
3
-A

p
r-

1
7

1
0
-A

p
r-

1
7

1
7
-A

p
r-

1
7

2
4
-A

p
r-

1
7

0
1
-M

a
y
-1

7



11.11 Optimisation of Care Home Digital Tablet technology for all participating Care Homes Milestone 03-Apr-17 29-Dec-17 3.5

11.12 Build on existing Florence protocols to support self care agenda Milestone 03-Apr-17 29-Dec-17 3.5

11.13 Building and developing current information sharing framework and governance 

arrangements to support information sharing projects aligning to STP area

Milestone 03-Apr-17 29-Dec-17 3.5

11.14 Support MCP plans to ensure digital solutions are incorporated and threaded 

throughout new organisational form

Milestone 03-Apr-17 29-Dec-17 3.5

11.15 Development of a business intelligence solution to support new MCP model (Aligned to 

BI Enabler Workstream)

Milestone 03-Apr-17 29-Dec-17 3.5/7.2

11.16 Further optimisation of Recovery at Home, by providing access to patient information 

over NHS network

Milestone 01-May-17 31-Jul-17 3.5

11.17 Planning and delivery of an interoperable solution for the city linking both Health and 

Social Care information to support effective integrated working

Milestone 01-May-17 30-Oct-17 3.5

11.18 Connecting Social Care and Health networks to enable more flexible access to systems 

for staff

Milestone 26-Jun-17 29-Dec-17 3.5

11.19 To review and document information flows across organisations to help inform future 

MCP plans

Milestone 04-Sep-17 29-Dec-17 3.5/7.2

EN2 Enabler 2 - Organisation & Development and Workforce

12.1 Develop and deliver a system leadership programme to all appropriate staff to cover 

collective and system leadership

Milestone 02-Jan-17 26-Jun-17 6.1/6.2/8.1

12.2 Facilitate a skills analysis for staff working into ATB using NHS Employers tool Milestone 02-Jan-17 26-Jun-17 6.1/6.2

12.3 Develop and implement integrated support team working, i.e. OD, HR and Training to 

deliver workforce and OD Plan

Milestone 02-Jan-17 29-Dec-17 6.1/6.2

12.4 Self assessment of teams using team tool every quarter, and development plans from 

assessment fed into design and planning process

Milestone 02-Jan-17 29-Dec-17 6.1/6.2

12.5 Review current workforce and explore different ways of developing the workforce i.e. 

creating hybrid jobs, shared posts etc.

Milestone 03-Apr-17 29-Dec-17 6.1/6.2

12.5.1 Undertake and complete a training needs evaluation Activity 02-Jan-17 27-Mar-17

12.5.2 Develop programme of training in line with training needs evaluation Activity 02-Jan-17 27-Mar-17

EN3 Enabler 3 - Communications & Engagement

13.1 Review and update Communication & Engagement strategy to ensure stakeholders are 

engaged in the development of project  deliverables

Milestone 02-Jan-17 26-May-17 8.2/8.3

13.2 Continued development and review of all primary communication channels for 

programme incuding ATB website; bulletin; Staff Update; show and tell and roadshows 

Milestone 03-Apr-17 29-Dec-17 8.2/8.3

13.3 Complete comms & engagement elements and support for transition plan Milestone 02-Jan-17 29-Dec-17 8.2/8.3

EN4 Enabler 4 - Patient, Public & Carer Engagement

14.1 Celebration / ATB Champs certificate ceremony Milestone 06-Mar-17 10-Mar-17 1.2/8.3

14.2 Evaluation and review of ATB Champions Milestone 03-Apr-17 29-May-17 1.2/8.3

14.3 Preparatio  a d pla i g – proof of o ept for PPC Pa el Milestone 03-Apr-17 29-May-17

14.4 Development of TOR for PPC Panel Milestone 05-Jun-17 26-Jun-17 1.2/8.3

14.5 Recruit to and Train PPC Panel Milestone 03-Apr-17 26-Jun-17

14.6 Programme of Panel meetings planned Milestone 03-Apr-17 29-May-17 1.2/8.3

14.7 Continued roll out of engagement events Milestone 03-Apr-17 29-Dec-17 1.2/8.3

14.8 Panel sits for first meeting Milestone 03-Jul-17 31-Jul-17 1.2/8.3

14.9 Preparation and planning for repeat quantitative research on-street and online Milestone 04-Sep-17 24-Nov-17 1.2/8.3

14.10 Analysis and reporting of Market Research Milestone 27-Nov-17 29-Dec-17 1.2/8.3

EN5 Enabler 5 - Governance & System Leadership

15.1 Transition/ merge of CCG Out of Hospital and Urgent care functions Milestone 06-Nov-16 27-Mar-17 8.1

15.2 Transition of Provider Board arrangements to reflect emerging priorities Milestone 06-Nov-16 27-Mar-17 8.1

15.3 New programme governance structures fully implemented Milestone 06-Nov-16 27-Mar-17 8.1

EN6 Enabler 6 - Business Intelligence

16.1 Review existing BI support and options for delivery in 2017/18 Milestone 01-Dec-16 02-Jan-17 7.2

16.2 Continuously improve performance reporting and measurement Milestone 01-Dec-16 29-Dec-17 7.2

16.3 Implement agreed option for BI delivery Milestone 02-Jan-17 03-Apr-17 7.2

EN7 Enabler 7 - Regional Vanguard Evaluation

17.1 Initial phase of fieldwork begins Milestone 02-Oct-16 27-Mar-17 8.2

17.2 Quarterly progress report Milestone 05-Dec-16 26-Dec-16 8.2

17.3 Quarterly progress report Milestone 06-Mar-17 27-Mar-17 8.2

17.4 Workshop to  disseminate findings Milestone 03-Apr-17 24-Apr-17 8.2

17.5 Final annual report delivered Milestone 29-May-17 29-May-17 8.2

EN8 Enabler 8 - Local Vanguard Evaluation

18.1 Phase two:  Implement evaluation framework Milestone 02-Jan-17 06-Mar-17 8.2

18.1.1 Analysis of data overall Activity 02-Jan-17 06-Mar-17

18.1.2 In-depth interviews with 15 ABT stakeholders Activity 02-Jan-17 13-Feb-17

18.1.3 E-survey of staff and stakeholders Activity 02-Jan-17 06-Mar-17

18.1.4 Deep-dive review of Recovery at Home Activity 02-Jan-17 06-Mar-17

18.1.5 Deep-dive review of the community integrated teams Activity 02-Jan-17 06-Mar-17

18.1.6 Deep-dive review of enhanced primary care Activity 02-Jan-17 06-Mar-17

18.2 Phase Three:  Reporting Milestone 27-Feb-17 29-May-17 8.2

18.2.1 Draft report Activity 27-Feb-17 20-Mar-17

18.2.2 Circulate Activity 20-Mar-17 03-Apr-17

18.2.3 Workshop to "sense-test" and action plan Activity 10-Apr-17 17-Apr-17

18.2.4 Deliver final evaluation report Activity 08-May-17 08-May-17

18.2.5 Dissemination activity Activity 15-May-17 29-May-17

18.3 Agree 2017/18 local approach to evaluation Milestone 06-Mar-17 24-Apr-17 8.2

18.3.1 Monthly meeting of local evaluation group Activity 06-Mar-17 29-Dec-17

EN9 Enabler 9 - Spread of MCP Model

19.1 Identify governance arrangements for STP spread work Milestone 03-Apr-17 24-Apr-17 8.2

19.2 Identify needs from locality areas within STP footprint through engagement with 

organisational and system leaders

Milestone 03-Apr-17 29-Aug-17 8.2

19.3 Review of lessons learned to ensure it meets the needs of STP sharing and learning Milestone 03-Apr-17 17-Apr-17 8.2

19.4 Plan and deliver engagement strategy for STP spread of design and delivery of the 

Sunderland MCP model with engaged partners

Milestone 01-May-17 29-Dec-17 8.2

19.4.1 Explore opportunities with other Vanguard sites charged with spread within the STP to 

agree engagement and  dispertion methodology 

Activity 01-May-17 29-May-17 8.2

19.4.2 Develop multiple networks across STP footprint to support spread and sustainability of 

the model

Activity 01-May-17 29-Dec-17 8.2

19.4.3 Develop peer to peer system to support system leadership Activity 01-May-17 29-Dec-17 8.2

19.4.4 Develop a tailored support service based on need, using an evidence based model of 

dispertion theory

Activity 01-May-17 29-Dec-17 8.2

19.4.5 Identify common themes/requirements across the STP footprint Activity 17-Apr-17 01-May-17 8.2

19.5 Undertake gap analysis of MCP model within STP footprint Milestone 01-May-17 31-May-17 8.2

19.5.1 Agree and prioritise the focus of spread to areas of most need first Activity 01-Jun-17 19-Jun-17 8.2

19.6 Provide system leaders from Sunderland to contribute to and support STP discussions 

on OOH Neighbourhood and Comunities models

Milestone 01-Apr-17 29-Dec-17 8.2

19.7 Undertake workshops/meetings/engagment events as necessary Milestone 01-May-17 29-Dec-17 8.2

19.8 Spread of model/ development of MCP in South Tyneside 16/17 only Milestone 01-Dec-16 27-Mar-17 8.2

19.6.1 Population modelling and risk stratification Activity 01-Dec-16 27-Mar-17 8.2

19.6.2 Improving care delivery to people in Care Homes Activity 01-Dec-16 27-Mar-17 8.2

19.6.3 Further roll out of self care training to professionals Activity 01-Dec-16 27-Mar-17 8.2

19.6.4 Enhanced support in the community to promote self care Activity 01-Dec-16 27-Mar-17 8.2

19.6.5 Development of a shared service directory Activity 01-Dec-16 27-Mar-17 8.2

19.6.6 Development of prevention and early intervention principles Activity 01-Dec-16 27-Mar-17 8.2

19.6.7 Integrated Community Teams Development Time Activity 01-Dec-16 27-Mar-17 8.2

19.6.8 Pilot of MDT Co-ordinator role Activity 01-Dec-16 27-Mar-17 8.2

19.6.9 Increase Social Navigation role for CITs Activity 01-Dec-16 27-Mar-17 8.2

19.6.10 Social Navigation role for adults with mental health conditions Activity 02-Jan-17 27-Mar-17 8.2

19.6.11 Explore unplanned integrated community services model Activity 01-Dec-16 27-Mar-17 8.2

19.6.12 Community support for COPD Activity 01-Dec-16 27-Mar-17 8.2

19.6.13 Enhanced Primary Care model initiation Activity 01-Dec-16 27-Mar-17 8.2

19.6.14 Secondary care outreach Activity 01-Dec-16 27-Mar-17 8.2

19.6.15 Testing new models of EOL care Activity 01-Dec-16 27-Mar-17 8.2

19.6.16 Alliancing contract arrangements Activity 01-Dec-16 27-Mar-17 8.2

19.6.17 Enabling Workstream: Workforce development Activity 01-Dec-16 27-Mar-17 8.2

19.6.18 Enabling Workstream: Communications Activity 01-Dec-16 27-Mar-17 8.2

19.6.19 Enabling Workstream: PMO Activity 01-Dec-16 27-Mar-17 8.2

19.6.20 Writing of Value Proposition Activity Tbc Tbc 8.2

EN10 Enabler 10 - Estates & Facilities

20.1 Consider development of an Estates Strategy Group or alignment to existing structures Milestone 02-Jan-17 27-Mar-17 6.3

20.2 Review current use of existing estate across OOH model Milestone 03-Apr-17 28-Aug-17 6.3

20.3 Consider estate requirements for MCP Milestone 04-Sep-17 29-Dec-17 6.3

EN11 Enabler 11 - Vanguard Programme Management Office

21.1 Review and refresh PMO customer service charter, scope of work and offer to the 

system

Milestone 02-Jan-17 27-Mar-17

21.2 Begin planning transition arrangements into MCP or otherwise Milestone 04-Sep-17 29-Dec-17

EN12 Enabler 12 - Assurance

22.1 Commissioner assurance meetings Milestone 31-Oct-16 29-Dec-17

22.2 Monthly meetings with NCM Account Manager Milestone 02-Jan-17 29-Dec-17

22.3 Quarterly meetings with NCM team Milestone 02-Jan-17 29-Dec-17
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Name of vanguard

Care element Sub-element Components Evidence and justification per component Score of each 

sub element  - 

depth

0 - 4 

Score of each 

sub element- 

breath 1-4  

Target date 

of 

implementa

tion 

i.Services are tailored to the population based on a 

clear understanding of the population’s health 
needs through population segmentation, risk 

stratification/predictive modelling and actuarial 

analysis

Our care model is based upon Oliver Wyman segmentation analysis conducted for the Sunderland health and social care economy in August 2014.  Risk stratification was the underlying principle of our care 

model, with Community Integrated Teams focusing upon the top 1-3% of patients/ service users, whilst our Enhanced Primary Care programme provides further community services to the next 12-15% of the 

population, often with long term conditions.  A local guide to risk stratification has been published on our website, and we are further developing our understanding of social care risk factors and the overall 

costs of patients/ service users. 

Our business intelligence functions are becoming more mature to understand care model impact upon different segments of the population and predictive modelling. For example, we are now able to quantify 

the impact of our MDTs against key health data sets e.g. ED attendances, non-elective activity and outpatient appointments. We will also be building upon the behavioural insight data from the North East 

Regional Urgent and Emergency Care vanguard to understand patient use of urgent care services. 

Milestones in workstream 2 and 3 relate to further refinement and development of our Community Integrated Teams and Enhanced Primary Care interventions.  For example, we will roll out social care risk 

stratification across all MDTs, evaluate our focus on 3% of the population to ensure best achievement of outcomes, and further develop hub and spoke services for primary care services.    Risk stratification is 

used regularly in order to identify who would benefit most from a Multi-disciplinary approach via a Multi-Disciplinary Team Meeting through the use of various methods, including Q-Admission Tool, Hospital 

Admissions/Discharge notifications, A&E Attendance notifications and professional judgement.       

With regard to scoring, it is felt that as the risk stratification process has been in place for over a year, scores would reflect D3 / B5 for this component.  However it is recognised that we have further work to 

do around high cost patients and linking data sets for health and social care in our performance data as part of 17/18 workplan to reduce non elective admissions.                                                                     

ii. There is a specific focus on preventative 

services

We have identified self-care and prevention as a key priority during 2017/18, and a number of specific milestones are documented in workstream 5. We have been provided with a licence for use of the Patient 

Activation Measure (PAM)  to help identify those patients who are best placed to benefit from targeted interventions to help them build the skills, knowledge and confidence that will enable them to improve 

their own health and well-being through changes in their own behaviours, or through self-management skills that will enable them to better manage any long term conditions that they might have.  Through the 

establishment of a Self-care Project Group and Self-care Workshops including all partners of the care model, we plan to map out community resources and identify areas that could benefit from specific 

interventions and engagements.  Digital solutions and use of tele-health technology will aid in providing opportunities for people that could benefit from those resources .                                                             

We are working closely with Public Health to maximise the use of preventative services and ensure that all partners are involved with embedding self-care and preventative strategies into the culture and 

community of Sunderland. Through the Self-Care Project Board, that includes all partners of the care model, the strategy for best utilising preventative services will be agreed using shared learning from other 

areas and evidence based interventions that have been proven successful based on Sunderland's population needs. 

With regard to scoring for this component it is felt that the work undertaken in respect of risk stratification and population segmentation in 16/17 provides a strong base, from which the focus will shift to self-

care moving into 17/18. The strategy to incorporate PAMs as a mechanism by which to consider people at MDT requires work throughout 17/18, and as such the scoring reflects this.  We have proposed a 

scoring of D1 / B1 for self care which would give an overall average scoring for this sub-element of D2 / B2.

i. Community activities/ resources are mapped 

and connected at locality level 

 ATB Champions and Living Well Link Workers will continue to map our community resources at a local level and sign post as appropriate.  Each of the 5 locality Community Integrated Teams has a Living 

Well Link worker embedded within the team with knowledge of community activities and resources within their community that meets needs not identified or delivered by statutory partners. We are also 

working closely with Public Health and other partners in order to understand what resources are available in the community and Public Health currently run a network forum that includes 150 services in 

Sunderland, from the police, fire service and housing associations, to very specialised services.  We are planning to hold a workshop with partner agencies to map what is in the community so there is a 

shared knowledge and understanding of what is available as part of moving the self-care strategy forward in 2017/18.

ii. Community health and wellbeing initiatives are 

developed and sustained in partnership with local 

communities in response to identified and 

expressed needs

A city wide programme of community engagement led by VCS partners took place throughout 2015/16 and resulted in significant awareness of our programme, engaging more than 2,000 individuals via 75 

events. During 2016/17 the focus shifted to the recruitment and training of 13 ATB Champions to embed community engagement.   

An initial programme of benchmark quantitative market research was carried out between February and March 2016 and a subsequent qualitative research exercise with 15 patients and carers will report in 

December 2016.   Comparative analysis of quantitative research will take place between January and February 2017, reporting in March 2017.  As part of the Self-care Strategy for Sunderland, partners will 

work together to clearly define the aims, outcomes and objectives that we hope to achieve in order to further develop and embed community health and wellbeing initiatives into prevention strategies.  Public 

Health, who are key partners in this strategy, will play a key role in setting up community health and wellness initiatives.  Many such initiatives currently exist in Sunderland and we will continue to identify 

where there are gaps and where we can make improvements in particular areas.

iii. A network of community health champions is 

created to support mental and physical health & 

wellbeing

Living Well Link Workers employed by Age UK Sunderland and Carers Locality Workers employed by Sunderland Carers Centre are already embedded within Community Integrated Teams to signpost 

communities to services.  Our aim will be to have a minimum of one engagement activity per month, per champion based on 10 champions working across the five localities in the city .An evaluation of the 

Living Well Link Workers was extremely positive and is available on our website. 

Milestones in Enabler workstream 4 relate to the further development of our ATB champions and embedding this network across the city.  There is a network of Health Champions identified and trained through 

Public Health that will play a key role in embedding self-care strategies in Sunderland.  The Health Champions come from and represent a wide range of demographics and health and wellbeing needs from the 

community.  This network is well-established and supported through Public Health. In respect of scoring it is felt that the depth of community engagement throughout 16/17 has been strong, particularly 

through the embedding of Age UK Sunderland Living Well Link Workers and Sunderland Carers Centre Locality Lead in each of the 5 Community Integrated Teams. The develop plan for 17/18 builds on this 

with partners in Public Health, joining existing schemes and developing new strategies around self-care. 

i. People with long term conditions and low  

knowledge, skills and confidence (activation) are 

identified and supported to take control of their 

own health and wellbeing

We recognise that self care and patient activation is a current area for development in our care model. We have articulated a number of milestones in Workstream 5 to support this development.  We will have 

a model of self care operational by September 2017, and embedded by March 2018. This will build upon a pilot project delivered by Sunderland Carers Centre during 2016/17 and learning from our neighbours 

in South Tyneside Pioneer programme. We have been successful in gaining intensive support from the Empowering Patients and Community Team from NHS England to kick-start our work in this area, and 

have identified partners from across the CCG, Public Health, Vanguard Team and Third Sector to join a multi-agency working group that will map existing programmes of self-care and develop new strategies, 

including the use of Patient Activation Measures, in a system-wide approach. This working group will be chaired by Sunderland Carers Centre and report through the Programme Provider Board.  

ii. Carers are identified and support is embedded We will work closely with our partners in the Third Sector, particularly Sunderland Carers Centre to deliver this element of the care model. This includes further developing the role of the Carer Centre Locality 

Lead in supporting all staff within the Community Integrated Teams in the identification and appropriate support of carers, supporting and developing a self-care taught programme for carers, and the use of the 

Florence SMS telecare service to support carers in the early identification of  signs of deterioration in well-being.   Through the Community Integrated Teams MDTs that take place every week in all GP 

Practices in the city, carer's are identified and included in the risk stratification process to identify those at risk in the community.  This enables GP Practices to not only identify carers and ensure that they 

are offered the relevant health and wellbeing checks, but where appropriate can work with partners to identify a care plan that incorporates their needs and how to best meet them. Work is currently being 

undertaken to agree terminology within the system so as not to confuse carers with paid care providers, ensuring this is reflected within EMIS for coding. The networks and forums in place allow for the use of 

PAMs, whilst Carer Identification is embedded within MDTs. Further development in both areas are to be rolled out through 17/18.

i .Proactive services are in place to recognise and 

prevent potential acute illness that can be 

prevented; acute exacerbations and quickly react 

to address urgent care needs.

Community Integrated Teams across the city are working proactively to reduce the need for urgent care in the risk stratified population via MDTs that identify unmet needs  and tackle health and social care 

inequalities. This is via the implementation of Health and Social Care/ Emergency Healthcare Plans. When urgent care services are required, Recovery at Home is available providing access to both health and 

social care services.  Our Enhanced Primary Care programme has developed a number of new interventions to identify and manage long term conditions at an early stage and further manage them in the 

community, including establishing locality based hub and spoke clinical services (e.g. ambulatory ECG and insulin initiation services) and a targeted atrial fibrillation screening programme. 

Emergency ambulatory care is a key interface between primary and community care services supporting admission avoidance as well as reducing length of stay within City Hospitals Sunderland.  Based on 

the learning from Stockport MCP and the Consultant Connect project, we are piloting direct telephone advice/contact between GPs and Acute Physicians (Senior Clinicians).  The project aims to support 

admission avoidance, and stream patients to the right place within the Trust, so patients get to the right specialty first time or attend as a planned attendance rather than an urgent case. 

During 2017/18 we will further develop the interface between acute and community services.  A series of milestones are described in workstream 9 of the Delivery plan. We will review opportunities to 

implement primary care triage and additional community staff at the front door/ ED, and expand the Consultant Connect project to a number of specialities including geriatrics. We recognise that we need to 

explore the use of contracting gain and loss share agreements to promote a system wide approach to managing demand for acute services and this will be further developed as part of system wide impact 

discussions. For this subsection it is felt the model has been developed across the city nearing its end point.

ii. An education programme delivers guidance on 

the appropriate use of urgent services. 

Our Urgent Care Strategy has a strong community focus, and is currently the subject of a listening exercise with the public, to be followed by consultation on alternative scenarios. It is anticipated that it will 

support the principles of pro-active services and care closer to home in line with the broader OOH model. 

We have an existing 'Stay Well this Winter' localised education campaign in Sunderland which we intend to build into the ATB branding and communication during 2017/18, however there is acknowledgement 

that this is an area for further development in 17/18.

i. Patients can make a single call to get an 

appointment out of hours

Our existing Recovery at Home service  provides 24/hr 7 day per week access to unplanned urgent and emergency care via single point of access. Referrals to the service are continuing to increase, and the 

response times remain very good. 

ii. The system can make appointments to in-hours 

general practice

This option has not been taken up within the scope of the Vanguard, however remains under review through the CCG

iii. Data can be sent between providers, with fully 

interoperable data sets

Work undertaken in 2016/17 has begun to enable information to be shared between providers, in particular between Primary Care and Community Services. We aim to increase availability of patient data 

through the roll out of the Medical Information Gateway in March 2017 and development of an end of life information sharing solution due to be completed by September 2017. Other milestones in Enabler 

workstream 1 include care plan sharing and development of interoperability in non EMIS settings. 

iv. The summary care record is available in the 

clinical hub and elsewhere

The summary care record will be available to the Recovery at Home service as part of the Digital Solutions workstream by July 17

v. Care plans and patient notes can be shared 

between providers

Other milestones in Enabler workstream 1 include care plan sharing and development of interoperability in non EMIS settings. Currently care plans are shared between Primary Care, Community Care and the 

GP Alliance. Scoping work regarding wider interoperability has been completed, however decisions regarding local and regional solutions form part of the Local Digital Roadmap.

 vi. There is a clinical hub (virtual or physical) 

containing GPs and other health care 

professionals

The Recovery at Home service contains out of hours GP services, alongside 24/7 urgent care and intermediate care nursing teams, with some therapy services available on an in-hours basis.

vii.Capacity for NHS 111 and OOH is jointly 

planned

This is not part of the Vanguard All Together Better programme in Sunderland, although is being considered as part of the Urgent Care Strategy

viii.There is joint governance across local urgent 

and emergency care providers and out of hours 

services.

 As part of the evolving governance arrangements out of hospital the Sunderland Urgent Care Board and the Sunderland Out of Hospital Board have been merged to create the Sunderland Care Model Board. 

This board acts as an assurance mechanism to the All Together Better Sunderland Vanguard, and has membership from providers and commissioners from out of hospital services, including urgent care 

services.

i. Clearly articulated standardised protocols for 

primary and clinical services are implemented 

across the system. 

Our Enhanced Primary Care programme is key to this element of the care model and includes a number of pilot projects.  For example, Map of Medicine was launched in Autumn 2016 as a clinical reference 

tool to standardise care pathways, and will become the reference point for clinicians in general practice. During 17/18 we intent to increase the number of localised, standardised pathways from 40 to 60 in 

total, focusing on agreed clinical priority areas.

ii.Care teams will include health professionals from 

across the system, such as: pharmacists, 

occupational therapists and physio therapists, 

social workers, mental health professionals and 

hospital consultants

Our Community Integrated Teams include a range of health,  social care and voluntary sector professionals co-located across the city, supported by a network of other staff including Pharmacists, Community 

Geriatricians, CPNs, Specialist Palliative Care Nurses and Practice Nurses. General practice is already fully integrated into CITs via MDT working and our care home alignment project is reducing the 

boundaries and handoffs between primary and community teams.   During 2017/18 we will undertake work to align the Occupational Therapy and Physiotherapy services of City Hospitals Sunderland, South 

Tyneside Foundation Trust and Sunderland City Council to the care model. 

iii.Primary and community teams will be working 

in close collaboration as one team with fewer 

boundaries and handoffs.

The work of the Community Integrated Teams wrapping around Primary Care as described above in ii demonstrates collaborative practice and joint working where barriers and handoffs are reduced. However 

the pooling of staff and back-office functions has not been explored other than through some of the services provided by the GP Alliance. 

iv.National requirements for GP access are 

implemented

In 2015 we established Extended Access pilots which are being delivered in two of the five localities across Sunderland. One pilot project offers pre-bookable and urgent appointments across seven days and 

the other pilot offers bookable appointments across six days. In line with the current extended access requirements, the CCG are now looking at the gap for city wide patient access cover. Two further 

localities are currently scoping extended access plans and are aiming to offer bookable and urgent appointments over five evenings to their patients. The CCG is also in discussion with all practices to agree 

full extended access across the city for 2017/18 . Funding available in 2017/18 will be used to develop the infrastructure to enable the city to meet the full requirements by September 2017.  

The CCG will develop a service specification that reflects both national and local requirements, derived from the learning from the current pilots and incorporating the national requirements as detailed in the 

planning guidance. They will support practices to use the nationally commissioned tool, to be introduced during 2017/18 to automatically measure the appointment activity by all participating practices, both in-

hours and in extended hours. The CCG Executive has considered model of procurement in light of their Urgent Care Strategy and the national direction of travel towards New Models of Care.  A decision has 

been taken to put in place a tender waver for 2 years to allow a coordination and integration of the current locality based services using our GP Alliance in the integrator role.

i. MDTs are in place. Team competencies are 

designed around  the care needs of the group of 

patients sharing similar characteristics.   

Membership could include: GPs, practice nurses, 

district nurses, social workers, acute consultants, 

mental health, voluntary sector expertise, 

independent sector, and other partners.

The majority of this element of the care model has been implemented. Effective team working is an integral element of our Community Integrated Teams, and there are currently 50 MDTs wrapped around the 

individual practice populations, with the majority meeting on a weekly basis . MDT membership includes GPs, District and Community Nurses, Social Workers, and MDT Co-ordinators as permanent 

attendees.  Living Well Link Workers (employed by Age UK Sunderland), Community Geriatricians, Specialist Palliative care services, Carers Support Workers, Practice Nurses and CPNs attend MDTs as 

and when required. Pharmacists are provided with the patient list weekly to undertake a medicines optimisation prior to the MDT, and attend when required. Organisational Development work with the includes 

working with team members on an individual basis and within groups, though participation from Primary Care has been difficult due to capacity.

ii.MDTs design, deliver and shared care plans. MDT access care plans in real time at the meeting by all participants, and these are held on EMIS with sharing available to Community Services and Primary Care. Care plans are written to ensure a pro-

active approach to reduce the likelihood of avoidable emergency admission, and these are written with the consent of patients and their carers. Care plans are reviewed and updated as required. Social care 

access to care plans are dependent upon interoperability solutions expected Oct 17

iii.The MDT uses risk stratification tools to 

proactively identify patients for admission, and 

those at most risk as a result of disease or 

potential deterioration

Our programme is on track for 3% of the population (risk stratified) to have a health and social care plan in place by March 2017.  Each MDT has a specific performance target in relation to the development of 

Health and Social Care Plans and EHCPs. Risk stratification guidance has been reviewed and updated to reflect the lessons learnt from practice, whereby all members of the MDT are encouraged to identify 

patients that would benefit from an MDT approach to the pro-active planning of their care. Local Authority approaches to risk stratification are also being considered to broaden the tool's scope.

iv.The MDT provides in-reach to hospitals to 

ensure timely discharge of patients.

Key milestones/ areas for development during 2017/18 include our participation in the acute care configuration work with a view to increasing alignment of acute consultants to community services, clinical 

quality audits of Health and Social Care and Emergency Health Care plans, and continuous improvement and performance management of our MDTs.  Community Integrated Teams are well developed, though 

require additional work regarding the inter-face between Primary / Community Care and Acute Care in 17/18 

i. Specialist doctors and nurses are integrated into 

neighbourhood care teams to provide timely advice 

in a community setting.

GPs, Care Home nurses, and some access to other specialist staff e.g. Community Geriatricians are available to CIT MDTs. The wider-locality networks that have developed are identifying specialist nurses 

from diabetes, palliative care, and respiratory services that can act both as a resource for the MDTs and are encouraged to identify patients on their case load that would benefit from an MDT approach. 

Consultant Connect is being piloted within Sunderland as part of the Ambulatory Care pathway.

ii.An enhanced primary care general practice 

includes services that specifically target avoidable 

admissions to the emergency department

A number of projects were delivered as part of the Enhanced Primary Care programme during 2016/17 that targeted avoidable admissions to the Emergency Department, including condition specific 

interventions for diabetes and atrial fibrillation. We have developed a pilot post discharge service which aims to release GP time and capacity, and reduce the risk of re-admission.  Map of medicine is also 

being implemented across the whole city, and is enabling access to clinical pathways and facilitating rapid decision making and accurate signposting to services.

i. Ambulatory care is carried out in the community 

where appropriate. 

Cellulitis and DVT whole system pathways are an example of where patients are treated within the community by community teams when necessary and don’t need an ambulatory care or Emergency 
Department attendance.

ii.Diagnostic tests are carried out in the 

community where appropriate

 The DVT pathway has introduced Point of Care Testing to Nurse Practitioners and GPs to help avoid patients attending the Trust for unnecessary diagnostics and treatment.  Further pathways are currently 

being explored for 2017/18, and the Consultant Connect project is providing rich information as to what these pathways could be, rather than the traditional way of reviewing the most prominent HRGs. Through 

the Enhanced Primary Care project we have developed an at scale hub and spoke ambulatory ECG service to bring this diagnostic testing into a general practice setting for GP's to access directly preventing 

the need to refer to secondary care.

iii.Minor surgery is carried out in the community 

where appropriate

This is not part of the Vanguard All Together Better programme in Sunderland.  Further scoping work required to identify elements of this component.

iv.Pre admission care is maximised in community 

settings and alternatives to outpatient 

appointments implemented

When patients do self present at City Hospitals Sunderland, staff in the Ambulatory Care Unit are increasingly becoming aware to discharge patients to Recovery at Home for treatment rather than patients 

coming back to the unit etc.  

v.Post operative care is managed by community 

teams with core community care when appropriate 

focusing on health maintenance, recovery and re-

ablement and any specialist aspects of the 

patient’s condition. 

Recovery at Home re-ablement team support patients in the community.  Further work to be scoped to strengthen links with City Hospitals following OPAL workstream in 16/17. Post-operative care within 

Sunderland follows either a bed-based patient pathway into residerntial rehabilitation facility, or discharge home. Both pathways are based on risk and post-opertive need, however have equitabel access to 

rehabiltative services, including  community therapy and reablement staff trainined in maximising function and reducing on-going care need. 

i. Remote and assistive technology, including 

telehealth, enables the provision of care closer to 

home and the community.

A number of telehealth and TECS projects have been piloted during 16/17 including care home tablet and Florence text services.  These will be mainstreamed during 17/18 and extended use of Flo to support 

the self care agenda.

ii.Patients are offered a choice of electronic 

appointments and prescriptions

A Patient Online utilisation project being delivered by NECS has provided increased access to electronic appointments and prescriptions for patients. 

iii.Patients have access to multiple ports of self 

care, e.g. through apps and telecare

Self care will include the use of Flo to support patients in their homes to provide key readings to clinicians and as a communications channel to identified patients using health related messages.

iv.Electronic  referral system is implemented  A managed referral system is in place between primary care utilising the EMIS Web system implemented as part of the community care and the MDT process. Further work needs to be completed through to 

August 2017 to widen this process into other services including acute care.

v.Technology enables communication between 

specialists, GPs and patients reducing the 

number of referrals to outpatient appointments

Technologies to support better clinical communication will be picked up as part of the Local Digital Roadmap in Sunderland.

i.People with high, ongoing health and care needs 

are identified and are offered Integrated Personal 

Commissioning (IPC)

There are currently no plans at present for developing an offer of Integrated Personal Commissioning. The CCG does already offer individuals eligible for CHC a Personal Health Budget. During 17/18 the CCG 

will be developing plans to widen the offer on Personal Budgets in line with the CCG Operational Plan. 

ii.People in the IPC cohort can better coordinate 

their care through personal health budgets (PHB)

Further investigation required for this component.

iii.People in the IPC cohort have routine access to 

person and community-centred approaches to 

health and wellbeing

Further investigation required for this component.

i.An extensivist model is implemented. Our care model relies upon the role of an experienced GP as the extensivist, ensuring the continuity of care and a holistic, experienced approach.

We will be reviewing our model in 17/18 to look at how we can incorporate more of an extensivist model - further supported by enhanced risk stratification

ii.Patients have a named clinician that works 

across  primary and inpatient pathways.

This is not something we have included in the scope to date - further investigation required for this component.

iii.The named clinician designs the care plan that 

is then owned by the patient. The care plan is 

shared with providers across the system and 

implemented by MDTs. 

GP clinical leadership of our MDTs is integral to delivery and very well established. This is supported by a contract with the GP Federation who manage the GP input from the 50 practices into the teams.

At a city wide GP engagement event in June 2016, we received very positive feedback from GPs about their involvement in the model.  Development and implementation of robust care plans involves advanced 

clinical and communication skills which although has increased workload for clinicians, has been deemed to be more rewarding and satisfying as it leads to improved patient experience and better care. 

Sharing of care plans is reflected in our Digital Solutions enabling workstream. 

i. During a hospital stay a PACS system will 

attend to the patient’s full needs
ii.Inpatient care will be coordinated and connected 

with GPs, social care, community servicers, 

carers and families with easy in-reach for 

community support.

iii.Potential to manage some acute wards through 

the community, i.e. through “virtual” beds at home.

i. Patients are fully involved in their discharge 

planning even before admission.

Discharge pilot in place as part of enhanced primary care programme.

ii.Services ensure a smooth transition from acute 

settings into community settings implementing 

best practice outlined in the NICE guidance.

Recovery at Home/OPAL service support a timely discharge from acute to community services.

iii.Step down services are implemented to ensure 

supportive reintegration from hospital settings to 

acute settings. 

Step down services are available in the community via Farnborough Court and ICAR centres. Performance data is showing very good flow of patients through the system. For example, the numbers of delayed 

transfers of care in Sunderland are amongst the lowest in the country. 

iv.Care plans are transferred from hospital setting 

to community care teams. 

The current Joint Health and Social Care Plan (JHSCP) used does not reference discharge planning, however the Key Professional Guidance places an expectation on the person to make themselves known 

to the hospital to assist in this process. We will aim to further develop the JHSCP to take detailed pre-admission (baseline) information, and also what level of risk can be managed by community services, 

both of which should promote a discharge to assess model. An interoperability solution that includes our acute trust would be essential to achieving this aim.  

5. Contract, 

commissioning and 

funding

5.1. Implementation of integrated 

commissioning and funding 

arrangements, reflected in a new 

contractual model.

i. Services are being delivered through a new fully 

or partially integrated MCP or PACS contract, the 

award of which has passed joint assurance by 

NHSE and NHSI. Funding is wherever possible 

part of a single budget ; OR

ii. Services are delivered through tight and 

bespoke alliance arrangements which establish a 

shared vision, agreed ways of working and 

established decision-making pathways. 

Currently this is the area of the programme that is receiving the most significant input. We are part of the ‘fast follower’ programme, and have been working with Attain to progress our work in this area. Joint 
BCF arrangements are already in place across Local Authority and CCG, and both commissioners have agreed to work to a single model of commissioning in the future.

The partnership will be taking part in a MCP Roadmap workshop with NHSE on 23/03/2017 to identify the steps to becmong a fully integrated MCP which will inform plans moving forward.

1 1 Apr-19

i. Current State Workforce baseline/impact 

analysis of the proposed changes in service 

delivery 

We commissioned the University of Sunderland Care Academy to deliver an action research project and develop our current and future workforce requirements across the programme. This input has been 

supporting care model implementation thorough 2016/17. 

ii.Workforce strategy including, the transition and 

transformation plans for the workforce and STP 

alignment

The Provider Board completed the NCM workforce assessment tool. As a result a System wide Workforce and Leadership development Group was created during Autumn 2016. This Group will support a 

baseline analysis of proposed changes to service delivery, and we will work with regional partners to ensure alignment of workforce plans. Milestones in relation to this element of the work are included in 

enabler workstream 2.   

iii. A safe well led service during periods of change 

and beyond

Governance arrangements are being reviewed to support the development of the MCP moving forwards, including the introduction of strengthened clinical leadership group.  The All Together Better PMO are 

supporting planning and reporting mechanisms for all governance groups throughout the programme.

i. There is a workforce education, training and 

development plan

The System wide Workforce and Leadership Development Group will support this work. Milestones are included in enabler workstream 2.  2 2 Mar-18

ii. Key features include team based learning , 

clinical placements in multiple sectors and 

support to career pathways.

OD plans in place - team based learning a key focus for 17/18.  Further evidence to be added as component develops. 2 3 Mar-18

6.3 Estates i. Use of estate to deliver care model In September 2015, staff from several partner organisations were relocated into five locality bases across the city in line with the strategy for Community Integrated Teams. In addition staff from South Tyneside 

Foundation Trust, Sunderland Care and Support and Northern Doctors Urgent Care were relocated into a single base at Leechmere to form the Recovery at Home service.  As the programme develops towards 

a single MCP organisational form, we recognise that a longer term strategy is required to support the continued integration of services in line with the MCP model. We will ensure the partnership is fully 

represented as part of the local Estates Forum moving forward as well as setting off work to review existing accommodation and consider the use of estate across Sunderland in the future MCP.  

2 2 Mar-19

i. Information Governance agreements are in place 

between system partners.

Sunderland has a formal Information Sharing Group which has been functioning for over a year now and has recently expanded to include South Tyneside CCG MIG sharing.  This group will be further 

formalised in 17/18 by the introduction of a CCIO in the form of chairperson.  The group has clear lines of accountability and links to the Sunderland and South Tyneside Informatics Board.

Information Sharing Agreements for direct patient care are in place for various levels of sharing across the city, this includes EMIS to EMIS sharing (GP/Community/MDT Co-ordinators) and MIG sharing region 

wide into urgent and emergency care settings.  The Digital Solutions Team have introduced the use of the Information Sharing Gateway, developed by Cumbria CCG to manage electronic sign off of information 

sharing agreements.  Further agreements will be developed in 17/18 in line with interoperability developments.

Sunderland CCG have information sharing agreements in place with Sunderland GP practices for secondary use data purposes.  This data is pseudonymised at source by North of England Commissioning 

Support Unit.

Vanguard has a dedicated IG advisor, from STFT.

With regard to scoring for this component we would rate our vanguard at a D3 / B5.

ii.A privacy assessment has been conducted to 

ensure data is used in line with the Data 

Protection Act 1998.

Privacy Impact Assessments will continue to be completed as part of digital solutions projects and we will continue to develop an interoperable solution for full rollout, aligned to the Great North Care Record 

plans. 

The PIA is in line with the Data Protection Act 1998 and will be published before the end of March 2017.

iii.Fully interoperable electronic records will ensure 

all providers have access to real-time data to 

deliver both individual and population health 

interventions. 

During 2016/17 we developed an EMIS to EMIS information sharing agreement between GP Practices, community services (STFT) and Sunderland GP Alliance. Work is currently underway to set up an 

agreement to enable up to 15 services (including A&E, 111, NEAS etc.) across the North East region, to view GP data via the region wide Medical Information Gateway (MIG) project. 

Requirements in the form of user stories have been developed for a 'proof of concept' using the Health and Social  Care Information Exchange (HSCIE) which is being developed by STFT based on the Leeds 

care record Ripple product.  

Interoperability plans will be developed in line with the Great North Care Record and STP.

i.Business intelligence systems are fed by 

integrated data sets drawn from interoperable 

records available at all system levels coupled with 

national benchmarking data. 

A BI service has been in place during 2016/17 and uses a combination of existing data flows and data sets alongside interim technical solution storage and analysis.  We have a  Performance Group which 

includes representatives from all partner organisations and this group has significantly progressed our understanding of performance, but recognise that much more needs to be done.  

ii.Business intelligent systems support technology 

across the care model

There is a project looking at MCP business intelligence requirements that will be mobilised as part of 17/18 work plan.

iii.Business intelligence systems are used to 

better understand the health needs of the 

population and the opportunities to improve the 

quality, equity and efficiency of care health 

through population segmentation, risk stratification 

and other forms of actuarial analysis. 

The key priority for 2017/18 is to introduce more robust and sustainable pseudonymisation processes along with the technical capability to perform analysis on a dedicated infrastructure with advanced 

analytics capability.  This will be complemented by the dedicated resource planned to support the reporting requirements. The output will be a hosted BI solution with linked data from multiple pseudonymised 

patient level activity datasets overlaid with national and local benchmarking and data mart sources such as prescribing data.  The intention is to establish a BI solution that could be lifted and shifted into an 

MCP organisation from April 2018. 

iv.Business intelligent systems are supported by a 

dedicated team

We work closely with the BI team at Sunderland CCG, we have dedicated resource from STFT for 16/17. For 17/18 we are looking to have a dedicated resource within the PMO.

v.Continually seek to improve business 

intelligence and data management systems 

We are looking to improve business intelligence systems and processes by having a dedicated resource within the team for 17/18.

i.Collaborative leadership teams are built around a 

shared vision of the new care model

Partnership structures for provider delivery of the care model, and commissioner assurance functions have been in place since April 2015. A Joint Senior Leadership Group has recently been established with 

independent OD support and facilitation. This group will have ultimate responsibility for developing the MCP. Both Local Authority and CCG Commissioners have agreed to adopt a joint approach to 

commissioning the Sunderland Care model from 2017/18 onwards. Sunderland CCG are active members of the regional Urgent and Emergency Care vanguard partnership. Milestones in relation to this 

element of the care model are reflected in the MCP development programme (workstream 10). 

ii.GPs are actively engaged and partners in the 

model

GPs are already actively engaged as key partners, and clinical leaders. For example, GPs are represented on our Joint Senior Leadership Group (from both the CCG and Federation), Provider Board, CIT and 

Enhanced Primary Care Implementation Groups, and are local clinical leaders of our CITs. 

As part of refining our governance arrangements to support a shadow MCP we will be introducing a clinical leadership group from 17/18 onwards.

iii.There is a partnership statement about the 

development of culture and capability for managing 

population health

Provider partners have agreed to work in shadow MCP format from 1st April 2017.  The partners have agreed a statement of intent which will be developed into an MOU which will then inform the business 

case.   

The joint leadership group will start to meet from January 2017 onwards.

i.Timely monitoring and evaluation that identify 

successes and failures are implemented. 

Programme level evaluation activity has already been commissioned and regular reporting agreed. Our programme governance structures includes a local Performance and Evaluation Steering Group, as well 

as resourcing for business intelligence. 

Workstream Implementation Groups can evidence use of PDSA cycles and rapid testing.

ii.Mechanisms to include input from patients, 

clinicians and non-clinical staff into changes and 

improvements

Our first staff engagement survey is complete and the results have been shared with teams and published on our ATB website. A broad range of stakeholders including clinical and non clinical staff are 

represented across the workstream level Project Implementation Groups and Terms of Reference can be provided on request. 

A virtual 'patient panel' will be developed to form an integral part of the assurance process across groups and key decisions to ensure PPC involvement in decision making.

iii.Staff engagement surveys seek data on staff 

involvement in shaping the care model

Our first staff engagement survey is complete and the results have been shared with teams and published on our ATB website and staff newsletter. Staff surveys will be repeated on a regular cycle to 

continually assess mood; satisfaction; perception and input of their role within the programme as well as to measure their views on patient/service user outcome improvements.  They will also be consulted on 

best channels of communication for staff.

Staff road shows are held bi-monthly to feedback progress and gather intelligence from staff. Intelligence is fed in to future road shows supporting the 'you said we did' mechanism.

v.Clinical and operational models adapt rapidly to 

ensure continuous improvements.

We can demonstrate examples across the programme of adaptation of clinical and operational models. For example, we have developed an MDT self assessment approach to encourage performance review 

and evaluation, and have undertaken rapid testing and revision of the diabetes clinic model across our Enhanced Primary Care project. Additional milestones are included in our workstreams to further adapt 

and test models throughout 2017/18.  

I. Transparent use of data across systems and 

publically. 

Performance data is currently being shared across the system, and performance reports are available on our ATB website. A plan for broader public sharing will be developed by April 2017.  

ii.Decision making is public and includes all 

partners across the system and representation 

from the patient population.

Decision making currently involves all partners across the system, but is not public and does not include patient representation, although progress on these developments is reported regularly to respective 

public boards and updates provided to the local scrutiny committee and Health and Wellbeing Board. We have included in Enabler 4 workstream the aim to develop a Patient Panel as a key element of the 

programme governance structure.  

Repeat market research exercises including both quantitative surveying and one to one qualitative interviews will provide further involvement of local people and invaluable insight to shape the programme.  

Engagement with the local population around development of the MCP single organisational will require a separate engagement programme and whilst this is not a statutory requirement as there are no 

significant service changes at this point, it is best practice, reflecting the standards of transparency, openness and listening to what is important to stakeholders and the public.  This will complement and 

build on the communication and engagement that has been underway from the start of the transformation.  

iii.Board meetings are public and minutes 

published. 

Key messages from governance boards will be published  via the ATB website.

1. Whole population 

– prevention and 
population health 

management

1.1 Planning and tailoring services 

based on population segmentation 

1.2 Better population health 

through community engagement

1.3 Supporting self care and 

patient activation 

3.3 Rapid clinical advice and 

guidance is available

2. Urgent care needs 

– integrated access 
and rapid response 

service

2.1 Proactive community based 

approach to urgent care

2.2 Joined up rapid response 

service

4.3 Coordinated discharge 

planning and integration into 

community care

3. Ongoing care 

needs – enhanced 
primary and 

community care 

3.1 Scaled up enhanced primary 

and community care teams

3.2 Multi-disciplinary teams for 

those with long term, life-limiting 

conditions 

3.4 Services traditionally delivered 

in hospital are shifted to 

community settings. 

3.5 Ongoing care in the 

community enabled by technology

How to score 

All Together Better Sunderland

8. Cultural and 

change

8.1 Collaborative system 

leadership

8.2 Open approach to change

8.3. Values and behaviours that 

promote transparency and 

inclusivity 

6. Flexible use of 

workforce and 

estates

6.1 Cross sector workforce model

7. Building shared 

care records and 

business intelligence 

systems

7.1 Connected, interoperable 

electronic records that are shared 

between all system partners

7.2 Business intelligence 

systems and functions are 

implemented 

6.2 Education, training and 

development plans

3.6 Integrated personal 

commissioning and personal 

health budgets 

4. Highest care 

needs – coordinated 
community based 

and inpatient care 

4.1 Extensivist model for those 

with most complex needs

4.2 PREDOMINANTLY PACS: 

Coordinated inpatient care across 

the system

2 2

53

Depth - the extent to which the vanguards are implementing end state sub 

element measured by number of components 

0 = Not in plan 

1 = In plan but no components yet implemented 

2 = Fewer than half of the components are implemented at end state

3 = Half of components are implemented 

4 = All components are implemented at end state 

Breadth - the extent to which the vanguards are implementing end state sub element across the vanguard footprint

0 = Not in plan

1 = In plan but no components yet implemented

2 = All components at end state implemented across 25% of site

3 = All components at end state implemented across 50% of footprint

4 = All components at end state implemented across 75% of footprint

5= All components at end state implemented across entire footprint 
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Debbie Burnicle 
Deputy Chief Officer 
Sunderland Care and Support 
Leechmere Centre 
Carrmere Road 
Sunderland 
SR2 9TQ 

20 February 2017 
 
Dear Debbie, 
 
Altogether Better Sunderland Vanguard 2017-18 
 
Following your conversation with Louise Watson in December 2016, Ian Dodge, National 
Director for Commissioning Strategy has asked me to write to you confirming the level of 
national funding for your vanguard in 2017-18, and our associated expectations. 
 
NHS England and its arms-length body partners have been encouraged by the initial 
progress made by the multispecialty community provider (MCP) vanguards. Most of the 
sites are now operating multidisciplinary teams (MDTs), working under risk stratification 
protocols, implementing care navigation and social prescribing alongside establishing 
clinics traditionally available only in an acute care setting.   Several sites have hosted visits 
and held open days to share their work and most sites have a significant social media 
presence. 
 
In conjunction with this, six sites have worked intensively with the MCP intensive support 
team to develop the MCP contract documentation.  Your continued efforts and 
collaboration with us has culminated not only in a maturing concept of the MCP care 
model but also in a significant amount of policy and learning materials which are actively 
being shared across the NHS. 
 
In rolling out the programme, we will also be seeking to show that dedicated investment in 
transformation pays a clear and timely financial as well as quality dividend.  A significant 
proportion of STPs are planning to implement population health models as part of their 
place based plans; they will need to have an understanding from the MCP sites how such 
investment in the component and collective elements of the MCP model is beginning to 
return dividend.   This means that each MCP needs to work intensively on developing and 
delivering upon the assumptions made in their value proposition.   
 
In that emerging context, the quality and depth of progress by the Altogether Better 
Sunderland vanguard, and the cohort as a whole, in its final year of national support, now 
assumes an even greater regional and national significance.  
 
In 2017/18 the NHS needs the MCP vanguards to mature fully into being visible exemplar 
systems, to become the source book of operational know how for the rest of England, and 
to bring your energies to bear in catalysing wider spread. 



 

 

 

   
In return for agreeing your bid of transformation funding of £4.8m in 2017/18, NHS 
England is commissioning Altogether Better Sunderland vanguard to have achieved the 
following four objectives: 
 
1. Altogether Better Sunderland vanguard will have systematically implemented the 

published national framework in a consistent and sustainable way, by the end of the 
third quarter of the financial year, and thereby achieved sufficient quantified benefits 
in Sunderland to have justified national and local investment.  As you know, there 
will be no additional national funding for existing vanguards beyond March 2018, 
and so we are expecting you to have embedded the new care model within your 
local commissioning and funding arrangements. 
 

2. With the other MCP vanguards, and the national support team, Altogether Better 
Sunderland vanguard will have collectively developed and adopted standard 
operational methods for all the core components of the framework, which the rest of 
the country can then adopt or adapt rather than have to reinvent.  Without standard 
operational methods, replication across the country will be far less successful.  
Louise will be in touch with you separately on the detail of this, but suggests that 
there is strong potential, in particular, for your vanguard to co-produce material on:  
a. Scaled up enhanced primary and community care teams 
b. Services traditionally delivered in hospital provided in a community setting 
c. Coordinated discharge planning and integration into community care 
 

3. Altogether Better Sunderland vanguard will have provided local peer assistance and 
leadership in helping spread the implementation of the model across the 
Northumberland, Tyne and Wear STP and potentially beyond.  We are therefore 
requiring 10% of the national funding to be dedicated by the Altogether Better 
Sunderland vanguard explicitly to support the wider work of the STP in spreading 
the model across the rest of Northumberland, Tyne and Wear.  Release of this 
spread “bond” will be subject to the agreement of Mark Adams, as STP chair, to 
whom I am also copying this letter. 

 
4. Altogether Better Sunderland vanguard will have made a visible positive 

contribution to wider national learning, through a variety of means including 
published evaluation material, case studies, operational methods, speaking at 
regional and national seminars and events, etc.  Effective local evaluation and real 
time intelligence against key metrics remains critical.  The new care models 
programme will write to you separately to confirm arrangements for local 
evaluation.   

 
As with previous years, national transformation funding may only be spent on delivery of 
new models of care, and not on core ongoing business, wider provider development or for 
any other purpose.  National funding may only be used to fund programme management 
costs up to a maximum of 10% of total programme value, unless agreed explicitly with 
Louise Watson. 



 

 

 

 
Funding will be conditional on meeting these conditions.  Your progress against the four 
objectives above will be subject to formal quarterly review of progress by Louise Watson 
and with Tim Rideout in the North Region. Louise and your nominated finance lead will be 
in touch separately to set out our expectations re delivery plans and regarding finalising 
your financial template. We do not believe significant changes are required and would like 
to complete this process by the end of February.  
 
Separately, NHS England has written to local commissioners in transformation areas to 
confirm an allocation of £1.50 per registered patient population in 2016-17 to prepare 
delivery of extended GP access “at scale”. For 2017-18, commissioners must demonstrate 
how they will meet national core requirements in order to secure additional funding of £6 
per weighted head of population from 1 April 2017 with the expectation that all 
transformation areas will commence delivery between April and September 
2017.  Vanguards will wish to discuss with commissioners how they can help them deliver 
extended access. 

I am copying this letter to: Louise Watson, care model lead for the MCP programme; Mark 
Adams, Northumberland, Tyne and Wear STP lead; Richard Barker and Lyn Simpson, the 
North regional directors at NHS England and NHS Improvement; and Tim Rideout, 
Director of Commissioning Operations.   

Let me close by thanking you and your teams, on behalf of NHS England, for what 
Altogether Better Sunderland vanguard has already achieved.  2017/18 is now the critical 
year for you to complete the job, and do full justice to what you have started.   
 
With very best wishes, 
 

 
SAMANTHA JONES 
Director – New Care Models 
NHS ENGLAND 
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CATEGORY OF PAPER  

Proposes specific action  

Provides assurance   

 
GOVERNING BODY  

 
28 MARCH 2017 

Report Title: 
 

Primary Care Commissioning Committee  
 

Purpose of report 

To propose to the Governing Body a delegated limit for the Primary Care Commissioning 

Committee (PCCC) as part of the CCG’s scheme of reservation and delegation and to provide the 

Governing Body with updated terms of reference for the committee for approval. 

Key points, risks and assurances 

 
Delegated Limit Key points 
Since its establishment the PCCC has met on a regular basis, both reviewing the existing systems 

and processes to provide assurance to the Governing Body that these were fit for purpose and 

making decisions and recommendations on key actions needed to ensure the CCG can deliver the 

requirements of the delegated function.  

 
During this time a key challenge to the PCCC has been making decisions in relation to the financial 

management of the delegated budget and the commitment of CCG resources.  At the development 

session held on 15 November 2016, the committee considered whether it needed its own 

delegated limit as in order to make any decisions that have a financial implication and agreed that it 

should.  The work of the committee has evolved and developed and the reasons for the committee 

having its own limit are detailed on page 7 of the attached report.  

 

Following a discussion at the development session, the committee is proposing a delegated limit of 

£500k to enable it to conduct its business effectively and efficiently and adhere to good governance 

principles.  The rationale for this limit is described on pages 7 and 8 in appendix 1.  

The Audit Committee reviewed the proposal at its meeting on 31 January 2017 and recommended 

approval of the proposed limit. 

Terms of Reference Key Points  

In addition, the terms of reference were also discussed in detail at the PCCC development session 

and some changes recommended.  It was recognised that the committee needed to establish 

stronger links in relation to the quality agenda and how it gained assurance from the newly 

established primary care quality review group going forward.   

As a result, a recommendation was made to expand the membership to include the director of 

nursing, quality and safety to ensure the committee gained further assurance in relation to quality 

and provide a link with the work of the medical director in relation to the Care Quality Commission.  
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The revised terms of reference are attached at appendix 2 and were approved by the PCCC at its 

meeting on 31 January 2017.  The revised terms of reference also incorporate the comments from 

the Audit Committee in relation to the management of the delegated limit.   

The changes are highlighted in the document for ease of reference.      

Recommendation/Action Required 

The Governing Body is asked to: 

 Approve the delegated limit of £500k for the Primary Care Commissioning Committee;  

 Agree for the CCG’s scheme of reservation and delegation to be updated to reflect this 

change; 

 Formally ratify the amended terms of reference for the Primary care Commissioning 

Committee. 

Sponsor/approving director   David Gallagher, Chief Officer 

Report author Deborah Cornell, Head of Corporate Affairs  

Governance and Assurance 

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

CO1: Ensure the CCG meets its public accountability duties 
 

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 

Corporate governance best practice guidance 

Are the identified risks on the risk register?  

None identified  

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

This proposal was considered as part of the amendments to the scheme of reservation and 
delegation considered at the Audit Committee at its meeting in November 2016. 

Equality analysis completed 
(please tick)  

Yes  No  N/A  
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Key implications 

Are additional resources 
required?   

No, this would be within the CCG’s current budgetary limits and 
part of the CCG’s scheme of reservation and delegation 

Has there been appropriate 
clinical engagement?  

Yes as part of the Primary Care Commissioning Committee  

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

Not required as governance issue only 

Any current or expected 
impact on patient 
outcomes/experience? 

The change will enable the committee to work more effectively 
in supporting the delivery of patient outcomes 

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

Not required as governance issue only 
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Appendix 1 

 
 

 
 

 

Proposal for a Delegated Limit for the 

 Primary Care Commissioning Committee 

 

 

1. Background 

 

NHS England delegated authority to the CCG to exercise the primary medical 

care commissioning functions set out in schedule 2 in accordance with section 

13Z of the National Health Service Act 206 (as amended)  with effect from 1 April 

2015.  

 

Arrangements made under section 13Z do not affect the liability of NHS England 

for the exercise of any of its functions. However, the CCG acknowledges that in 

exercising its functions (including those delegated to it), it must comply with the 

statutory duties set out in Chapter A2 of the NHS Act.   

 

Further details can be found in the terms of reference attached at appendix 2, 

including the committee membership.    

 

2. Roles and responsibilities  

 

In performing its role, the committee exercises its management of the functions 

in accordance with the agreement entered into between NHS England and the 

CCG, which sit alongside the delegation and terms of reference. 

 

The functions of the committee are undertaken in the context of a desire to 

promote increased co-commissioning to increase quality, efficiency, productivity 

and value for money and to remove administrative barriers.  

 

The role of the committee is to carry out the functions relating to the 

commissioning of primary medical care services under section 83 of the NHS 

Act.  This includes:  
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 GMS, PMS and APMS contracts (including the design of PMS and APMS 

contracts, monitoring of contracts, issuing branch/remedial notices and 

removing a contract) 

 Newly designed enhanced services (‘local enhanced services’ and 
‘directed enhanced services’) 

 Design of local incentive schemes as an alternative to the Quality 

Outcomes Framework (QOF) 

 Decision making on whether to establish new GP practices in an area; 

 Approving practice mergers 

 Making decisions on ‘discretionary’ payment (e.g., returner/retainer 
schemes). 

 

The CCG also carries out the following activities: 

 Plan, including needs assessment, primary medical care services in 

Sunderland 

 Undertake reviews of primary medical care services in Sunderland;  

 Co-ordinate a common approach to the commissioning of primary care 

services generally 

 Manage the budget for commissioning of primary medical care services 

in Sunderland.     

 

3. Work of the committee   

 

Since its establishment the committee has met on a regular basis, both 

reviewing the existing systems and processes to provide assurance to the 

Governing Body that these were fit for purpose and making decisions and 

recommendations on key actions needed to ensure the CCG can deliver the 

requirements of the delegated function.  

 

Some examples of the work the committee has undertaken is:  

 Reviewed and agreed its terms of reference 

 Monitored and reviewed progress on the implementation of the general 

practice strategy  

 Recommended to the Executive Committee a local incentive scheme for 

practices  

 Reviewed and agreed a reprocurement strategy for three APMS contracts 

in Washington and Pennywell localities and overseen the successful 

mobilisation of the contracts 

 Recommended the adoption of a five year strategic financial plan to the 

executive committee  

 Monitored and reviewed progress on the implementation of the general 

practice strategy 
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 Considered and sought assurance around the evidence relating to CQC 

visits to practices 

 Monitored and challenged the financial position in relation to primary 

medical care services, providing assurance to the Governing Body 

 Indicated support for proposals re the use of Delegated Budget 

Underspend – which have then had to go to other committees or 

combination of individuals to approve under the current scheme of 

delegation 

 

However, during this time a key challenge to the committee has been making 

decisions in relation to the financial management of the delegated budget and 

the commitment of CCG resources. 

 

4. Rationale for delegated limit  

 

5.1 Current issues  

 

At the development session held on 15 November 2016, the committee 

considered whether it needed its own delegated limit as in order to make any 

decisions that have a financial implication.   

 

The work of the committee has evolved and developed and a number of issues 

have come to light which set out the case for the committee having its own limit.  

The following issues were noted: 

 

 When the committee was first established, it was agreed that it would not 

have a limit as it was felt at that time there was the risk of duplicating the 

role of the Executive Committee and result in multiple decision-making 

points within the organisation.  However as a result, this has placed an 

additional administrative burden on the CCG and caused some 

duplication in the work of the committees.  

 

 The committee’s role was seen primarily as an ‘expert critical friend’ to 
manage conflicts of interest and to make recommendations to be put 

forward for approval.   

 

 At the initial inception of the committee, the role and boundaries of the 

committee were not clear.  However as the committee has now been in 

operation for almost 2 years, roles and responsibilities have become more 

clear and by having a reasonable delegated limit it would help enable the 

committee to fulfil its core functions and progress key pieces of work.  The 

experience of having to conclude reviews of services, set strategy, 
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implementation, as well as making decisions on individual practice issues 

in the light of the strategy have all helped members to fully understand the 

core functions. 

 

 The committee currently relies solely on the Chief Officer (CO) and Chief 

Finance Officer’s (CFO) individual limits to enable it to make financial 

decisions.  This is not deemed to be best practice and presents a risk that 

if one or both are not present, decisions may have to be deferred.  

 

 Some of the decisions have also been above the CO and CFO limit and 

have led to duplication of consideration of the development, additional 

report writing for the small staff team and additional planning in order to 

avoid the constant risk of delaying implementation in a general practice 

environment that is already under stress. 

 

4.2 Reasons for proposed limit   

 

Following a discussion at the development session, the committee is proposing it 

be delegated a limit of £500k to enable it to conduct its business effectively and 

efficiently and adhere to good governance principles.   

 

The limit has been proposed for the following reasons: 

 

 The core function of the group is responsibility for the general practice 

budget, as well as making decisions for the review of services.  Both of 

these require decisions to be made which often have financial 

implications. 

 

 Reduce the amount of re-work/administrative burden for staff  

 

 Ensure timely implementation of developments that benefit the already 

stressed general practice local environment 

 

 Ensure a more robust process is in place from a governance perspective. 

 

 There is no reason statutorily why the committee cannot be given a limit, 

this is for individual CCG’s to decide as part of their governance 

arrangements.  There are examples in other areas where primary care 

commissioning committees have been given delegated limits and a 

number in excess of the limit being proposed.   
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 The limit proposed £500k equates to £1.75 per head of population.  This 

has been proposed following a review of the financial decisions taken 

during the past year as follows: 

 Meeting date 29/03/16 - pharmacy pilot (£70k), childcare coordinator 

service £9k), mental health practitioner service (£14k), GP trainer 

support and undergraduate training practice (£25k) 

 Meeting date 26/07/16 - proposal for utilising delegated general 

practice budget - £1.75 per head (£500k) 

 Meeting date 29/09/16 - Practitioner Health Programme North East 

(£14k)  

 Other proposals including schemes for around £300k have been 

presented to the committee for information after the decision has been 

made.  This was due to the current scheme of delegation preventing 

the decision being made at a PCCC meeting.  In some cases, 

especially relating to the use of the primary care underspend, speed of 

decision was of the essence to give practices a realistic opportunity of 

implementing the scheme before the end of the financial year.  

 

Based on the above rationale, it is recommended that the committee be given a 

delegated limit of £500k equating to £1.75 per head of population to enable it to 

make financial decisions without the reliance on individual delegated authority 

limits. 

 

5. Recommendation  

The Governing Body is asked to: 

 Approve the Primary Care Commissioning Committee delegated limit of 

£500k; 

 Agree for the CCG’s scheme of reservation and delegation to be 
amended to reflect this change. 

 

Author:    D Cornell 

     Head of Corporate Affairs 

 

Sponsoring Director:  Dave Gallagher 

     Chief Officer 

 

Date:    15 March 2017  
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          Appendix 2 

 

 
 

 

Primary Care Commissioning Committee 

 

Terms of Reference 

  

 

1. Introduction  

 

1.1 Simon Stevens, the Chief Executive of NHS England, announced on 1 May 

2014 that NHS England was inviting CCGs to expand their role in primary care 

commissioning and to submit expressions of interest setting out the CCG’s 
preference for how it would like to exercise expanded primary medical care 

commissioning functions.  One option available was that NHS England would 

delegate the exercise of certain specified primary care commissioning functions 

to a CCG.     

 

1.2 In accordance with its statutory powers under section 13Z of the National 

Health Service Act 2006 (as amended), NHS England has delegated the 

exercise of the functions specified in schedule 2 to these terms of reference to 

NHS Sunderland CCG. The delegation is set out in Schedule 1.  

 

1.3 NHS Sunderland CCG (the CCG) has established this Primary Care 

Commissioning Committee (the committee). The committee will function as a 

corporate decision-making body for the management of the delegated functions 

and the exercise of the delegated powers.    

 

1.4 It is a committee comprising representatives of the following organisations:  

 

 NHS Sunderland CCG 

 NHS England 

 Sunderland City Council 

 Sunderland Healthwatch  
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2. Statutory Framework  

 

2.1 NHS England has delegated authority to the CCG to exercise the primary 

medical care commissioning functions set out in schedule 2 in accordance with 

section 13Z of the NHS Act.  

 

2.2 Arrangements made under section 13Z may be on such terms and conditions 

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

the CCG. 

 

2.3 Arrangements made under section 13Z do not affect the liability of NHS 

England for the exercise of any of its functions. However, the CCG 

acknowledges that in exercising its functions (including those delegated to it), it 

must comply with the statutory duties set out in Chapter A2 of the NHS Act and 

including: 

a) Management of conflicts of interest (section 14O); 

b) Duty to promote the NHS Constitution (section 14P); 

c) Duty to exercise its functions effectively, efficiently and economically 

(section 14Q); 

d) Duty as to improvement in quality of services (section 14R); 

e) Duty in relation to quality of primary medical care services (section 14S); 

f) Duties as to reducing inequalities (section 14T); 

g) Duty to promote the involvement of each patient (section 14U); 

h) Duty as to patient choice (section 14V); 

i) Duty as to promoting integration (section 14Z1); 

j) Public involvement and consultation (section 14Z2). 

 

2.4 The CCG will also need to specifically, in respect of the delegated functions 

from NHS England, exercise those set out below: 

 

 Duty to have regard to impact on services in certain areas (section 13O); 

 Duty as respects variation in provision of health services (section 13P).  
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2.5 The committee is established as a committee of the Governing Body in 

accordance with schedule 1A of the ‘NHS Act’.  
 

2.6 The members acknowledge that the committee is subject to any directions 

made by NHS England or by the secretary of state.  

 

 

3. Role of the committee   

 

3.1 The committee has been established in accordance with the above statutory 

provisions to enable the members to make collective decisions on the review, 

planning and procurement of primary medical care services in Sunderland, 

under delegated authority from NHS England.  

 

3.2 In performing its role the committee will exercise its management of the 

functions in accordance with the agreement entered into between NHS England 

and NHS Sunderland CCG, which will sit alongside the delegation and terms of 

reference. 

 

3.3 The functions of the committee are undertaken in the context of a desire to 

promote increased co-commissioning to increase quality, efficiency, productivity 

and value for money and to remove administrative barriers.  

 

3.4 The role of the committee shall be to carry out the functions relating to the 

commissioning of primary medical care services under section 83 of the NHS 

Act.  

 

3.5 This includes the following: 

 GMS, PMS and APMS contracts (including the design of PMS and APMS 

contracts, monitoring of contracts, taking contractual action such as 

issuing branch/remedial notices, and removing a contract); 

 Newly designed enhanced services (‘local enhanced services’ and 
‘directed enhanced services’); 

 Design of local incentive schemes as an alternative to the Quality 

Outcomes Framework (QOF); 

 Decision making on whether to establish new GP practices in an area; 

 Approving practice mergers; and 

 Making decisions on ‘discretionary’ payment (e.g., returner/retainer 
schemes). 
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3.6 The CCG will also carry out the following activities: 

a) To plan, including needs assessment, primary medical care services in 

Sunderland; 

b) To undertake reviews of primary medical care services in Sunderland;  

c) To co-ordinate a common approach to the commissioning of primary care 

services generally; 

d) To manage the budget for commissioning of primary medical care services 

in Sunderland.     

 

 

4. Geographical coverage   

 

4.1 The committee will cover the CCG area of Sunderland CCG.   

 

 

5. Membership 

 

5.1 The committee shall consist of:  

 

 lay member (chair) 

 lay member 

 chief officer 

 chief finance officer 

 GPs x 2 

 deputy chief officer  

 director of nursing, quality and safety  

 

 *The CCG chair will be an ex-officio member.           

 

5.2 The chair of the committee shall be a lay member to avoid any conflicts of 

interest and to provide a direct link to the governing body.  

 

5.3 The vice chair of the committee shall also be a lay member to avoid any 

conflicts of interest and to provide a direct link to the governing body. 

 

5.4 The following will be invited to attend the committee to provide additional 

expertise and to support alignment in decision-making across the local health 



 Official  Item: 9.4 

13 
 

and social care system in Sunderland but will not have a voting right reflecting 

their independence:  

 

 Sunderland City Council representative  

 Local Healthwatch representative 

 NHS England  

 

5.5 Other representatives may be invited to attend as deemed necessary by the 

chair.  

 

 

6. Meetings and voting   

 

6.1   The committee will operate in accordance with the CCG’s standing orders. The 
head of corporate affairs, as secretary to the committee, will be responsible for 

giving notice of meetings. This will be accompanied by an agenda and 

supporting papers and sent to each member representative no later than 7 

days before the date of the meeting. When the chair of the committee deems it 

necessary in light of the urgent circumstances to call a meeting at short notice, 

the notice period shall be such as s/he shall specify.  

 

6.2 Each member of the committee shall have one vote.  The committee shall 

reach decisions by a simple majority of members present, but with the chair 

having a second and deciding vote if necessary. However the aim of the 

committee will be to achieve consensus decision-making wherever possible.     

 

 

7. Quoracy 

 

7.1 The quoracy of the committee shall be half of the membership and include:   

 at least one lay member or vice chair  

 at least the chief officer or chief finance officer 

 at least one GP   

 

7.2 Where a conflict of interest arises which prevents the GPs from being involved 

in the discussion and/or voting on any matters, and/or the quoracy of the 

meeting or for individual agenda items cannot be maintained, the quoracy for 

the meeting will be: 

 at least the chief officer or the chief finance officer; 

 at least one lay member  
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8. Frequency of meetings   

 

8.1   Meetings of the committee will be held monthly and not less than 8 times per 

financial year. There will be no more than 10 weeks between meetings.  

Members will be expected to attend each meeting.  

 

8.2 Meetings of the committee shall:  

 

a) be held in public, subject to the application of 23(b); 

b) the committee may resolve to exclude the public from a meeting that is 

open to the public (whether during the whole or part of the proceedings) 

whenever publicity would be prejudicial to the public interest by reason of 

the confidential nature of the business to be transacted or for other special 

reasons stated in the resolution and arising from the nature of that business 

or of the proceedings or for any other reason permitted by the Public 

Bodies (Admission to Meetings) Act 1960 as amended or succeeded from 

time to time.   

 

8.3 Members of the committee have a collective responsibility for the operation of 

the committee. They will participate in discussion, review evidence and provide 

objective expert input to the best of their knowledge and ability, and endeavour 

to reach a collective view.  

 

8.4 The committee may delegate tasks to such individuals, sub-committees or 

individual members as it shall see fit, provided that any such delegations are 

consistent with the parties’ relevant governance arrangements, are recorded in 

a scheme of delegation, are governed by terms of reference as appropriate and 

reflect appropriate arrangements for the management of conflicts of interest. 

 

8.5 The committee may call additional experts to attend meetings on an ad hoc 

basis to inform discussions. 

 

8.6 Members of the committee shall respect confidentiality requirements as set out 

in the CCG’s standing orders.  
 

8.7 The committee will present its confirmed minutes to the Cumbria and North 

East area team of NHS England and the Governing Body of the CCG each 

month for information, including the minutes of any sub-committees to which 

responsibilities are delegated under paragraph 27 above.   
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8.8 The CCG will also comply with any reporting requirements set out in its 

Constitution.  

 

8.9 It is envisaged that these terms of reference will be reviewed from time to time, 

reflecting experience of the committee in fulfilling its functions. NHS England 

may also issue revised model terms of reference from time to time.  

 

 

9. Accountability of the committee  

 

9.1   The committee will be a sub-committee of the governing body and therefore be 

accountable to the governing body and subject to the CCG’s scheme of 
reservation and delegation. 

 

9.2 For the avoidance of doubt, in the event of any conflict between the terms of 

this scheme of delegation and terms of reference and the standing orders or 

standing financial instructions of any of the members, the latter will prevail.  

 

 

10. Procurement of agreed services   

 

10.1 The CCG will make procurement decisions as relevant to the exercise of its 

delegated authority and in accordance with the detailed arrangements 

regarding procurement will be set out in the delegation agreement and in line 

with the CCG’s financial scheme of delegation.  

 

11. Decisions   

 

11.1 The committee will make decisions within the bounds of its remit and in line 

with the CCG’s financial scheme of delegation and approved budgets. 
 

11.2 The decisions of the committee shall be binding on NHS England and NHS 

Sunderland CCG.     

 

 

Date approved by committee: 31 January 2017  

 

 

Date approved by Governing Body:  tbc 



NHS Official   Item: 9.5 

 

CATEGORY OF PAPER  

Proposes specific action  

Provides assurance   

 
GOVERNING BODY 

 
28 MARCH 2017 

Report Title: 

 
Primary Care Commissioning Committee 

Public minutes from 29.11.16 
 

Purpose of report 

 
For information 

Key points, risks and assurances 

 
Within the minutes   

Recommendation/Action Required 

 
For information 
 

Sponsor/approving director   
Debbie Burnicle 
Deputy Chief Officer 

Report author Alison Greener 

Governance and Assurance 

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

CO1: Ensure the CCG meets its public accountability duties x 

CO2:  Maintain financial control and performance targets  

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

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

CO5: Identify and deliver the CCG’s strategic priorities  

CO6: Develop the CCG localities x 

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

CO8:  Develop and deliver primary medical care commissioning x 

Any relevant legal/statutory issues 



    

 
 
 

N/A 

Are the identified risks on the risk register?  

 
N/A 

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

 
The minutes of the Primary Care Commissioning Committee meeting are presented to each 
Governing Body meeting for assurance 

 

Equality analysis completed 
(please tick)  

Yes  No  N/A x 

Key implications 

Are additional resources 
required?   

 
No 

Has there been appropriate 
clinical engagement?  

Yes via the Committee membership and the GP Strategy 
Group which reports to it. 

Any current or expected 
impact on patient 
outcomes/experience? 
 

As per the minutes  

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

Yes via the GP Strategy Group which reports to it. 



    

 
 

Primary Care Commissioning Committee 
Minutes of the meeting held on  

Tuesday 29 November 2016 
Bede Tower, Burdon Road, Sunderland SR2 7EA. 

 
Present:  Mr Chris Macklin, lay member primary care commissioning (chair) 
   Mr David Gallagher, chief officer 
   Mrs Aileen Sullivan, lay member patient and public involvement  
   Dr Ian Pattison, clinical chair – to 5:40pm 
   Mr David Chandler, chief finance officer 
   Dr Geoff Stephenson, primary care adviser 
   Mrs Debbie Burnicle, deputy chief officer 
   Dr Karthik Gellia, executive gp 
 
In Attendance: Ms Deborah Cornell, head of corporate affairs 

Mrs Fiona Brown, director of people services, Sunderland City 
Council. 
 

 Mrs Denise Jones, NHS England 
Mr Kevin Morris, chair of Healthwatch 
Mrs Jackie Spencer, senior commissioning manager 

 Miss Alison Greener, minutes 
 
2016/69 Welcome and Introductions 

 
Mr Macklin welcomed everyone to the meeting of the primary care 
commissioning committee.  
 
Following the development session it was agreed Mrs Ann Fox would be 
invited to be a member of this group as chair of the primary care quality 
group.  Mrs Fox had been unable to attend the meeting today but had 
confirmed she would be attending going forward. . 

 
 
2016/70 Apologies for Absence 

 
Apologies for absence were received from Mrs Tracey Johnstone, head of 
primary care, NHS England. 
 

 
2016/71 Declarations of Interest 

 
None were received at this point of the meeting. 
 



    

 
2016/72 Minutes of the previous meeting held on 27 September, 2016 
 

The minutes of the meeting held on 27 September had the following 
amendments to be made:- 
 

 Mrs Tracy Johnstone to be removed from the in attendance list 

 P2 Item 2016/62 should state (£3 per head) 
 
Following these amendments, the minutes were agreed as a true record. 

 
 
2016/73 Matters Arising from the Minutes and action log 
  

There were no matters arising. 
  
 
2016/74 GP Extended Access 
 

Mrs Burnicle presented the report.  She had hoped to bring the confirmed 
position to this meeting prior to it going to the executive but it had not been 
possible due to timescales.  A paper would be submitted to the executive 
committee on 6 December for a decision.  It would then come back to this 
committee in January 2017 for information.   
 
The proposal had been influenced by the urgent care strategy and the multi-
specialist community provider out of hospital work.  There were two themes 
which were the general practice (GP) extended access requirement and the 
local requirement from the GP strategy implementation group.   
 
The paper included what was required nationally, what was important to 
Sunderland and how this could be secured.  There were a number of options 
about how this could be done, i.e. formal procurement.   
 
The monies identified were in addition to the current delegated budget of £6 
a head from April 2017 and would be recurrent to provide extended access 
from April or, at the latest, September 2017 if the CCG was in a 
transformation area, which it was.  There was access to pump priming this 
financial year at £1.50 a head to provide for routine and urgent, evening and 
weekends where local needs determined it.  Conversations were still taking 
place about what this would be and how it could be accessed.  The proposal 
for Washington and the North localities was signed off under the scheme of 
delegation and discussions were underway with Coalfields as they would 
also like to be involved.  Dr Pattison noted this was quite an undertaking 
considering the current situation with general practice.  Mr Macklin felt that it 
demonstrated the commitment within general practice and that this was 
possible.   

 



    

ACTION: GP extended access paper to come to this committee in 
January 2017 following the executive committee meeting 
being held on 6 December. 

 
 
2016/75 Cancer Improvement Scheme 
 

Mrs Burnicle presented the paper for support and consideration of the 
Sunderland primary care cancer improvement scheme. 

 
Proposals were put in place around the use of some of the primary care 
underspend via incentive payments this financial year.  The GP strategy 
implementation group had considered the proposal and it recommended that 
proposals over £200k would need to come to this committee.  This was 
discussed in the locality meetings with the support from the GP executive 
lead and the CCG’s medical director Dr Bradford.  They were challenged on 
whether the amount of money was appropriate for the work required and 
assurance was given that there was a clear incentive for this year but the 
funding would be recurrent.   
 
Dr Gellia noted that on the national website the criteria was quite lengthy.  He 
felt it was a good project to do for patient care but there could be a huge 
challenge on time.  Dr Pattison agreed with this.  He had experience from this 
as a practice previously and there was feedback on two urgent cancer 
referrals resulting in approximately 15% cancer diagnosis where they were 
encouraged to improve to a 3% conversation rate.  This equated to 3 in every 
100 within the two week rule which was a contracting issue.  Dr Pattison felt 
appropriate referrals should not just look at percentage.  Almost everyone 
has to go through the two week rule and care should be taken that the two 
week referral is captured within the document.   
 
Mr Morris was unsure how outcomes would be evaluated and asked if there 
was a plan for an evaluation and how effective it would be.  Mr Macklin felt it 
would be difficult to evaluate but there was an awareness that improvements 
could be made on cancer outcomes.  One issue was early intervention and it 
was noted that the CCG was not performing well on that.  Dr Stephenson 
noted that this was about standard of care and felt the objectives made 
sense.  He had slight reservations about excessive referrals and asked if 
practice profiles were intended to be shared which would help look at 
behaviours as well as giving an indication of where practices were on the 
spectrum.   
 
Dr Gellia noted that an objective measurement could be undertaken by 
looking at the person and age of cancer through the two week pathway.  
There could be a significant audit undertaken of patients not diagnosed 
through two week pathway.  There was an online template available which 
could be used but it was quite extensive and may be time consuming to 
complete  
 



    

Mrs Burnicle stated that each of the areas would require some evaluation.  
The underspend in the GP budget was protected for general practice and 
being considered by the GP implementation strategy group.  Mrs Burnicle 
highlighted that the strategic area had been agreed within the CCG and this 
would help pump prime some of the work.  Dr Stephenson felt there was a lot 
of work to be done in a very short timescale.  Mrs Hope confirmed that stage 
one was almost complete and there was time on the TITO timetable in 
December for this.  Mr Macklin asked if some of the timelines could be 
flexible and Mr Chandler stated that this had been done before so to a 
degree they could be.  Dr Stephenson expressed concern around this as 
some practices already did this within the time span and Dr Pattison also 
noted that some practices who had engaged with the process had received 
visits (30 practices).  There needed to be some assurance that the process 
was correct.  Mrs Burnicle did not feel that there were large numbers in each 
practice but it was agreed that timelines would not be publicised.   
 
The committee CONSIDERED AND SUPPORTED the proposal and agreed 
the outcomes of the scheme should be shared with all practices to encourage 
transparency of information, activity and profiles. 

 
 
2016/76 Fulwell Medical Centre List Closure 
 

An application had previously been received from Fulwell Medical Centre to 
close its list for a period of 11 months.  At that time the committee agreed to 
a six month list closure on the condition that the practice must provide 
evidence they were actively seeking support from elsewhere. 
 
Mrs Burnicle confirmed that the practice did not want to apply to extend their 
closure and therefore their list would reopen at the end of the 11 month 
period. 
 
The committee NOTED that the practice did not wish to apply for an 
extension of their list closure. 

 
 
2016/77 Update from Primary Care Commissioning Committee Development 

Session held on 15 November 2016 
 
 Ms Cornell provided a verbal report from the primary care commissioning 

committee development session which was held on the 15 November.   
 

The purpose was to look at the terms of reference, roles and responsibility 
and membership to ensure it was correct and effective in terms of 
commitment as well as ensuring quality versus contracting performance.  The 
proposal for the committee to have a delegated financial limit was also 
discussed and it had been agreed a proposal would be taken to the audit 
committee and governing body for approval.  A full report from the 
development session would be available at the next committee.   



    

 
 Key actions from the sessions included the addition of Mrs Fox to the 

membership and the agreement that the committee needed a delegated limit.  
Mr Gallagher advised he would take a paper to the audit committee to 
explain the rationale for the committee having a delegated limit.  The timings 
of the meeting were also discussed and agreed it would be appropriate to 
alternate with the governing body so a review of the corporate calendar 
would be done and new dates and times sent out. 

 
Mr Macklin noted the very positive session which would help move forward. 
 
ACTION: Development session report to come back to the January 

meeting 
 

Terms of reference to be updated following development 
session 
 
Mr Gallagher to prepare a report for the audit committee 
regarding the application of a delegated limit for this 
committee 

 
 The committee NOTED the update. 
 
2016/78 Primary Care Commissioning Finance Report 
 

Mr Chandler presented a summary of the financial position of the delegated 
general practice budgets as at month seven for the period ending 31 October 
2016. 
 
There was currently an underspend showing on the quality outcomes 
framework APMS, enhanced services and GP services.  Proposals on how 
this could be utilised were included within the report.  
 
Mr Chandler also provided an update on the NHS Property Services 
(NHSPS) premises issue.  He explained that in 2014/15, practices had been 
charged based on historic charges.  In 2015/16 this had moved to actual 
charges which included service charges i.e. electric, gas, maintenance etc, 
which had resulted in significant increases for some practices.  This increase 
applied to practices in NHS property buildings only.   
 
For 2016/17, practices were being charged based on estimates of actual 
costs.  This had created a number of concerns and issues within the 
practices occupying NHSPS premises and questions had been raised as to 
whether these new bills were accurate.  Mr Singh had been working with 
practices on this and had visited almost all of the practices that had identified 
possible incorrect bills or that required more information to justify the new 
charges.  Another issue related to the evidence regarding long standing 
agreements for subsidies.  Mr Singh was currently gathering information on 



    

this and was working with Mr Campbell in NHS England and it was hoped 
this would be resolved soon. 
 
Mrs Burnicle stated that, for new space not currently occupied, there would 
be the formula in terms of the subsidy applied for.  Mr Chandler noted this 
would be a fairer system and that these funds had not delegated to the CCG 
but were held by NHS England.   
 
Dr Stephenson expressed concern that a number of practices could get into 
financial difficulties as a result of these new charges.  Some practices were 
not currently investing at the moment and this included careerstart nurses as 
they were not willing to commit to further spending until this had been 
resolved.  Mr Chandler recognised the need to progress this as soon as 
possible.  Mr Macklin suggested asking Dr Pattison to update practices at the 
TITO as to where things were at.   
 
Mr Gallagher also suggested communicating to practices on this, as well as 
the additional spending plans and finalising the primary and urgent care 
systems.  As there was currently an underspend, more money may be 
needed to be put into the urgent care centres to help provide additional 
routine slots.  Mr Gallagher noted that it was part of the urgent care work and 
that the public would be made aware of what was open, when it was open 
and hours of opening.   

 
The committee NOTED the financial position of delegated general practice 
budgets for the period ending 31 October 2016 and the additional non-
recurrent spending proposals.  It was also suggested that an update on the 
estates issue be included in Dr Pattison’s introduction at the TITO. 
 
ACTION: Mr Chandler to ensure that Dr Pattison givens an update on 

the estates issue and practices at the December TITO 
 
 

2016/79 Operational Planning Guidance re General Practice 
 

Mrs Burnicle updated the committee that operational planning guidance had 
been received and the timescale for the submission of plans was very tight.  
However she noted the only difference with this submission was in light of the 
general practice forward view which had a submission date of 23 December.  
This would show how the CCG planned to deliver the general practice 
forward view which would include an annex to the operational plan regarding 
extended hours in light of the recent guidance.  This would be shared in the 
January meeting.   
 
ACTION: Copy of the 23 December operational planning guidance re 

general practice submission, including the annex on the 
general practice forward view to be brought to the January 
meeting 

 



    

 
2016/80 General Practice Forward View Position Statement 
 

The general practice forward view position statement was RECEIVED for 
information. 

 
2016/81 Ex Service Personnel 

 
The ex service personnel report was RECEIVED for information.   
 
 

2016/82 GP Strategy and Implementation Group – minutes from last meeting 
 
The notes of the general practice strategy and implementation group meeting 
held on 26 October 2016 were RECEIVED for information. 
 
 

2016/83 Workforce Update – minutes from last meeting 
 
The notes of the general practice workforce steering group meeting held on 5 
October 2016 were RECEIVED for information. 
 
 

2016/84 CQC Published Reports 
 
The update on CQC published reports were RECEIVED for information. 
 
 

2016/85 Any Other Business 
 
None was received. 

 
2016/86 Date and time of next meeting 
 The next meeting will be held on Tuesday 31 January, 2017 at 17:05. 
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Governing Body Meeting 
Chief Officer’s Report 

28 March 2017 
 

Here we are at the end of another challenging, busy and productive financial year for 

Sunderland CCG and our partners. There will be time to reflect back on the last year 

and forward to the coming year in our annual report and closing down of the accounts, 

but I’d like to place on record here my personal thanks to everyone who has contributed 

to progress the CCG and Sunderland have made over the last financial year. 

 

At our Governing Body development session at the end of February we took some time 

out to begin to think through the challenges of the next year and how we will ensure we 

meet them. I think the session was very helpful and developed a consensus on the way 

forward strategically. As part of Sunderland’s role in the Sustainable transformation Plan 
we considered the “big ticket” items that have been central to our strategy for the last 

few years in hospital and out of hospital transformation. 

 

Hospital Group 

 

With the formation of a single executive team between City Hospitals Sunderland and 

South Tyneside Foundation Trusts, the two are now well placed to deliver sustainable 

services for local people. The work of the clinical review groups is moving apace and we 

are preparing to engage in the first round of consultation on the “phase one” reviews 
later in the spring.  

 

The work of the joint health scrutiny committee between the two councils is very much 

underway and we shared with them earlier this month our need to delay this 

consultation for a few weeks to enable more work on addressing some of the concerns 

they had raised and to dovetail into the assurance process with NHS England. 

 

As commissioners, we have a key role to play in the consultation process and then 

ultimately in decision making post consultation. 

 

 

 

 



MCP & Vanguard Funding 

 

It is always pleasing when Sunderland gets recognition for the good work underway so 

the granting of the last tranche of Vanguard funding for the work on the Multi-specialty 

Community Provider Model for the city was very welcome. As we enter the last phase of 

vanguard work we will be working very hard to make the vision for it a reality. 

 

A&E 

 

A&E is, rightly or wrongly becoming the one key national indicator for the state of the 

NHS and there is increasing scrutiny and direction nationally on how we the service 

responds to pressures.  

 

In the NE we are doing relatively well, though not to the NHS Constitution standard over 

the Christmas holidays. A mid-winter debrief took place on 6 February and there is work 

underway to ensure the system copes as well as possible over the Easter bank 

holidays. In Sunderland we have supplemented this with some positive conversations 

between NEAS and CHS on eradicating ambulance handover delays. 

 

Children’s Strategic Partnership 

 

Through this Sunderland partnership, which I have agreed to be the vice chair of, we 

are developing a children’s strategy for the city. We have had some helpful 
conversations about CAMHS in particular, with a growing understanding of the 

challenges and issues faced in the city with children’s and young people’s mental health 
and the system of service providers who have input into this important issue. 

 

Changing Faces 

 

Lastly in this report I‘d like to reflect on the contributions that both Pat Taylor and Mike 
Bramble have made to Sunderland CCG since we became a statutory organisation in 

2013 as secondary care clinician and lay member / audit chair respectively. Both are 

stepping down from their roles in the next couple of months and both have had 

significant and invaluable positive impact to making the CCG the success it is. Both will 

leave big shoes to fill and I’m sure you will all join me in thanking them and wishing 
them well for the future. 

 

David Gallagher 

Chief Officer 

March 2017 

 
 























































 Item No. 3 

 
SUNDERLAND HEALTH AND WELLBEING BOARD 

 

Friday 25 November 2016 
 

MINUTES 
 

Present: - 
 
Councillor Mel Speding (in 
the Chair) 

- Sunderland City Council 

Councillor Louise Farthing - Sunderland City Council 
Councillor Graeme Miller - Sunderland City Council 
Alex Hopkins - Director of Children’s Services 
Dave Gallagher - Chief Officer, Sunderland CCG 
Dr Ian Pattison - Sunderland CCG 
Dr Tracey Lucas - Sunderland CCG 
Ken Bremner - Sunderland Partnership 
Kevin Morris - Healthwatch Sunderland 
Ben Clark - NHS England 
   
   
In Attendance:   
   
Councillor Dianne Snowdon - Sunderland City Council 
Councillor Geoff Walker - Sunderland City Council 
Graham King - Head of Integrated Commissioning, Sunderland 

City Council 
Ian Cuskin - Tyne and Wear Fire and Rescue Service 
Mark Stephenson - Local Pharmaceutical Committee 
Liz Highmore - DIAG 
Michelle Turnbull - Sunderland CCG 
Julie Parker-Walton - Acting Consultant in Public Health 
Tom Terrett - Public Protection and Regulatory Services, 

Sunderland City Council 
Richard Elliott - Integrated Commissioning, Sunderland City 

Council 
Karen Graham  - Office of the Chief Executive, Sunderland City 

Council 
Gillian Kelly - Governance Services, Sunderland City Council 
 
 
HW37.  Apologies 
 
Apologies for absence were received from Councillor Watson, Councillor Leadbitter, 
Fiona Brown and Gillian Gibson.   
 
 



HW38. Declarations of Interest 
 
There were no declarations of interest. 
 
 
HW39. Minutes 
 
The minutes of the meeting of the Health and Wellbeing Board held on 23 
September 2016 were agreed as a correct record.   
 
It was noted that a report would be received in March 2017 from the Clinical 
Commissioning Group’s cancer task and finish group on the skin cancer pledge 
which had been discussed at the last Board meeting. 
 
Councillor Farthing advised that she had recently visited the new college campus 
and alternative arrangements had been made for smokers outside of the building 
and the college leaders would continue to work to promote public health messages. 
Julie Parker-Walton added that she had attended the college’s leadership day and 
had raised the issue of young people smoking outside of the college. 
 
   
HW40. Health and Wealth – Closing the Gap in the North East: The  
  Report of the North East Commission for Health and Social Care 
  Integration 
 
The Executive Director of People Services submitted a report providing an update on 
the publication of the North East Health and Social Care Commission’s report ‘Health 
and Wealth: closing the gap in the North East’ which was published in October 2016. 
 
The Commission was chaired by Duncan Selbie, Chief Executive of Public Health 
England and its work had focused on three core themes – a shift to prevention, 
health, wellbeing and productivity and system leadership and governance. The 
report sets out ten recommendations for health and care leaders across the North 
East Combined Authority (NECA) area to break the vicious circle of poor health and 
poverty. These cover: - 
 

• Radically increasing spend on prevention; 

• Providing a much greater focus on supporting people to get back to work; 

• Health and care leaders to ensure that funding is used most effectively to support 
health and wellbeing; and 

• Bringing together local authorities, NHS organisations and the community and 
voluntary sector through new governance arrangements to drive forward these 
recommendations. 

 
Kevin Morris expressed his concern that there was an absence of any public or 
patient voice within the report, despite there being a number of occasions where 
groups representing patients had tried to engage with the process. Healthwatch 
across the region had not been able to access the Commission. The Chair noted that 
there was an opportunity to respond to this report either individually or collectively 
and to make these points understood. 



 
Dr Lucas highlighted that there could be an opportunity within the JSNA with regard 
to the focus on meaningful activity and work and she noted that there had been no 
action taken to increase the number of volunteers as yet through lack of capacity. 
Graham King commented that there was a JSNA profile centred on worklessness 
and that volunteering would cut across all of the profiles.  
 
Dr Pattison noted that, whilst he welcomed the proposed increase in spending on 
prevention, he queried where this additional funding would come from. The idea of 
training GPs in occupational health was good but again it was unclear where the 
capacity was for this. All healthcare professionals were in the same situation, some 
GPs felt overburdened by the demands of assessing patients’ fitness to work and 
now more was being asked of them. 
 
Dave Gallagher commented that there was nothing new in the report but it brought it 
all together and challenged partners to do something with it collectively to get better 
health for the region. The pressure that healthcare professionals were feeling was 
due to the demand on services. 
 
In relation to prevention, Councillor Farthing suggested that the health champions 
could have a role in this and also noted that the world of work had changed and 
there were less large employers carrying out health prevention work. She queried if 
the healthy workforce accreditation was still in existence and whether this could be 
revisited. 
 
Julie Parker-Walton stated that there was still a Workplace Health Award and a local 
programme in Sunderland and it was hoped to hold an employers' round table 
discussion in January to look at how they could be supported moving forward. 
 
It was queried what the next steps were for the report and the Board were advised 
that they could respond to this individually or collectively. The Chair agreed that 
there should be a collective response from the Health and Wellbeing Board and also 
a technical, individual response from other organisations. Dave Gallagher advised 
that the report was being considered at the CCG Governing Body meeting the next 
week and the meeting being organised by Julie might take this forward. 
 
Karen Graham would pull together a response on behalf of the Health and Wellbeing 
Board and asked for Board Members to forward their views to her.  Ken Bremner 
queried if the response was to be at the Combined Authority level or in relation to 
what was already happening. He noted that some recommendations were for NECA 
to take forward and there were a lot of good things within the report but it was 
unclear who would pick these up. It was suggested that this may need some 
interpretation and that the response should say what the Board would want NECA to 
take forward. 
 
The report focused on getting people back into employment and it was noted that 
some people would never be able to work and they needed to have meaningful lives 
too, without being swept under the carpet. 
 
RESOLVED that: - 



 
(i) the contents of the report be noted; and 

 
(ii) a collective response be made to the report from the Sunderland Health and 

Wellbeing Board and partner organisations also encouraged to respond on an 
individual basis. 

 
 
HW41. Draft Sustainability and Transformation Plan - Summary 
 
The Chief Officer, Sunderland CCG, delivered a presentation on the draft 
Sustainability and Transformation Plan. 
 
The Sustainability and Transformation Plan (STP) was a technical document and 
initially there was a challenge in getting this in to a readable and accessible format. 
The Northumberland, Tyne and Wear and North Durham STP was based upon an 
established programme of work within each local health and social care economy 
with additional new proposals for prevention over the next five years. The STP would 
focus on a number of key transformational areas which would: - 
 

• Scale up Prevention, Health and Wellbeing to improve the health and wellbeing 
of public and patients utilising an industrialised approach designed by the 
Directors of Public Health from each of the local authorities 

• Improve the quality and experience of care through Out of Hospital Collaboration 
and the Optimal Use of the Acute Sector by: 

• Scaling up of the New Care Models from Vanguards and development of a 
resilient and robust primary care sector. 

 
The three gaps which had been identified from the Five Year Forward View were 
Health and Wellbeing, Care and Quality and Funding and Finance and the STP 
would seek to address these issues. There had been a programme of public 
engagement to obtain views and the engagement period for the current draft of the 
plan would start on 23 November 2016 and run until 20 January 2017. The plan 
would then be updated with insights from the engagement process and a formal 
consultation process would take place on the STP as a strategic plan beginning in 
around February/March 2017. 
 
The plan was a draft and had not been ‘signed off’ by any partner organisations. 
Statutory organisations were being asked to consider the content of the STP and 
feed back their views at this stage. 
 
The Chair commented that there was some cynicism about the content of the plan 
and the figures quoted in relation to the identified gaps were of great concern. He 
noted that the plan would be considered by the Council’s Health and Wellbeing 
Scrutiny Committee and they would report back their views. Dave Gallagher 
emphasised that this was the point where partners could influence the STP and 
recognise what were local issues and what it would be sensible to do ‘at scale’. 
 
Councillor Farthing noted that, from a political point of view, it would have been 
preferable for the STP to cover the NECA area and felt that this would cause 



problems in the future. Dave stated that this point had been made from day one but 
there had been no change to the footprint of the plan.  Councillor Farthing also felt 
that mental health seemed like an ‘add-on’ rather than running all the way through 
the plan. 
 
Councillor Miller referred to the duty to cooperate set out in the NHS Act 2006 and 
was unsure that this was fully being adhered to. He also highlighted the engagement 
and consultation process and was conscious that there was no one external to 
health involved in the governance structure. Dave advised that there was a 
commitment locally to do this work jointly and the governance would be robust and 
have local authority, Healthwatch and third sector input. 
 
It was noted that there were a number of Health and Wellbeing Boards who would be 
looking at the STP and the Chair queried if it would be possible to have some 
discourse with the other boards to ascertain their views. Graham King suggested 
that it might be useful for the Lead Member Network of Directors of Adult Social 
Services to look at this. 
 
Ken Bremner commented that as far as hospitals were concerned, patients did not 
consider political boundaries when looking at services and it needed to be clear what 
the STP would mean for them. He also said that the work that was being undertaken 
with the scrutiny committee should come back to the Board.  
 
It was highlighted that health services were facing a huge financial challenge which 
would concern all Board Members and that a credible plan had to be developed in 
the face of this. Dave Gallagher advised that officers were now working on two year 
delivery plans to sit alongside the STP and these would be completed by the end of 
December. 
 
RESOLVED that the draft Sustainability and Transformation Plan be noted and 
views forwarded to Sunderland CCG. 
   
 
HW42. Health and Wellbeing Action Plan - Update 
 
The Head of Policy and Strategic Partnerships submitted a report updating the Board 
on the progress against the eight priorities which were set by the Board in January 
2015. 
 
Following on from the report to the last Board meeting on the Joint Strategic Needs 
Assessment (JSNA), the action plan had been updated and was presented as an 
appendix to the report. Karen Graham informed the Board that it had taken a lot of 
work to get to this position and it was a positive thing to have such an action plan in 
place. The development session scheduled for February 2017 would focus on the 
review of the current priorities and agreement of the priorities for 2017/2018, with the 
intention of simplifying what was already in place. 
 
Councillor Miller agreed that the action plan should have fewer items and more focus 
and Ken Bremner said that it would be helpful to have some sense of progress on all 
areas. Karen Graham advised that the progress was as anticipated but there was a 



question about whether this meant business as usual or more than that. It was 
confirmed that all the data behind various issues would be available for the session 
in February. 
 
Having considered the report, it was: - 
 
RESOLVED that: - 
 
(i) the updated performance report be received; and 

 
(ii) a revised priorities list be developed through a closed Board session in 

February 2017. 
 

 
HW43. Sunderland Safeguarding Adults Board Annual Report 
 
The Sunderland Safeguarding Adults Board Annual Report was submitted to the 
Board. 
 
Graham King advised that it was a statutory responsibility for the Board to produce 
an annual report and this set out the role of the Safeguarding Adults Board and its 
Sub-Committees and the key objectives as follows: - 
 
1. Promote the active involvement of service users, their carers, their families 
 and their advocates 
2. Ensure Effective Leadership is in Place 
3. Secure citywide consistency in safeguarding 
4. Promote a learning culture around safeguarding 
5. Performance Management of the SSAB safeguarding adults’ activity and  
 outcomes 
6. Respond to the Care Act Developments 
 
The Board had been quite successful in making progress with all of its objectives 
with the exception of the first as safeguarding was still professional led and only 
around 30% of those who had gone through the process were asked what outcomes 
they wanted.  
 
The report highlighted that there had been a 30% increase in referrals in the last 
year, however it was felt that Sunderland had under-reported this in the past. The 
largest category of abuse was Physical at 34%, followed by Neglect at 22%. Of the 
new categories introduced by the Care Act, Domestic Abuse/Violence scored highest 
at 5.94%. Most referrals (40%) were received from residential and nursing homes 
and 102 individuals had more than two concerns raised for them in 2015-2016 
compared with 66 individuals in 2014-2015.  
 
The report picked up on changes in the Deprivation of Liberty Safeguards (DoLS) 
which would lead to a greater number of service users and patients coming under 
the protection of the DoLS procedure. Sunderland had received 2,903 DoLS referrals 
in 2015-2016 which was more than double that of the previous year.  
 



Graham King advised that the Safeguarding Adults Board had considered a report in 
October 2016 on revised governance arrangements for the Board going forward and 
it had been agreed to reduce the number of sub-groups from four to two which would 
deal with quality and safety respectively. An executive board would also be 
established to meet twice a year and the new arrangements would be implemented 
in the New Year. 
 
Dr Pattison asked about who was actually making the referrals from care and 
residential homes and Graham answered that these were made by professionals in 
the main but a not insignificant amount were made by family members. The Quality 
Assurance sub-group would oversee an annual audit programme which would begin 
with care homes. 
 
The Board therefore RESOLVED that the Annual Report of the Sunderland 
Safeguarding Adults Board be noted.  
 
 
HW44. Introducing a Housing First Approach 
 
Graham King delivered a presentation to the Board on the Housing First approach 
for those needing housing assistance. 
 
Housing First was an approach which addressed an individual’s housing need first 
and then brought in support services to address other needs. The initiative began in 
Glasgow in 2010 and was now being used in nine other areas. It did not offer a 
panacea for a person in need but a range of measures could be brought forward as 
part of the approach. 
 
Adopting a Housing First approach would lead to a revised role for the Access to 
Housing Team as follows: - 
 

• More focus on prevention and managing demand at the front end – involving the 
Council’s Customer Service Network; 

• An emphasis on Assertive Outreach for entrenched rough sleepers; 

• Current Housing Case Workers/Support Workers become Housing First Key 
Workers – will act as ‘key workers’ for those who need assistance and manage a 
small caseload; 

• The Key Workers will carry out an initial assessment and produce a ‘Housing 
Plan’ for each person they are assisting; 

• Key Workers will develop relationships with housing providers and partners to 
ensure that there is appropriate provision and provision is of a good standard; 
and 

• The function of the Supported Housing Gateway will be reviewed to enable a 
Housing First approach to be delivered. 

 
A number of case studies were provided for the Board to illustrate how the approach 
would work. It was highlighted that the key outcomes would include a focus on 
prevention and managing demand and more integration and flexibility in the 
approach whilst keeping service users at the centre of things. 
 



The Chair queried if this was something which would fill the gap created by the cut to 
the Supporting People Grant and Graham advised that there had been £13m 
allocated to Supporting People in the past but this ring-fence had been removed a 
few years ago.  
 
With regard to the case study where an individual was suffering domestic violence, 
Councillor Farthing noted that there were also two children involved and this needed 
to be thought through within the process. She also highlighted that the people 
involved who would be suitable for the Housing First approach would be reliant on 
benefits and would find themselves in debt straight away, particularly in the light of 
the eight week lag on Universal Credit. The Chair agreed that the process would be 
complicated by the Department for Work and Pensions managing certain aspects of 
the benefits system.  
 
Graham advised that there were different models which could be adopted, 
highlighting that the local authority in Brighton subsidised rent for clients for the first 
few months.  
 
Dr Lucas commented that this approach was actually very simple and was about 
meeting the basic need in the hierarchy and assuming that other elements would 
flow from this.  Councillor Miller added that it made sense to give people a stable 
foundation from which to address other issues. 
 
Having thanked Graham for his presentation, it was RESOLVED that the information 
be noted. 
 
 
HW45. Leading Partnership Activity to Help Mitigate the Impacts of  
  Welfare Reform  
 
The Executive Director of People Services submitted a report outlining the activity 
undertaken to date and further activity proposed in relation to the Council’s 
Corporate Plan priority action ‘Lead partnership activity to help mitigate the impacts 
of welfare reform’. 
 
Richard Elliott was in attendance to present the report and advised that a number of 
specific actions had been identified to be taken forward through the Corporate Plan 
and these would be underpinned by engagement and consultation activity which had 
taken place during the summer of 2016.  A flexible approach was being adopted and 
contributions were being sought from a wide range of partners which would help to 
support activity and mobilise opportunities as they arose. 
 
The attention of Board Members was drawn to Appendix 2 to the report which set out 
the considerations linked to wider potential impacts of welfare reform beyond the 
financial effects. In terms of mitigation, three priority areas had been identified: - 
 

• Digital inclusion 

• Financial inclusion 

• Crisis support 
 



It was highlighted that these activities should be undertaken anyway but welfare 
reform provided an additional context and timeframe as well as requiring some case 
specific staged responses.  
 
It was only through working with partners that the required impact would be achieved 
and the Council was working with the DWP at all stages of the reform process. 
Ongoing support was being provided with regard to the implementation of Universal 
Credit and the same group of claimants would be involved until May 2018. 
Information was also being shared on the families being affected by the benefit cap. 
Appendix 3 to the report set out the approach being taken to the mitigating activities 
relating to welfare reform. 
 
Alex Hopkins commented that he had an operational concern that welfare reform 
would lead to more families in crisis and consequently more child protection issues 
and child poverty. Councillor Miller endorsed this and stated that the situation could 
spiral and it was resource into the centre which was missing. There had been 
nothing in the recent Autumn Statement which had given any positive messages 
about funding for health and adult social care and the situation would become 
extremely difficult once Universal Credit was fully in place. 
 
Dr Pattison said that welfare reform was already impacting on patients and he saw 
people daily in his surgery whose health was suffering as a result of the changes to 
benefits. Dr Lucas reinforced this and noted that, in relation to digital inclusion, a 
large number of people could not afford the relevant hardware and had to travel to 
obtain the relevant information. She queried the role of third sector organisations and 
whether they were being fully utilised.  
 
It was highlighted that the third sector was also suffering from cuts and a reducing 
level of engagement. All working age benefits were changing during the next year 
and this would result in real terms reductions due to the impacts of inflation. 
Councillor Farthing noted that it was not just about managing welfare reform but also 
the associated debt and mental health problems which could arise as a result.  
 
Richard Elliott stated that the lack of awareness of people had been highlighted and 
there was advice and leaflets which directed people to where they could get help.  
 
Following consideration of the report it was RESOLVED that the content of the report 
be noted and the approach being taken to the mitigating activities outlined in 
Appendix 3 be agreed. 
 
 
HW46. Crisis Care Concordat 
 
The Senior Joint Commissioning Manager submitted a report providing an update on 
the Mental Health Concordat and the Sunderland position in relation to this. 
 
Michelle Turnbull was in attendance to present the report and advised that the action 
plan for the Concordat was attached for the information of Board Members. The 
Concordat focused on four main areas: - 
 



• Access to support before crisis point 

• Urgent and emergency access to crisis care 

• Quality of treatment and care when in crisis 

• Recovery and staying well 
 
Sunderland was already well ahead in a number of areas and had a 24/7 Crisis 
Team in place which aimed to respond to cases within one hour. The pressures on 
this system were well understood and single point of access was currently receiving 
1,100 telephone calls ever month and this was increasing. 
 
There was a new purpose built mental health hospital and older persons' service and 
a Psychiatric Liaison Service located in City Hospitals. A Sunderland Street Triage 
Team had been established and this was having a positive effect on the number of 
Section 136 detentions which had reduced from 22 in 2015 to 8 so far in 2016. 
Mental health community and social work staff were allocated to the triage team. 
 
There had been issues with the conveyance of Mental Health service users but a 
new approach had begun on 1 October with the UK Specialist Ambulance (UKSAS) 
and this was already achieving good feedback. Michelle highlighted that there were a 
number of areas in the action plan which required further work but some of these 
were national rather than purely local matters. 
 
A standardised form of training was being developed for each agency and the theme 
of information sharing was being picked up by the Strategic Clinical Network at a 
wider level and would feed into the Vanguard programme.  
 
Graham King endorsed everything contained within the report regarding the progress 
made and the Mental Health Partnership Board was very vibrant with good 
engagement from all partners. 
 
RESOLVED that the contents of the report be noted. 
     
 
HW47. Sunderland City Council Budget Consultation 
 
Members of the Board were advised that the Council was currently consulting on its 
budget for the year 2017/2018 and was now moving to the second phase. Partners 
were encouraged to go on line and complete the consultation questionnaire. 
 
RESOLVED that the information be noted. 
 
 
HW48. Feedback from Advisory Boards 
 
Children’s Strategic Partnership  
 
The Children’s Strategic Partnership had met on 6 October 2016 and the main 
issues considered had been: - 
 
 



• Refreshing the Children and Young People’s Plan 

• CAMHS Update 

• The Future of Early Help 
 
RESOLVED that the update report be noted.  
 
NHS Provider Forum 
 
The Provider Forum had met on 28 October 2016 in an open meeting with the 
Economic Leadership sector growth group.  
 
RESOLVED that the update report be noted.  
 
Health and Social Care Integration Board 
 
The Health and Social Care Integration Board had met on 13 October 2016 and the 
main issues considered had been: - 
 

• Proposal to develop the Business Case for Integrated Commissioning 

• All Together Better – Performance Report 

• Social Care Performance  

• Better Care Fund 

• High Impact Change Model  
 
RESOLVED that the update report be noted.  
 
 
HW49. Health and Wellbeing Forward Plan and Board Timetable 
 
The Head of Strategy and Performance submitted a report presenting the Board 
forward plan for 2016/2017. 
 
The next closed Board session was due to be held on 15 December 2016 and would 
focus on suicide prevention and also self-harm. The Board priority setting for 2017-
2018 would take place on 17 February 2017.  
 
The Board RESOLVED that: - 
 
(i) consideration be given to topics for in depth closed partnership sessions for 

2016/2017; and 
 

(ii) the forward plan be noted and requests for any additional topics be passed to 
Karen Graham. 

 
 
HW50. Date and Time of Next Meeting 
 
The next meeting would be held on Friday 20 January 2017 at 12.00noon. 
 
 



 
 
 
(Signed) M SPEDING 
  Chair 


