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Meeting of the Governing Body 
 

To be held on Tuesday 22 July 2014 1.00-3.30pm in the Tansy Centre, Church 
Road, South Hylton, Sunderland, SR4 0QD. 

 
 

AGENDA 
 
 
1. Welcome and Introduction 
 Dr I Pattison, Chair 
 
2. Apologies for Absence        
 
3. Declarations of Interest        
 
4. Minutes of the previous meeting held on Enclosure 

20 May and 3 June 2014 
   
5. Matters arising from the minutes and action log   Enclosure 
  
6. Notification of Items of Any Other Business     

 
7. Question Time 

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

8        Items of Quality and Safety 
 
8.1 Patient Story        Verbal 
 Ann Fox    
  
8.2 Safeguarding Annual Report      Enclosure 
 Sue Goulding/Richard Scott 
 
8.3 Safety, transparency and openness in the NHS   Enclosure 
 Sue Goulding 
      
 
9        Items of Governance and Assurance 
        
9.1 Sealed Documents        Enclosure 
       D Gallagher 
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10       Items for Discussion and Assurance 
      
10.1    Sunderland CCG Financial Report Month 2 2014/15  Enclosure  
  C Macklin 
 
10.2  Sunderland Health and Care System Strategic Plan  Enclosure 
 D Burnicle/C Macklin 

 
10.3    SCCG Assurance Report July 2014     Enclosure 

D Burnicle 
 

10.4  Operational resilience and Capacity Planning 2014/15  Enclosure 
  D Burnicle 
 
10.5 SCCG Prospectus 2014/15      Verbal 
 D Burnicle 
 
10.6 Sunderland GP Out of Hours Service Improvement Initiative Enclosure 
 Chris Macklin 

 
10.7   Tobacco Alliance update       Enclosure 

N Crawford 
 
11      Items for Information Only 
 
11.1   Chief Officer’s Report       Enclosure 

D Gallagher            
 
11.2 Confirmed minutes of the Executive Committee meeting  Enclosure  
           held on3 June 2014 .  
 
11.3 Confirmed minutes of the Audit Committee meeting   Enclosure 

held on 8 April 2014  
 

11.4 Confirmed minutes of the Health and Wellbeing Board   Enclosure 
meeting held on 21 March 2014 
 

11.5 Measuring what matters: Are we healthy and well    Enclosure 
           in Sunderland 
 
12 Any other business 
 
13 Date of next meeting 
 
 Tuesday 23 September 2014 1.45-3.30pm in the Sunderland Winter 

Gardens, Burdon Road, Sunderland, SR1 1PP 
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Governing Body 

 

Minutes of the meeting held on Tuesday 20 May 2014 

Sunderland Winter Gardens, Burdon Road, Sunderland, SR1 1PP. 

 

Present:   Dr Ian Pattison, Chair  

   Prof Mike Bramble, Secondary Care Clinician  

   Dr Henry Choi, Elected GP Member  

   Mr David Gallagher, Chief Officer  

   Dr Tracey Lucas, Elected GP Member  

   Mr Chris Macklin, Chief Finance Officer  

Mr Neil Revely, Executive Director of People Services, 
Sunderland City Council  

   Mrs Aileen Sullivan, Lay Member for PPI  

   Mrs Pat Taylor, Lay Member for Audit and Vice Chair  

 

In Attendance: Mrs Debbie Burnicle, Director of Commissioning and Reform  

 Ms Deborah Cornell, Head of Corporate Affairs  

 Mrs Gillian Gibson, Consultant in Public Health, Sunderland City 
Council (attending on behalf of Nonnie Crawford)  

 Ms Sue Goulding, Head of Quality & Patient Safety (attending 
on behalf of Ann Fox)  

 Mr Jan Thwaites, minutes 

 

2014/43 Welcome and Introductions 

The Chair welcomed everyone to the meeting and a round of introductions took 
place. 
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2014/44 Apologies of Absence 

Apologies were received from Mrs Ann Fox, Director of Nursing, Quality and Safety 
Dr Geoff Stephenson, Medical Director, Nonnie Crawford, Director of Public Health, 
Sunderland City Council, Dr Jackie Gillespie, Elected GP Member, Dr Val Taylor, 
Elected GP Member, Dr Gerry McBride, Elected GP Member and Gloria Middleton, 
Executive Practice Manager Lead. 

2014/45 Declarations of Interest 

There were no interests declared. 

 

2014/46 Minutes of the meeting held on 26 March 2014 

2014/38 Director of Public Health report – an amendment was made to the final 
paragraph this now reads as: 

A question was raised as to what the integrated wellness hub would look like, it was 
explained that it was essentially a Programme Management function that would be 
handled by County Durham and Darlington Foundation Trust.  

The minutes were RECEIVED as a true and accurate record subject to the 
amendments above. 

2014/47 Matters arising from the minutes and action log 

2013/10 Director of Public Health Update –  

This item had previously been delegated to the Executive Committee but would be 
brought back to the Governing Body as a final piece of work. The Business 
Continuity plan was to be removed from the action log. 

2014/15 Planning Round 2014/15  

The document was circulated in April. The plans were submitted to NHS England in 
draft, feedback had been positive.  The CCG had had until 20 June to develop the 
strategic plan, NHS England had reviewed the date and the plan was now to be 
submitted in the autumn of 2014. However the story, vision and current state still had 
to be submitted by 20 June 2014.  

2014/32 Health and Safety Strategy  

The Chief Officer confirmed that all CCG employed staff were required to complete 
Information Governance training: this included all Executive members. 

Dr Choi confirmed that GS had emailed the link to the training site to all the 
Executive GPs on 9 May. 

The Head of Corporate Affairs informed the Governing Body that the result of the 
Information Governance toolkit submission had not yet been received. 

Action: The Head of Corporate Affairs to check what training was required. The link 
to the training would be forwarded to the Lay members once this was confirmed. 
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2014/33 Outcome of the GP Election –  

The Chief Officer confirmed that the Elected GP members had appointed Dr Pattison 
as Chair but due to illness the Clinical Vice Chair had yet to be chosen. 

It was also confirmed that the tenure had been agreed as the following: 

Dr Lucas, Dr Taylor and Dr Pattison would be for 4 years 

Dr Choi, Dr McBride and Dr Gillespie for 2 years. 

 Mrs Taylor enquired if the Constitution identified the length of tenure for each post, in 
response it was noted this was not stated.  

The following items were on the agenda: 

2013/22, 2013/147, 2014/32 and 2014/33. These items would be removed from the 
action log. 

 

2014/48 Notifications of items of any other business 

There were no notifications of any other business. 

 

2014/49 Question Time 

A member of the public requested that microphones should be utilised in the public 
meetings as she had difficult hearing all the speakers. It was agreed that we would 
ensure that future venues had hearing loops and if available the use of microphones.  

A further question on the treatment for low blood sugar was raised as she had heard 
that changes were being made. In response Dr Choi explained that Sunderland 
Diabetes Network was working with Sunderland City Hospitals due to the amount of 
hospital admissions for diabetics .He also confirmed that the correct number of test 
strips was distributed in line with individual needs. A specialist diabetic nurse works 
with the hospital and commissioners and gives advice to the practices.  

 

2014/50 Report from the Quality, Safety and Risk Committee 

The report brought to the Governing Bodies attention the risks and assurances 
identified at the Quality, Safety and Risk Committee meeting held on 14 February 
2014. 

The following sections were brought to the Governing Bodies attention: 

 Mrs Sullivan reported that out of the 83 actions in the Quality action plan 70 
had been achieved, others were ongoing. 

 A Healthcare Associated Infection plan would be incorporated into future 
reports. 

 A lot of work had been carried out in relation to Safeguarding. 
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 Good progress continued with regard to the Winterbourne View report. 

 City Hospitals Sunderland (CHS) had received a recent visit from CQC. 

 An in-depth meeting had been held in relation to Care Homes to which the 
Local Authority had attended. 

Mrs Taylor enquired to the frequency around the visits to CHS. In response it was 
explained that unannounced visits occurred approximately every 8-10 weeks. More 
needs to be done in this regard with Northumberland Tyne and Wear, North East 
Ambulance Service and South Tyneside Foundation Trust.  

A further question was raised as to GP practices holding NHS net email accounts 
and the sending of patient identifiable data (PID). Dr Choi confirmed that all practices 
should have NHS net accounts with the minimum requirement being for a Practice 
Manager to hold an account.  

Action: The Head of Corporate Affairs to check with the Deputy Head of 
Contracting, Performance and Business Intelligence if all Sunderland GP practices 
have an NHS net account. 

It was agreed that the patient story process would transfer to the Governing Body 
from the Quality, Safety and Risk Committee (QSRC). 

Mrs Sullivan informed the Governing Body that at the next agenda setting meeting 
for QSRC the new work and how the report would be formatted would be discussed 
including clinical visits to CHS and other providers. 

A question was raised as to the key risks at CHS and what was being done to 
resolve the issues as this would have a significant financial impact on the CCG. In 
response it was explained that a major change had been the Meditech system which 
had almost been resolved. In regard to the Friends and Family test there were 
national issues to consider. 

Professor Bramble raised concerns in relation to reporting issues for pressure ulcers 
at South Tyneside NHS Foundation Trust. In response it was noted that a lot of work 
had been carried out but it was acknowledged that more reporting was required in 
the early stages. It was suggested that the report required more data in relation to 
pressure ulcers. 

Action: The Director of Nursing, Quality and Safety to request more granular detail 
on commissioned services in the report for the next Governing Body meeting. 

Dr Lucas enquired as to training required for the Safeguard Incident and Risk 
Management System (SIRMS) as the CCG were in the process of moving from Datix 
to SIRMS. The Head of Corporate Affairs gave an update on the transition explaining 
that SIRMS was a new system and that the Locality Practice Managers were 
carrying out a pilot on the system.   

 

In response to an earlier query around CHS it was confirmed that they had achieved 
the cancer 62 day waits which would equate to more quality premium funds and in 
relation to the Friends and Family test they had achieved the target on in patient 
testing but A&E was a more difficult area. 
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It was agreed that the minutes of the formal Quality, Safety and Risk Committee 
(QSRC) would be ratified at the following informal meeting to ensure the most up to 
date information was shared with the Governing Body. 

The Chair raised concerns as to the high number of Spire patients being re-admitted 
to NHS Trusts. It was explained that the Business Intelligence team were 
investigating this risk which was believed to be linked to facilities in Spire. 

In relation to visits to Spire it was noted by the Chair that corporately they were not 
keen to give the CCG access to their planned visits but that we could initiate our 
own, we would need to take a corporate approach to this. 

Uncertainties around controlled drugs were raised by the Chair and where 
responsibility for this lay. Guidance was still awaited from the Area Team. 

It was confirmed that the QSRC would be under taking an in-depth look at mortality 
rates at its next informal session. 

The Chief Officer noted that work was required in regard to NHS Trusts to 
understand what the indicators really meant. 

The Governing Body RECEIVED the report for assurance. 

 

2014/51 Communications and Engagement Strategy Action Plan 

The action plan had been developed to ensure the implementation of the strategy 
and identified the key activities in relation to both communications and engagement. 

The Governing Body received the Communications and Engagement Strategy at its 
public meeting in December 2013 noting that further work was required to strengthen 
the engagement activities. The action plan had been developed to ensure the 
implementation of the strategy and identify key activities. 

An engagement event was held in February 2014 to understand what was required 
to implement the strategy and shared with the Governing Body at a development 
session in March where the Local Authority were in attendance. The key outcomes 
of this session were discussed.  

Mrs Taylor asked in relation to the current status column of the action plan how the 
Governing Body were to understand how the actions were progressing; should the 
plan not have had key milestones and dates inserted? 

Mrs Sullivan noted the following points 

 this was on on-going document 

 raised concerns that a lot was being put into “My NHS” which was an 
expensive system 

 there was no general feel how patients were to be engaged 

 patients needed support to lead patient locality groups 

 the East locality group was very active 

 there was no feel for what was happening both locally and nationally 

 would have appreciated being involved in the development of the plan. 
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The Chief Officer agreed that the Governing Body should receive updates on the 
action plan quarterly and not annually with milestones populated. 

A conversation would be had with the Local Authority (LA) on how we could work 
collectively. 

Action: A Board to Board meeting with Health watch would be arranged to discuss 
what work could be done. 

It was noted that discussions with partners on how we could all work more closely 
together could be undertaken at the 2 day Accelerated Solutions Event (ASE) 
planned for the 5/6 June 2014. 

Action: The Chair requested that the Head of Corporate Affairs check the minutes of 
the December 2013 Governing Body meeting to verify that the Communications and 
Engagement Strategy had been approved as a working document. 

An explanation was given as to what My NHS was after a request from a board 
member – it is a system to store patient information which enables the user to target 
groups where there is no representation and engage them in activity. 

The Governing Body REVIEWED the action plan and highlighted further actions 
required, NOTED the governance arrangements in place to monitor progress and 
APPROVED the action plan and agreed to QUARTERLY updates. 

 

2014/52 Assurance Framework 2013/14 final update 

The Assurance framework provided an end of year update to ensure the CCG met 
its statutory requirements in relation to governance and provide assurance in relation 
to the CCGs corporate objectives. The Corporate Objectives were developed 
following a Governing Body development session in July 2013. 

The principle risks had been identified using the CCG Risk Register to ensure 
alignment of any existing risks to the corporate objectives. 

It was explained that there were still some gaps in controls but this would be picked 
up by the next meeting of the Governing Body. 

The assurance framework had been presented to the Audit Committee where it 
received significant assurance from the Internal Auditors. 

The Governing Body RECEIVED the end of year position for the Board Assurance 
Framework 2013/14 for assurance purposes. 

 

2014/53 Draft Assurance Framework 2014/15 

The Head of Corporate Affairs gave a verbal report on the Draft Assurance 
Framework for 2014/15 explaining that it would be very similar to the 2013/14 
version whereby the corporate objectives were very comparable. The Better Care 
Fund had been added as a high priority. 
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Going forward Mrs Taylor and Dr McBride would be asked to assist in developing the 
2014/15 framework; gaps in assurance would be the main focus and continuous 
work would be undertaken on how to mitigate these gaps if it was found that they 
could not be removed. The framework would be presented on a quarterly basis to 
the Governing Body. 

The Governing Body RECEIVED the verbal report. 

 

2014/54 2013/14 Financial position update and financial accounts update 

The Chief Finance Officer gave a verbal update to the Governing Body giving 
assurance that the Chair and the Chief Officer had received a number of briefings on 
the final accounts for 2013/14. 

The accounts would incorporate financial performance targets and 6 financial duties 
4 of which would relate to revenue accounts and the remaining 2 on capital. The 
report would deliver the CCGs duties in accordance with the NHS Act. 

The Audit process was on-going with the accounts closing at the end of this week. 
Preparation would then commence on the report for the Governing Body meeting to 
be held on 3 June to sign off the end of year accounts.  

It was explained that the audit report would highlight areas of good practice and any 
imbalance in relation to commissioner/provider accounts. It was confirmed that 
Sunderland CCG had returned a zero figure as the accounts balanced. 

Clarification had been requested from the pension’s agency in relation to 
disclosures, for example GP pensions, further clarify was required. 

The Chief Officer offered his congratulations to the Finance team for all the work that 
had been put into the accounts for this year. 

The Governing Body RECEIVED the verbal report. 

 

2014/55 Assurance Report 

The report provided the Governing Body with the current position against the CCG 
Assurance Framework requirements and a final update on delivery against the CCG 
Operational Plan from 2013/14. 

Concerns were raised by Mrs Taylor as to Domains 2 and 3 with the risk around 
Improving Access to Psychological Therapies (IAPT) recovery and A&E performance 
and ambulance handovers. 

The Chair enquired as to the unplanned hospitalisation for under 19s, in response it 
was explained that the team were aware that this area was not performing well. An 
open discussion with CHS was required to agree which was the best area to focus 
on; emergency admission work does not disclude under 19s. A significant amount of 
work was required looking at the risk factors and clinical pathways for example 
asthma.  
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CHS had reached the target in relation to HCAI performance but had agreed to still 
operate on that target even though they have been given a higher figure; this 
demonstrated their commitment to working with the CCG. 

In relation to cancer 62 day waits the performance in March had improved. 

Repeat dispensing, COPD, Pulmonary Rehab and the Friends and Family test had 
achieved their target. 

The Governing Body NOTED the position against the balanced scorecard and the 
use of proxy measures within the outcome measures domain and NOTED the 
predicted Quality Premium payment. 

 

2014/56 Chief Officer’s Report 

The Chief Officer’s report was received. 

2014/57 Sub Committee End of Year Reviews 

The sub-committee end of year review was RECEIVED. 

2014/58 Confirmed minutes of the Executive Committee meeting held on 1 
April 2014 

The confirmed minutes of the meeting held on 1 April 2014 were RECEIVED. 

2014/59 Confirmed minutes of the Health and Wellbeing Board meeting held on 
24 January 2014 

The confirmed minutes of the meeting held on 24 January 2014 were RECEIVED. 

2014/60 Any other Business 

The Chief Finance Officer informed the Governing Body of the award received at the 
Construction Excellence North East awards for St Benedict’s Hospice in Ryhope. 
This was a significant achievement as the awards covered the whole of the North 
East public and private sector. He explained that although the vision, building and 
cost for the Hospice was developed by Sunderland Primary Care Trust the CCG 
commission the services within the building. 

This was a great achievement for Sunderland as the award took in the purpose of 
the building, views of patients and users.  

The Chief Officer informed the  overning Body that the      survey results had been 
received. They would be brought back to the Governing Body once they had been 
interpreted; an action plan would be included. 

As there was no further business the Chair closed the meeting at 3.30pm. 

2014/61 Date of next meeting 

Tuesday 22 July 2014 1.30-4.00pm in the Tansy Centre, Church Road, South 
Hylton, Sunderland, SR4 0QD. 
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Governing Body 

 

Minutes of the meeting held on Tuesday 3 June 2014 

In the Joseph Swan Suite, Pemberton House. 

 

Present:   Dr Ian Pattison, Chair  

   Prof Mike Bramble, Secondary Care Clinician  

   Dr Henry Choi, Elected GP Member  

   Mr David Gallagher, Chief Officer  

   Dr Jackie Gillespie, Elected GP Member  

   Mr Chris Macklin, Chief Finance Officer  

   Dr Gerry McBride, Elected GP Member  

   Mrs Gloria Middleton, Elected practice manager member 

   Mrs Aileen Sullivan, Lay Member for PPI  

   Mrs Pat Taylor, Lay Member for Audit and Vice Chair  

 

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

Mrs Debbie Burnicle, Director of Commissioning and Reform  

Mr David Chandler, Head of Finance  

 Ms Deborah Cornell, Head of Corporate Affairs  

 Ms Nonnie Crawford, Director of Public Health, Sunderland City 

Council  

 Diane Harold, Senior Manager, Mazars  

 Dr Geoff Stephenson, Medical Director  

 Mrs Jan Thwaites, minutes 

 Mr Cameron Waddell, Director and Engagement Lead, Mazars  

 

2014/63 Welcome and Introductions 

The Chair welcomed everyone to the meeting and a round of introductions took 

place. 
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2014/64 Apologies for Absence 

Apologies were received from Mrs Ann Fox, Director of Nursing, Quality and Safety 

Mr Neil Revely, Executive Director of People Services, Sunderland City Council, Dr 

Tracy Lucas, Elected GP Member and Dr Val Taylor, Elected GP Member. 

 

2014/65 Declarations of Interest 

There were no interests declared. 

 

2014/66 Annual Accounts 

The Audit Committee had considered and recommended the annual accounts for the 

Governing Body's approval at a meeting earlier in the day. The report and set of 

accounts highlighted the process undertaken and commentary of information 

contained within the financial statements. 

Sunderland CCG had achieved its statutory duties in accordance with a 

predetermined timetable set down by NHS England (NHSE). The accounts would be 

submitted to NHSE on 6 June 2014 following approval from the Governing Body. 

Once the accounts had been approved and submitted they would be published on 

the SCCG web site with the final audit opinion. The final accounts and Annual Report 

would be presented to the Annual General Meeting to be held in September 2014 

The Governing Body after seeing the whole of the accounting documentation and 

after considering the audit reports below APPROVED and ADOPTED the accounts 

and AUTHORISED the Chief Officer, the Chair and the Chief Finance Officer to sign 

the certificates relating to the accounts. 

 

2014/67 Final Internal Audit Report 

The final internal audit report gave assurance in all areas with the exception of 

business continuity planning for which limited assurance had been given due to the 

lack of a fully documented plan, overarching plan and business impact analysis.  

Client satisfaction surveys had been issued to CCG managers once the audit had 

been completed, the results so far were positive with the overall satisfaction level at 

4.33 out of 5. 

The Governing Body RECEIVED the report. 
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2014/68 External Audit Opinion 

The Senior Manager, Mazars summarised their audit conclusions. This included a 

tabled letter which confirmed outstanding matters arising from the Audit Completion 

report and the conclusions reached. 

In relation to the significant findings section the terms significant risks and key areas 

of management judgement were explained, description of the risk and how it was 

addressed and the audit conclusion on the following areas: 

 Management override of control 

 Revenue and expenditure recognition 

 Development of assurance, control and accountability processes. 

Further areas of the report including internal control recommendations, summary of 

misstatements and uncertainties and value for money were considered. It was 

confirmed that the report had been discussed in great detail at the Audit Committee 

meeting earlier in the day.  

Work was ongoing in relation to the provisions disclosure in respect of Continuing 

Health Care (CHC) totalling £7.203m. It was explained that the average expected 

length of claim was previously 18 months but would probably be significantly longer 

now (4 years). It was confirmed that Mazars had received sufficient assurance in 

respect of CHC. This area was accounted for in NHSE accounts, however the legal 

responsibility lay with the CCG.  

Concerns were raised as to this issue and the impact on next year’s allocations. It 

was confirmed that in 2014/15 £200m had been fed into the CCG allocations. It was 

unclear where the responsibility would lie in the future, whether NHSE would pay the 

claims themselves or transfer this funding back to the CCG to make the payments.  

The risk relating to the service level agreement with North East Commissioning 

Support Unit (NECS) and the lack of assurance around the timeline from April 2013 

to 30 September 2013 was highlighted. 

A further area was highlighted in regard to the block contract additional spending 

with City Hospitals Sunderland in respect of critical care services. The funding had 

been verbally agreed by the Chief Officer and the Chief Finance Officer within their 

agreed financial limits but had not been formally minuted. The need to pay the 

contract was acknowledged and it was agreed to phase the payment over a 2 year 

period.  It was agreed in future such agreements would be formally minuted. 

The Audit Committee had concluded that the CCG need not amend Note 18.3 of the 

financial statements as they had agreed that NHSE mapping guidance had been 

followed. 
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The Governing Body RECEIVED the report. 

2014/69 Letter of Representation 

The letter of representation to be sent by the Chief Officer to the Director and 

Engagement Lead, Mazars was presented to the Governing Body. The letter 

covered the following section: 

The Chief Officer responsibility for the financial statements and accounting 

information, accounting records and policies,  

o contingencies,  

o fraud and error 

o related party transactions, future commitments 

o subsequent events 

o going concerns 

o unadjusted misstatements and specific representations 

The Chief Officer would sign the letter on behalf of the Governing Body and attach 

the appendix in relation to the uncorrected misstatements. 

The Governing Body APPROVED the letter. 

 

2014/70 Statement of Disclosure for Auditors for Governing Body members 

The statement of disclosure for auditors for Governing Body members formed part of 

the Annual Report (page 37) whereupon each member of the Governing Body 

confirmed as far as they were aware there was no relevant audit information of which 

the external auditors were not aware. 

The Governing Body RECEIVED the verbal report. 

 

2014/71 Annual Report – including Annual Governance Statement 

The Annual Report gave an overview of the first year of the CCG, highlighting the 

key achievements during the year. The report outlined key challenges and risks the 

CCG had faced including the control mechanisms to manage these. 

A list of minor amendments to the report needed to be made which included the 

removal of the final column on page 42 of the report. 

The Chief Officer noted his thanks to the finance and governance teams for all the 

work undertaken in producing this report and requested that the Governing Body 

formally approve and ratify it following the assurance from the Audit Committee.  
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The Governing Body formally APPROVED the Annual Report and accounts 

including the annual governance statement and NOTED the Chief Officer’s 

requirement to sign and date the strategic report, members report, remuneration 

report, statement of the accountable officer’s responsibilities, governance statement 

and the statement of financial position. It was also AGREED that the report be 

submitted to NHS England by the required deadline of 12 noon on Friday 6 June 

2014. 

 

2014/72 Any other business 

2014/73 (1) Strategic Plan 

The Strategic plan incorporating the CCG vision and values was presented to the 

Governing Body noting that it had been shared and discussed with key partners at 

the Governing Body's development session in January 2014. 

The Director of Commissioning and Reform explained that whilst NHS England had 

originally requested submission of the final plan on 20 June they had reconsidered 

the unrealistic timeframe and invited CCGs to submit their plans in the Autumn – a 

definitive date has yet to be set. 

However, all CCGs were still required to submit the following on 20 June 2014. 

A narrative that tells the local story – setting out a clear vision from the current to the 

future state and the benefits to patients in terms of the 7 national outcomes/ambition 

areas. This should be a jointly agreed ambition for the whole system. Including joint 

working with other CCGs on a larger footprint as appropriate to achieve the system 

transformation and sustainability challenges. Also to include a high level outline of 

the planned interventions to deliver the vision and the supporting governance 

arrangements. 

The Governing Body were asked to submit any comments on the Strategic plan to 

the Director or Lynsey Caizley by close of play Wednesday 11 June 2014. 

The Governing Body CONSIDERED the draft strategic plan AGREED to provide any 

comments as requested and subject to these comments approve THE Director of 

Commissioning and Reform to conclude the submission of the plan for 20 June 

2014. 

With regard to the supporting 5 year financial plan the Chief Finance Officer informed 

the Governing Body that on reflection he had concluded that the previous 

conversation he had had with them in relation to handing back a portion of the 

financial resources to NHSE was not in Sunderland’s best interests due in part to the 

impending government election and the autumn statement due in 2015.  

NHSE would publish CCG allocations for 2/3 years for 2016/17 in December 2015. 
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There being no further business the meeting closed at 3.30pm. 

2014/74 Date of next meeting 

Tuesday 22 July 2014 1.45-3.30pm in the Tansy Centre, Church Road, South 

Hylton, Sunderland, SR4 0QD. 
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NHS SCCG Governing Body Action Log      

 NHS Sunderland CCG Governing Body Action Log 22 July 2014  
 

Minute Reference Action Point Lead Timescale 

2013/110 
Director of Public 
Health update 

SCCG roles and responsibilities as category 2 
responders in emergency planning to be raised 
with the Resilience Group.  

D Gallagher An update to be 
provided at the 
Governing Body 
meeting in July 2014  

2014/09 Quality 
Action Plan 

Quality Action plan  to agenda in 6 months A Fox Scheduled for 
agenda in September 
2014. 

2014/32 Health 
and Safety 
Strategy 

The Head of Corporate Affairs to confirm what 
training was required for the Lay members. The 
link to be forwarded to the Lay members once it 
was confirmed what training was required, 

D Cornell Lay members are 
required to complete 
the Introduction to 
Information 
Governance. 

2014/50 Report 
from the Quality 
Safety and Risk 
Committee 

The Head of Corporate Affairs to confirm with the  
Deputy Head of Contracting, Performance and 
Business Intelligence if all GP Practices have 
NHS.Net accounts 

D Cornell Following the 
Windows 7 update all 
GP practices will 
have nhs.net 
accounts. 

2014/50 Report 
from the Quality 
Safety and Risk 
Committee 

The Director of Nursing, Quality and Safety to 
request more granular detail on commissioned 
services to be included in the report 

A Fox An updated report to 
be provided at the 
Governing Body 
meeting in July 2014. 

2014/51 
Communications 
and Engagement 
Strategy Action 
Plan 

A Board to Board meeting with the Governing 
Body and Healthwatch to be arranged 

D Gallagher As soon as practical 
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 2014/51 
Communications 
and Engagement 
Strategy Action 
Plan 

The Head of Corporate Affairs to confirm the 
wording included in the Governing Body meeting 
minutes in December 2013 in regard to the 
decision on the Communications and 
Engagement Strategy. 

D Cornell An update on the 
Strategy was to be 
brought back to a 
future Governing 
Body meeting for 
formal approval in 
March 2014 
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Item: 8.2 CATEGORY OF PAPER  

Proposes specific action  

Provides assurance   

GOVERNING BODY 
22 JULY 2014 

 
Report Title 
 

 
SCCG Safeguarding Annual Report 

 
Purpose of report 

 
To provide an overview of safeguarding activity in 
2013/14; key issues, assurances and risks. 

 
Key issues, assurances and 
risks 
 

 
Key issues: 
 

 There is unprecedented activity across both 
Safeguarding Children and Adults which is having 
considerable impact on both the CCG 
Safeguarding Team and the Teams within all our 
health providers.   

 During this timeframe 5 Serious Case Reviews are 
being undertaken for children and young people 
with an additional 3 cases which did not meet the 
criteria for a SCR being looked at as Management 
Reviews by the SSCB 

 A Domestic Homicide Review is being undertaken 
by the Safer Sunderland Partnership 

 The SSAB has commissioned a Serious Case 
Review into the management and interagency 
working of a Young Person with a Learning 
Disability who was chronically neglected and 
exposed to sexual abuse. 

 There were significant multi agency issues 
regarding Children’s Safeguarding towards the 
end of 2013. In response to these concerns, 
Sunderland Council has commissioned an 
external 2 stage review.  A steering group has 
been established, supported by the Director of 
Nursing within the CCG and the Director of 
Nursing, NTW to establish the terms of reference 
for the review 

 . The risk to SCCG as a member of the multi-
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agency board is in the identification of collective 
failings and media planning/strategy meetings 
have been held with all partners  

 
Assurances: 
 

 The Head of Safeguarding chairs the Regional 

Designated Professionals Network which reports 

into the newly established NHS England 

Safeguarding Forum.  Key risks/issues will be 

reported from there to the Quality Surveillance 

Group 

 Providers are providing a range of safeguarding 

performance data to the joint SCCG/STCCG 

Strategic Safeguarding Group via Safeguarding 

Dashboards 

 The Index of Excellence audit undertaken in 

November 2013 as a pilot within the CCG judged 

the CCG as “good” and an action plan will be 

developed to support improved working 

 An internal audit was also completed on 

safeguarding within the CCG and no key risks 

were identified.  An action plan from this has been 

developed. 

 Statutory responsibilities across the health 

economy are being complied with and all Trusts 

support both the SSCB and SSAB business 

priorities 

 A Named GP Safeguarding Adults has been 

appointed by the CCG to work across Primary 

Care and with NHS E to improve GP involvement 

with safeguarding adults, 

 Safeguarding is included on all Quality Review 
Group agendas with FTs 
 

 A project plan has been developed to utilise 

monies from NHS E to support undertaking MCA 

and DoLS work across Sunderland and South 

Tyneside areas. 

Risks: 



NHS Protect 

Page 3 of 23 
 

 Unprecedented activity in undertaking reviews is 
impacting on the Safeguarding Teams within all 
Providers.  Dashboards will be monitored closely 
to ensure the statutory responsibilities for 
delivering training and supervision are still 
complied with in 2014/15.  

 There is likely to be considerable media attention 
on the SSCB when the first of the serious case 
reviews is published later this year with the 
potential for additional media scrutiny as the other 
reports are published. 

 There may be additional risks in 2014/15 - during 
the period of transformation within the Children’s 
Safeguarding Service of Sunderland Council - 
resulting from the recommendations of the 
external review of the service.  All health partners 
are aware of the issues and will work to support 
the Council in implementing any changes to 
ensure improved outcomes for children. 

 The CCG risk register is regularly reviewed and its 
safeguarding risks amended 

 The CCG and all partners contribute to the SSCB, 
MALAP and SSAB risk registers 

 

 
Recommendation/Action 
Required 
 

 
The Governing Body is asked to note the content of 
this report and agree key priorities 

Sponsoring  member  
(where relevant) 

Ann Fox, Director of Nursing, Quality and Safety 

Report Author 
 
Deanna Lagun, Head of Safeguarding 
 

Governance and assurance  

 
Link to CCG corporate 
objectives* 
(please tick) 

CO1 CO2 CO3 CO4 CO5 CO6 

x  x    

Any relevant legal/statutory 
issues 

Statutory Safeguarding Responsibilities – CA 1989, 
2004 

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

669, 670, 671,672,673,674,859,860 

Any information governance 
issues  

All GP member practices, bar one now have an 
nhs.net account and all Providers have secure email 
to enable information sharing for the MASH 
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Item:  

 

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

None 

 
Equality Impact Assessment 
completed 
(please tick)  

Yes  No  
Not 
relevant 

x 

Key implications for the following: 

 
Any additional resources needed? 
 

Business Case developed for an additional Lead 
Nurse Safeguarding Children to support the 
CCG – agreed 12 month fixed term contract – 
band 8a 

 
Has there been appropriate clinical 
engagement?  
 

Learning from all reviews shared within Time in 
Time out sessions, multi-agency sessions with 
both Safeguarding Boards, the planned Whole 
Family Conference in May 2014, and additional 
development sessions with the Quality, Safety & 
Risk Committee 

 
Any impact on patient outcomes? 
 

To improve timely intervention by agencies in 
order to safeguard and protect vulnerable adults 
and children and achieve better outcomes. 

 
Has there been member/stakeholder 
engagement if needed?   
 

NO 
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Summary 
 
This report reviews the work undertaken by health agencies in supporting the 
Sunderland Safeguarding Children Board (SSCB), the Sunderland Safeguarding Adult 
Board and the statutory Community Safety Partnership (the Safer Sunderland 
Partnership) during 2013/2014 in order to provide assurance to the Statutory Board that 
the CCG and its provider health organisations are compliant with their statutory 
responsibilities.  It will highlight key issues, risks, assurances and priorities for 
2014/2015 
 
Safeguarding Children  
 
The protection of children is key to securing the health and wellbeing of the child 
population in Sunderland and is an integral part of Sunderland’s Joint Strategic Needs 
Assessment.  
 
Health agencies across Sunderland continue to support the work of the SSCB, making 
a substantial contribution to the work of the Board through the related sub committees. 
The Designated Professionals provide leadership across the local health economy 
assuring and developing the role that health providers play in safeguarding children and 
ensuring that the health needs of Looked After Children (LAC) are met.   
 
Safeguarding Adults 
 
The Head of Safeguarding and the Designated Nurse Safeguarding Adults are working 
with providers to make safeguarding adults integral to commissioning, through a robust 
assurance framework and leadership to support improvements. Dashboard reports 
have been developed for use with the Foundation Trusts to monitor their safeguarding 
adults’ arrangements and ensure engagement with the SSAB. The Government has 
announced the intention to legislate to put this Board on a statutory footing; however 
the framework for this has not yet been agreed. SSAB already has an Independent 
Chair and has been making improvements in readiness for the statutory arrangements 
being introduced. 
 
Areas for Development/Key Priorities 2014/2015 
  

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

 Ensuring all health providers complete statutory reviews within timescale and 
that the reports are of a high quality and formally agreed with the Executive 
Safeguarding Lead 

 Preparation for Ofsted and CQC inspections into safeguarding arrangements 

 Continued improvement to services for Looked After Children  

 Undertake the Section 11 audit tool across Health Providers in early 2015. 

 Ensure support from health agencies to the early intervention agenda – raising 
awareness of the Strengthening Families Framework and Family Focus model. 

 Support  the continued development of the Multi-agency Safeguarding Hub 
(MASH)  
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 Ensuring leadership and support to all partnerships in meeting their identified 
business priorities 

 To work alongside NHS England to ensure key risks around safeguarding are 
shared and mitigated against. 
 

 
1.0  Background  
 
1.1 All NHS bodies have a statutory duty to make arrangements to safeguard and 

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

 
1.2 No Secrets, Safeguarding Adults: A National Framework of Standards for good 

practice and outcomes in adult protection work4 and Clinical Governance and 
Adult safeguarding: An Integrated Process5 provide the framework for adults. 

 
1.3 The statutory guidance “Working Together to Safeguard Children” has been 

reviewed in light of the Munro Review of Child Protection and was published in 
March 2013.  This provides a comprehensive overview of the responsibility of all 
health organisations and other agencies to safeguard and protect children.  
Regional work is underway between heads of safeguarding in the Local 
Authorities (LAs) to ensure assessment frameworks and timescales are adhered 
to. 

 
1.4 SCCG has a range of strategic documents outlining their vision and commitment 

to safeguarding children and vulnerable adults.  The Safeguarding Strategy and 
associated policy documents acknowledge that safeguarding children and adults 
is a complex and multi-factorial activity and can only be achieved through 
genuine and effective multiagency approaches.  These documents are due for 
review before April 2015. 

 
1.5 In order to fulfil its obligations towards those who are less able to protect 

themselves from harm or neglect SCCG have ensured safeguarding adults and 
children continues to be a strategic objective and ensure that it continues to be 
embedded into all commissioning functions. This means ensuring effective 
prevention and responses to harm abuse or neglect through clear leadership and 
robust performance and assurance systems. Failure to ensure effective 
safeguarding within NHS funded services carries significant risk to patients and 
service users, providers and commissioners alike 

 
1.6 SCCG have a team of Safeguarding professionals to provide strategic leadership 

and day-to- day support and advice on safeguarding issues: 

                                                           
1
 http://www.legislation.gov.uk/ukpga/2004/31/contents 

2
  http://www.legislation.gov.uk/ukpga/2004/31/contents 

3
 S10 CA 2004 http://www.legislation.gov.uk/ukpga/2004/31/section/10 

4
 Association of Directors of Social Services (2005) ‘Safeguarding Adults’ A National Framework of Standards for good practice and 

outcomes in adult protection work. ADSS 
5
 DH (2010) Clinical Governance and Adult safeguarding: An Integrated Process 

http://www.dh.gov.uk/prod_consum_dh/groups/dh_digitalassets/@dh/@en/@ps/documents/digitalasset/dh_112341.pdf 

http://www.legislation.gov.uk/ukpga/2004/31/contents
http://www.legislation.gov.uk/ukpga/2004/31/contents
http://www.legislation.gov.uk/ukpga/2004/31/section/10
http://www.dh.gov.uk/prod_consum_dh/groups/dh_digitalassets/@dh/@en/@ps/documents/digitalasset/dh_112341.pdf
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 The Head of Safeguarding – Deanna Lagun (who fulfils the statutory Designated 
Nurse Safeguarding Children) 

 The Designated Nurse Safeguarding Adults – Richard Scott 

 The Designated Doctor Safeguarding Children – Dr Kim Barrett 

 The Designated Doctor Looked After Children – Dr Samantha Barwick 

 The Designated Nurse Looked After Children -  Jean Hubble 

 The Designated Doctor for Child Death – Dr Kim Barrett 

 The Named GP – Safeguarding Children – Dr Sian Firth 

 The Named GP – Safeguarding Adults – Dr Jane Halpin 
 
1.7 Despite the complexity of employment arrangements all of the identified 

safeguarding staff for SCCG meet regularly with the Head of Safeguarding to 
ensure comprehensive work plans are in place which are reviewed and 
monitored. 

 
1.8 Accountability arrangements regarding safeguarding between CCGs and NHS 

England (NHS E) are in the process of developing and will need embedding over 
2014/2015. 

 
2.0  Purpose of report  
 
2.1 The purpose of this end of year safeguarding report is to provide assurance to 

the Statutory Board that statutory requirements are being met.   
 
2.2 This report conveys a high level of commitment from all health agencies to 

promote safeguarding practice in Sunderland by working together with the 
Sunderland Safeguarding Children Board (SSCB) and Sunderland Safeguarding 
Adults Board (SSAB), across all agencies, both statutory and non-statutory and 
across other partnerships, e.g. The Safer Sunderland Partnership.  

 
2.3 This report proposes safeguarding priorities for 2014/15 in line with those agreed 

at the Statutory Partnerships 
.  
3. 0 Introduction  
 
3.1 This annual safeguarding report provides an overview of:  
 

 Local and national drivers for change and improvement  

 Local Child Protection/Safeguarding Children activity  

 Sunderland Safeguarding Children Board 

 Reviews into Children’s cases 

 The Child Death Review Process 

 Local Adult Protection/Safeguarding Adults activity 

 Sunderland Safeguarding Adults Board  

 Serious Case Reviews/Reviews into Adult cases 

 Performance Monitoring 

 Key priorities for 2014/15  
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4.0 Local and national drivers for change and improvement  
 
4.1  Inspection Arrangements 
 
4.1.2 The last Joint inspection into safeguarding children and looked after children 

arrangements was undertaken in February 2012 by Ofsted and the Care Quality 
Commission – the overall judgement being “good”.  The health recommendations 
from this have been implemented. 

 
4.1.3 The National inspection framework has been reviewed and revised and will focus 

on the impact and effectiveness of help and protection for children, young people 
and their families, in addition to a more rigorous examination of the quality of 
professional practice.  Ofsted will inspect the LA and the SSCB and the CQC will 
inspect the CCG and its health providers separately; a new joint framework will 
be established in 2015. 

 
4.1.4  The CCG and all health providers have been supporting the SSCB in preparation 

for an Ofsted inspection and are collating their own evidence in readiness for a 
CQC inspection. 

 
4.1.5 A Peer Challenge into Sunderland’s Safeguarding Adults arrangements was 

undertaken in 2013/2014 and the findings were positive, noting the change of 
model and the need for this to embed.  The challenge advised that more robust 
accountability arrangements were needed between the SSAB and the Health 
and Well-Being Board. 

 
4.2 Sexual Exploitation of Children and Young People 
 
4.2.1 In accordance with national directives, and following on from Operation Egress 

(which identified over 80 young girls at risk of CSE in Sunderland) a Strategic 
Group, Operational Group and Intelligence Gathering Group have been 
established in Sunderland; with health representation at each level. This group 
reports into the Sunderland Safeguarding Children Board (SSCB) and is 
integrated with work around missing children and young people. 

 
4.2.2 Northumbria Police are working across the area to identify perpetrators of sexual 

exploitation and trafficking and with partners to ensure the safety and well-being 
of any young people identified.  Work commenced during the period of this report 
regarding Operation Sanctuary and Operation Jupiter – both involving the 
Sunderland area. 

 
4.2.3 Following the tragic deaths of two young Sunderland girls Operation Red was 

conducted over December 2013 into January 2014. This was a partnership 
operation to identify other young persons who were deemed to be at risk. 

 
4.2.4 Risks were assessed by applying criteria to young people, which included 

children in care, regularly missing, substance misuse, suspicion of sexual 
exploitation and/or an association with the deceased children. This was 
coordinated through partners (Health, Child Services and Police). All staff were 
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fully briefed regarding these individuals and certain plans were implemented in 
relation to reports of them being missing or identified at risk.  

 
4.2.5 Other young persons were added to the “at risk list” during the operation period.  

Multi-agency information sharing and access to resources ensured that extra 
focus was given to any of the group who were reported as missing to prevent 
harm and ensure the correct care was given on their return. 

 
4.2.6 Other than a few minor problems this was a successful operation. It is worthy of 

mention the strengths of partnership working in Sunderland during a difficult 
period. 

 
5.0 Sunderland Safeguarding Children – 2013/2014 
 
5.1 Over the last year the number of children in Sunderland where there has been a 

multi-agency decision that they are at risk of “significant harm” – the statutory 
threshold for intervention - has increased. At the year-end there were 306 
children subject to a Child Protection Plan (CPP), an increase of 35 on the 
2012/13 outturn of 271 children.   

 
5.2 For the period of this report the number of children subject to CPPs has been at 

the same level or higher than the North East average, and consistently higher 
than the National average.  The quarter 4 figure indicates that Sunderland had 
56.0 children per 10,000 of the general population subject to a CPP, the North-
East average is 51.1 and the National 37.9.  See figure 1. 

 
5.3 Due to changes within the performance team within Sunderland City Council 

from Autumn 2013 there has been minimal data available to the SSCB and 
limited analysis or hypotheses made available regarding safeguarding activity.  
SSCB has been assured that high quality performance data will be available for 
future reports. 

 
5.4 In December 2013 the Multi-Agency Safeguarding Hub (MASH) was initiated and 

the dataset/scorecard for performance and outcomes within the MASH is under 
review and further development.  All performance data is monitored by the SSCB 
Quality Assurance Sub-Committee and the SSCB. 
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Figure 1  
 
5.5 Figure 2 provides information on the number of children and the category of child 

protection plan.  Neglect continues to be the category of abuse most used.    
Since 2012/13 there has been an increase in the number of neglect CPPs from 
75% to 83%, emotional abuse cases have fallen from 13% to 10% and the 
number of physical abuse cases has fallen from 8% to 3%.  The number of 
sexual abuse cases has remained at 4% 
 

 
Figure 2 – Quarter 4  

  Children 

a. Neglect 254 

b. Physical 10 

c. Sexual 12 

d. Emotional 30 

Total: 306 
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Figure 3 
 
5.6 Figure 3 demonstrates the proportion of CPPs where one of the “Toxic Trio” of 

Domestic Abuse, Parental Mental Health and Substance Misuse have featured 
as a difficulty within the family impacting on the children.  Within the individual 
concerns substance misuse was a feature in 66.2% of families (the same as at 
year end 2012/13) Domestic Violence was a feature in 59.7% of families (a 
reduction of 10% from 2012/13)  Parental Mental Health was a concern in 51.3% 
of families compared to 57.4% at the previous year end.  Although most families 
had at least one of these issues, 31.1% of families at Initial Child Protection 
Conferences had all three of the “Toxic Trio” at 2013/14 year end, a marginal 
reduction of 0.1% compared to 2013/14. 

 
6.0   Activity re CIN and CAF 
 
6.1 The number of children with a Child in Need plan (CIN) for 6 months or more 

after their CPP was discontinued has risen throughout 2013/14, at Q4 this was 
59.1%; however it still remains lower than the local average (60.7%) and the 
National (57.3%) 

 
6.2 At Q4 there were 2624 Children in Need (479.8 per 10,000).  This is a rise from 

419.4 at the outturn of 2012/13; the national comparator is 332.2 and the North 
East 452.2 

 
6.3 1573 CAFs were undertaken in Q4, the highest number throughout 2013/14. 
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7.0 Looked After Children (LAC) 
 
7.1 The Head of Safeguarding, the Designated Doctor for Looked After Children and 

the Designated Nurse for Looked After Children support the Sunderland Multi-
Agency Looked After Children Panel (MALAP) to ensure strategic leadership 
across the health economy to ensure the needs of this particularly vulnerable 
group are met.   

 
7.2 The Designated Nurse LAC has re-convened a Health Sub-Group of the MALAP 

to ensure closer scrutiny of the health issues impacting on LAC and to ensure 
appropriate service provision. 

 
7.3 The LAC Health Team are completing their Annual Report which will be shared 

with the CCG, MALAP and the employing organisations – STNHSFT and 

CHSNHSFT. 

7.4 As with the general safeguarding performance data arrangements for collation 

and presentation of activity is in transition within SCC.  A scorecard is under 

development  for LAC.  This data will be monitored by MALAP and, in light of the 

new inspection arrangements, the SSCB. 

7.5 There were 488 Looked After Children at the end of Q4 (89.2 per 10,000).  In the 
same period last year there were 437 (77.9 per 10,000).   

 
7.6 57 Initial Health Assessments and 114 Review Health Assessments were 

undertaken in Q4, with 72% and 87.5% of these respectively being undertaken in 
timescale.   

  
7.7 9.2% of our LAC were placed more than 20 miles from where they had 

previously lived.  This % has been stable throughout 2013/14.  The National 
average is 12.1% 

 
8.0 Sunderland Safeguarding Children Board (SSCB) – health  contribution 
 
8.1 SCCG have continued the financial support to the SSCB established by the PCT 

and provide an annual payment of £37,399 towards the functioning of the SSCB.  
In light of the unprecedented number of statutory reviews being undertaken 
which necessitate commissioning Independent Authors additional monies have 
been identified by the CCG should extra contributions be required in 2014/15. 

 
8.2 Considerable support to SSCB activity is provided by health staff from the CCG 

and the 3 Foundation Trusts, as can be seen in table 1.  Health representatives 
also sit on all of the sub-groups.  The CCG also provides support with 
administrative/business support to some of the sub-committees and offers rooms 
for training and meeting purposes. 

 
 Table 1 

SSCB Director of Nursing SCCG 
Designated Doctor & Head of Safeguarding - SCCG 
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8.3 The MASH Board has overseen the introduction of the multi-agency 

safeguarding hub from December 2013 and will continue to meet to review and 
amend the project plan for 2014/15.  The Head of Safeguarding chairs the MASH 
Operational Group, established to review working practices, processes and 
reporting arrangements.  Quarterly reports into the progress within the MASH are 
received by SSCB on a bi-monthly basis.  Initial reports were of concern as 
performance appeared to be worse than the previous arrangements; however 
with improved, appropriate management within the MASH and closer scrutiny of 
activity performance appears to be improving. 

 
9.0  Serious Case Reviews/other reviews 
 
9.1 At the time of writing this report 5 SCRs have been commissioned by SSCB: 

 Baby A & Child C 

 Baby Eve 

Strategic Safeguarding Lead – STNHSFT 
Director of Nursing – CHS 
Head of Safeguarding - NTW 

Business 
Planning Group 

Head of Safeguarding - SCCG 
Strategic Safeguarding Lead – STNHSFT 
Head of Safeguarding – NTW 

Quality 
Assurance Sub-
Committee 

Head of Safeguarding  (Chair)- SCCG 
Named Nurse – CHS 
Named Nurse – STNHSFT 

Case Review  Designated Doctor and Head of Safeguarding (vice 
chair) - SCCG 
Head of Safeguarding  (Chair)– NTW  
Named Nurse – STNHSFT 
 

Joint 
SSCB/SSAB 
Training & 
Workforce 
Development 
Sub-Committee 
 

Designated Nurse Safeguarding Adults - CCG 
Safeguarding Advisor – STNHSFT 
Safeguarding Advisor – NTW 
Named Nurse – CHS 
 

Child Death 
Review Sub-
Committee 

Head of Safeguarding (Chair)– CCG 
Designated Doctor for Safeguarding & Child Death - 
CCG 
Head of Safeguarding – NTW 
Named Nurse – STNHSFT 

Joint 
Communication 
& Workforce 
Development  
Sub-Committee 

Lead Nurse Safeguarding Adults - CCG 
Named Nurse – CHS 
Strategic Safeguarding Lead – STNHSFT (Chair) 

Joint Legal & 
Procedures Sub-
Committee 

Designated Nurse Safeguarding Adults - CCG 
Senior Nurse – CHS 
Safeguarding Advisor – STNHSFT 
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 Baby Lewis 

 Young Person Isobel 

 Young Person Kerry 
 
9.2 Management Reviews have also been undertaken into: 

 Young Person S 

 Young Person David 

 Baby Charlie 
 
9.3 Media planning has taken place in early 2014 regarding the publication of the 

first Serious Case Review with Leads identified from Statutory Agencies to 
participate. 

  
9.4 The Executive Director of the People’s Directorate in Sunderland City Council 

has agreed to commission an Independent Review of the LA’s Safeguarding 
Children arrangements in light of some early learning identified. 

 
9.5 A number of other cases not meeting the criteria for formal reviews but where 

clear learning was identified have been included in a Vulnerable Babies Action 
Plan.  Work on this is led by the Vulnerable Babies Sub-Group of the Quality 
Assurance Sub-Committee.  

 
9.6   Learning events from all of the cases under review will be facilitated by SSCB 

and key findings shared within all health safeguarding children training. 
 
10.0 SSCB Annual Report 
 
10.1 This is currently being drafted and will be provided to the CCG once agreed.. 
 
10.2 Key Priorities for the SSCB are outlined in their business plan which is updated 

at every sub-committee and discussed at every Board; as is the SSCB Risk 
Register. 

 
11.0 The Child Death Overview Process 
 
11.1 The need for a formal child death review process under became mandatory in 

April 2008 and has been re-affirmed in Working Together to Safeguard Children 
20136 This sets out the need for two inter-related processes: firstly, a rapid 
response by a group of key professionals to lead an enquiry into and evaluate 
every unexpected death of a child; and secondly, an overview of all child deaths 
(under 18 years) within an area by a panel, to be known as the Child Death 
Overview Panel (CDOP)  

 
11.2 In South of Tyne and Wear the overview panel considers all the child deaths for 

this area, receiving the information from each local panel in Gateshead, South 
Tyneside and Sunderland. The CDOP acts as a sub group of the Local 
Safeguarding Children Board, and is accountable to each of the LSCB Chairs. 
Panels are responsible for collecting and analysing information about deaths of 

                                                           
6
 Chapter 7 Working  Together to Safeguard Children (2013) http://www.workingtogetheronline.co.uk/ 

http://www.workingtogetheronline.co.uk/
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all children aged 0 to 18 years (excluding stillbirths).  The local Child Death 
Review Panel, chaired by the CCG Head of Safeguarding, looks at all child 
deaths and identifies any modifiable factors, which are then fed into the 
Overview Panel – chaired throughout 2013/14 by the Director of Public Health in 
Gateshead.  The Sunderland Director of Public Health will take over this chairing 
function in 2014/15. 

 
11.3 The CDOP Annual Report will be presented to the CCG in the summer 2014.  

There were 23 child deaths in Sunderland throughout this period of reporting, the 
2nd highest rate since the process was introduced. 

 
12.0 Sunderland Safeguarding Adults – 2013/14 
 
12.1 The Strategic Safeguarding reporting process for Safeguarding Adults was 

established in October 2013. Development of reporting arrangements has 
continued and the CCG Safeguarding Team are linking directly with the Local 
Authority Safeguarding Manager to agree future reporting arrangements.  In the 
interim this report summarises key areas of activity for the first complete quarter 
following implementation of the new centralised model.  

12.2 During February 2014 the SSAB Quality Assurance Sub Group developed and 
agreed an annual audit program for 2013-14 to assess the quality of 
Safeguarding referrals.  An audit of NEAS referrals taken from December 2013 
was undertaken in February 2014 and has resulted in joint work with NEAS to 
revise and develop documentation.  This work should better differentiate social 
care referral requests/referrals from Safeguarding referrals, and this should 
streamline the referral process and support prioritization of Safeguarding 
concerns. 

12.3 A similar audit of Police referrals is currently in progress, and a further audit of 
completed cases will be undertaken to assess their management by the Social 
care Governance and Safeguarding Adult team.  A summary of this audit activity 
and reported outcomes will be incorporated into future reports.   

13.0  Referral /Notifications 

Figure A 

Notification 

Month 
Total 

Nov-2013 (from 

28th) 
11 

Dec-2013 67 

Jan-2014 96 

Feb-2014 82 
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Number of Safeguarding Notifications by month
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  Figure B 

 

 
13.1 Notification activity between January and March 2014 (fig A) above: shows 

relatively consistent activity which indicates activity has begun to settle.  The 
numbers of notifications per month January 2014 to March 2014 have increased 
in comparison to the same period in the previous year.  This could indicate an 
increase in levels of abuse but is perhaps more likely to evidence the 
improvements in recording and management of concerns resulting from 
implementation of the new model. 

13.2 Referrals by category of abuse 

Number of Notifications by main abuse type
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Figure C          

13.2.1 Whilst there are fluctuations between physical and neglect being the highest 
category these three areas are consistently the top three categories of abuse. 

 
13.3     Referrals  
 
13.3.1 Number of referrals by location of alleged abuse    

Figure D 

Mar-2014 74 

Apr-2014 90 

  420 
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Number of notifications by location of alleged abuse
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13.3.2 Distribution/location of abuse data consistently identifies the victim’s own home 
as the location for the highest numbers of referral (211 cases since 
implementation of the new model in November 2013) closely followed by abuse 
in a residential home (102 cases since November).    

13.3.3 Reported location of abuse continues to reflect National comparator data for 
2012 -2013 which also identifies the highest number of referrals being either in 
the victim’s own home or care home setting (national comparator data does not 
though differentiate between nursing homes and residential homes) 

13.4  Outcomes of Notifications       Figure E 
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13.4.1  There appears to be a continuing trend from the reported activity where in 
the majority of cases there has been a decision not to convene a strategy 
meeting. There are three cases recorded as either No Further Action, passed to 
worker or progress to assessment.  These entries are being addressed as future 
outcomes should only be recorded as went to strategy, not to convene or not 
recorded.  The level of cases not going to Safeguarding Adult Strategy meeting 
will continue to be monitored, but is consistent with the level of recorded abuse  
in fig F below.  

13.5   Category of recorded abuse 

Low

49.82 %

Significant

29.89 %
Very Significant

13.65 %

Critical

6.64 %

 

          Figure F 

12.6  Notifications by vulnerability of victim 

 Figure G 
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13.6.1 Recorded activity by vulnerability shows physical disability as the single largest 
group, this is consistent with national comparator figures for 2012-13.   

13.6.2 The CCG and health partners will support the improvement plan following the 
Peer Challenge into safeguarding adults arrangements in preparation for a fuller 
inspection by the CQC and the forthcoming statutory framework for safeguarding 
adults. 

 
14.0 Sunderland Safeguarding Adults Board (SSAB) – health contribution 

14.1 SCCG have a section 256 agreement in place with the Local Authority, and have 
contributed £111, 321 annually towards safeguarding adults since the agreement 
was reviewed in 2010. 

14.2 SCCG and the 3 Foundation Trusts all provide support to the safeguarding 
adults agenda as can be seen in Table 3.  Representatives from health also sit 
on the working groups reporting to the Sub-Groups. The CCG also provides 
administrative business support to the sub-groups as necessary and provides 
rooms for training and meeting purposes 

 Table 2 

 

 
  
  
 
 
 
 
 
 
 
 
 
 
14.3

 
A
 
p
r
o
j
e
c
t 
management group has been established to review and commission the training 
and support needed for implementation of the Mental Capacity Act across 
Sunderland and South Tyneside.  The Designated Nurse Safeguarding Adults is 

SSAB Director of Nursing – CCG 
Head of Safeguarding - CCG 
Strategic Safeguarding Lead – STNHSFT 
Director of Nursing – CHS 
Head of Safeguarding – NTW 

Quality Assurance 
Sub-Group 

Designated Nurse Safeguarding Adults – CCG 
Quality and Patient Safety Lead– CHS (Chair) 
Named Nurse – STNHSFT 
Safeguarding Advisor – NTW 

Case Review Sub-
Group 

Head of Safeguarding – CCG (Chair) 
Designated Nurse Safeguarding Adults – CCG 
Head of Safeguarding – NTW 
Named Nurse– STNHSFT 

Joint Training & 
Workforce 
Development Sub-
Group 

Designated Nurse Safeguarding Adults – CCG 
Safeguarding Advisor – STNHSFT 
Safeguarding Advisor – NTW 
Named Nurse – CHS 

Communication & 
Workforce 
Development  
Sub-Committee 

Designated Nurse Safeguarding Adults – CCG 
Named Nurse – CHS 
Strategic Safeguarding Lead – STNHSFT (Chair) 

Legal & 
Procedures Sub-
Committee 

Designated Nurse Safeguarding Adults – CCG 
Senior Nurse– CHS 
Safeguarding Advisor - STNHSFT 
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working in partnership with colleagues in STCCG, both Local Authorities and 
with NHS England. 

 
15.0 Serious Case Review/other reviews 
 
15.1 SSAB commissioned a SCR into how agencies have worked together to 

safeguard and protect a young woman with a learning disability, who had been 
chronically neglected and sexually abused at home.  The young woman (YP S) 
is now safe and has been the subject of Court of Protection Proceedings.  The 
Independent Overview Author has completed the report and the Executive 
Summary.  The latter will be published on the SSAB website when assessment 
work has been completed with the young woman in preparation for this. The 
composite action plan from this will be  monitored by the Quality Assurance Sub-
Group and all sub-groups will take responsibility to share the lessons learned 
from this SCR. 

 
15.2 The Case Review Sub-Group has also reviewed 3 other cases, not meeting the 

criteria for SCR during the reporting period.  Action plans have been completed 
and reported to SSAB. 

 
16.0 SSAB Annual Report 
 
16.1 The annual report from SSAB is due to be published in the summer of 2014 and 

will be reported to the CCG 
 
16.2  Key Priorities for the SSAB are outlined in the Business Plan which is updated at 

every sub-committee and reported to every Board; as is the SSAB Risk Register.  
 
17.0 The Safer Sunderland Partnership 
 
17.1 The Domestic Homicide Review continues and the final draft of the Independent 

Author’s report has been received by the DHR Panel.  This has been shared with 
the Sunderland Coroner who has followed statutory processes in advising the 
Secretary of State for Health of his findings at the inquest and the learning 
identified in the DHR to prevent future deaths.  A media strategy group will be 
established regarding how the Partnership publicise the outcome of the DHR and 
its findings as the case is very easily identifiable within Sunderland. 

 
17.2 The Partnership has produced its Strategic Intelligence Assessment (PSIA) 

which outlines key achievements in 2013 -14; including: 

 Mobile treatment unit 

 New adult substance misuse treatment service 

 Domestic Violence Health Needs Assessment 

 Joined up and co-ordinated communications activity 
 
17.3 This assessment provides an overview of crime and disorder and the future 

challenges – particularly in light of the welfare reforms and the potential impact 
on crime, as well as the changes to the Rehabilitation Agenda (changes to 
Probation – offender management).  It highlights ongoing risks, for example the 
lack of suitable accommodation provision for women offenders, concerns around 
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increased alcohol and substance misuse and increased numbers of vulnerable 
groups within the city.   

 
17.4 The PSIA identifies a number of areas for improvement which will require both 

local action as well as working across boundaries with other Community Safety 
Partnerships, or across the Region.    Recommendations from a range of recent 
reviews around domestic abuse, alcohol and licensing and reducing re-offending 
will require the SSP to support implementation in 2014/2015.  The assessment 
summaries the unprecedented amount of policy and economic change and the 
significant resource pressures on both the public sector and third sector resulting 
in a shift to services “enabling” rather than always “delivering”.  

 
17.5 The Head of Safeguarding is involved in the key areas of work with the SSP and 

its associated Responsible Authorities Group. 
 
18.0 Safeguarding Performance Monitoring within Health 
 
18.1 Following the Joint Inspection in February 2012 quarterly safeguarding 

dashboard reports were developed by the Head of Safeguarding to review a 
range of safeguarding activity – both adults and children.  The information 
provided in these demonstrate that all health providers contribute to the wider 
safeguarding processes of MARAC (Multi-Agency Risk Assessment 
Conferences), MAPPA (Multi-Agency Public Protection Arrangements) and 
engage in the necessary policy development, supervision, training and 
attendance at multi-agency meetings to ensure our patients/clients are 
safeguarded.   

 
18.2 Whilst SSCB did not complete an annual S11 Audit during this report period the 

CCG did pilot the use of the Index of Excellence, developed by Gentoo.  This 
was undertaken in November 2013 and a formal report and action plan will be 
presented to the Executive Board in July 2014. 

 
18.3 SSAB have developed a range of audit tools which have yet to be fully 

implemented; reviewing individual Board Member competencies as well as 
agencies policies, procedures and activity around safeguarding adults. 

 
18.4 The Joint Strategic Safeguarding Group is now well established and reports to 

the CCG Quality, Safety and Risk Committee.  The Group reviews all 
safeguarding information and data and is chaired by the Director of Nursing. 

 
18.5 Quality of care within care and nursing homes continues to be reviewed on a 

regular basis, with monthly meetings between health, the Local Authority and the 
Care Quality Commission.   

 
19.0 Summary of key issues, assurances and risks 
 
19.1 Key issues:  

 There is unprecedented activity across both Safeguarding Children and Adults 
which is having considerable impact on both the CCG Safeguarding Team and 
the Teams within all our health providers.   
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 During this timeframe 5 Serious Case Reviews are being undertaken for children 
and young people with an additional 3 cases which did not meet the criteria for a 
SCR being looked at as Management Reviews by the SSCB 

 A Domestic Homicide Review is being undertaken by the Safer Sunderland 
Partnership 

 The SSAB has commissioned a Serious Case Review into the management and 
interagency working of a Young Person with a Learning Disability who was 
chronically neglected and exposed to sexual abuse. 

 There were significant multi agency issues regarding Children’s Safeguarding 
towards the end of 2013. In response to these concerns, Sunderland Council has 
commissioned an external 2 stage review.  A steering group has been 
established, supported by the Director of Nursing within the CCG and the 
Director of Nursing, NTW to establish the terms of reference for the review 

 The risk to SCCG as a member of the multi-agency board is in the identification 
of collective failings and media planning/strategy meetings have been held with 
all partners 

 
19.2 Key assurances: 

 The Head of Safeguarding chairs the Regional Designated Professionals 
Network which reports into the newly established NHS England Safeguarding 
Forum.  Key risks/issues will be reported from there to the Quality Surveillance 
Group 

 Providers are providing a range of safeguarding performance data to the joint 
SCCG/STCCG Strategic Safeguarding Group via Safeguarding Dashboards 

 The Index of Excellence audit undertaken in November 2013 as a pilot within the 
CCG judged the CCG as “good” and an action plan will be developed to support 
improved working 

 An internal audit was also completed on safeguarding within the CCG and no 
key risks were identified.  An action plan from this has been developed. 

 Statutory responsibilities across the health economy are being complied with and 
all Trusts support both the SSCB and SSAB business priorities 

 A Named GP Safeguarding Adults has been appointed by the CCG to work 
across Primary Care and with NHS E to improve GP involvement with 
safeguarding adults, 

 Safeguarding is included on all Quality Review Group agendas with FTs 

 A project plan has been developed to utilise monies from NHS E to support 
undertaking MCA and DoLS work across Sunderland and South Tyneside areas. 

 
19.3 Key Risks: 

 Unprecedented activity in undertaking reviews is impacting on the 
Safeguarding Teams within all Providers.  Dashboards will be monitored 
closely to ensure the statutory responsibilities for delivering training and 
supervision are still complied with in 2014/15.  

 There is likely to be considerable media attention on the SSCB when the first 
of the serious case reviews is published later this year with the potential for 
additional media scrutiny as the other reports are published. 

 There may be additional risks in 2014/15 - during the period of 
transformation within the Children’s Safeguarding Service of Sunderland 
Council - resulting from the recommendations of the external review of the 
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service.  All health partners are aware of the issues and will work to support 
the Council in implementing any changes to ensure improved outcomes for 
children. 

 The CCG risk register is regularly reviewed and its safeguarding risks 
amended 

 The CCG and all partners contribute to the SSCB, MALAP and SSAB risk 
registers 

 
20.0 Key Safeguarding Priorities for Sunderland in 2014/15 
 

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

 Ensuring all health providers complete statutory reviews within timescale and 
that the reports are of a high quality and formally agreed with the Executive 
Safeguarding Lead 

 Preparation for Ofsted and CQC inspections into safeguarding arrangements 

 Continued improvement to services for Looked After Children  

 Undertake the Section 11 audit tool across Health Providers in early 2015. 

 Ensure support from health agencies to the early intervention agenda – raising 
awareness of the Strengthening Families Framework and Family Focus model. 

 Support  the continued development of the Multi-agency Safeguarding Hub 
(MASH)  

 Ensuring leadership and support to all partnerships in meeting their identified 
business priorities. 

 To work alongside NHS England to ensure key risks around safeguarding are 
shared and mitigated against. 
 
 
The SCCG Statutory Board is asked to note the content of this report and agree 
the key priorities for 2014/15 

 

 
 
Deanna Lagun         July 1st 
2014 
 
Head of Safeguarding Sunderland  
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Item: 8.3 

CATEGORY OF PAPER  

Proposes specific action  

Provides assurance   

GOVERNING BODY 

22 JULY 2014 

Report Title 
 

Safety, transparency and openness in the 
NHS 

Purpose of report 
The purpose of this paper is to provide 
Sunderland Clinical Commissioning Group 
(SCCG) with a summary paper of the “Safety, 
transparency and openness in the NHS” 
campaign launched in June 2014. 

Key issues, assurances and risks 

 

Key issues  
This is a key element of the Government’s 
response to Sir Robert Francis QC’s Public 
Inquiry into Mid Staffordshire NHS Foundation 
Trust.  
There are 3 elements to the campaign; 

1. Sign up to Safety 
2. Hospital safety Website 
3. Whistleblowing review. 

      
Key assurance 
Healthcare providers are being asked to the 
Sign up to Safety campaign and make a public 
declaration of their commitment to improve 
safety in their organisations.  CCGs are asked to 
encourage providers to sign up to the campaign 
and commit to putting safety first by publishing 
their safety improvement plans and reporting on 
progress, identifying areas of focus using 
national and local priorities and engaging with 
communities, patients and staff, on the website. 

The NHS Choices web site is now providing key 
hospital-level patient safety data in one place 
which means the public can see how hospitals 
compare in terms of safety across seven key 
indicators.  This is to ensure that hospitals are 
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more transparent.  NHS organisations will be 
required to publish details of staffing levels on 
each of their wards every month, as well as the 
percentage of shifts meeting planned staffing 
levels.  

SCCG will monitor the “Sign up to Safety” plans 
produced by the Trusts, and the key hospital-
level patient safety results of their providers and 
identify any key risks that will be then discussed 
at the relevant Quality Review Groups (QRGs). 
They will also monitor the safe staffing levels 
and discuss them with the relevant providers at 
the QRGs. 

Key Risks  
Results for first published staffing levels 
reported by City Hospitals Sunderland (CHSFT) 
and South Tyneside NHS Foundation Trusts 
being lower than expected. Workforce is now a 
standing agenda item at QRG meetings.  

Although CHSFT were rated as “Amongst the 
worse” for open and honest reporting due to 
their profile of degree of harm reported to the 
National Reporting and Learning System, this 
rating relates to only one of a composite group 
of 7 indicators regarding incident reporting, 
(monitored at QRG meetings) so is not an 
accurate reflection of the improving safety 
culture within the organisation. 

Recommendation/Action Required The Governing Body is asked to note the 
contents of the report and seek clarification 
where required. 
The Governing Body is encouraged to register 
on the Sign up to Safety campaign. 
 

Sponsoring Governing Body member  

(where relevant) 

Ann Fox 
Director of Nursing, Quality and Safety  

Report Authors 

 
Amanda McEwan, Clinical Quality Manager 
NECS 
Sue Goulding, Head of Quality and Patient 
Safety, SCCG 

Governance and assurance  

 CO1 CO2 CO3 CO4 CO5 CO6 
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*CCG Corporate Objectives 
 
CO1 - Ensure the CCG meets it public accountability duties 
CO2 - Maintain financial control and performance targets 
CO3 - Maintain and improve the quality and safety of CCG commissioned 

services 
CO4 - Ensure the CCG involves patients and the public in commissioning and  
  reforming services  
CO5 - Identify and deliver the CCG’s strategic priorities 
CO6 - Develop the CCG localities 
 

 

 

Link to CCG corporate objectives* 
(please tick) 

      

Any relevant legal/statutory issues N/A 

Are the identified risks on the Risk 
Register?  

(If so please include reference number) 

No 

Any information governance issues  N/A 

If report has been previously 

reviewed please specify which 

Committee and date of meeting 

N/A 

 
Equality Impact Assessment 
completed 
(please tick)  

Yes  No  
Not 
relevant 

 

Key implications for the following: 

 
Any additional resources needed? 

 
No  

 
Has there been appropriate clinical 
engagement?  

Yes 

 
Any impact on patient outcomes? Safety of care provided 

 
Has there been member/stakeholder 
engagement if needed?   

N/A 
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Safety, transparency and openness in the NHS  

Introduction  
 
On the 24 June 2014 the Secretary State for Health announced a package of 
measures to boost safety, transparency and openness in the NHS.  This is a key 
element of the Government’s response to Sir Robert Francis QC’s Public Inquiry into 
Mid Staffordshire NHS Foundation Trust.  
 
There are 3 elements, as follows:  

1. Sign Up to Safety  (Listen, Learn, Act) Campaign 

The Sign up to Safety campaign aims to deliver harm free care for every patient, 
every time, everywhere. It recognises that staff and organisations should be listening 
to patients, carers and staff, learning from what they say when things go wrong and 
taking action to improve patients’ safety. It champions openness and honesty and 
supports everyone to improve the safety of patients.  This new ambition aims to 
reduce avoidable harm in healthcare by half, thereby saving 6,000 lives over the next 
3 years.  The campaign will call for everyone working in the NHS to listen to patients, 
carers and staff, learn from what they say when things go wrong and take action to 
improve patient safety.  
 
The intention is to make the NHS the safest healthcare system in the world, building 
on the recommendations of the Berwick Advisory Group and as part of the journey 
towards ensuring patients get harm free care every time, everywhere.  The 
campaign’s objective is to generate a movement which places the safety of patients 
as a top priority in everything that is done.  Every healthcare organisation is formally 
invited to sign up to the campaign and commit to delivering a safety plan that will 
contribute to the new ambition.  This is an unprecedented and world-leading level of 
transparency and openness, which will help to create the right conditions needed to 
harness the commitment of everyone in the NHS to deliver the best and safest 
possible care.  
 
Healthcare providers are being asked to the sign up safety campaign and make a 
public declaration of what they will do to improve safety in their organisations.  CCGs 
are asked to encourage providers to sign up to the campaign and commit to putting 
safety first by publishing their safety improvement plans and reporting on progress, 
identifying areas of focus using national and local priorities and engaging with 
communities, patients and staff. 
 
The five ‘Sign up to Safety’ pledges  
 
By signing up individuals and organisations pledge a commitment to:  
 

 Put safety first: Commit to reduce avoidable harm in the NHS by half and 
make public the goals and plans developed locally.  

 



NHS Protect 

5 
 

 Continually learn: Make their organisations more resilient to risks, by acting 
on the feedback from patients and by constantly measuring and monitoring 
how safe their services are.  

 

 Honesty:  Be transparent with people about their progress to tackle patient 
safety issues and support staff to be candid with patients and their families if 
something goes wrong.  

 

 Collaborate: Take a leading role in supporting local collaborative learning, so 
that improvements are made across all of the local services that patients use.  

 

 Support: Help people understand why things go wrong and how to put them 
right. Give staff the time and support to improve and celebrate the progress 
made.  
 

 
Role of other national bodies  
 
Monitor and the NHS Trust Development Authority are supporting this campaign and 
will coordinate their efforts to offer advice on sources of support, expertise and 
information to participating NHS Foundation Trusts developing their improvement 
plans for patient safety.  The work of NHS Improvement Quality through the Patient 
Safety Collaborative Programme will also be aligned to this campaign. 
 
The safety plans will be reviewed by the NHS Litigation Authority and if the plans are 
robust they will reduce claims.  Trusts will also receive a financial incentive from the 
NHS Litigation Authority to support implementation of their plans. This can be used 
to tackle some of the financial costs of poor care.  
 
The Care Quality Commission (CQC) has agreed to review Trusts’ improvement 
plans for safety as part of its inspection programme.  The CQC will not offer a 
judgment on the plans themselves but will consider them as a key source of 
evidence to demonstrate how Trusts are meeting the expectations of the five 
domains of safety and quality.  
 

2. A Hospital Safety Website 

NHS Choices is now providing key hospital-level patient safety data in one place 
which means the public can see how hospitals compare in terms of safety across 
seven key indicators.  This is to ensure that hospitals are more transparent.  The 
website provides hospital level patient safety data in a tabular form and Trusts can 
be compared against each indicator.  
 
There are seven indicators, three of which are composites made up of subsidiary 
indicators and each indicator is or will be risk rated. The seven indicators cover the 
following:  
 

 CQC National Standards  

 Open and honest reporting  



NHS Protect 

6 
 

 Infection control and cleanliness  

 Patients assessed for risk of blood clots  

 Responding to patient safety alerts  

 Recommended by staff to their relatives and friends  

 Nursing and midwifery staffing levels  
 
 
Local hospital data can be found in appendix 1. 
 
Safer Staffing Programme 
 
In November 2013, the Government published ‘Hard Truths: the journey to putting 
patients first’, a full and final response to the Francis report which explicitly stated 
that poor staffing levels at Mid Staffordshire led to poor quality care.  Whilst the 
government concedes that adequate staffing levels are essential in providing proper 
care, they will not be introducing mandatory staffing levels.  
 
The National Institute for Health and Care Excellence (NICE) is currently in the 
process of developing guidance to the NHS on setting safe staffing levels.  NICE will 
publish guidance for adult in-patient wards in July 2014 and from August for A&E, 
maternity units, acute in-patient paediatric/neonatal wards, mental health in-patient 
settings, learning disability in-patient units, mental health community units, learning 
disabilities in the community and community nursing care teams. 
 
NHS organisations will be required to publish details of staffing levels on each of 
their wards every month, as well as the percentage of shifts meeting safe staffing 
guidelines.  South Tyneside NHS Foundation Trust (STFT), City Hospitals 
Sunderland NHS Foundation Trust (CHSFT) and Northumberland Tyne and Wear 
NHS Foundation Trust (NTWFT) have confirmed that there is a process in place to 
capture this data and that they are on track to deliver this within the required 
submission timescales and the staffing data for will be included in future Quality 
reports.  The June results are attached in appendix 1.  This information will 
contribute to improving care for patients by ensuring that effective staffing levels are 
continually presented, challenged, owned and discussed at Trust Board level, with 
the commissioners at the Quality Review Group (QRG) and at front line level. 
 

3. Whistleblowing 

This element is an independent review into creating an open and honest reporting 
culture in the NHS chaired by Sir Robert Francis QC.  The review is being 
established to provide independent advice and recommendations on measures to 
ensure that NHS workers can raise concerns with confidence, that they will be acted 
upon, that they will not suffer detriment as a result and to ensure that where NHS 
whistle-blowers are mistreated there are appropriate remedies for staff and 
accountability for those mistreating them. 
 
The review will consider the merits and practicalities of independent mediation and 
appeal mechanisms to resolve disputes on whistleblowing fairly.  It will do this by 
listening to and learning the lessons from historic cases where NHS whistle-blowers 

http://https/francisresponse.dh.gov.uk/
http://https/francisresponse.dh.gov.uk/
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say they have been mistreated after raising their concerns and by seeking out best 
practice. Further progress on this review will be reported when available. 
Conclusion 
 
From the information presented in Appendix 1 (taken from NHS Choices) assurance 
can be given that local hospitals are reported as safe for the majority of the 
indicators measured.  Exceptions to this are the hospitals within CHSFT and STFT, 
where staffing levels are reported below 100%.  CHSFT has reported significant 
recruitment problems and work is ongoing to recruit staff with the appropriate skills, 
which is important when considering staffing.  Staffing data is now published at the 
entrance to each ward.  
 
STFT has also been identified as having low staffing compared to the planned 
establishment.  The figure of 91% is explained by the Trust as a situation where 
there is a high planned staffing level compared to the actual staffing, but the lower 
numbers of staff is still within safe numbers and quality of care is not compromised.  
 
CHSFT is also rated as being “Among the worst” by CQC for open and honest 
reporting. The rating is based on being identified as having one elevated risk for 
incident reporting related to of the profile of incident reporting within the Trust, which 
highlights a higher proportion of serious incidents within their overall numbers of 
patient safety incidents reported to the National Reporting and Learning System 
(NRLS).  Any “at risk” or “elevated risk” rating by CQC within the composite of safety 
indicators creates a red rating overall.  All other indicators within that composite 
group were rated green for CHSFT. The Trust has done a lot of work to increase no 
harm incidents and near misses, but there is an issue about not being able to include 
errors picked up by the e-prescribing system, (ie errors which are corrected before 
they are administered) in their submission to the NRLS which would improve their 
incident reporting profile.  The NRLS data is reported every 6 months so is not 
necessarily the current position, as the latest published data was for the time period 
April to September 2013.   
 
The rating does not describe whether or not the hospital is safe, but does give an 
indication of how well developed the organisation’s patient safety culture is.  
 
Recommendations for the Governing Body 
 
The governing body is asked to note the paper.  This information will be regularly 
discussed with each provider at Quality Review Groups.  Assurance will be given at 
the Quality, Safety and Risk Committee on a bi-monthly basis and through the 
minutes of those meeting to the Governing Body. 
 
All SCCG staff and governing body members are encouraged to sign up to the 
campaign on an individual basis.  
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Safe staffing  
 
This measure shows the overall average percentage of day and night hours covered 
by registered and non-registered nurses and midwives in hospitals compared to 
those which were planned.    
 
Things to note: The indicator is the average of four from the hospital level indicators 
published which are:  
 

 Percentage of registered nurse day hours covered as planned (Hospital) 
 

 Percentage of non-registered nurse day hours covered as planned (Hospital) 
 

 Percentage of registered nurse night hours covered as planned (Hospital) 
 

 Percentage of non-registered nurse night hours covered as planned (Hospital) 
 
The value may be greater than 100%. This will occur when the actual staffing 
number is higher than the planned. This may be because there a lot of patients on 
the ward who need extra care due to their physical or mental health condition and 
additional staff are brought in. 
 
Staffing levels are not mandated nationally.  Staffing levels below 100% do not 
necessarily mean that staffing levels are unsafe, if the establishment was above 
average originally.  
 
The data below is taken from NHS England for 2014 
.
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Local hospital data taken from NHS Choices: 
 

Hospital 

Infection 
Control 

and 
cleanline

ss 

CQC 
National 

Standards 

Recommend
ed 

by staff 

Safe 
staffing 

Patients 
assessed  
for blood 

clots 

NHS 
England 
patient 
safety 

notices 

Open 
and 

honest 
reporting 

Sunderland 
Royal 
Hospital 

 

 
 

 
 

As 
expected 

 
 

 
All 

standards 
met Visit 

CQC 
profile 

 
 

 
 

Within 
expected 

range with a 
value of 
59.26% 

 
 
 

91% 
of 

planned 
level 

 
 

 
95.60% of 
patients 

assessed 

 
 

 
 

Good – 
All alerts 
signed off 

where 
deadline 

has 
passed 

 
 

 
 

Among 
the worst 

Sunderland 
Eye Infirmary 

 
 

 
 

As 
expected 

 
 

 
All 

standards 
met Visit 

CQC 
profile 

 
 

 
Within 

expected 
range with a 

value of 
59.26% 

 
 
 

96% 
of 

planned 
level 

 
 

 
 

95.60% of 
patients 

assessed 

 
 

 
Good – 

All alerts 
signed off 

where 
deadline 

has 
passed 

 
 

 
 

Among 
the worst 

Cherry 
Knowle 
Hospital 

n/a 
Data not 
available 

 
 

 
All 

standards 
met Visit 

CQC 
profile 

n/a 
Data not 
available 

138% 
of 

planned 
level 

n/a 
Data not 
available 

 

 
Good – 

All alerts 
signed off 

where 
deadline 

has 
passed 

n/a 
Data not 
available 

Monkwearmo
uth Hospital 

n/a 
Data not 
available 

 
All 

standards 
met Visit 

CQC 
profile 

n/a 
Data not 
available 

113% 
of 

planned 
level 

n/a 
Data not 
available 

 

 
Good - All 

alerts 
signed off 

where 
deadline 

has 

n/a 
Data not 
available 

http://www.nhs.uk/Services/hospitals/Overview/DefaultView.aspx?id=1251
http://www.nhs.uk/Services/hospitals/Overview/DefaultView.aspx?id=1251
http://www.nhs.uk/Services/hospitals/Overview/DefaultView.aspx?id=1251
http://www.cqc.org.uk/directory/RLNGL
http://www.cqc.org.uk/directory/RLNGL
http://www.cqc.org.uk/directory/RLNGL
http://www.nhs.uk/Services/hospitals/Overview/DefaultView.aspx?id=1387
http://www.nhs.uk/Services/hospitals/Overview/DefaultView.aspx?id=1387
http://www.cqc.org.uk/directory/RLNGM
http://www.cqc.org.uk/directory/RLNGM
http://www.cqc.org.uk/directory/RLNGM
http://www.cqc.org.uk/directory/RX464
http://www.cqc.org.uk/directory/RX464
http://www.cqc.org.uk/directory/RX464
http://www.cqc.org.uk/directory/RX4K2
http://www.cqc.org.uk/directory/RX4K2
http://www.cqc.org.uk/directory/RX4K2
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passed 

South 
Tyneside 
General 
Hospital 
 

 
 

 
 

As 
expected 

 
 

 
 

All 
standards 
met Visit 

CQC 
profile 

 
 

 
Within 

expected 
range with a 

value of 
63.61% 

 
 

91% 
of 

planned 
level 

 
 

 
 

98.30% of 
patients 

assessed 

 
 

 
 

Good - All 
alerts 

signed off 
where 

deadline 
has 

passed 

 
 

 
 

Among 
the best 

 

http://www.cqc.org.uk/directory/RE9GA
http://www.cqc.org.uk/directory/RE9GA
http://www.cqc.org.uk/directory/RE9GA
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 CATEGORY OF PAPER  

Proposes specific action  

Provides assurance   

Item: 9.1 

 
GOVERNING BODY MEETING 

22 JULY 2014 

 
Report Title 
 

Sealed Documents 

 
Purpose of report 

In line with the CCGs Standing Orders, the CCG 
has a seal for executing documents where 
necessary. The following individuals are 
authorised to authenticate its use by their 
signature: 

 The Chief Officer 

 The Chair 

 The Chief Finance Officer 
 

In line with Standing Orders, the attached report 
gives details of the documents executed using 
the CCGs seal to provide the Governing Body 
with assurance on its appropriate use. 

 
Key issues, assurances and risks 
 

 
Not Applicable 

 
Recommendation/Action Required 
 

 
The Governing Body is asked to: 
 

 Note the attached documents executed 
using the CCGs seal. 

Sponsoring Governing Body member  
(where relevant) 

David  Gallagher, Chief Officer 

Report Author 
Deborah Cornell, Head of Corporate Affairs 
 

Governance and assurance  

 
Link to CCG corporate objectives* 
(please tick) 

CO1 CO2 CO3 CO4 CO5 CO6 

√      

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

  

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

None identified 

Any information governance issues  None identified 

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

Not applicable 

 
Equality Impact Assessment 
completed 
(please tick)  

Yes  No  
Not 
relevant 

√ 

Key implications for the following: 

 
Any additional resources needed? 
 

 
Not Applicable 
 

 
Has there been appropriate clinical 
engagement?  
 

NA 

 
Any impact on patient outcomes? 
 

NA 

 
Has there been member/stakeholder 
engagement if needed?   
 

NA 
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Sealed Documents - Quarter 1 report 2014/15 
 
 
 

1. Introduction 
 

In line with the CCG’s Standing Orders, the CCG has a seal for executing 
documents where necessary.  The following individuals are authorised to 
authenticate its use by their signature: 

 

 The Chief Officer 

 The Chair  

 The Chief Finance Officer 
 
2. Register of Sealing 
 
 The Chief Officer is required to keep a register in which he or another manager 

of the CCG with delegated authority from the Chief Officer (i.e. Head of 
Corporate Affairs) shall enter a record of the sealing of every document. 

 
3. Use of the Seal 
 

The use of the Seal will be applied to: 
 

 All contracts for the purchase/lease of land and/or building 

 All contracts for capital works exceeding £100,000 

 All lease agreements where the annual lease charge exceeds 
£10,000 per annum and the period of the lease exceeds beyond five 
years 

 Any other lease agreement where the total payable under the lease 
exceeds £100,000 

 Any contract or agreement with organisations other than NHS or 
other government bodies including local authorities where the annual 
costs exceed or are expected to exceed £100,000 

 
 

4. Sealed Documents 
 
The following documents were sealed during the first quarter: 
 
18/02/2014:  Minor works building contract in relation to the refurbishment 

and alteration works at Pemberton House by Brims Construction 
Ltd. 
Seal number 01, authenticated by the Chief Officer and Chief 
Finance Officer.  
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3 Recommendation  
 

The Governing Body is asked to note the above sealed documents and the 
authenticating officers for assurance purposes.  
 
 
 
D Cornell 
Head of Corporate Affairs 
1 July 2014 

 
 
 



NHS Protect 
 

 
Item: 10.1 

CATEGORY OF PAPER  

Proposes specific action  

Provides assurance   

 
GOVERNING BODY 

June 2014 

 
Report Title 
 

 
Sunderland CCG Financial Report – Month 2 
2014/15  
 

 
Purpose of report 

 
The purpose of this report is to present to the 
Governing Body a summary of the financial 
position of the CCG as at month 2 (for the 
period ending 31st May 2014). 
 

 
Key issues, assurances and risks 
 

 

 Key issue is to ensure the CCG meets its 
financial duties. 

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

 Risks to delivery are documented within 
the report. 

 

 
Recommendation/Action Required 
 

 
The Governing Body is asked to:  
 

 Note the financial position of the CCG as 
at 31 May 2014. 

 Note and approve the revised five year 
financial plan for the CCG. 

 

Sponsoring Governing Body member  
(where relevant) 

 
Chris Macklin, Chief Finance Officer 
 

Report Author 
 
David Chandler, Head of Finance  
 

Governance and assurance  

 CO1 CO2 CO3 CO4 CO5 CO6 



    

 
*CCG Corporate Objectives 
 
CO1 - Ensure the CCG meets it public accountability duties 
CO2 - Maintain financial control and performance targets 
CO3 - Maintain and improve the quality and safety of CCG commissioned 

services 
CO4 - Ensure the CCG involves patients and the public in commissioning and  
  reforming services  
CO5 - Identify and deliver the CCG’s strategic priorities 
CO6 - Develop the CCG localities 
 
 
 
 

Link to CCG corporate objectives* 
(please tick) 

√ √   √  

Any relevant legal/statutory issues None 

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

Yes 649 653 990 

Any information governance issues  None  

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

 
N/A 

 
Equality Impact Assessment 
completed 
(please tick)  

Yes  No  
Not 
relevant 

√ 

Key implications for the following: 

 
Any additional resources needed? 
 

 
None 
 

 
Has there been appropriate clinical 
engagement?  
 

N/A 

 
Any impact on patient outcomes? 
 

None 

 
Has there been member/stakeholder 
engagement if needed?   
 

N/A 



    
NHS Sunderland CCG 

 
Financial Report for the period to 31st May 2014 (Month 2)  

 
1. Purpose of Report  

 
The purpose of this report is to present the Governing Body with the summary 
financial position for the CCG as at month 2.  
 

2. Summary Financial Performance 
 

The summary financial performance for the CCG against key financial 
performance indicators (KPI’s) is outlined below. The CCG is currently on track to 
deliver against all financial KPI’s. Further detailed information is provided within 
this report on the performance against each KPI.    
 
Reporting Area Key Performance Indicator Target Achievement RAG RAG Colour

2014/15 

Target 

£000's

2014/15 

Forecast 

£000's

Forecast to achieve revised planned surplus (18,987) (18,987) → Green

Running costs to remain within allocation 6,730 6,730 → Green

Achievement of QIPP targets 2,850 2,850 → Green
Period End 

Target

Period End 

Position

Cash balance in bank account at period end <£1m £613k → Green

Better payment practice code average achievement >95% 98.69% → Green

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

2014/15 

Target 

2014/15 

Forecast 

£000's

Headroom for mitigation of financial risks

Greater than 

zero

Greater than 

zero → Green

RAG Rating Key

↑ performance is on target and improving

→ performance is on target and has remained steady

↓ performance in on target and has declined

↑ performance is close to target and improving

→ performance is close to target and has remained steady 

↓ performance is close to target and declining 

↑ performance is off target but improving

→ performance is off target and has remained steady 

↓ performance is off target and declining

2014/15 

Income & 

Expenditure

Statement of 

Financial Position

Financial Risks & 

Mitigation 

 
 
Please note that specific performance measurement of RAG indicators will be 
proposed for each KPI in the 2014/15 month 3 financial position paper.  

 
3. 2014/15 Income and Expenditure  

 
The summarised cumulative financial position of the CCG to 31st May 2014 
together with forecast outturn for the year is as follows:  



    
 
Sunderland CCG

Financial Position - Month 2 2014/15

CATEGORY

Budget 

(£000's)

Actual

(£000's)

Variance

(£000's)

Annual 

budget 

(£000's)

Outturn

(£000's)

Variance

(£000's)

ACUTE COMMISSIONING 36,915 36,937 22 220,720 220,720 0

AMBULANCE SERVICES 1,947 1,953 5 11,684 11,684 0

COMMUNITY SERVICES 4,337 4,329 -8 26,022 26,022 0

MH COMMISSIONING 8,569 8,551 -18 49,414 49,414 0

MISC COMMISSIONING 601 635 34 20,741 20,741 0

PACKAGES 4,904 4,904 0 29,426 29,426 0

PREMISES 381 381 0 2,283 2,283 0

PRESCRIBING 8,397 8,419 22 50,380 50,380 0

PRIMARY CARE 530 546 16 3,180 3,180 0

REABLEMENT 326 327 1 3,890 3,890 0

OTHER 2,831 0 -2,831 24,958 5,971 -18,987

SUB TOTAL COMMISSIONING BUDGETS 69,737 66,981 -2,757 442,698 423,711 -18,987

RUNNING COSTS 1,149 1,011 -138 6,730 6,730 0

TOTAL CCG 70,886 67,991 -2,895 449,428 430,441 -18,987

Sunderland CCG

Other Budgets Breakdown - Month 2 2014/15

CATEGORY

Budget 

(£000's)

Actual

(£000's)

Variance

(£000's)

Annual 

budget 

(£000's)

Outturn

(£000's)

Variance

(£000's)

2013/14 Carry Forward Surplus 2,831 0 -2,831 18,987 0 -18,987

2.5% Non Recurrent Reserve 0 0 0 3,728 3,728 0

1/2% Contingency Budget 0 0 0 2,243 2,243 0

TOTAL 2,831 0 -2,831 24,958 5,971 -18,987

ForecastYear to Date

Year to Date Forecast

 
 
The CCG is reporting a year to date surplus of £2,895k which is in line with the 
revised planned forecast outturn surplus of £18,987k for 2014/15.   
 
The programme costs year to date position is £2,757k underspent against a year 
to date plan of £2,831k underspent.  
 
A number of estimates and assumptions have been made in determining the 
month 2 position and the forecast outturn as traditionally detailed information is 
not yet available for some categories of spend this early in the financial year. For 
example activity information for PbR contract monitoring is not yet available for 
2014/15 and prescribing data for April 2014 is not available until June 2014.  
 
The running costs year to date position is £138k underspent against a year to 
date plan of breakeven. This is due in the main to low spend against non-staff 
budgets.   
 
More detailed spend information and variance analysis is detailed in Appendix 1. 
 
Based on the information available to date the CCG is forecasting the 
achievement of the revised planned surplus of £18,987k.  



    
QIPP / Resource Releasing Efficiency Savings 
 
The forecast outturn assumes the CCG will achieve savings of £2,850k in full.  
For the year to date, an achievement of £408k is reported against the plan of 
£408k. The risk of non-delivery of QIPP has been assessed at £325k and a 
mitigation plan is in place to manage this risk. Further detailed reporting will be 
provided in the month 3 financial position paper.   

 
The Executive Committee review QIPP achievement on a monthly basis and 
takes appropriate corrective action where necessary.  
 

4. Statement of Financial Position  
 
Better Payment Practice Code (BPPC) 

 
BPPC can be summarised as a target to pay 95% of NHS and non-NHS trade 
creditors within 30 calendar days of receipt of goods or valid invoice (whichever 
is later) unless other payment terms have been agreed. 

 
BPPC Year to Date Performance 

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

Non-NHS

Total Non-NHS Trade Invoices Paid in the Year 1,033 5,846

Total Non-NHS Trade Invoices Paid Within 30 Day Target 999 5,795

Percentage of Non-NHS Trade Invoices Paid Within 30 Day Target 96.71% 99.13%

NHS 

Total NHS Trade Invoices Paid in the Year 300 54,337

Total NHS Trade Invoices Paid Within 30 Day Target 297 54,304

Percentage of NHS Trade Invoices Paid Within 30 Day Target 99.00% 99.94%

Average performance of four indicators 98.69%  
 
Cash Management 

 
The CCG is expected by NHS England to proactively manage the cash it draws 
down each month and the amount it actually spends.  The target is to have no 
more than £1m left in the main bank account each month.  This target was 
achieved in May with £613k left in the bank at the end of the month.  

 
Performance for this month and last month is shown below: 

  
 



    
Actual Actual

April May

£000's £000's

Income

Balance bfwd 50 161

DOH Income 31,500 30,000

Prescribing/Home Oxygen Therapy Charge to Cash Limit 3,943 4,228

Other Income 130 486

Total Income 35,623 34,875

Expenditure

Pay (303) (311)

NHS Payments including contracts (27,364) (27,536)

Other Payments -  BACS/CHAPS/Pos (3,852) (1,995)

Prescribing/Home Oxygen Therapy (3,943) (4,228)

Other 0 (192)

Total Expenditure (35,462) (34,262)

BALANCE CFWD 161 613  
 
Aged Debts  
 
The CCG monitors aged debts on a monthly basis to ensure prompt recovery of 
all outstanding debts and avoidance of debt write offs. The current target is to 
have no outstanding debts over 90 days old and above £50k in value. This target 
was achieved in May with no aged debts over 90 days old and above £50k in 
value outstanding.  

 
5. Financial Risks & Mitigation  

 
The financial risks facing the CCG in 2014/15 have been assessed at £3,950k in 
a worst case scenario. The risks identified are as follows:  
 

 Acute contracts over performance £1,500k 

 Community cost per case contracts over performance £200k 

 Risk of continuing care client costs exceeding expected growth £500k 

 Risks of prescribing savings not being achieved £1,350k 

 Potential for other unknown financial liabilities £400k  
 

When adjusted for the likelihood of risks materialising the overall financial risk 
has been assessed at £1,475k. 

 
Mitigations in the form of uncommitted reserves and non-recurrent measures 
have been identified to offset financial risk in this reporting period.  This places 
the CCG in a relatively healthy position to manage financial risks for the 
remainder of 2014/15. 
 
 
Significant Under Spend  



    
 

As identified at the setting of budgets there is a risk that any surplus greater than 
the revised plan of £18,987k could be lost to the local health economy.  Reviews 
of forecast outturns based on various scenarios and corresponding mitigation 
plans will be produced to manage risk in this area. 

 
 

6. Five Year Strategic Plan 
 

As discussed at the last Governing Body meeting the CCG has submitted a five 
year strategic plan and a revised five financial year plan to NHS England.  The 
main change to the five year financial plan, as previously shared with the 
Governing Body and submitted in April 2014, is that the CCG has signaled to 
NHS England the planned utilisation of £12m of the £17m retained surplus over 
four years from 2015/16 to support transformation of health care services in 
Sunderland.   
 
In addition given the recent announcement of ‘resilience’ funding coming to the 
CCG to cover winter / elective activity the planned surplus for 2014/15 has been 
increased by £2m. This gives rise to the new planned surplus of £18,987k.  
 
 

7. Recommendation  
 

The CCG Governing Body is asked to:  
 

 Note the Summary Financial Performance to 31st May 2014. 

 Note and approve the revised 5 year financial plan which incorporates a 
revised surplus for 2014/15 and factors in a ‘drawdown’ of £12m over the 
period 2015/16 to 2018/19. 

 
 David Chandler  
 Head of Finance  
 Sunderland CCG 
 
 
 
 
 
 
 
 
 
 
 
 
 
 



    
Appendix 1 – Budget Category Analysis 
 
Acute Commissioning

Month 2 2014/15

CATEGORY

Budget 

(£000's)

Actual

(£000's)

Variance

(£000's)

Annual 

budget 

(£000's)

Outturn

(£000's)

Variance

(£000's)

CITY HOSPITALS SUNDERLAND NHSFT 29,930 29,930 -0 179,580 179,580 0

GATESHEAD HEALTH NHSFT 2,454 2,454 0 14,724 14,724 0

NEWCASTLE TYNE HOSP NHSFT 1,538 1,538 0 9,228 9,228 0

CO. DURHAM & DARL NHSFT 1,087 1,087 0 6,525 6,525 0

SPIRE HEALTHCARE LTD 603 603 0 3,619 3,619 0

SOUTH TYNESIDE NHSFT 211 213 2 1,263 1,263 0

WASHINGTON WALK IN CENTRE 184 166 -18 643 643 0

SOUTH TEES HOSPITAL NHSFT 82 114 32 493 493 0

NORTHUMBRIA HC NHSFT 53 53 0 319 319 0

NORTH TEES & HARTLEPOOL NHSFT 37 43 6 223 223 0

EXEMPT OVERSEAS VISITORS 12 12 0 70 70 0

WINTER PRESSURES 62 62 -0 62 62 0

NON CONTRACT ACTIVITY NHS & NON NHS 662 662 0 3,971 3,971 0

TOTAL 36,915 36,937 22 220,720 220,720 0

YTD Notes

Main acute contracts reported at breakeven and on track with plan as at month 2 reporting as no data yet available on under / over

performance. 

Minor overspend of £32k on South Tees FT and North Tees & Hartlepool FT due to 2013/14 Q4 charges being higher than expected. 

Minor underspend on Washington Walk  In Centre due to provider invoicing below contract value. 

Mental Health Commissioning

Month 2 2014/15

CATEGORY

Budget 

(£000's)

Actual

(£000's)

Variance

(£000's)

Annual 

budget 

(£000's)

Outturn

(£000's)

Variance

(£000's)

NORTHUMBERLAND T/W NHST 8,492 8,475 -17 50,950 50,950 0

TEES ESK/WEAR VAL NHSFT 43 42 -1 259 259 0

MIND 34 34 0 205 205 0

TOTAL 8,569 8,551 -18 51,414 51,414 0

YTD Notes

NTW underspent by £17k due to credit note received in 2014/15 for 2013/14 charges billed. 

Community Services

Month 2 2014/15

CATEGORY

Budget 

(£000's)

Actual

(£000's)

Variance

(£000's)

Annual 

budget 

(£000's)

Outturn

(£000's)

Variance

(£000's)

S TYNESIDE NHSFT 4,164 4,164 -1 24,987 24,987 0

MSKCAT SERVICE 119 119 0 712 712 0

SUNDERLAND LA INCOME -75 -75 0 -450 -450 0

OTHER CONTRACTS 129 122 -7 773 773 0

TOTAL 4,337 4,329 -8 26,022 26,022 0

YTD Notes

Minor underspends on other contracts 

Forecast

Forecast

Year to Date

Year to Date

Year to Date

Forecast
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Item: 10.2 

CATEGORY OF PAPER  

Proposes specific action  

Provides assurance   

 
GOVERNING BODY 

22 JULY 2014 

 
Report Title 
 

Sunderland Health and Care System Strategic 
Plan 

 
Purpose of report 

To note the June 14 submission of the Plan 

following on from the draft Plan shared at the 

extra ordinary June 14 Governing Body meeting. 

To enable any further input from the Governing 

Body in preparation for a final version due in 

Autumn 2014.  Further guidance is awaited 

about expectations for the Autumn submission 

following expected feedback from the Area 

Team. 

 
Key issues, assurances and risks 
 

 
There are no specific risks identified in terms of 
the development of the 5 year plan. 
 

 
Recommendation/Action Required 
 

 
The Governing Body is recommended to: 

 Note the June submission and 

 Provide any further feedback to inform 

the continuing development of this plan. 

 

Sponsoring Governing Body member  
(where relevant) 

Debbie Burnicle, Director of  & Chris Macklin, 
Chief Finance Officer 

Report Author 
 
Lynsey Caizley 

Governance and assurance  

 
Link to CCG corporate objectives* 
(please tick) 

CO1 CO2 CO3 CO4 CO5 CO6 

x x x x x x 

Any relevant legal/statutory issues No 
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*CCG Corporate Objectives 
 
CO1 - Ensure the CCG meets it public accountability duties 
CO2 - Maintain financial control and performance targets 
CO3 - Maintain and improve the quality and safety of CCG commissioned services 
CO4 - Ensure the CCG involves patients and the public in commissioning and  
  reforming services  
CO5 - Identify and deliver the CCG’s strategic priorities 
CO6 - Develop the CCG localities 

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

 N/A – no risks have been identified in relation 
to the development of the 5 year plan. 

 

Any information governance issues  No 

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

The strategic plan has not previously been 
reviewed by the Governing Body. 

 
Equality Impact Assessment completed 
(please tick)  

Yes x No  
Not 
relevant 

 

Key implications for the following: 

 
Any additional resources needed? 
 

 
No 

 
Has there been appropriate clinical 
engagement?  

Yes via the multi-agency Programme Boards, 
the Clinical Leads and the Executive 

 
Any impact on patient outcomes? 
 

Yes – as outlined in the strategic plan 

 
Has there been member/stakeholder 
engagement if needed?   
 

Yes via the Accelerated Solutions Event with 
partners in June 14, the multi-agency 
Transformation Board’ the TITO and Locality 
meetings with member practices.  Also via the 
Health and Wellbeing Board. 
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Sunderland Health & Social Care System Strategic Plan 

1.  Purpose 
 
The purpose of this report is to provide the Governing Body with an update on the 

development of the strategic plan for the Sunderland Health and Social Care System. 

 

2. Background 

 

In December 2013, NHS England produced national guidance ‘Everyone Counts: 

Planning for Patients 2014/15 – 2018/19.  Within this guidance NHS England highlighted 

the fact that the healthcare system is facing the challenge of significant and enduring 

financial pressures and outlined the need to innovate and transform the way we deliver 

high quality services, within the resources available, to ensure that patients, and their 

needs, are always put first.  

The guidance set out a framework outlining the need for commissioners to work with 

providers and partners in local government to develop strong, robust and ambitious five 

year plans to secure the continuity of sustainable high quality care for all and maximise 

the best possible outcomes for local communities. 

The guidance set out the need for CCG’s to:  

 Develop a two year CCG operational plan; 

 Take the lead in developing a 5 year Strategic plan for the health and social care 

system in Sunderland; 

In developing these plans a number of requirements were outlined: 

 CCG’s must have an outcomes focused approach, with stretching local ambitions 

expected of commissioners, alongside credible and costed plans to deliver them; 

 Ensure citizen inclusion and empowerment to focus on what patients want and 

need; 

 Ensure more integration between providers and commissioners; 

 Ensure more integration with social care and ensure cooperation with Local 

Authorities on Better Care Fund planning; 

 Ensure plans are explicit in dealing with the financial gap and risk and mitigation 

strategies.  No change is not an option. 

Initially there was a requirement to submit the final version of the 5 year strategic plan by 

20th June 2014, however, NHS England have since advised that further time will be given 

http://www.england.nhs.uk/ourwork/part-rel/transformation-fund/bcf-plan/
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for health and care systems to work through their 5 year strategic plan with a final version 

being submitted in Autumn 2014. 

 

3. Current Position 

NHS England has identified that any high quality, sustainable health and care system in 

England will have the following six characteristics: 

 

 A completely new approach to ensuring that citizens are fully included in all aspects 

of service design and change and that patients are fully empowered in their own 

care; 

 Wider primary care, provided at scale; 

 A modern model of integrated care; 

 Access to the highest quality urgent and emergency care; 

 A step change in the productivity of elective care; 

 Specialised services concentrated in centres of excellence. 

 

The Strategic plan is focused around these six characteristics highlighting both examples 

of good practice currently in place across the Sunderland health and care system as well 

as key programmes of work identified as a priority going forward across the whole 

system.   

 

In line with this approach, a 5 year health and care system plan on a page for Sunderland 

has been developed which outlines the key programmes of work being undertaken 

across Sunderland including the 10 transformational changes identified by the CCG as a 

priority for the next two years.  This can be found at Appendix 1 for ease of reference, 

however the full Plan also accompanies this report. 

 

Through the sharing of organisational plans via the Transformation Board, it has also 

been possible to identify the financial savings required to be made across the system, 

outlined in the table below: 

 

 14/15 
£M 

15/16 
£M 

16/17 
£M 

17/18 
£M 

18/19 
£M 

NHS SUNDERLAND CCG 2.9 3.9 6.0 3.0 3.0 

SUNDERLAND CITY COUNCIL 

(Peoples) DIRECTORATE 
10.7 12.0? 10 10 10 

CITY HOSPITALS 

SUNDERLAND NHS F.T 
16.3 14.1 18.5 15.6 15.5 
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SUB TOTALS (MAINLY 

SUNDERLAND) 
29.9 30 34.5 28.6 28.5 

NORTHUMBERLAND  TYNE & 

WEAR NHS F.T 
11.3 10.8 10.7 ?? ?? 

SOUTH TYNESIDE  NHS F.T. 13.8 ?? ?? ?? ?? 

NORTH EAST AMBULANCE 

SERVICE F.T 
6.0 ?? ?? ?? ?? 

SUB TOTALS (Will include an 

element of Sunderland) 
31.1 ?? ?? ?? ?? 

 

From the table above it can be seen that the organisations whose focus is “mainly” on 

Sunderland need to save in excess of £150m over the life of the strategic plan. Other 

organisations that also provide services into Sunderland will need to deliver efficiencies 

so it is feasible the wider “public” sector economy in Sunderland will need to save circa 

£175m in the next 5 years. The detailed figures for Sunderland CCG are highlighted in 

the “financial plan on a page”, however from the table above the context for the wider 

public sector economy can be seen. 

Fundamental to the successful delivery of the savings above, will be the need to 

transform “pathways of care” from traditional secondary care settings where appropriate 

into community / primary care settings. At the heart of our plans is the expectation that 

non elective admissions can be reduced by 15% over the life of the plan. For the CCG 

and our main acute providers this impacts from 2016/17 onwards whereas for some 

economies the need is now. Sunderland does have the time to work through with 

partners the granularity of its plans to deliver its Vision and three strategic objectives and 

ensure ‘universal’ sign up.  

Underpinning the pathways of reform work will be the need to finance non recurrent 

projects and double running costs. Sunderland CCG is in a fortunate position given its 

sound financial situation which will be used to support the “reform” agenda. We have 

signalled a phased “draw down” of the financial surplus reported by the CCG at the end 

of 13/14, commencing in 15/16 which gives the wider economy a unique advantage to 

finance change effectively.  

In addition to the phased draw down of the surplus delivered at the end of 13/14, 

Sunderland has also reviewed its short term plan for 14/15 and will increase its planned 

surplus by a further £2m. Following all these adjustments the planned surplus for each 

year will be as follows: 
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 14/15 
£,000 

15/16 
£,000 

16/17 
£,000 

17/18 
£,000 

18/19 
£,000 

Original Plan 
Surplus (13/14) 

16,987 16,987 16,987 16,987 16,987 

Add Surplus Delivered in 
14/15 

2,000 2,000 2,000 2,000 2,000 

Draw down of Surplus  (3,000) (3,000) (3,000) (3,000) 

Revised Plan Surplus 18,987 15,987 12,987 9,987 6,987 

 

The “draw down” of surplus is controlled at a national level following discussion between 

Treasury and NHS England. We will not know if our plans are agreed until later in the year 

when the plans of all CCG’s have been scrutinised and the “planned” level of draw down is 

known.       

Using this money wisely is key to success going forward. Failure to do this will result in a 

missed opportunity which is unlikely to come around again.   

  

Next Steps 

 Receive Executive and Governing Body feedback on the content of the strategic 

plan; 

 Receive further partner and provider feedback on the strategic plan and key 

initiatives within this; 

 Agree further key programmes of work to be funded via the operational resilience 

and planning process and amend the plan to reflect these; 

 Further develop the vision for each of the six characteristics; 

 Further review of the financial savings in the latter three years of the plan for those 

organisations currently not outlined in the table below; 

 The final version of the strategic plan will be submitted in Autumn 2014. 

 

4. Recommendations 

 

The Governing Body is recommended to: 

 Note the June submission and 

 Provide any further feedback to inform the continuing development of this plan  

 
Lynsey Caizley 
Author 
 
Debbie Burnicle & Chris Macklin 
Sponsors 
2nd July 2014
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Introduction 
1.0 Sunderland Health & Care System 
Sustainable system wide change requires a system wide approach.  This 
strategic plan outlines the desired state for the Sunderland Health and Care 
system by 2018/19 and has been developed in Sunderland for Sunderland. 
The key partners of which, outlined below, are all represented at the 
Sunderland Transformation Board, chaired by the CCG. 

Organisation Role in the Health and Care System 

Sunderland Health & 
Wellbeing Board  

A statutory board where key leaders from the 

health and care system work together to improve 

the health and wellbeing of their local population 

and reduce health inequalities. 

 

The statutory body responsible for planning, 
purchasing and monitoring the delivery and 
quality of most of the local NHS healthcare and 
health services for the people of Sunderland. 

GP Member Practices The 53 GP practices across Sunderland are 
members of Sunderland CCG. 

 

Sunderland City Council secures and influences 

a wide range of services, either directly through 

their staff or by commissioning services from 

outside organisations. They also have 

responsibility for the economic, social and 

environmental ’wellbeing’ of Sunderland. 

 

City Hospitals Sunderland is the main acute 

healthcare provider in Sunderland, operating 

from Sunderland Royal Hospital, Eye Infirmary 

and the Children's Centre. 

http://chsft.nhs.uk/
http://chsft.nhs.uk/�
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They have a number of intermediate specialist 

services and Sunderland Eye Infirmary is a 

leading regional eye treatment centre. 

 

South Tyneside FT are both an acute and 
community services provider.  They are the 
main provider of community services in 
Sunderland.   

 

Northumberland, Tyne and Wear NHS 

Foundation Trust is one of the largest Mental 

Health and Disability Trusts in England and the 

main provider of mental health services in 

Sunderland. 

 

The North East Ambulance Service provides a 
number of NHS services including 999 
response and patient transport services for the 
people of Sunderland. 

 

The aim of Healthwatch Sunderland is to 

strengthen the collective voice of citizens and 

communities in influencing local health and 

social care services to better meet their needs.  

It also  supports people to find the right health 

and social care services for them by providing 

appropriate information, advice and 

signposting. 

 

NHS England is an executive non-departmental 
public body of the Department of Health and 
oversees the budget, planning, delivery and 
day-to-day operation of the NHS in England. 
Also responsible for the commissioning of 
primary care and specialised services at a local 
level. 

 

http://www.ntw.nhs.uk/
http://www.healthwatchsunderland.com/
http://www.england.nhs.uk/
http://en.wikipedia.org/wiki/Non-departmental_public_body
http://en.wikipedia.org/wiki/Non-departmental_public_body
http://en.wikipedia.org/wiki/Department_of_Health_(United_Kingdom)
http://en.wikipedia.org/wiki/National_Health_Service_(England)
http://www.ntw.nhs.uk/�
http://www.healthwatchsunderland.com/�
http://www.england.nhs.uk/�
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2.0  Our Vision and Strategic 
Objectives 
2.1  Our Vision for 2018/19 
Our Vision is to achieve Better Health for Sunderland  
 
We will deliver this through: 
 
 Transforming out of hospital care (through integration 

and 7 day working) 
 Transforming in hospital care, specifically urgent and 

emergency care (including 7 day working) 
 Enabling Self Care and Sustainability 

 
We will do this by having a whole system approach working closely with 

citizens, patients, carers, providers and partners.  
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2.2 Our Strategic Objectives 
 

Transforming out of 
hospital care through 
integration and 7 day 

working 

Transforming in 
hospital care, 

specifically urgent 
and emergency care 
and 7 day working 

Enabling Self Care 
and Sustainability 

 

 Right Care; Right Place; 

Right Time 

 System wide approach 

with one common vision 

 Multi-disciplinary teams in 

localities working together 

with people, adults and 

children with long term 

conditions / complex needs  

to improve their lives / 

meet their needs 

 Improved overall quality of 

care for the elderly  

 Reduced variation in 

primary care 

 Patient centred  

 A system which is simple 

to navigate 

 Reduced emergency 

admissions to hospital as 

people are cared for 

effectively in the 

community 
 

 

 Equality of access 

across the City to 

urgent care 

 24/7 hub 

 Reduced handoffs in 

the system 

 Reduction in 

emergency admissions  
 

 

 Local people influence 

and understand the 

system 

 A city that actively 

supports  / enables 

people to be and stay 

healthy, well and happy 

 Improved public health 

outcomes 

 Managing demand 

 Using community assets 
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2.3 What will the future look and feel like? 
The following diagram shows the future state by 2019 for the health and social 
care economy in Sunderland: 
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The table below outlines how the future state will feel from different 
stakeholder perspectives:   

 

Citizens (Adult, Child, Older Person, Carer) 
 People are educated to self-manage where possible with the necessary support if 

required; 

 Easily accessible advice; 

 Once diagnosed someone co-ordinates the care you require and there is only 

one record which is shared with those who need it; 

 Best use of Information technology to enable this to happen; 

 Responsive providers; 

 As local as possible. 

Member Practices A&E Consultant District Nurse 
 Feel part of a system 

which is efficient and 
joined up 

 Belonging to a 
community / locality 

 Able to use their time 
effectively to 
influence change in 
the system 

 Only see accidents 
and emergencies 

 Have great 
communications 
with primary care, 
social care and the 
rest of the system 

 Make best use of 
skills 

 Provide ‘remote’ 
advice via 
technology 

 Trust in the system 
 Wait for patients to 

arrive 

 Will be part of a 
multidisciplinary team 
(24/7) in the 
community 

 Have a relationship 
with GP Practices 

 Make use of all skills 
 Specialist knowledge 

/ advice to call upon 
 Understand how the 

system works 
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3.0 Values and Principles 
3.1 Core Values 
We have identified a set of core values which will continue to shape and 

underpin all of the work we undertake to deliver our vision.    These seven 

core values are outlined below around our vision: 

 
 

3.2 System Principles 
The following system principles have been agreed: 

 Our approach will be one of a single system for health and social care 
across Sunderland; 

 Mental and physical health will be equally important, recognising both 
impacts on each other; 

 To develop, as a principle, a team based working approach across the 
city. 
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 To share learning and approaches around demand management 
across the health and social care sector, but also wider public sector 
e.g: Sunderland City Council; 

 The establishment of a single Transformational Programme Board to 
oversee this work (now in place); 

We will also work closely with our partners in neighbouring CCGs where our 
patients use services in these areas.  

4.0 Meeting the needs for local people 
4.1  Big Challenges for Sunderland  
We serve a population of around 275,700 people in Sunderland, with an increase 

of 8,100 (3%) forecast over the next 20 years.  Large increases are predicted in 

the elderly, and particularly the very elderly, populations which has significant 

implications for health care over the next five, ten and twenty years.  Even if the 

general levels of health in these age groups continues to improve, the shape and 

structure of health services will need to change to meet the needs of this growing 

population, particularly as older people use services more often, have more 

complex needs and stay longer in hospital.  
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The main health challenges facing Sunderland are: 

 

 

 

We have used a range of information and analyses to identify the big challenges 

facing the NHS in Sunderland.  The challenges which we need to address 

through our commissioning and joint work with our practices and partners can be 

summarised as: 

 

 

 

 

 
 

4.2 Key messages from the Sunderland Joint 
Strategic Needs Assessment 
Joint Strategic Needs Assessment (JSNA) is a continuous process by which the 

Sunderland Director of Public Health works with partners including the third 

sector and patient/public groups to identify the health and well-being needs of 

local people. It sets out key priorities for commissioners and provides a health 

baseline for the development of this plan. 

The Sunderland JSNA has undergone a major refresh to broaden the coverage 

of wider determinants of health; takes account of Marmot priorities; updates the 

analysis of health and wellbeing information; gives greater insight into expressed 

needs of local people; identifies where effective interventions to address needs 

are available but not taking place; and includes equality impact assessments as 

they are developed. 

The JSNA refresh has used a structured process with clear criteria, which 

continues to involve partners and the public. We are in a time of economic 

uncertainty and major system change which make it crucial that JSNA 

recommendations are clear regarding priorities based on a one Sunderland 

 Mental Wellness as demonstrated by our poor outcomes in relation to 
depression and self-harm 

 Excess deaths, particularly from cancer, respiratory and circulatory disease; 

 Health which is generally worse than the rest of England; 

 A growing population of elderly people with increased care needs and 
increasing prevalence of disease who need to be supported to live 
independently; 

 An over-reliance on hospital care; 

 Services which are fragmented and lack integration. 
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strategy; what needs can be met and how we can mitigate against unintended 

consequences from changes in funding and organisational arrangements over 

the next 3-5 years. 

The refresh of the JSNA recommends that those commissioning services in 

Sunderland continue to take the following approach: 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 Increasing life expectancy and reducing health inequalities through focusing on 

addressing the causes of premature morbidity and mortality; 

 A tiered approach to prevention, risk management and early intervention; 

 Enhancing choice, control and personalisation of services for individuals, families and 

communities whilst maximising beneficial outcomes; 

 Identifying those who would benefit from wraparound health and social care services; 

 Integration of services, whether NHS, social care or other services which affect health 

(e.g. spatial planning, housing, transport, libraries, wellness services, addressing fuel 

poverty, mitigating the impacts of welfare reform  etc.); 

 Reducing health inequalities by focussing on giving children the best start in life and 

strengthening ill health prevention as well as addressing the wider determinants of 

health, including deprivation, employment, education, housing, social isolation, 

environment and by identifying neighbourhoods to target; 

 Commissioners and providers engaging with individuals, families, neighbourhoods, 

and communities in order to deliver on all the above to build resilience at all levels to 

enable greater levels of self care. 
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We have traditionally focused on treating illness but to improve health, we need 

to move, as represented by the following diagram, out into the concentric circles 

working with a broader range of partners, delivering our direct responsibilities and 

influencing partners to deliver theirs. 

 
The main determinants of Health and Wellbeing 

 

 
 

Ref: Hugh Barton and Marcus Grant (2006), drawing on Whitehead and Dahlgren (1991) and Barton (2005). 
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The JSNA is set out using profiles to highlight the needs of individual health 

groups and community area profiles and we continue to work closely with public 

health colleagues to identify health needs.    The top 6 health needs per locality 

are outlined below along with the top ten priorities to improve health in 

Sunderland. 

    

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 
1.  

 

 

 

 

 

 

 

Coalfields 
1. Breastfeeding/ Childhood 

obesity/ adult obesity/ exercise 
2. Mental health and wellbeing 
3. Smoking 
4. Sexual health 
5. CVD 
6. Cancer 

 

 

 

1. Improve mental health and mental wellness; 

 

2. Raise the expectation of being healthy for all 

individuals, families and communities and promote 

health seeking behaviours; 

 

3. Reduce worklessness; 

 
4. Address the impact of tobacco leading to reduced 

overall smoking prevalence (all ages) and  numbers 

of young people starting to smoke; 

 

5. Reduce overall alcohol consumption and increase 

treatment services for those with problem drinking; 

 

6. Increase active living 

 

7. Commission excellent services for cancer; 

 

8. Commission excellent services for COPD; 

 

9. Commission excellent services for cardiovascular 

disease including diabetes; 

 

10. Support people to live independently and increase 

levels of self-care. 

 
 

 

 

 

       

 

 

 

North 
1. Mental health and wellbeing 
2. Alcohol consumption 
3. Smoking 
4. Sexual health 
5. Cancer 
6. Breastfeeding/ Childhood 

obesity/ adult obesity/ exercise 
 

 East 
1. Cancer  
2. Smoking 
3. CVD 
4. Sexual Health 
5. Childhood immunisations  
6. Unemployment 

 

 
West 

1. Breastfeeding/ Childhood 
obesity/ adult obesity/ exercise 

2. Smoking 
3. Sexual health 
4. Childhood Immunisations 
5. Cancer 
6. Alcohol consumption 

 

 Washington 
1. Sexual health 
2. Alcohol consumption 
3. Breastfeeding/ Childhood 

obesity/ adult obesity/ exercise  
4. Mental health and wellbeing 
5. Smoking 
6. Cancer 

 

Health Needs per locality Overall health priorities  
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4.2.1Expected disease prevalence 
Projections of expected disease prevalence have been used to understand what 

our key disease areas of CHD, COPD, Stroke and hypertension might look like in 

five, ten and twenty years, if we do not implement effective change. In all four 

disease areas, Sunderland’s prevalence is higher than the England average, and 

is forecast to increase if no effective action is taken. These disease areas are the 

major causes of premature death and emergency hospital admissions in 

Sunderland, so the health and service implications of an ageing population will be 

further exacerbated by this increasing burden of chronic disease. 
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4.2.2 Life expectancy challenge 

One of the starkest inequalities highlighted by the JSNA is life expectancy. The 

local life expectancy gap against England is: 

 England Average Life 
Expectancy 

Sunderland Life 
Expectancy Gap (%) * 

 
Males 

 
79.2 

 
77.0 

 
-2.8% 

Females 83.0 80.7 -2.8% 

*Life expectancy gap expressed as a percentage of the England life expectancy. 

Over 60% of the gap is caused by cancer, respiratory diseases and CVD and to 

address this, we have built on previously identified “High Impact Interventions” to 

deliver an effective approach to improving health and transforming care which our 

commissioning and work with partners and our GPs will contribute to: 

 

 

 

 Use of Health Checks to identify asymptomatic hypertensives age 40–74 & start 

them on treatment;  

 Consistent use of beta blocker, aspirin, ACE inhibitor & statins after circulatory 

event; 

 Systematic cardiac rehabilitation;  

 Systematic COPD treatment; 

 Develop & extend diabetes best practice with appropriate local targets; 

 Cancer early awareness and detection;  

 Identification and management of Atrial Fibrillation thus avoiding vascular 

dementia; 

 Develop best practice in relation to dementia and falls to support people to live 

independently; 

 Implement new approaches to people living in care homes and extra care facilities; 

 Support people to manage their own health conditions where appropriate. 
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4.2.3 The Current Health & Care System in 
Sunderland 
 
A range of organisations commission and provide care services in 

Sunderland.  The approximate spend for each is outlined below: 

 
 
Further analysis has found that the top 3% of patients in Sunderland drive 

50% of the cost of health and care services: 
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Frail elders have diverse needs and use all care settings heavily.  They have 

complicated care needs, which are difficult to coordinate:  

 
 
Frail elders with Dementia typically use a large amount of community care: 
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5. Improving Quality & Outcomes 

We currently monitor our CCG performance against a nationally prescribed 
delivery dashboard which covers all 5 domains of the NHS Outcomes 
Framework.  An overview of performance at the end of 2013/14 against this 
framework is outlined below along with key risks to delivery: 

Domain 
Current 
Position 

Risks to Delivery 

1: Are local people getting 
good quality care? 

Amber/ Green Performance against health 
associated infections (MRSA 
and CDifficile).   

2: Are patient rights under 
the NHS Constitution 
being promoted 

Amber / Green A&E 4 Hour waits at Sunderland 
Royal Hospital is the main area 
of risk. 

 

3: Are health outcomes 
improving for local people? 

Amber / Red Performance against healthcare 
associated infections, mortality 
indicators, health related quality 
of life for people with long term 
conditions. 

4: Are CCG’s 
commissioning services 
within their financial 
allocations 

Green  

5: Are conditions of CCG 
authorisation being 
addressed and removed 
(where relevant) 

Green  
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6.0 Our Success so far 
An example of some of our successes so far include: 
 
 Improved quality of healthcare and resident / family experience in care 

homes in the Coalfields Locality via an enhanced primary and 

community proactive approach for residents of residential, nursing and 

extra care. 

 Implementation of a joint action plan with City Hospitals Sunderland 

and have instigated a clinical discussion process for each case of a 

health associated which has been recognised nationally as best 

practice.  2014/15 will implement this process in the community. 

 Implementation of a GP extended hours pilot within the East Locality to 

provide patients with greater GP access and will use lessons learned in 

our approach to urgent care. 

 Significant work undertaken in relation to diabetes including Human 

Insulin Training, Implementation to Insulin Passport, 100 % 

participation in the National Diabetes Audit 2012, Implementation of the 

North East Diabetes Network Foot Pathway, Introduction of CQUIN in 

Diabetes and reviewed new therapy – Dapagliflozin;.  

 Delivered significant improvements in mental health pathways such as: 

o The implementation of fully operational pyschotherapy services, 

enhanced in 2013/14 to address the psychological needs of 

persons with long term conditions and carers;  

o Comprehensive memory protection services ensuring early 

diagnosis and support;  

o Re-commissioned CAMHS Tier 3 services including services at 

Tier 2 for youngsters in special circumstances;  

o Continued transformation of community services supported by 

an innovative initial response team, augmenting crisis services; 

o Introduction of a rapid assessment interface discharge (RAID) 

team into A&E / acute hospital performing exemplary liaison 

services;  

o New build capital projects creating world class inpatient 

environments for dementia and serious mental illness. 
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 Increased the number of people diagnosed and supported with 

dementia;  

 Significant work on cancer including city wide lung cancer audit, 

Cancer peer review of seven specialties, incorporated the Hamilton 

Risk score into two week waits for lower gastro intestinal LGI referral, 

Communication to GPs about early diagnosis and referral pathways;  

 Focused work within localities to significantly increase the number of 

COPD referrals to the pulmonary rehabilitation programme to 27.3% 

against a locally set target of 22.3%;  

 Put in place a Carers Innovation scheme to improve the identification, 

registration and support offered to carers within the GP practice and 

encourage onward referral as appropriate. The outcome of the scheme 

is to ensure carers are adequately supported in their caring role. 51 GP 

practices delivered the scheme in 2013/14, resulting in improvements 

in carers registers, how practices identify carers, awareness training for 

staff, and a better referral system to Sunderland Carers Centre;  

 Development of a Telehealth text service to support Smoking 

Cessation Pathways in collaboration with Public Health, Durham and 

Darlington Foundation Trust and NHS England; 

 Telehealth established as part of Pregnancy Pathways (Mild 

Hypertension and Gestational Diabetes) which has gained national and 

international interest; 

 Considerable work was carried out within SCCG practices, supported 

by the Medicines Optimisation Team in order to retain patients on 

Repeat Dispensing and to initiate new patients. For March 2014 the 

figure had reached 29.3% exceeding the SCCG target of 27.5%. 

Recently released annualised national figures indicate that from April 

2013 to March 2014 the CCG was in the top 10 performers 

for  “Percentage of all items prescribed as electronic repeat dispensing 

as a proportion of all electronic prescriptions” (39.0%) and for 

“Percentage of repeat dispensing items compared to all prescribing” 

(27.6%). 
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7. Enablers of Change  
In 2013/14 NHS England outlined five offers which were seen to be the key 
enablers of change: 

1. NHS services, seven days a week 
2. More transparency, more choice 
3. Listening to patients and increasing their participation 
4. Better data, informed commissioning, driving improved outcomes 
5. Higher standards, safer care  

 
The NHS Outcomes Framework remains the focus to demonstrate 
improvement in outcomes with the introduction of seven critical indicators of 
success against which CCG’s should track their progress: 
 

1. Securing additional years of life for the people of England with treatable 
mental and physical health conditions. 

2. Improving the health related quality of life of the 15 million+ people with 
one or more long-term condition, including mental health conditions. 

3. Reducing the amount of time people spend avoidably in hospital 
through better and more integrated care in the community, outside of 
hospital. 

4. Increasing the proportion of older people living independently at home 
following discharge from hospital. 

5. Increasing the number of people with mental and physical health 
conditions having a positive experience of hospital care. 

6. Increasing the number of people with mental and physical health 
conditions having a positive experience of care outside hospital, in 
general practice and in the community. 

7. Making significant progress towards eliminating avoidable deaths in our 
hospitals caused by problems in care. 

 
In addition to these 7 critical indicators, NHS England also expect to see 
significant focus and rapid improvements against the following three 
measures: 
 
 Improving Health 
 Reducing Health Inequalities 
 Parity of esteem (between mental and physical health) 

 



 23 

In July 2013, NHS England along with national partners launched A Call to 
Action which sets out the challenges and opportunities faced by the health 
and care systems across the country over the next five to ten years.  
Specifically outlining the need to raise the quality of care for all in our 
communities to the best international standards while closing a potential 
funding gap of around £30billion by 2020/21.   
 
In order to meet these challenges, NHS England have identified that any high 
quality, sustainable health and care system in England will have the following 
six characteristics in 5 years: 
 
 A completely new approach to ensuring that citizens are fully included 

in all aspects of service design and change and that patients are fully 
empowered in their own care; 

 Wider primary care, provided at scale; 
 A modern model of integrated care; 
 Access to the highest quality urgent and emergency care; 
 A step-change in the productivity of elective care; 
 Specialised services concentrated in centres of excellence. 

 
Our response to these national drivers is set out in the following sections. 
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8. Our Outcome Ambitions 
Through delivery of our transformational programmes we expect to make 
significant progress against the critical indicators of success outlined by NHS 
England and have been ambitious in setting outcomes for the future: 
 

Critical Indicator of Success Outcome Ambition by 2019 
Securing additional years of life for the 
people of England with treatable 
mental and physical health conditions 

Reduce years of life lost by 7% 

Improving the health related quality of 
life of the 15 million+ people with one 
or more long-term condition, including 
mental health conditions 

Improve quality of life for those with 
long term conditions by 8.9% 

Reducing the amount of time people 
spend avoidably in hospital through 
better and more integrated care in the 
community, outside of hospital 

Reduce emergency admissions by 
14% (composite measure) 

Increasing the proportion of older 
people living independently at home 
following discharge from hospital 

5% increase by March 2015  

Increasing the number of people with 
mental and physical health conditions 
having a positive experience of 
hospital care 

Improve patient experience of 
hospital care by 7.2% 

Increasing the number of people with 
mental and physical health conditions 
having a positive experience of care 
outside hospital, in general practice 
and in the community 

Improve patient experience of out of 
hospital care by 8% 

Making significant progress towards 
eliminating avoidable deaths in our 
hospitals caused by problems in care 

Increased reporting of medication 
errors; 

MRSA Zero tolerance; 
Achievement of Cdifficile nationally 

set trajectory 
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9.0  Better Care Plan 
The £3.8billion Better Care Fund has been introduced nationally to encourage 
transformation in integrated health and social care.  This fund is a single 
pooled budget to support health and social care services to work more closely 
together to deliver better outcomes and greater efficiencies through more 
integrated services for older and disabled people.  

Better Care plans must deliver on the following national conditions: 

 Protecting social care services; 

 7 day services to support discharge; 

 Data sharing and the use of the NHS number; 

 Joint assessments and accountable lead professional. 

The Better Care development has been seen as a real opportunity within 
Sunderland to drive change through a system wide approach with a pooled 
budget of £24.778m identified in 2014/15, in comparison to the minimum 
required value of £12.052m, and up to £169m identified moving forward into 
2015/16, in comparison to the minimum required value of £24.778m. 

The joint initiatives within the Sunderland Better Care plan are set out in the 
Sunderland Health and Care System plan on a page, which can be found on 
Page 46. 
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10.0 Ensuring we have a high quality 
sustainable healthcare system by 2019 
In identifying our priorities over the next five years, we have considered the 
six characteristics of a high quality and sustainable system outlined by NHS 
England.   

Over the last few years much attention has been given locally to planned care 
and acute services and our system is generally performing well in relation to 
the NHS Constitution requirements 

Our main focus over the first two years of our plan will be to focus on four of 
the six characteristics, namely: 

 A completely new approach to ensuring that citizens are fully included 
in all aspects of service design and change and that patients are fully 
empowered in their own care; 

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

 
We have also considered the key messages we have heard from a Call to 
Action specifically outlining the need to raise the quality of care for all in our 
communities to the best international standards while closing the funding gap 
of potentially around £30billion nationally by 2020/21, approximately £150m 
locally for Sunderland, and identified those transformational changes which 
will provide us with the biggest impact in terms of improving quality whilst 
making significant savings over the next five years.   

With all this in mind we have outlined our response against each of the six 
characteristics of a high quality and sustainable healthcare system for the 
next five years.  This includes the 10 Transformational programmes of work 
which will be undertaken in the first two years which will lay the foundations to 
ensure we achieve our 5 year vision and strategic objectives. 

 



 27 

10.1 A completely new approach to ensuring 
that citizens are fully included in all aspects of 
service design and change and that patients are 
fully empowered in their own care 
By 2019 we will ensure patient experience is central to service development 

and that patients, carers, and the public are actively and systematically 

involved in all aspects of service design and change.  We will also ensure that 

patients are fully empowered to make informed choices regarding their own 

care. 

 
Public Participation 
Being patient centred is one of our 7 core values. This really means ‘no 

decision about me, without me’ for patients and their own care. The same 

goes for the design of health and social care services. We are making sure 

we have effective ways to always involve patients and the public when 

identifying their needs, the plans we develop to meet these needs and 

evaluating whether services are meeting them. 

 

The majority of GP practices in Sunderland have their own patient groups and 

localities will explore the most effective ways of bringing these voices together 

to enhance their knowledge of the patient and public perspective at a local 

level. 

 

As a health and social care system we will continue to proactively engage with 

the wide range of local partners including the business community, community 

and voluntary sector and clinicians to ensure both our short and long term 

plans reflect local need and that partners play a key role in change for local 

people. 

 

We will also continue to seek the views and opinions of local people, patients, 

voluntary and support groups about the services we provide through a wide 
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range of activities including surveys, focus groups, formal consultations and 

events.  My NHS’ will be proactively populated to represent Sunderland 

demographics and engagement opportunities, related to interest, actively 

marketing using this tool. 

 

We will use the Local Engagement Board every 2 to 3 months which anyone 

is welcome to attend and is advertised in the local press. These now meet in 

the localities to update on key developments and seek views about proposals. 

 

We have also developed a good working relationship with Healthwatch, the 

new local independent body, required by law to ensure the views and 

experience of people who use health and social care services are heard and 

taken seriously by statutory bodies such as Sunderland CCG.  Healthwatch 

are a key member of the Health and Wellbeing Board and our Sunderland 

wide Transformation Board. 

 

We will continue to work with our service providers to upon feedback from the 

Friends and Family Test in hospitals and are able to demonstrate the action 

we have taken from this feedback including plans to work with providers on 

further roll out from 2014/15. 

 

We review feedback on patient experience from a wide variety of sources, 

especially that feedback collected via our providers and this forms part of our 

assessment of the quality of those services and is used in contract meetings 

with those providers to ensure a focus on safety, good patient experience and 

effective services. 

 

We will be using new technologies and communication methods, such as 

Twitter and Facebook, to reach all parts of our society to listen to what is 

important to them in improving local health services. 
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Individual Participation 
Enabling self care and sustainability is one of our three strategic objectives 

and we are committed to have a focus on helping individuals to better manage 

their own health and heathcare needs. 

 

We will continue to invest in empowering local people through effective care 

navigation, peer support, mentoring and self-management programmes to 

maximize their independence and wellbeing; and we will help identify and 

combat social isolation, as a major influence on overall health and wellbeing. 

 

Through our work in developing locality integrated community teams, we will 

ensure that every person in Sunderland with a long term condition or disability 

has a personalised care plan supporting them to develop the knowledge, skills 

and confidence to manage their own health. 

 

We will also ensure that any person who would benefit from it will have 

access to their own personal health budget. 

 

10.2 Wider Primary Care, provided at scale 
By 2019 we will have a high quality, safe, sustainable primary care system 
fully integrated within a whole health and social care system, operating within 
available resources to improve health and provide timely access to 
appropriate services for the population of Sunderland. 
 
Primary care services are currently commissioned by NHS England who have 
a key focus on the following areas over the next two years: 

 

Objective Key Initiatives 

Improving Health Focus on cancer, CVD, respiratory 
and mental health 
Engaged and empowered citizens 
Access to primary medical services 
Access to primary dental services 
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Access to ophthalmic services 
Ensuring maximum use of 
community pharmacy services 

Reducing health inequalities Focus on cancer, CVD, respiratory 
and mental health 
Implementation of GMS contractual 
requirements for over 75’s 
Facilitate development of integrated 
community care systems to support 
vulnerable patients 

Financial Management Review impact of changes in MPIG 
Develop a strategy for PMS service 
reviews 
Review general dental access – 
shifting resource to address areas 
of under capacity 

 
 
From 1st April 2014, GP Practices have been offered the opportunity to take 
part in an enhanced service, which is designed to reduce avoidable 
unplanned admissions by improving services for the most vulnerable patients 
and those with complex, physical or mental health needs.  The key 
components of the enhanced service will be for practices to: 
 
 Ensure that other clinicians can easily contact the practice by 

telephone to support decisions relating to hospital transfers or 
admissions; 

 Carry our regular risk profiling to identify at least 2% of adult patients – 
and any children with complex needs who will benefit from more 
proactive care management; 

 Provide proactive care and support for at-risk patients through 
developing and regularly reviewing personalised care plans and by 
ensuring they have a named accountable GP and care co-ordinator; 

 Work with hospitals to review and improve discharge processes and 
undertake internal reviews of unplanned admissions / readmissions. 

 
All of these elements, taken together, will lead to GP’s being more clearly 
accountable for co-ordinating the care of patients with more complex needs. 
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In addition to this the CCG have identified £5 per patient from its 2014/15 
allocation to support practice plans for improving services for over 75yrs and 
complex patients. 

 
In addition to the priorities outlined by NHS England, the key findings from 
‘Improving General practice – A Call to Action’ have also been considered with 
the following findings of particular interest in Sunderland: 

 
 Alignment of IT systems across primary and secondary care; 
 Consideration of pooling / federating of GP practice resources; 

 
In order to ensure alignment of IT systems across primary and secondary 
care the following programmes of work are currently underway: 
 
 City wide rollout out of EMIS Web GP clinical system – to improve data 

sharing and system integration across Providers; 
 
 Development of CQUIN schemes within local Providers to improve 

integration and delivery of clinical correspondence directly into GP 
systems; 
 

 Development and implementation of data extraction tools across 
primary care to integrate GP Practice data alongside secondary and 
community care data. 
 

 Potential roll out of EMIS Community to enable community nursing to 
read practice information. 

 
In order to better enable integrated working, 26 GP practices across 
Sunderland have expressed a desire to pool their resources to create a 
GP Alliance.  The benefits to Sunderland are to: 
 
 Strengthen clinical governance and improve the quality and safety 

of services; 
 Develop training and education capacity; 
 Strengthen the capacity of practices to support, develop and tender 

for new services outside of hospital; 
 Make efficiency savings, economies of scale, for example in back 

office services or the procurement of practice services; 
 To improve local service integration across practices and other 

providers. 
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The CCG is working with NHS England to support the development of at scale 
providers of primary medical and nursing care.  
 
The key role which community pharmacy can play in supporting patients with 

minor illness, promoting health and helping people to both avoid hospital 

admission and re-admission, has been recognised by all stakeholders and it is 

timely to challenge the current role and model of community pharmacy and 

consider a broader role for pharmacists as caregivers. 

 

There are 61 community pharmacies in Sunderland and our aim is to improve 

access for patients, carers and the public to a broader range of services and 

care from pharmacy than the traditional dispensing and supply of 

medicines.  This could include pharmacists working more closely with patients 

and healthcare colleagues in  outreach teams, patients’ homes, residential 

care, hospices, and general practice, as well as in community pharmacies, 

helping people to manage illness, providing health checks, supporting best 

use of medicines, and detecting early deterioration in patients’ conditions.  

 

NHS England has given all CCG’s the opportunity to co-commission Primary 

care services.  We have therefore expressed an interest in undertaking co-

commissioning in support of our self care and out of hospital strategic 

objectives through the following activities: 

 Supporting workforce recruitment and development in primary medical 

and nursing care; 

 Enabling extended primary medical and nursing care at scale; 

 Influencing pharmacy and dental provision; 

 Co-commissioning enhanced services. 
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10.3 A Modern Model of Integrated Care 
By 2019 people will receive the right care, for the right people, in the right 
place at the right time from people with the right skills. 
 
Integration of health and social care services within Sunderland is based on a 
vision that has been formed by what the people of Sunderland have told us 
they need from health and social care services.  There is a desire amongst 
people in Sunderland for a safe, integrated, effective and timely response that 
meets their individual needs. 

 
People want choice and control, support to continue living in their own homes 
and communities with services that are co-ordinated to meet their individual 
needs at times which they require.  At the heart of the vision is the ambition to 
deliver the right care and support, at the right time, in the right location with 
the right people to meet the needs of the individuals, their carers and families 
living within Sunderland. 

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

 An overall integrated operating model; 
 Locality integrated teams across health and social care; 
 Integrated commissioning processes; 
 Shared intelligence processes; 
 Enhanced user focus both in terms of engagement and influencing 

behavior to manage demand. 
 
The vision for integrated services will be built around bringing together social 
care and primary / community health resources into co-located, community 
focused, multi-disciplinary teams, linking seamlessly into hospital based 
services. 
 
Those who require health and social care services will receive the right care 
and support in their own homes and communities through the development of 
community integrated locality teams organised around GP practices which will 
ensure: 
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 Services are co-ordinated around individuals and targeted to meet 
specific needs; 

 Outcomes are improved for individuals; 
 Improvements in the care experienced by individuals, their families 

and carers; 
 Independence is optimized, by providing the right support in a 

timely manner, focusing on a re-ablement approach; 
 People have high quality, tailored support which focuses on people 

staying out of hospital; 
 People’s care is co-ordinated and managed, with the GP at the 

heart of organising the care, avoiding unnecessary admissions to 
hospital and care homes – enabling people to regain skills and 
independence after episodes of ill health and / or injuries.  

 
At the heart of this programme is the commissioning approach which is 
focused on defined locality populations, rather than by specific service. 
 
Within Sunderland it is recognised that integration of health and social care 
services needs to involve mental health services.  Within NTW (Mental Health 
Trust) there has been significant work to integrate pathways of care for people 
using their services.  It is expected that, where appropriate, mental health 
resources will be linked into the locality integrated teams through the Person 
centred co-ordinated care programme, especially in relation to supporting 
people with dementia symptoms and avoiding the need for admissions to 
residential care. 
 
To ensure the system we are working within enables, and not hinders 
integrated care, the CCG and Local Authority will be commissioning jointly 
focusing on improving outcomes for individuals. 
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On the 5th & 6th June, the CCG and local authority took the lead in working 
with partner organisations across health, local government and the voluntary 
sector to further develop the health and social care integration agenda and 
create a shared understanding and commitment to how the agenda will be 
delivered.  This was undertaken via an Accelerated Solutions Event with over 
100 attendees from all partners including Healthwatch and the Voluntary 
sector.  The objectives set for the event were: 
 Reaffirm the vision and outcomes for Sunderland and the financial 

context in which this needs to be delivered; 
 Understand and define HOW the health and social care integration 

agenda will support the achievement of these outcomes over the next 2 
years 

 Discuss and shape a tangible plan that will take us forward in the short, 
medium and long term including agreement on how to measure our 
success; 

 Engage all key stakeholders in the programme to gain feedback on 
proposed service changes and identify how we will work together to 
drive greater quality, value and sustainability. 

 
The Integration Board, who were sponsors for the event, felt the objectives 
were largely achieved.  For example a model for integration, which is the 
overall integrated operating model was developed which is shown, in its 
simplest form overleaf and supports the future state set out on Page 7 of this 
Strategic Plan. 
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The aim being to enable self care in the community as far as possible, 
supported by local people who act as informal connectors to information / 
local activities and self care messages.  At the other end of the spectrum to 
ensure only those who really need acute / specialist intervention access this 
level of support.  Along the spectrum in between to make sure those with long 
term conditions and / or complex needs are identified and receive proactive 
person centred care from formal connectors and care coordinators who 
consider their overall health and wellbeing rather than only the ‘sickness’ 
aspect of their lives.  Citywide intermediate services will provide the 
scaffolding to support the locality based teams, ensuring a rapid response to 
emergency issues and supporting both step up and step down care. 
 
This model is based on a real person centred approach and takes account of 
national and international evidence which identifies the resulting major impact 
in terms of improved individual patient outcomes and reduction in health and 
care resources.  The focus of our integrated teams will be on the top 3% of 
the population who currently  account for 50% of the health and care spend.  
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This focus will over the course of this plan start to impact on the next 12% of 
patients with long term conditions who account for 36% of the spend. 
 
More detailed work also took place on the commonly agreed key aspects of 
the model which will inform and refine current plans including the following 
areas: 
 
 Prevention, early intervention and self help 
 Engagement and Comunication 
 Culture & Behaviours 
 Joint Commissioning  or Making the whole model work 
 Shared information and data insight 
 Connectors 
 Integrated Teams – Roles & Skills 
 Service Co-ordinator 

 
These key aspects from the city wide model will be informed and supported 
by some of the current CCG transformation programmes over the next 2 
years including: 

 
 Improving healthcare in care homes for all localities 
 Implementation of end of life ‘deciding right’ initiatives in practices 
 Extension of the intermediate care hub 
 Development of Dementia friendly communities. 
 Once this infrastructure and person centred model is in place the focus 

will then move to improving clinical pathways for conditions such as 
CVD, Diabetes, Cancer and COPD, often the conditions that lead to 
3% of people  in the high risk / complex segment of the population.  

 
In delivering Community Integrated Locality teams as well as the further 
transformational changes above, we will not only significantly increase the 
quality of care for patients, but also release savings of approximately £7.92m 
by 2019.  This target is a prudent target based on modelling undertaken using 
both the national Anytown Tool and the Torbay Local Government Value Case 
and has also been corroborated by further modelling using the Future Forum 
finding s in relation to the International Extensivist and Extended Primary care 
patient centric models. 
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10.4 Access to the highest quality Urgent and 
Emergency Care 
By 2019 there will be equality of access across Sunderland to an urgent care 
response. From a citizens or patients perspective, urgent care services will be 
accessible and responsive, and provided in the most part close to home. Only 
patients requiring specialist urgent care & emergency care will navigate into 
those services. 
 
The main acute trust in Sunderland, City Hospitals Sunderland FT, faces a 
continual increase in demand for urgent and emergency care services and the 
need to transform the whole system to deliver seamless and joined up 
emergency care has never been more pressing. 
 
Whilst significant transformation in out of hospital services is underway, it is 
still recognised within Sunderland that transformation of the existing Urgent 
and Emergency Care services are required. 
 
Over the next two years the focus will be to develop the City Hospitals 
Sunderland Emergency Department Urgent Care Centre outlining an 
integrated way to access hospital services and wider local health service 
provision. This relies on a whole system approach being taken in order to 
create an effective and efficient delivery vehicle, from preventative medicine to 
social support frameworks. An integrated “front door”, as well as bed space 
management, will help to avoid admissions, reduce length of stay and 
improve recovery time. 
 
In addition to this we have procured a provider to operate three GP Led 
Urgent Care Units across the city.  The overarching objectives of the Urgent 
Care Centre service are to: 
 
 Provide comprehensive, accessible and high quality GP led treatment 

to both adults and children presenting with a minor illness or injury; 
 Improve access of services for patients and reduce unnecessary 

Emergency Department attendance and admission to hospital; 
 Ensure more people have access to a minor illness and injury service 

close to home; 
 Help people to access the right service for their need at the right time; 
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 Adopt a shared triage tool across all Urgent Care Units and the 
ED/OOH service, providing consistency to patients and ensuring the 
same patient outcome are achieved across all services; 

 Promote the use of the 111 service to help patients and the public with 
any future unscheduled care need; 

 Work collaboratively with the 111 provider to enable the 111 service to 
book direct patient appointments into the Urgent Care Units; 

 Reduce inappropriate admissions at the Emergency Department. 
 
The third key element of the transformation of Urgent and Emergency care is 
the re-procurement of existing GP out of hours services to ensure robust 
interfaces across the urgent and Emergency care system and to deliver GP 
extended hours. 
 
Each of our urgent care partners have, or are in the process of, being 
commissioned to work in collaboration with each other to support delivery of 
the urgent care strategic objective. 
 
There will also be a range of resources available to citizens to enable them to 
navigate to the appropriate urgent care services. Resources such as 111, 
NHS Choices, community pharmacy support, emergency health care plans 
and GP telephone consultations. 
 
Through the navigation resources available to Sunderland residents, patients 
will be deemed to be appropriately managed by primary and community 
services until proven otherwise. 
 
GP services (including any at scale GP provider) will provide access to 
telephone consultations, home visits, booked appointments at surgeries or 
urgent care centres. The primary care urgent care services will provide 24/7 
accessible & responsive clinical services working closely with pharmacies and 
emergency care paramedics, integrated adult & paediatric community team 
and the community geriatrician service. These services will deliver see, 
assess & manage health and social care services for those patients most at 
risk of hospital admission. 
 
Patient groups such as those with long term conditions or frailty, or those at 
end of life, will require intensive packages of care and will be the priority 
patient groups for these services. 
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Urgent care for acutely ill children will be provided through GP services, and 
in urgent care centres. Children requiring specialist urgent & emergency care 
will access it through the Emergency Department / Urgent Care Centre at City 
Hospitals Sunderland. 
 
A range of intermediate care services, including community beds & services, 
will be available for primary care and community services to access to support 
people to remain at independent for as long as possible. The 24/7 
intermediate care hub will navigate patients into the most appropriate 
services. 
 
Between 2014-2019, the development of urgent and emergency care 
pathways will be focused on ensuring the right care is provided in the right 
place at the right time. Patients will experience safe, timely and effective care 
within the financial resources available in Sunderland. Health and social care 
urgent care services will be accessible 365 days a year and through 24 hours: 
 
 Patients accessing health care directly through 999 or 111 will be 

triaged through established mechanisms and appropriately transported 
or booked into emergency care; 

 When patients are deemed to require specialist urgent & emergency 
care, they will be navigated by primary, community & paramedic staff 
into specialist care. They will be pulled back into primary and 
community care as soon as practicable; 

 Primary & community services will refer into ambulatory care pathways 
services to see, assess & manage patients within more specialist 
health care pathways such as neurology, cardiology, abdominal pain & 
COPD, and pull them back into primary and community services as 
soon as appropriate; 

 Patients presenting directly at CHS will be triaged through the Big Front 
Door, diverted into the GP led urgent care service, ambulatory care 
pathways or into emergency care services as appropriate. 
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10.5 A step-change in the productivity of 
elective care 
By 2019 we will deliver high efficiency care in a convenient setting with 

increased patient choice, improved scheduling and a higher level of quality 

resulting in improved outcomes. 

 
Over the last few years much attention has been given locally to planned care 
and acute services and we remain committed to ensuring the rights and 
pledges outlined in the NHS Constitution are consistently met across 
Sunderland.   

 
As a whole system, however, we have agreed that we now need to refocus 
our energies on the transformation of out of hospital care.   

 
Our main providers will continue to review their potential to improve 
productivity and we will review the potential opportunities for a step change in 
the productivity of elective care each year. 

 
City Hospitals Sunderland FT have commenced a Surgery and Theatres 
Efficiencies’ programme (STEP) which aims to deliver a change in the 
productivity of elective care.  The programme will have a key focus on efficient 
and effective scheduling and reducing waste at all stages of the patients 
pathway.  This should maximise and make more effective use of the existing 
capacity and reduce waits for surgery.  The use of standardised procedures 
and processes and elimination of bottle necks and consecutive processes will 
improve utilisation of theatres and improve the outputs and outcomes for 
patients. 

 
The trust is also building a new state of the art endoscopy unit which will be in 
operation in July 2015.  The unit will be the first of its type in the UK and will 
be built on the concepts employed by the Virginia Mason Production System 
to provide high quality, efficient care with an outstanding patient experience. 

 
In addition to this, the trust will be completing a Day of Surgical admissions 
(DOSA) area for Urology as part of its drive to provide day case surgery 
wherever clinically appropriate.   
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Significant improvements in mental health pathways have been 
implemented over recent years to increase access and reduce waiting 
times as identified in the earlier section on improvements to date.  A further 
£3m will be invested over the next two years and Northumberland, Tyne & 
Wear (NTW) FT, will continue to transform their mainstream services with 
a specific focus on the following mental health pathways: 
 Attention deficit hyperactivity disorder (ADHD) 
 Personality disorders 
 Autism 
 Psychosexual disorders 
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10.6 Specialised services concentrated in 
centres of excellence 
Work is currently being undertaken to develop a national strategy which will 
set out the case for maximising quality, effectiveness and efficiency in the 
delivery of specialised services, and a draft will be published for consultation 
later this year. It is recognised that services currently designated as 
specialised are provided from a high number of sites across England and 
work is ongoing to review the portfolio of activity which is set out annually in 
the Manual for Prescribed Specialised Services.  
 
City Hospitals Sunderland FT is a centre of excellence in a number of areas 
such as Bariatric surgery, Urology, ENT, neonatology and ophthalmology and 
is looking to further develop vascular services.  The Northern Strategic 
Clinical Network has recently produced a report which demonstrates the need 
to remodel vascular services in the North East. The case for change, based 
on quality service provision and AAA screening requirements is broadly 
accepted by local clinicians who support the principle of reorganisation of 
services. Discussions are ongoing with clinicians across Sunderland and 
Durham/Gateshead which has resulted in agreement to work 
collaboratively.      
 
The vision for specialised services in the Sunderland area will be for network 
or hub and spoke models which ensure local provision of services where 
possible (outpatients and daycases) whilst at the same time still ensuring 
immediate input and access to expertise from specialist teams 24/7. 
 
Supported by the CCG, City Hospitals Sunderland will focus on consolidating 
and further developing the range of complex services which it provides, in line 
with the NHS England strategy and with appropriate alignment of investment 
in the workforce, technology, equipment and capital plans as required.   
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10.7 Valuing Mental Health equally with Physical 
Health 
Parity of Esteem will continue to be at the heart of our health and care plans 
and we will value mental health equally with physical health addressing 
mental health issues with the same energy and priority as we address 
physical illness: 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
As detailed in section 10.5, we have continued to make significant 
improvements in mental health pathways over recent years to increase 
access and reduce waiting times. 

Mental health as well 
as physical health are 

assessed at GP 
registration and in 

annual health checks 

There is ongoing 
mental health training 
to GP’s and practice 

nurses across 
Sunderland 

Patients can now 
access treatment in 

secondary care within  
4 weeks 

All appropriate mental 
health staff have been 
trained to ensure they 

are able to provide 
NICE evidence based 

psychological therapies 

There is equality of 
access to psychological 

therapies across 
Sunderland 

Patients are prescribed 
medicines safely and 
helped to take them 
well with appropriate 

guidance, leaflets and 
contact for advice 

Care plans include 
effective interventions 

to ensure people 
recover and get 

employment 

In the event of mental 
health crisis, there is an 
initial response service 
(Single point of contact) 

who will assess the 
level of need 

There is a mental 
health rapid 

assessment interface 
discharge (RAID) team 

in A&E 

Families are well 
supported in caring for 
their loved ones with 

carers included in care 
plans and carers 

champions in place 

Recovery Colleges 
provide peer support to 
enable people to self 
manage and continue 

to be part of the 
community 

We have evidence that 
service users of mental 

health services in 
Sunderland are very 

happy with the service 
they receive 
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10.8 Sunderland Health & Care System Plan on 
a Page 
The Sunderland health and care system plan on a page, shown overleaf, 
summarises the following: 
 System Vision 
 Strategic Objectives 
 Outcome ambitions 
 Key characteristics of a high quality, sustainable healthcare system 
 Key enablers 
 Governance arrangements 
 How our success will be measured 
 Values and principles 
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11.0 Ensuring Quality and improved 
outcomes 

 
We are committed to delivering quality improvement across the three areas of 

quality, namely patient safety, clinical effectiveness and patient experience 

and have reviewed the recommendations from the Francis 2, Berwick and 

Clwyd Hart reports and the Keogh review and whilst we have not identified 

any specific risks currently, we have developed an overarching Quality Action 

Plan to ensure continuous improvement.  One of the key lessons from events 

at both Mid-Staffordshire NHS Foundation Trust and Winterbourne View 

hospital is that a fundamental culture change is needed to put patients at the 

centre of the NHS. As an organisation we are committed to ensuring truly 

clinically led commissioning, ensuring quality and outcomes drive everything 

we do. 

 

Examples of the range of actions we will continue to take include: 

 

 

 

 

 

 

 

 
 
 
 
 
 
 

 Develop and maintain relationships with providers to ensure continuous dialogue 

on quality; 

 Secure and use quality assurance information from a broad range of sources 

both external and local; 

 Identify areas for improvement, respond to areas of concern in relation to quality 

and monitor accordingly; 

 Maximise use of contractual levers to secure quality improvement e.g. use of 

quality indicators and Commissioning for Quality and Innovation (CQUIN) 

schemes;  

 Promote the implementation of national guidance and standards with all 

providers; 

 Work with associate/lead commissioners, including local authority, to maximise 

quality assurance/improvement in commissioned services; 

 Summarise quality assurance reports to CCG Board as the accountable body. 
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5.2.3 CQUIN 

There are robust arrangements in place for the review of incident reporting in 
general as well as a process to manage serious incident reporting, reviewing 
and determining lessons learned.  Each provider at the Quality Review Group 
meetings report on progress of internal action plans with regard to incident 
reporting (low / near misses) as well as identification and implementation of 
lessons learned and changes to practice.  These principles also apply to 
lessons learned from the safeguarding environment i.e.: serious case reviews. 

Each provider also provides assurance that the six action areas of the 
Compassion in Practice implementation plans are a core theme throughout 
workforce development initiatives and this is reflected in the reports provided 
to the Quality Review Group meetings and ongoing discussions. 

There is a Sunderland Safeguarding Children Board (SSCB) and Sunderland 

Safeguarding Adults Board (SSAB) in place with representation on both by 

the CCG Director of Nursing, Quality and Safety and the Head of 

Safeguarding.  The CCG Safeguarding Team also support Partnerships which 

interface with the SSCB and SSAB, for example the Safer Sunderland 

Partnership and the Strategic Domestic Violence Partnership. 

The CCG has effective arrangements in place to support the Serious Case 

Review process and offers supervision to health providers in the writing of 

their Individual Management Reviews.  The CCG has established a process 

of ensuring the NHS England Area Team has oversight of all Primary Care 

Management Reviews to ensure recommendations are endorsed and 

monitored.  There are established processes regarding dissemination of 

lessons learned from reviews, both within the CCG and across the health 

economy. 

A Strategic Safeguarding Group has been established which monitors 

safeguarding activity and compliance with statutory processes across the 

health economy.  Contractual arrangements regarding safeguarding have 

been strengthened and made more explicit in all commissioned services. 
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The CCG have secured the expertise of a range of doctors and nurses who 

make up the “Safeguarding Team” and who fulfil the statutory roles outlined in 

“Working Together to Safeguard children “(2013).  In addition they have also 

employed a Designated Nurse for Safeguarding Adults and a Named GP 

Safeguarding Adults.  The CCG has a named Mental Capacity Act lead.  

We will also ensure that Commissioning arrangements for Safeguarding 

Adults support the implementation of statutory requirements resulting from the 

Care and Support Bill. 

We will work together across the health and care economy to ensure that the 

Prevent requirements set out in the NHS National contract from 2013 onwards 

are embedded in practice and that staff in primary care have access to 

appropriate Prevent WRAP training as well as ensuring that Prevent is 

effectively integrated into local safeguarding arrangements. 
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12.0 Joint Working with other health 
economies 
Sunderland will work with a variety of other health economies and these will 

differ subject to patient flows and contracts.  We particularly work closely with 

South Tyneside as we share a number of joint priorities including the 

development of integrated teams and the configuration of acute services. 

The two main acute trusts have worked together in a number of areas to date 

including the development of an integrated service that provides 24/7 

cardiology cover and an equitable revascularisation service for all patients 

across Sunderland and South Tyneside. 

We are also part of the Northern Forum of CCG’s, meeting monthly with the 

aim of sharing practice and issues, and wherever possible, agreeing a whole 

health economy approach where it makes sense to do so for all parties. 

13.0 Workforce Implications of our 
plans 
As a health and care economy we will continue to ensure that appropriate 

levels of staff and skills are in place across Sunderland.  This will support the 

delivery of safe and effective care whilst also considering the workforce 

implications of our plans moving forward and being open and transparent with 

all partners, in relation to what this means for individual organisations.   

 

At this early stage, impact analysis undertaken on our key transformational 

changes, using the Any Town model and LGA toolkit and modelling using the 

extensivist and extended primary care models and associated analytical 

support have been shared across the economy and we continue to work 

together as further detail develops. 

 

We will also strengthen relationships with Health Education England, the new 

national leadership organisation responsible for ensuring that education, 

training, and workforce development drives the highest quality public health 
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and patient outcomes, to ensure security of supply of a competent, 

compassionate and caring workforce to provide excellent quality health and 

patient care. 

 

We are already in discussions with our Area Team and Health Education 

England North East colleagues regarding a career start programme for 

healthcare assistants in primary care.  This programme will support 

development of the primary care workforce and provide a standard of 

competence and skill mix across the city. 

 

In addition, we are closely involved with the primary care workforce scoping 

exercise being undertaken by Northumbria University on behalf of Health 

Education England North East. 

 

14.0 Financial Sustainability 
The current Chancellor of the Exchequer presented his “Spending Round” 

paper / proposals to Parliament in June 2013. In this document he outlined 

the Governments plans for public sector spending for the 2 financial years 

commencing 2014/15 and 2015/16 alongside some longer term projections for 

the overall economy going through to 2017/18. The Chancellors intention in 

publishing firm 2 year allocations for the public sector was to give some 

certainty over the remaining life of the existing parliament alongside 

projections for the future, however the document was very clear that it would 

be the new government who would ultimately decide and agree on the overall 

public sector finances for the years commencing 2016/17. 

Following publication there was widespread agreement amongst the main 

stream political parties that irrespective of the makeup of the new government 

following the May 2015 general election the need for continuation of a strict 

fiscal policy would be paramount in maintaining the upturn in the economy. 

This is the context that the CCG has used in preparing its financial plans for 

the years commencing 2016/17. 
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Whilst central government decide on the overall public sector budgets 

(including the NHS) it is NHS England who agree the distribution of the total 

sum amongst the various sectors i.e. CCGs, Area Teams and Central 

Budgets. Allocations to CCGs were agreed by NHS England in December 

2013 covering the 2 years commencing 2014/15. Rather than tackle the 

variances in actual spend to formula proposal, they decided all CCGs would 

receive growth funding  in 14/15 and 15/16 with floor or minimum levels of 

2.14% and 1.7% respectively. Putting this in context which is relevant to future 

years funding, NHS Sunderland’s budget at the end of 2015/16 puts it at 

11.54% “distance from target” (DFT). Basically the CCGs budget at the end of 

15/16 is £43.9m greater than its “fair share” of the national cake as outlined in 

the formula. This also has a bearing on assumptions used by the CCG in 

formulating its financial plans for years 3 to 5 of the strategic plan. 

The Chief Financial Officer of NHS England (Paul Baumann) wrote to CCGs 

in February 14 and outlined some potential “allocation growth assumptions” 

for the 3 years commencing 2016/17 which were based upon GDP deflators 

of 1.8%, 1.7% and 1.7% respectively. CCGs could use these figures in their 

plans as a “maximum”, however local discretion is allowed to use “lower” 

growth assumptions if it is felt warranted. Given NHS Sunderland’s closing 

DFT (+11.54%) at the end of 15/16 it was agreed to set “prudent” growth 

assumptions of 0.5% for each of the 3 years commencing 16/17. CCGs who 

are under there DFT’s are already facing financial pressure and we feel this 

could give rise to an accelerated national “pace of change” policy targeting 

organisations who are 5% or greater DFT. Using some of the national 

assumptions in the Paul Baumann letter if NHS Sunderland were to receive 

growth of 0.5% it would still be approximately 8.5% DFT at the end of 

2018/19. Although not covered in the life of this plan Sunderland CCG has 

looked at the years commencing 2019/20 to inform a “10 year” financial 

strategy which is being developed. 
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What does this mean for Sunderland? 

The CCG does not work in isolation and needs the support of fellow 

commissioners i.e. the Local Authority, NHS England and all Providers to 

assist in delivery of the local system vision. Knowing this we have attempted 

to quantify the potential efficiency / savings requirements across the economy 

given the national / local fiscal scenario outlined above. 

Public Sector (Health & Social Care) Savings Targets 
2014/15 to 2018/19 

 
 14/15 

£M 
15/16 
£M 

16/17 
£M 

17/18 
£M 

18/19 
£M 

NHS SUNDERLAND CCG 2.9 3.9 6.0 3.0 3.0 

SUNDERLAND CITY COUNCIL 
(Peoples) DIRECTORATE 

10.7 12.0? 10 10 10 

CITY HOSPITALS 
SUNDERLAND NHS F.T 

16.3 14.1 18.5 15.6 15.5 

SUB TOTALS (MAINLY 
SUNDERLAND) 

29.9 30 34.5 28.6 28.5 

NORTHUMBERLAND  TYNE & 
WEAR NHS F.T 

11.3 10.8 10.7 ?? ?? 

SOUTH TYNESIDE  NHS F.T. 13.8 ?? ?? ?? ?? 
NORTH EAST AMBULANCE 
SERVICE F.T 

6.0 ?? ?? ?? ?? 

SUB TOTALS (Will include an 
element of Sunderland) 

31.1 ?? ?? ?? ?? 

 

From the table above it can be seen that the organisations whose focus is 

“mainly” on Sunderland need to save in excess of £150m over the life of the 

strategic plan. Other organisations that also provide services into Sunderland 

will need to deliver efficiencies so it is feasible the wider “public” sector 
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economy in Sunderland will need to save circa £175m in the next 5 years. 

The detailed figures for Sunderland CCG are highlighted in the “financial plan 

on a page”, however from the table above the context for the wider public 

sector economy can be seen. 

Fundamental to the successful delivery of the savings above, will be the need 

to transform “pathways of care” from traditional secondary care settings where 

appropriate into community / primary care settings. At the heart of our plans is 

the expectation that non elective admissions can be reduced by 15% over the 

life of the plan. For the CCG and our main acute providers this impacts from 

2016/17 onwards whereas for some economies the need is now. Sunderland 

does have the time to work through with partners the granularity of its plans to 

deliver its Vision and three strategic objectives and ensure ‘universal’ sign up.  

Underpinning the pathways of reform work will be the need to finance non 

recurrent projects and double running costs. Sunderland CCG is in a fortunate 

position given its sound financial situation which will be used to support the 

“reform” agenda outlined above. We have signalled a phased “draw down” of 

the financial surplus reported by the CCG at the end of 13/14, commencing in 

15/16 which gives the wider economy a unique advantage to finance change 

effectively. Using this money wisely is key to success going forward. Failure to 

do this, will result in a missed opportunity which is unlikely to come around 

again. 
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15.0 Delivery of our plan 
15.1 System Ownership and Alignment 
As a Health and Social Care System, we have set in place a framework and 

structure to ensure that all of the components of this strategic plan are 

efficiently and effectively implemented including a comprehensive 

performance management regime and governance framework. 

A Transformation Board, with senior representation from all key partners, has 

been established to ensure system ownership and alignment overseeing the 

delivery of this plan and a robust multi agency programme board structure, 

outlined below, has been established to drive delivery of key transformational 

changes. 

 

NB: The clinical forum will be focused on clinical pathways to inform variation 

in care, however, there are also GP Executive Leads on each Programme 

Board. 

 



 56 

15.2 Organisational Development 
Organisational development is a planned and systematic approach to 

enabling sustained organisational performance through the involvement of its 

people; it is often termed as the “oil that keeps the engine going”.  In 

Sunderland we fully embrace this philosophy and the concept of continuous 

improvement and development.  This strategic approach is critical as we 

continue to develop and grow as an organisation. 

 

As the CCG is still in its infancy we have developed an Organisational 

Development Plan in order to: 

 

 Support the delivery of the 5 Year Strategic Plan and 2 Year 

Operational Plan to deliver our vision and transformational changes to 

improve health outcomes; 

 Ensure a system wide approach with partners to organisational 

learning; 

 Ensure the actions we take in the shorter term support delivery of our 

longer term objectives; 

 Ensure that the organisational enablers for delivery are in place and 

are being progressed; 

 Establish a cross-cutting approach by connecting our efforts, skills, 

experiences and competencies to develop a more effective system of 

commissioning. 

 

As a clinically led organisation, the CCG will add value and continue to use 

appropriate mechanisms to seek feedback on our performance as leaders of 

the local health economy. 

 

We are working with our partners to address our shared priorities and 

challenges and ensure our approach to organisational development across 

the health economy provides a strong platform to deliver our vision. 
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As an organisation we promote organisational learning and are committed to 

promoting a learning culture to ensure that all staff are developed to provide 

safe and effective care and to achieve their full potential. 

16. Equality and Diversity 
An Equality Impact Assessment has been carried out on this strategic plan. 

There is no evidence to suggest that the plan has an adverse impact in 

relation to race, disability, gender, age, gender reassignment, marriage and 

civil partnership, pregnancy and maternity, sexual orientation, religion and 

belief or infringe individuals’ human rights. The plan is accessible to everyone 

regardless of age, disability, race, gender, gender reassignment, marriage and 

civil partnership, pregnancy and maternity, sexual orientation, religion/belief or 

any other factor which may result in unfair treatment or inequalities in health.  

 

The CCG buys support for managing the Equality Delivery System from the 

North of England Commissioning Service (NECS) and an in-depth 

consultation exercise was undertaken by NECS on behalf of the CCG with 

local stakeholders from the nine protected characteristics groups. This 

feedback, along with existing feedback from a prior consultation exercise 

undertaken in 2012, was used to inform the development of the CCG’s 

equality objectives.  

 

The objectives were reviewed by the Executive Committee and formally 

approved by the Governing Body in October 2013. An action plan has also 

been developed to support the delivery of these objectives and process 

established to monitor progress via the Executive Committee, with formal 

reporting to the Governing Body on a six monthly basis.  

 

Full Equality Impact Analysis scoping will continue to take place on each 

programme of work to ensure that the needs of all local communities are fully 

reflected in the design, planning, implementation and evaluation of services.  
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                                       Item: 10.3 

CATEGORY OF PAPER  

Proposes specific action  

Provides assurance   

 

GOVERNING BODY 

22 JULY2014 

 

Report Title 

 

 

SCCG Assurance Report – July 2014 

 

Purpose of report 

 

To provide the Governing Body with the current 

position against the CCG Assurance Framework 

requirements and delivery against the CCG 

Operational Plan 2014/15.  In terms of the local 

delivery dashboard which replaces the balanced 

scorecard, much of the data relates to 2013/14 

as much of the data for 14/15 is not yet 

available.  the data which is available has been 

included. 

 

 

 

Key issues, assurances and risks 

 

 

Key performance risks: 
 

 A and E 4 hour waits 

 Ambulance Handovers 

 HCAI, particularly MRSA 

 Astro PU Prescribing Costs 

 IAPT (improved access to psychological 
therapies) recovery 

 
Each of these areas of risk are being monitored 
closely with mitigating actions in place where 
possible. 
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Recommendation/Action Required 

 

 

The Governing Body is recommended to: 

 Note both the position against the 

delivery dashboard and progress to date 

against the CCG Operational Plan 

2014/15 

 Note the use of proxy measures within 

the Outcome Measures domain where 

published data is annual 

 Note the predicted CCG Quality Premium 

payment in 2014/15.   

Sponsoring Governing Body member  

(where relevant) 

Debbie Burnicle, Director of Commissioning, 

Planning & Reform 

Report Author 

Matt Thubron, Deputy Head of Contracting 

Lynsey Caizley, PMO & Planning Manager 

 

Governance and assurance  

 

Link to CCG corporate objectives* 

(please tick) 

CO1 CO2 CO3 CO4 CO5 CO6 

      

Any relevant legal/statutory issues No 

Are the identified risks on the Risk 

Register?  

(If so please include reference number) 

Yes re consistent risks including HCAI; Astro PU 
and A/E– 644;645; 646;665  
 

Any information governance issues  No 

If report has been previously 

reviewed please specify which 

Committee and date of meeting 

Executive Committee 1.7.14 

Equality Impact Assessment 

completed 

(please tick)  

Yes  No  
Not 

relevant 
 

Key implications for the following: 

Any additional resources needed? 
 

No 
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*CCG Corporate Objectives 

CO1 - Ensure the CCG meets it public accountability duties 

CO2 - Maintain financial control and performance targets 

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

CO4 - Ensure the CCG involves patients and the public in commissioning and  

  reforming services  

CO5 - Identify and deliver the CCG’s strategic priorities 

CO6 - Develop the CCG localities 

 

 

Has there been appropriate clinical 

engagement?  

Yes via the clinical leads 

 

Any impact on patient outcomes? 

Yes as per the executive summary attached and 

each programme update presented to the 

Governing Body. 

 

Has there been member/stakeholder 

engagement if needed?   

Yes via the programme boards 
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NHS Sunderland CCG Assurance Framework – Executive Summary 

1.  Purpose 

The purpose of this report is to provide the Governing Body with an update in relation to the 

current position for the CCG against the national assurance framework and progress with 

delivery of the operational plan transformation programmes for 14/15.  This report shows the 

current position against all indicators covering the 5 domains using a combination of nationally 

published and locally collected data from primary care systems and locally calculated proxy 

measures. 

Please note that due to the availability of data so far in 2014/15, the Delivery Dashboard 

represents a final position for 2013/14 for most indicators but has progress so far in 2014/15 for 

the following: 

 Cancer 

 HCAI 

 IAPT 

 Ambulance Handovers and Response Times 

 A&E 4 Hour Waits 

 Friends and Family Test 
 
 The 2013/14 local quality premium indicators remain in the report until the full transition to 
2014/15 reporting after June 20th operational plan submission.  Whilst the majority of the 
indicators will remain the same for 14/15 there are some changes, particularly the reduction from 
three to one local indicators, reflecting the new national requirements. 
 
 

2. Proxy Measures 

Proxy measurement is a method of determining certain outcomes when you do not have the 

ability to measure the exact value, for one reason or another.   

Domain 3 of the interim assurance framework includes a number of longer term health outcome 

indicators which are not published routinely in the NHS.  They require a longer period of data and 

rely on national comparisons which are often not available in year and results are usually 

published 6 monthly, annually and bi-annually.   

These measures often have a very detailed and complex calculation definition and replication 

locally is sometimes not possible.  NECS have agreed, where possible to include within the 

standard datasets, a local interpretation of these definitions using data currently available to 

CCGs e.g. Secondary Care Data.  Secondary Care Data is available monthly but is refreshed 

annually to allow formal publication which is the main reason why most measures when 

calculated using local data, are classed as proxy measures. 

The use of proxy measures within Domain 3 of the balanced scorecard gives us the ability to 

gauge the progress of the CCGs activities and predict the current position without having to wait 
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for nationally published data.  This method however, is not recommended for all measures and 

detailed work is ongoing to understand the implications of using proxy data on a number of 

measures.   

Where proxy data has been used within the scorecard, a flag has been included so the Executive 

know which are proxy measures and which are nationally published.  Where any measures are 

rated as grey, proxy data is not available given the complexities of the calculations. 

The following measures are being reported using proxy data: 

 Unplanned hospitalisation for chronic conditions that should usually be treated outside of 

hospital 

 Unplanned hospitalisation for asthma, diabetes and epilepsy in under 19s 

 Emergency admissions for acute conditions that should not usually require hospital 

admission 

 Emergency readmissions to hospital within 30 days (local priority) 

 Emergency admissions for children with Lower Respiratory Tract Infections 

 

3. Changes since last month’s report 

The following changes have been noted since last month’s report: 

 Domain 1 - Are local people getting good quality care? 

o City Hospitals Sunderland NHS Foundation Trust (CHS NHSFT) and South 

Tyneside NHS Foundation Trust (ST NHSFT) remain flagged as outliers for 

Mortality using the latest information available for January 2013.  Detailed 

discussions are on-going via Quality Review Groups.  CHS NHSFT is part of a 

regional group looking into the reporting and interpretation of mortality information 

and is also looking into the Palliative Care.  CHS also have a systematic approach 

to case note review when they are flagged as outliers. As a result of the ongoing 

discussions, to date the CCG are assured that the position as an outlier does not 

present any major concerns about the quality of the care  

o HCAI – CHS NHSFT finished on target contractually with 36 cases although overall, 

40 cases were reported nationally.  So far in 2014/15, both the community and CHS 

NHSFT are below the trajectory for c difficile but CHS NHSFT has reported 3 cases 

so far, 1 in April and 2 in May.  These are currently being reviewed by the HCAI 

Improvement Group. 

o Never Events – The 1 never event for Spire Hospital was not a Sunderland resident 

and was a Private Patient.  Although not the responsibility of the CCG, this has 

been included to ensure visibility. 

 

 Domain 2 - Are patient rights under the NHS Constitution being promoted? 

o RTT – Overall delivered the standards for Admitted, Non Admitted and Incomplete 

Pathways but pressures remain in Urology and General Surgery. Action plans are 

in place through the contracting group to address these pressures.  The recent 
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national focus on RTT and the additional monies for additional capacity may assist 

although the support is limited to the July/August period.  Extending this support 

locally is an area for consideration re the use of the local Quality Premium 

payments as a result of success in 13/14. 

o Risks continue around A/E performance and Ambulance Handovers (the latter is 

not a formal part of the Domain score).  Ambulance handover delays have reduced 

in Q4 compared to the same period last year.  CHS NHSFT so far in Q1 2014/15 

has not achieved the 95% and this remains an area of concern.  CHS NHSFT will 

be presenting to the QRG in June around the quality improvements and work 

continues to deliver the single tender action which hopefully will see some 

improvements on performance. 

 

 Domain 3 - Are health outcomes improving for local people? 

o Proxy data included for a number of emergency admission indicators all of which 

are showing performance is on track.  As explained earlier in the report, this is 

proxy data only and must be approached with a degree of caution 

o Friends and Family Test – Both A&E and Inpatients improved in terms of response 

rate in April but risks now relate to this element of the quality premium as CHS 

NHSFT will need to deliver an improved score in Q1 14/15 compared to Q1 13/14 

for both Inpatients and A/E.  So far in April,  both are below so further improvement 

is needed in May and June, 

o IAPT Recovery finished below the 50% and so far in April, performance is 47.6%, 

still below the 50% standard 

o MRSA at CHS NHSFT – 3 cases so far in 2014/15. 

 

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

 

4. Quality Premium 

The CCGs current position against the Quality Premium 2013/14 is included further on in this 

report.  The total value for the CCG is £1,354,234 and is made up from a number of indicators 

from the previous balanced scorecard.  The table included within this report shows current 

delivery against all three local priorities, the basket of emergency admission outcome indicators 

and a number of NHS constitution indicators. 

At this point, using a combination of proxy data and nationally published data, it is estimated that 

the CCG are achieving £1,015,679 of the quality premium and are not experiencing any 

adjustments based on A&E, cancer 62 day waits, category A ambulance calls and referral to 

treatment times.  The CCG have achieved 2 out of the 3 local measures and are expected to 

deliver the third re emergency readmissions, although data will not be published for emergency 

readmissions for a number of months.  The CCG are also achieving the emergency admissions 

and potential years of life lost targets.  The CCG did not achieve HCAI and thus will not achieve 
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the full value of the Quality Premium.  Friends and Family is now a risk due to the scores in April 

14. 

The management team are currently pulling together options for spending the non-recurring 

premium from 13/14 in 14/15.  Final confirmation of the monies will not be made until early 

October but CCGs are expected to have plans in place to ensure the money can be spent in year 

and due to our financial position we are able to go at risk on some of these plans once they are 

agreed. 

An overview of the money likely to be available and the initial proposals for spend have been 

shared with the Executive including 2 fully worked up proposals that could be agreed immediately 

relating: 

 to asthma/copd as a result of the achievement of the local indicator re copd worth £170k 

 Welcoming particular groups to access GP Practices and community engagement to 

address social isolation – as a result of the achievement of the years of life lost indicator 

worth 170k 

Other proposals are under development using the principle of aligning the spend to areas that 

helped to achieve the premium and are likely to be further discussed at the July Executive 

Development session with clinical leads and locality teams. 

 

 

 

5. Delivery of Operational Plan 2014/15 – Executive Summary 

Work continues in the development of plans to deliver the key transformational changes identified 

for the next two years. 

 

Most notably the plan for the delivery of community integrated locality teams is still in 

development.  Additional resource has now been secured for this programme of work with two 

senior managers appointed to drive delivery of the work and it is expected that they will be in post 

by 1st August 2014 – Jackie Spencer and Penny Davison. 

 

However, work continues to progress on this programme with the initial data segmentation now 

complete and the resulting impact analysis known which subject to a final telecom, look like they 

support the previous impact analysis undertaken by the CCG using the Any town national tool 

and the LGA Torbay value case.  In addition the design principles for the model of integrated 

teams have been developed and supported by stakeholders including member practices.  Project 

resources are currently being identified by all partners to release staff to work substantively within 

the programme at locality level and a job description has been developed and agreed outlining 
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key skills and competencies to facilitate the identification of staff.  The next key milestone for 

each Locality team is to triangulate the data from the segmentation work with the Practice Direct 

Enhanced Service risk stratification work and soft intelligence resulting in clarity on the actual 

individuals in the top 3 % at risk of Emergency Admission and using 50% of the health and social 

care resource.  Following triangulation, localities will need to review the circumstances of these 

most complex cases in order to inform the design of each integrated team in each Locality 

including skill mix and functions- design workshops planned for September in each Locality.  This 

is in preparation for the implementation and testing of the integrated teams from April 15 at the 

latest. 

 

The Out of Hospital Board is now in place with an operational multi-agency steering group 

developed to oversee the following transformational changes within the remit of the board: 

 Community Integrated Locality Teams 

 Extension of the intermediate care hub 

 Care in care homes 

 End of life deciding right initiatives 

 Development of Dementia friendly communities 

The Board will ensure ownership of the Out of Hospital Model developed from the Accelerated 

Solutions Event and will focus initially on the most complex patients – the same population to be 

targeted by each of the 5 programmes above, hence the need to ensure alignment and synergy 

of programmes. 

 

Work continues to progress well in the delivery of Dementia Friendly communities with training 

due to commence for the Trader Association members and a start date for the pilot in the 

Coalfields to be agreed. 

A project group has also been established for the extension of the intermediate care hub and one 

to one engagement meetings with all key stakeholders completed. Work to verify and review the 

current state has begun and a gap analysis and expertise gathering exercise is currently 

underway. Plans are also underway to seek the views of professionals, patients and carers.  

End of Life Deciding Right GP training sessions are now underway and care home training is to 

be launched from August/September 2014.  The End of Life Care element of the Local Incentive 

Scheme for Practices has also now been agreed. 

Work also continues to progress well on the transformation of urgent care services.   The contract 

for GP Led Urgent Care Centres across the city has now been awarded to Northern Doctors and 

mobilisation is now underway.    

The Project Group for the re-procurement of the GP Out of Hours has recently been developed 

with clinical leadership agreed.  The Vision, Aims and Compact of the project group are currently 

being devised and agreed.  Timescales for the project are between May 2014 and May 2015, 

with mobilisation of the GP OOH service planned for May 2015.  At this stage, GP Primary Care 

Access is to be included within this work stream i.e. possible extended hours and a primary care 
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strategy to ensure a consistent message.  Patient and Public Involvement and improvement 

strategies are also currently in development to support this work. 

 

Delays have been experienced in the development of a Service Specification for the CHS 

Emergency Department Urgent Care Centre inclusive of the 'Big Front Door' principles; however, 

these are now being addressed by both CHSFT and the CCG.  Revised timescales will be 

confirmed shortly. 

6 key work streams, outlined below, have now been identified as part of the work to improve 

community mental health pathways, access and waiting times for all mental health conditions: 

 Implementing Special Educational Needs reform requirements applicable to CCG 

 Counselling for Victims of sexual violence 

 Implementation of RAID 2 

 Implementation of the Street Triage pilot in Sunderland 

 Oversee the implementation of NTW ADHD interim model for Sunderland 

 Oversee the implementation of NTW Principle Community Pathways across Sunderland 

These work streams will be delivered by NTW with support from the CCG.  Quarterly updates will 

be provided on each of these programmes of work via the Mental Health Board which will then 

feed in to this Executive report. 

A clinically led regional group has been established to look at the policy in relation to procedures 

of limited clinical value and how it is effectively implemented in both Primary and Secondary 

Care.  The Group will be supported by NECS, with the work programme to be implemented by 

CCGs on a local basis (i.e. we will implement with CHSFT & Spire).  In parallel the CCG will be 

looking at the distribution of these procedures across Practices and localities, working on an 

incentive scheme in 2014/15 that will align the referral process to the policy (i.e. referrals should 

reduce and SCCG should come closer to the average).  The focus in Sunderland will be in a 

number of key areas e.g. Varicose Veins, Tonsillectomies, Benign Skin Lesions where we have 

significant spend and are an outlier compared to other CCGs (this is more applicable to the first 

two procedures than the latter). 

 

Work continues to progress well on the procurement of MSK services.  The final draft of the 

service specification has now been developed and will be agreed at the MSK Steering Group 

Meeting in July 2014.  The Business case and specification will be submitted to the Governing 

Body in August 2014.  Additional patient engagement has been carried out which involved face to 

face interviews with service users by going to the clinics and speaking to patients as they were 
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awaiting their appointments.  The project remains on track for the new service to be in place by 

1st October 2015.
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AMBER/GREEN

This Balanced Scorecard is based on data currently available.   Please note that some indicators are local indicators and are 

not taken into account when it comes to overall Domain ratings.  These are highlighted in the commentary.

Domain 5: Are conditions of CCG 

authorisation being addressed and removed 

(where relevant)

GREEN

NHS Sunderland Clinical Commissioning Group 

Delivery Dashboard

13th June 2014
Rated as Amber/Green due to MRSA and CDIFF at all three 

Providers and CHS were flagged as an outlier for Mortality in 

October and November. Serious Incidents remain outside of the 

quarterly assessments.  1 Never Event for Spire Healthcare which 

is being investigated.

This is currently rated as Amber/Green as per the Interim CCG 

Assurance Framework guidance.  Although the Cancer 62 

Upgrade indicator is rated as Amber, this has no national 

operational standard.  Ambulance Handovers are also rated as 

red and are not included within the quarterly assessments.  A&E 

4 Hour Waits at CHS finished 2013/14 under target and remains a 

risk going into 2014/15.

Rated as Amber/Red due to a number of indicators being off track 

although data for a number of indicators are out of date due to none 

availability of current data.  The CCG had no cases of MRSA but 

finished above trajectory for C Diff, despite significant improvements 

from November.Please note that local data and intelligence rather 

than published data and are only a guide to performance.

Domain 4: Are CCGs commissioning services 

within their financial allocations?
GREEN

Domain 3: Are health outcomes improving for 

local people?
AMBER/RED

Domain 1: Are local people getting good 

quality care?
AMBER/GREEN

Domain 2: Are patient rights under the NHS 

Constitution being promoted?
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Rating
Action Plan 

Mitigates Risk?
Rating

Action Plan 

Mitigates Risk?
Rating

Action Plan 

Mitigates Risk?
Rating

Action Plan 

Mitigates Risk?
Rating

Action Plan 

Mitigates Risk?
Rating

Action Plan 

Mitigates Risk?

Has local provider been subject to enforcement action by the CQC?    No N/A No N/A No N/A No N/A No N/A No N/A

Has local provider been flagged as as a 'quality compliance risk' by Monitor and/or are requirements in 

place around breaches of provider licence conditions?
No N/A No N/A No N/A No N/A No N/A No N/A

Has local provider been been subject to enforcement action by the NHS TDA based on 'quality' risk? No N/A No N/A No N/A No N/A No N/A No N/A

Does feedback from the Friends and Family test (or any other patient feedback) indicate any causes for 

concern?
No N/A No N/A No N/A No N/A No N/A No N/A

Has the provider been identified as a 'negative outlier' on SHMI or HSMR?    Yes Yes No N/A Yes Yes No N/A No N/A No N/A

Do provider level indicators from the National Quality Dashboard show that:

the provider has reported more MRSA cases are above zero    Yes Yes No N/A No N/A No N/A No N/A No N/A

the provider has reported more C difficile cases than trajectory No N/A No N/A No N/A No N/A No N/A No N/A

the provider has reported more MSA breaches are above zero    No N/A No N/A No N/A No N/A No N/A No N/A

Does the provider currently have any unclosed Serious Untoward Incidents (SUIs)?    Yes Yes Yes Yes Yes Yes No N/A Yes Yes Yes Yes

Has the provider experienced any 'Never Events' during the last quarter?    No N/A No N/A No N/A Yes Yes No N/A No N/A

Rating
Action Plan 

Mitigates Risk?
Lead

Does the CCG have any outstanding conditions of authorisation in place on clinical governance? No N/A Debbie Cornell

Has the CCG self-assessed and identified any risks associated with the following:

Concerns around quality issues being discussed regulary by the CCG governing body No N/A

Concerns around the arrangements in place to proactively identify early warnings of a failing service No N/A

Concerns around the arrangements in place to deal with and learn from serious untoward incidents and 

never events
No N/A

Concerns around being an active participant in its Quality Surveillance Group No N/A

If there was an emergency event in the last quarter, has the CCG self-assessed and identified any areas 

of concern on the arrangements in place for dealing with such an event?
No N/A David Gallagher

Has the CCG self-assessed and identified any risk to progress against its Winterbourne View action 

plan?
No N/A Alan Cormack

DOMAIN RAG RATING
Green - All 'NO' responses

Amber/Green - One or more 'YES' responses but action plan in place that sucessfully mutigates patient 

risk

Amber/Red - One or more 'YES' responses but no action plan in place / plan does not  sucessfully 

mutigate patient risk

Red - Enforcement action is being undertaken by the CQC, Monitor or TDA and the CCG is not engaged 

in proportionate action planning to address patient risk

Clinical Governance

CCG

Lead

Clinical Governance

Gateshead Health NHS FTSpire Healthcare LTDSouth Tyneside NHS FT
Northumberland Tyne and 

Wear NHS FT

Debbie Cornell / 

Sue Goulding

Overall Risk Rating

AMBER/GREEN

NHS Sunderland CCG

AMBER/GREEN

AMBER/GREEN
Clinical Governance

Providers

Matt Thubron

Sue Goulding

Sue Goulding

Contract Team

City Hospitals Sunderland NHS 

FT
Inidicator

AMBERGREEN AMBERGREEN AMBERGREEN AMBERGREEN AMBERGREEN

North East Ambulance Service

AMBERGREEN
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Included 

Within The 

Domain Rating

Management 

Lead

Executive 

Lead
Latest Data

Actual 

To Date

2013/14 

Target 

To Date

Risk to 

Year 

End

Comments

2013/042013/052013/062013/072013/082013/092013/102013/112013/122014/012014/02

29 18 Week Referral to Treatment Waiting Times - Admitted (adjusted) pathways YES Scott Watson Chris Macklin Mar-14 - YTD 92.2% 90.0% gggggggggggg
30 18 Week Referral to Treatment Waiting Times - Non-admitted pathways YES Scott Watson Chris Macklin Mar-14 - YTD 98.4% 95.0% gggggggggggg
31 18 Week Referral to Treatment Waiting Times - Incomplete Pathways YES Scott Watson Chris Macklin Mar-14 - YTD 95.0% 92.0% gggggggggggg
32 52 Week Referral to Treatment Waiting Times - Admitted YES Scott Watson Chris Macklin Mar-14 - YTD 2 0 gggggggggggg
33 52 Week Referral to Treatment Waiting Times - Non-admitted YES Scott Watson Chris Macklin Mar-14 - YTD 1 0 gggggggggggg
34 52 Week Referral to Treatment Waiting Times - incomplete pathway YES Scott Watson Chris Macklin Mar-14 - YTD 0 0 gggggggggggg

35 Patients waiting more than 6 weeks for 15 key diagnostic tests YES Scott Watson Chris Macklin Apr-14 - YTD 0.35% 1.0% gggggggggggg

36a % patients spending 4 hours or less in A&E or minor injury unit - City Hospitals Sunderland YES Scott Watson Ann Fox May-14 - YTD 94.3% 95.0% gggggggggggg

36b % patients spending 4 hours or less in A&E or minor injury unit - South Tyneside NHS FT YES Scott Watson Ann Fox May-14 - YTD 98.0% 95.0% gggggggggggg

36 % patients spending 4 hours or less in A&E or minor injury unit - CCG Composite No Scott Watson Ann Fox May-14 - YTD 95.8% 95.0% gggggggggggg

40 No waits from decision to admit to admission (trolley waits) over 12 hours YES Scott Watson Ann Fox May-14 - YTD 0 0 gggggggggggg

41 % patients seen within 2 weeks of urgent referral for suspected cancer YES Scott Watson Chris Macklin Apr-14 - YTD 97.00% 93.0% Cancer 2WW is now the cancer quality premium indicator for 2014/15.  In 2013/14, it was 62 Day Cancer. gggggggggggg
42 % patients seen within 2 weeks of urgent referral for breast symptoms YES Scott Watson Chris Macklin Apr-14 - YTD 97.46% 93.0% gggggggggggg

43 % patients treated within 31 days of cancer diagnosis YES Scott Watson Chris Macklin Apr-14 - YTD 98.4% 96.0% gggggggggggg
44 Cancer diagnosis to treatment waiting times (31 day subsequent treatment surgery) YES Scott Watson Chris Macklin Apr-14 - YTD 100.00% 94.0% gggggggggggg
45 Cancer diagnosis to treatment waiting times (31 day subsequent treatment drugs) YES Scott Watson Chris Macklin Apr-14 - YTD 100.0% 98.0% gggggggggggg
46 Cancer diagnosis to treatment waiting times (31 day subsequent treatment radiotherapy) YES Scott Watson Chris Macklin Apr-14 - YTD 100.0% 94.0% gggggggggggg

47 % patients treated within 62 days of urgent referral for suspected cancer YES Scott Watson Chris Macklin Apr-14 - YTD 93.65% 85.0%

Achieved full year for 2013/14, just hitting the 85% standard.  Improvements can be seen in April, particulalry at 

CHS due to work on-going in CHS around cancer pathways, particularly Urology.  This is no longer a Quality 

Premium Indicator for 2014/15.
gggggggggggg

48 % patients treated within 62 days of urgent referral from NHS Cancer Screening Programmes YES Scott Watson Chris Macklin Apr-14 - YTD 100.00% 90.0% gggggggggggg

49 62 day wait for first treatment for cancer following a consultants decision to upgrade the patient priority No Scott Watson Chris Macklin Apr-14 - YTD 100.0% 85.0%

There is currently no operational standard set for this indicator, however NHS England national team are monitoring 

against an 85% target, as is CHS. This is currently not measured as part of the overall domain on a monthly basis 

but will be considered at the end of the year.  This measure is very variable given the low volumes and is routinely 

monitored via the contract.

gggggggggggg

50 Ambulance: Cat A calls responded to <8 mins (Red 1 - Critical) Yes Scott Watson Chris Macklin Apr-14 - YTD 83.3% 75.0% gggggggggggg
51 Ambulance: Cat A calls responded to <8 mins (Red 2 - Serious) Yes Scott Watson Chris Macklin Apr-14 - YTD 77.3% 75.0% gggggggggggg
73 Ambulance: Cat A calls resulting in an ambulance arriving at the scene within 19 minutes Yes Scott Watson Chris Macklin Apr-14 - YTD 97.2% 95.0% gggggggggggg

52 Number of patient breaches of Mixed Sex Accommodation Yes Scott Watson Chris Macklin Apr-14 - YTD 0 0 gggggggggggg

53 % cancelled operations for non clinical reasons who were given a TCI date within 28 days of the original appointment No Scott Watson Chris Macklin Apr-14 - YTD 0 0

1 cancellation relating to Breast Surgery.  Patient transferred to NUTH after having surgery cancelled at CHS.  

Patient was not re-booked for surgery within the 28 days.  This is being picked up with CHS who are working to 

ensure this does not happen again but pressures do remain with Breast Surgery at CHS across 18 weeks and 

Cancer.

gggggggggggg

54 No urgent operation to be cancelled for a 2nd time Yes Scott Watson Chris Macklin Apr-14 - YTD 0 0 gggggggggggg

55 % patients discharged from Mental Health wards receiving follow up within 7 days Yes Ian Holiday
Debbie 

Burnicle
Mar-14 - YTD 96% 95.0% gggggggggggg

58
All handovers between ambulance and A & E must take place within 15 minutes and crews should be ready to accept 

new calls within a further 15 minutes
No Scott Watson Chris Macklin May-14 - YTD 191 0

So far in 2014/15, there have been 191 over 30 minute handover delays at Sunderland Royal Hospiral.  Perofrmance 

in April and May is comparable to the same period last year. gggggggggggg

DOMAIN RAG RATING FUTURE CONCERNS
No indicators rated red

No indicator rated red but future concerns

One indicator rated red

Two or more indicators red

YES

Overall Risk Rating

AMBER/GREEN

Mixed sex accommodation

Mental Health

NHS Constitution Measures

Sunderland CCG
Performance below the lower threshold OR same indicator has Amber performance for two consecutive quarters

Performance at or above the standard

Performance between the standard and the lower threshold

CHS failed to achieve Q4 2013/14 and the full year of 2013/14 with a final performance of 94.4% (still subject to 

full validation) despite seeing improvements in March 14.  Pallion is fully operational and is seeing in excess of 40 

patients per day with some days seeing 60 patients.  Pressures still remain with capacity and staffing at CHS in the 

main corridor. 

2014/15 remains a pressure and despite 3 weeks of good performance in May, performance for 14/15 is below the 

95% standard.

Referral to treatment waiting times for non-urgent consultant-led treatment

Diagnostic test waiting times

A&E waits

Pressures revolve around Urology, Breast Surgery and Gastroenterology going forward into the new year at CHS.  

This is being picked up as part of the performance meetings at CHS and will be reviewed frequently.  

Due to England failing the target for admitted in February, increased scrutiny and monitoring has been implemented 

by NHS England.  FTs will be required to report performance and pressures weekly.

Please note that this indicator is based on unadjusted pathways rather than adjusted which is the contractual 

requirement.  Breaches relate to Plastic Surgery at CDDAH and 1 patient at NUTH in the 'Other' category.  Both 

have been raised via the contract and we are awaiting a response.  As this is unadjusted, it is likely the pathways 

will include a pause of some sort which could relate to patient choice.  A further breach was submitted in Hull FT 

which is being investigated

Cancer waits - 2 week

Cancer waits - 31 days

Trend

Ambulance Handovers

Cancelled operations

Referral to treatment waiting times for non-urgent consultant-led treatment

Ambulance Response Times
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Proxy 

Measure

Included 

Within The 

Domain Rating

Management 

Lead

Executive 

Lead
Latest Data

Actual To 

Date

2013/14 

Target To Date

Risk to 

Year End
Comments

1 Potential Years of Life Lost from causes considered amenable to healthcare Yes 2012 2,498 No deterioration gggggggggggg
2 Deaths from cardiovascular disease per 100,000 population Yes 2012 82 No deterioration gggggggggggg
3 Deaths from respiratory disease per 100,000 population Yes 2012 36 No deterioration gggggggggggg
4 Deaths from liver disease per 100,000 population Yes 2012 23 No deterioration gggggggggggg
5 Deaths from cancer per 100,000 population Yes 2012 153 No deterioration gggggggggggg

6 Health-related quality of life for people with long-term conditions Yes Mar-14 - YTD 69.7% 66.5% gggggggggggg

7
People with a long-term condition feeling independent and in control of their 

condition
Yes Ian Holliday Debbie Burnicle 2012/13 71.6% No deterioration

Please note that this is proxy data taken from local datasets calculated using technical guidance definitions.  Awaiting published 

data.  The CCG BI Team are looking to provide an alternative dataset for the Quality Premium. gggggggggggg

8
Unplanned hospitalisation for chronic conditions that should usually be treated 

outside of hospital
YES Yes Ian Holliday Debbie Burnicle Mar-14 - YTD 866 1,115

Data now available as a proxy measure using local datasets as published data is annual.  Please note that this is only a proxy 

measure only until published data is available.  gggggggggggg

9 Unplanned hospitalisation for asthma, diabetes and epilepsy in under 19s YES Yes Ian Holliday Debbie Burnicle Mar-14 - YTD 408 416
Data now available as a proxy measure using local datasets as published data is annual.  Please note that this is only a proxy 

measure only until published data is available.  gggggggggggg

10 Estimated diagnosis rate for people with dementia No Wendy Kaiser Debbie Burnicle Mar-14 - YTD 61.8% 60.5% The total number of diagnosed people (aggregate disease register in practices) is now above the year end trajectory. g ggggggg

11
People with COPD and Medical Research Council (MRC) Dyspnoea Scale ≥3 referred to 

a pulmonary rehab programme 
Yes Ian Holliday Debbie Burnicle Mar-14 - YTD 29.3% 22.3%

Data collection complete for Q3 and Q3 shows a further improvement on the Q2 position.  Performance is now at 27.7% which is 

above trajectory but work is still on-going around practice uptake. g g gggg

12
Emergency admissions for acute conditions that should not usually require hospital 

admission
YES No Ian Holliday Ann Fox Mar-14 - YTD 1,415 1,851

Data now available as a proxy measure using local datasets as published data is annual.  Please note that this is only a proxy 

measure only until published data is available.  gggggggggggg

13 Emergency readmissions to hospital within 30 days YES Yes Scott Watson Debbie Burnicle May-13 - YTD 10.8% 13.0%
Please note that this is proxy data taken from local datasets calculated using technical guidance definitions.  Awaiting published 

data.  The CCG BI Team are looking to provide an alternative dataset for the Quality Premium. ggggggggggg

14 Total health gain assessed by patients for hip replacements Yes Sue Goulding Geoff Stephenson Apr12 - Dec12 39.2% No deterioration gggggggggggg
15 Total health gain assessed by patients for knee replacements Yes Sue Goulding Geoff Stephenson Apr12 - Dec12 28.1% No deterioration gggggggggggg
16 Total health gain assessed by patients for groin hernia Yes Sue Goulding Geoff Stephenson Apr12 - Dec12 9.8% No deterioration gggggggggggg
17 Total health gain assessed by patients for varicose veins Yes Sue Goulding Geoff Stephenson Apr12 - Dec12 1.7% No deterioration gggggggggggg

18 Emergency admissions for children with Lower Respiratory Tract Infections YES Yes Scott Watson Debbie Burnicle Mar-14 - YTD 33 558
Data now available as a proxy measure using local datasets as published data is annual.  Please note that this is only a proxy 

measure only until published data is available.  Rated as Amber for year end as activity increases significantly from November gggggggggggg

19 Patient experience of primary care - GP services Yes Sue Goulding Ann Fox 90.7%

December 2013 publication (contains aggregate data from Jan-Mar 2013 & July - Sept 2013), the annual 2013/14 position will not 

be published until June 2014.  

The latest 6 months publication:

Yes, would definitely recommend - 52% and Yes, would probably recommend - 30%  total 82%

gggggggggggg

20 Patient experience of primary care - GP Out of Hours services Yes Sue Goulding Ann Fox 68.7%

December 2013 publication (contains aggregate data from Jan-Mar 2013 & July - Sept 2013), the annual 2013/14 position will not 

be published until June 2014.  

The latest 6 months publication - Responses include all those who say they have tried to call an out-of-hours GP service in the past 

6 months: 31% - very good, 34% fairly good, overall 65%

gggggggggggg

21 Patient Experience of Hospital Care Yes Sue Goulding Ann Fox Awaiting data gggggggggggg
22

Friends and Family test - Combined Inpatient and A&E Response Rate of 15% 

Achieved?
Yes Sue Goulding Ann Fox Apr-14 - YTD 27.8% YES gggggggggggg

22a Friends and Family test - A&E Response Rate of 15% Achieved? No Sue Goulding Ann Fox Apr-14 - YTD 17.4% YES gggggggggggg
22b Friends and Family test - Inpatient Response Rate of 15% Achieved? No Sue Goulding Ann Fox Apr-14 - YTD 46.2% YES gggggggggggg

23 Number of MRSA infections for local CCG residents Yes Sue Goulding Ann Fox May-14 - YTD 0 0 gggggggggggg

24 Number of MRSA infections in local Hospitals No Sue Goulding Ann Fox May-14 - YTD 3 0 gggggggggggg

25 Number of Clostridium Difficile infections for local CCG residents Yes Sue Goulding Ann Fox May-14 - YTD 3 12 gggggggggggg

26 Number of Clostridium Difficile infections in local NHS FT No Sue Goulding Ann Fox May-14 - YTD 7 8 gggggggggggg

27 Repeat dispensing as % of all items prescribed Yes Zahra Irannejad Geoff Stephenson Mar-14 - YTD 29.3% 27.5% gggggggggggg

28 Prescribing costs per astro pu (distance from SHA ave %) No Zahra Irannejad Geoff Stephenson Mar-14 - YTD 9.4% 5.0% gggggggggggg

56
Proportion of people with depression and/or anxiety disorders with access to 

psychological therapies
Yes Ian Holiday Debbie Burnicle Apr-14 - YTD 1.3% 1.3%

Performance for April 14 is above the 1.25% trajectory set to deliver a full year 15% access rate.
gggggggggggg

57 The number of people accessing IAPT who are moving to recovery No Ian Holiday Debbie Burnicle Apr-14 - YTD 47.6% 50.0%

Recovery for April 14 continues the trend of 2013/14.  This is being looked into in more detail due to differing aspects of the 

service delivering improved recovery but not to the definition of this indicator.  This is being looked at nationally and has been fed 

into the Area Team.
gggggggggggg

AMBER/RED

Amber/Red - At least one indicator statistically significantly off track for achievement of the Quality Premium

Red - All indicators statistically off track for achievement of the Quality Premium

CCG Outcome Measures

DOMAIN RAG RATING

Green - All relevant indicators on track for achievement of Quality Premium

Amber/Green - Not all indicators on track for achievement of Quality Premium

Despite a pressured April, May has seen significant improvement in both CHS and the community.  This is the continued trend from 

2013/14.

CHS have fully implemented FFT in A&E, Inpatients and Maternity and have shown improving response rates and scores for all 

areas in 13/14 although in March, A&E response rates decreased despite previous monthly increases.  Although response rates for 

A&E are low in comparison to other trusts, the actual score is one of the highest in the region and continues to be the case.  

Discussions take place regularly via the QRG and CHS are working on the improvement.  In terms of the QP, improvements on the 

average score in Q1 13/14 will need to be seen in order to achieve this part of the QP.

SCCG repeat dispensing percentage remains at 29.3% and is above the target marker of 27.5%. SCCG will continue to work with the 

MO Provider to support practices in the initiation and increased uptake of repeat dispensing.

SCCG continues to show variance from the AT and National figures. There has been an increase in SCCG cost per ASTRO-PU for 

Mar-14, this increase in cost per ASTRO-PU is replicated across the Area Team and National figures. SCCG for Mar-14 now shows 

9.4% variance to the Area Team and 18.5% variance to National figures. SCCG MO team will continue to monitor the spend per 

Improvement on 

current performance

Director of Public Health

Director of Public Health

Trend

Sub Measure

Quality Premium Measure

Preventing people from dying prematurely

Enhancing quality of life for people with long-term conditions

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

Ensuring people have a positive experience of care

Treating and caring for people in a safe environment and protecting them from avoidable harm

Others - Mental Health

Overall Risk Rating

AMBER/RED

2012 Data now published which represents the target for this year.  This data is not published regularly and there are no further 

details on when this data will be published for the quality premium.  It is likely that this will be available sometime in 2014/04

Final 2011/12 data now published which represents the target for 2013/14.  The CCG is to show no deterioration for this indicator.  

Actual data wont be published until April 2014.

So far in 2014/15, there have been 3 cases of MRSA at City Hospitals Sunderland.  Root Cause analysis is on-going and is being 

reviewed via the HCAI improvement group.  Early information shows a theme with Urology which is being investigated. 

A number of other providers have also had 1 or more MRSA's so far this year.
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Management 

Lead

Executive 

Lead
Latest Data Actual To Date 2013/14 Target Risk to Year End Comments

70 Number of Elective Inpatient Admissions Scott Watson Chris Macklin Mar-14 - YTD 54,096 56,536 gggggggggggg

71 Number of Non Elective Inpatient Admissions Scott Watson Chris Macklin Mar-14 - YTD 31,076 36,097 gggggggggggg

72 Number of First Outpatient Attendances Scott Watson Chris Macklin Mar-14 - YTD 94,224 89,617 gggggggggggg

73 Number of A&E Attendances Scott Watson Chris Macklin

17 9 , 3 9 6 18 2 , 2 5 0

70 Number of Elective Inpatient Admissions Scott Watson Chris Macklin Mar-14 - YTD Forecast 60,588 56,536

71 Number of Non Elective Inpatient Admissions Scott Watson Chris Macklin Mar-14 - YTD Forecast 35,116 36,097

72 Number of First Outpatient Attendances Scott Watson Chris Macklin Mar-14 - YTD Forecast 102,045 89,617

73 Number of A&E Attendances Scott Watson Chris Macklin

Both inpatient lines remain under trajectory for months 1 to 11 with 

significant under performance in Non Electives due to the 

implementation of Ambulatory Care in CHS and also a general 

reduction in emergency admissions.  

Outpatients remains over trajectory despite showing reductions in 

activity from month 9 onwards.

Trend

Activity Trajectories - Full Year Forecast

Activity Trajectories - Year to Date

Activity Trajectories
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Measure

Title of Measure
Percentage of Quality 

Premium
Value for CCG Threshold for success Numerator Numerator notes Denominator Denominator notes Data source

Measure 

Achieved

Eligible QP funding

Domain 1: Preventing people from dying prematurely Reduction in 

Preventable Years of Life Lost (PYLL) from causes amenable to 

healthcare

12.50% £169,280

↓≥3.2% in the potential years of 

life lost (adjusted for sex and 

age) from amenable mortality in 

the calendar year 2013 

compared to 2012.

Baseline data for 2012 not 

available until autumn 2013

Detailed definition can be found in the 

technical guidance 

http://www.england.nhs.uk/wp- 

content/uploads/2013/03/qual-

premium.pdf

totals for each gender will 

be directly standardised 

against an England 

standard population for 

2012 and expressed as a 

rate per 100,000 population.

HSCIC Yes £169,280

Domain 2: Enhancing quality of life for people with long term conditions

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

following injury.

Avoidable emergency admissions

25% £338,559

Indirectly Standardised Rate 

(ISR) of avoidable emergency 

admissions in 2013/14 ≤ ISR 

2012/13

OR

ISR 13/14 < 1,000 admissions 

per 100,000 population

Baseline data not available until 

summer 2013

Indirectly standardised rate of avoidable 

emergency admissions for 4 indicators

-chronic ambulatory care sensitive 

conditions

-asthma, diabetes and epilepsy in under 

19s

-acute admissions for acute conditions 

that should not usually require hospital 

admissions

-children with lower respiratory tract 

The rate will be indirectly 

standardised using the 

England rate in 2012/13

HES.

Data supplied by 

HSCIC

Yes £338,559

Domain 4: ensuring that people have a positive experience of care.

12.50% £169,280

CHS FT deliver the nationally 

agreed FFT roll out plan to the 

national timetable AND

an improvement in average FFT 

score for both inpatient and A&E 

between Q1 13/14 and Q1 14/15

Average FFT score for Q1 not 

yet available

The roll out of FFT will be a qualifier for 

inclusion in the second part of the 

indicator. If the main provider hasn't 

implemented FFT for inpatients and A&E 

by Q1 2013/14 then the improvement 

cannot be measured and this element of 

the quality premium will not be awarded.

UNIFY2 FFT

collection

No £0

Domain 5: treating and caring for people in a safe environment and 

protecting them from avoidable harm.

12.50% £169,280

Zero MRSA assigned to the 

CCG AND

↓C-Diff ≤ 79

MRSA = 0

C-diff = 79

MRSA/C-diff numbers assigned to the 

CCG on the HPA data capture system.

HPA data collection 

system

No £0

Local Priority 1 - Emergency readmissions within 30 days of discharge 

from hospital
12.50% £169,280

A rate of emergency 

readmissions of 13% or less in 

2013/14

1,356

The number of continuous inpatient spells 

that are emergency admissions within 0-

29 days of t he last, previous discharge 

from hospital. Some exclusions - see 

Outcome framework technical definition. 

Timeframe - full year 2013/14. Submitted 

numerator is based on baseline data - 

achievement will be measured using the 

calculated percentage not the submitted 

numerator.

10,430

The number of finished 

continuous inpatient spells 

within selected medical and 

surgical specialties, with a 

discharge date up to the 

31st March 2014. Some 

exceptions as detailed in the 

Outcome framework 

technical definition.

Published by HSCIC Yes £169,280

Local Priority 2 -Repeat dispensing as a % of all prescriptions

12.50% £169,280

The number of item dispensed 

through repeat dispensing in 

2013/14 is ≥ 27.5% of all items 

prescribed.
170,311

Total items prescribed using repeat 

dispensing . Timeframe - full year 

2013/14

Submitted numerator is based on 

baseline data -

achievement will be measured using the 

calculated percentage not the submitted 

numerator.

619,314

Total items prescribed in 

2013/14 (Submitted 

denominator is based on 

2012/13 baseline)

Local data collection - 

CCG to provide 

updates on a 

quarterly basis
Yes £169,280

Local Priority 3 - People with COPD and Medical Research Council 

(MRC) Dyspnoea Scale >3 referred to a pulmonary rehabilitation 

programme

12.50% £169,280

≥22.3% of patients with COPD 

and MRC scale ≥ 3 in 2013/14 

referred for pulmonary rehab.

625

Total patients with COPD and MRC ≥3 

referred to rehab. Timeframe - full year 

13/14. Submitted numerator is based on 

baseline data - achievement will be 

measured using the calculated 

percentage not the submitted numerator.

2,798

Total patients with COPD 

and MRC

≥3 in 13/14

Local data collection - 

CCG to provide 

updates on a 

quarterly basis Yes £169,280

Totals 100.00% £1,354,238 £1,015,679

NHS Constitution rights and pledges Adjustment to Quality Value of adjustment Threshold Numerator notes Denominator notes Measure Adjustment to QP 

Referral to treatment times (18 weeks) 25% -£338,560

≥92% patients on an incomplete 

pathway waiting ≤18 weeks on 

average in 13/14
Yes £0

A&E waits 25% -£338,560

≥95% patients seen within 4 

hours of arrival at A&E (All types) 

over course of 13/14
Yes £0

Cancer waits - 62 days 25% -£338,560

≥85% patients treated within 62 

days from urgent referral for 

suspected cancer over course 

of 13/14

Yes £0

Category A Red 1 ambulance calls 25% -£338,560

NEAS achieves ≥75% Category 

A Red 1 ambulance calls 

responded to <8 mins over 

course of 13/14

Yes £0

TOTAL ADJUSTMENT 100% -£1,354,238 £0

REVISED TOTAL £0 £1,015,679

N
at

io
n

al
L

o
ca

l

Total patients waiting 18 weeks or less on monthly RTT incomplete 

pathways snapshot. Sum of the 12 monthly returns.

Total patients waiting on an 18 week incomplete pathway on monthly RTT 

incomplete pathways snapshot. Sum of the 12 monthly returns.

Total patients where the patient spent less than 4 hrs in A&E from arrival to 

transfer, admission or discharge. Sum of weekly sitreps for 13/14

Data will be mapped from providers to CCGs using the proportion of activity 

of each provider (>1%) that can be attributed to a CCG. Please note only 

organisations submitting A&E activity to SUS will be able to be mapped, any 

type 3 units not submitting to SUS will not have their activity allocated to any 

CCG.

Total number of A&E attendances. Sum of all weekly sitreps for 13/14 

mapped in the same way as the numerator.

Total patients treated within 62 days following urgent referral from a GP 

calculated by summing data for the 4 quarters of 13/14

Total patients treated following urgent referral from a GP calculated by 

summing data for the 4 quarters of 13/14

Total Category A Red 1 calls resulting in an emergency response arriving at 

the scene of the incident within 8 minutes in 13/14

Total Category A Red 1 calls resulting in an emergency response arriving at 

the scene of the incident in 13/14

AchievementValue Measure details
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Item: 10.4 

CATEGORY OF PAPER  

Proposes specific action  

Provides assurance   

 
GOVERNING BODY 

22 JULY 2014 

 
Report Title 
 

Operational resilience and capacity planning for 
2014/15 

 
Purpose of report 

To outline the requirements of the operational 

resilience and capacity national planning 

submission required by 30th July 2014. 

 
Key issues, assurances and risks 
 

There are no key issues identified in terms of 

being able to meet the planning requirements 

set out in this guidance. 

 
Recommendation/Action Required 
 

 
The Governing Body is recommended to: 

 Note the requirements of the guidance 

 Note the next steps outlined in this report 

 

Sponsoring Governing Body member  
(where relevant) 

Debbie Burnicle, Director of Commissioning, 
Planning & Reform 

Report Author 
 
Lynsey Caizley, PMO & Planning Manager 

Governance and assurance  

 
Link to CCG corporate objectives* 
(please tick) 

CO1 CO2 CO3 CO4 CO5 CO6 

x x x x x x 

Any relevant legal/statutory issues No 

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

N/A – No risks have been identified 

 

Any information governance issues  No 

If report has been previously reviewed 
please specify which Committee and 
date of meeting 
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*CCG Corporate Objectives 
 
CO1 - Ensure the CCG meets it public accountability duties 
CO2 - Maintain financial control and performance targets 
CO3 - Maintain and improve the quality and safety of CCG commissioned services 
CO4 - Ensure the CCG involves patients and the public in commissioning and  
  reforming services  
CO5 - Identify and deliver the CCG’s strategic priorities 
CO6 - Develop the CCG localities 

 
Equality Impact Assessment completed 
(please tick)  

Yes x No  
Not 
relevant 

 

Key implications for the following: 

 
Any additional resources needed? 
 

 
No 

 
Has there been appropriate clinical 
engagement?  

Yes via the multi-agency Urgent Care Board 

 
Any impact on patient outcomes? 
 

Yes – as outlined in the strategic plan 

 
Has there been member/stakeholder 
engagement if needed?   
 

Yes via the Executive Committee and the 
Urgent Care Board. 
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Sunderland Health & Social Care System Strategic Plan 

1.  Purpose 
 
The purpose of this report is to provide the Governing Body with an update on the 

requirements outlined in the national planning document ‘Operational resilience and 

capacity planning’. 

 

2. Background 

Following the pressures experienced during the winter of 2012/13, NHS England 

published the A&E Recovery Plan in 2013 bringing together the national and regional  

‘A&E tripartite’ panels comprising of representatives from NHS England, the NHS Trust 

Development Authority (NHS TDA), Monitor and the association of Directors of Adult 

Social Services (ADASS).  The plan also called for the creation of urgent care working 

groups (UCWGs). 

In response to this guidance, the existing Unscheduled care working group was renamed 

the Urgent Care Board taking on the responsibilities outlined in the guidance. 

In June 2014 a further national document from NHS England, NHS TDA, Monitor and 

ADASS was published ‘Operational resilience and capacity planning for 2014/15’ 

informing members of all UCWGs across England, of the operational resilience and 

capacity planning requirements for 2014/15, and to provide planning support to these 

organisations. 

This document outlines the requirement for UCWG’s to build upon their existing roles and 

expand upon their remit to include elective as well as urgent care and become the forum 

where capacity planning and operational delivery across the health and social care 

system is co-ordinated to establish sustainable year round delivery. 

The planning arrangements and requirements for the coming year are set out in this 

document including the mechanisms for monitoring delivery and allocating non-recurrent 

funding.  

More broadly, the intention is that the work undertaken by local systems in 2014/15 will 

set the ground work for the longer term changes to strategic and operational delivery that 

will be brought about by outputs from the Urgent and Emergency care review.  

Key points within this document are outlined below: 

 The next evolution for UCWGs is to expand their role to cover elective as well as 

non-elective care.  This is reflected in the change of name to System resilience 

groups (SRG) 
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 All care providers must be represented at the SRG. 

 Rigorous and ongoing analytical review of the drivers of system pressures must be 

undertaken to ensure solutions are developed collaboratively. 

 The SRG has a key role in building consensus across members and stakeholder 

and advising on the use of non-recurrent funds and marginal tariff. 

 Members of SRG should seek to hold each other to account for actions resulting 

from internal review with member organisations sharing intelligence and pooling 

resources where possible, to improve system delivery against agreed key 

performance indicators. 

3. Planning Requirements 

Each SRG is required to develop an operational resilience and capacity plan involving all 

key local organisations.  These plans should be collaboratively developed and signed off 

by all SRG member organisations.  The mandatory elements of these plans are outlined 

below: 

 Good Practice – Plans must demonstrate how organisations will implement all 

non-elective and elective care good practice requirements outlined in the guidance 

document (Appendix 1) 

 Wider considerations – Plans need to comprehensively cover all wider planning 

elements (Appendix 2) outlined in the guidance taking into account the wider 

context in which each SRG operates. 

 Governance – SRG’s are not statutory bodies and have no formal binding decision 

making role, however, governance is important in describing the underpinning 

arrangement including links with delegated authority from statutory bodies. 

 Building on existing work – Plans must align with and build upon capacity planning 

already being done throughout the system, including flu planning. 

The key timelines for submission of plans to NHS England are outlined below: 

Requirement Date 

Final SRG plans submitted to NHS 

England Area Team 

By 30th July 2014 

Assurance of plans September 2014 

Plans published on SRG Chair website September 2014 

Refresh of plans for Winter October 2014 
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4. Funding  

2.3m non-recurring money for resilience has been identified for the CCG and up to 1.3m 

notionally for RTT pressures.  However, the RRT funding is provided via the Area Team to 

Providers following conversations with CCGs and Providers across the AT about their 

potential to deliver on improvements in July and August.  It is therefore unlikely that the 

Sunderland economy will benefit from all of the RRT monies notionally identified for 

Sunderland as it depends on provider capacity and pressures across the AT. 

 

5. Next Steps 

These requirements have been shared with the Sunderland System Resilience Group 

(formerly Urgent Care Board) in June 2014 and a plan for completion of the planning 

document agreed will be led by the Deputy Head of Commissioning and Reform. 

As part of this process, partners were asked to submit ideas to support whole system 

transformation by 3rd July 2014.  These ideas are currently being reviewed, with the 

process being overseen by the CCG Chief Finance Officer and Director of Nursing, Quality 

& Safety. 

The Executive Committee have also received an update at their July meeting and agreed 

that the development of the Plan should be led by the Urgent Care Board. 

 

6. Recommendations 

 

The Governing Body is recommended to: 

 Note the requirements outlined in the Operational resilience and capacity planning 

guidance and  

 Note the next steps outlined in this report.  

 
Lynsey Caizley / Wendy Kaiser 
Author 
 
Debbie Burnicle 
Sponsor 
3rd July 2014
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Appendix 1 
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Appendix 2 
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Item: 10.6 

CATEGORY OF PAPER  

Proposes specific action  

Provides assurance   

 
GOVERNING BODY 

22 JULY 2014 

 
Report Title 
 

 
Sunderland GP OOH Service Improvement Initiative 

 
Purpose of report 

Inform the governing body regarding progress of the 
GP OOH project initiative cover various elements of 
the action plan: 
 

 Background 

 Development of Project Group (Aims, 
Objectives and Outcomes) 

 Patient and Public Involvement 

 Stakeholder Involvement 

 Improvement Methods 
 

 
Key issues, assurances and risks 
 
 
 
 
 
  

 
Project plan identifying rational, challenges and 
milestones e.g.: 
 

 Review and continue to improve existing GP 
OOH patient pathway 

 Procurement of new GP OOH model 
 

 
Recommendation/Action Required 
 

 
Governing body to consult project plan and provide 
any advice/guidance as necessary 

Sponsoring Governing Body member  
(where relevant) 

 

Report Author 
 
Natalie McClary – Service Reform Manager (Urgent 
Care) 

Governance and assurance  

 
Link to CCG corporate objectives* 
(please tick) 

CO1 CO2 CO3 CO4 CO5 CO6 

  X X x  

Any relevant legal/statutory issues No 



    

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

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

Not applicable 

Any information governance issues  No 

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

Not applicable 

 
Equality Impact Assessment completed 
(please tick)  

Yes 
In 

progress No  
Not 
relevant 

 

Key implications for the following: 

 
Any additional resources needed? 
 

 
Yes - GP Incentive Scheme 

 
Has there been appropriate clinical 
engagement?  
 

Yes, project work, including incentive scheme has 
been developed by the GP OOH project group and 
assigned clinical and executive leads 

 
Any impact on patient outcomes? 
 

Yes – outcomes of the GP OOH Patient and Public 
Engagement Strategy, will inform the development of 
the future GP OOH service.  All information will be 
fed into the GP OOH RPIW planned for September 
2014.  An aim is that this engagement plan will also 
identify patients who would like to contribute to the 
service improvement event in September 2014. 

 
Has there been member/stakeholder 
engagement if needed?   
 

Yes – GPs and the existing GP OOH service 
(Primecare) 
 
Further stakeholder engagement is also being 
sought through the urgent care board and planned 
improvement events. 



    

Sunderland GP OOH Service Improvement Project 
 

1. Background  

NHS Sunderland Clinical Commissioning Group has a five year plan ‘Plan on a Page’ to support 
its vision of Better Health for Sunderland.   
 
10 transformation changes have been identified as a priority to drive forward the ‘Plan on a 
Page’ within the next 3 years.  The transformational changes in the 2014/16 plan aligned to the 
CCG in (urgent care) hospital board are: 
 

 Procure and mobilise GP Led Urgent Care Centers  

 Procure and mobilise ED Urgent Care Centre 

 Procure and mobilise the GP Out of Hour Service 

 
This work also links with transformation changes identified within the out of hospital board 
(intermediate care): 
 

 Extension of intermediate care hub 

 
The joint vision of both groups: 

 
“To develop a safe, sustainable, efficient, consistent and co-ordinated health care system 
accessible to all, with seamless handover of care that is available 24 hours per day across 

Sunderland” 
 

Figure one identifies the complexities of the work within both boards and how important it is that 
all work streams/pathways interface with each other. 
 
Figure One 
 
 

 
 



    
 

2. Responsibility 

A project group has been developed to progress the review and procurement of a GP OOH 
service.  The group reports directly into the urgent care board, which is responsible for both 
overseeing delivery of the transformational changes and delivery of the associated outcome 
aspirations. 
The project group consists of the following; however a patient and public engagement strategy 
has been developed to ensure a patient centered focus, as well as the use of improvement 
methodologies that are also patient centered – “What do we want for the people of 
Sunderland”?: 
 

 Reform Managers 

 Clinical and Executive Lead GPs 

 Finance Managers 

 Procurement Support 

 Continuous Improvement Manager 

 Quality Clinical Officer 

 Patients  

 Stakeholders 

 
The Project Group will ensure there are effective interfaces with all other key groups, 
stakeholders and partners. These will or may include other CCG Programme Boards, Project 
Groups, and external partnerships, local and regional clinical networks.  
 

3. Project Vision, Compact and Method 

Using the North East Transformational Systems (NETS) improvement methodology, the following 
key elements contribute to the vision of the GP OOH project group. 

 
 
 
 
 
 
 
 
Vision 

 Integration of services 

Vision 

Method Compact 



    
 Reduction of duplication 

 GPs providing clinical advice 

 Patients having the opportunity to be seen closer to home (OOHs) within UCCs across the city 

rather than one single base  

 Service to link with intermediate care hub (strategy), UCCs and ED/UCC 

 Develop a service or system that can flex to national guidance and complement other services 

 Ensure the project vision and outcomes are aligned to the overall urgent care strategic goals 

 Information sharing between all City practices and the GP OOH service (EMIS Web) 

 
 
Compact 

 Innovation is a priority, how can things be different e.g. Skype, Paramedic support, Access to 

EMIS via IPADs  

 Manage stakeholder expectations, further engagement of Primecare required in order to develop 

future service, as well as providers within the urgent care board 

 Ensure the compact and vision of all work-streams/task and finish groups are held under one 

umbrella, articulating clear expectation and delivery for each area of work (Primary care/GP 

OOHs/UCCs/ED-UCC/111) 

 Timeframes – new service to be mobilised from May 2015 

Method 
Improvement methods are crucial to the work in developing the model and delivering  measurable 
outcomes.  The Project Group will focus on the following: 
 

 Review and redesign of pathways/services to achieve improvement,  maximising 

      quality and patient experience and value for money          

 Clinical expertise input and engagement 

 Patient engagement and involvement 

 

4. Measurement 

Key performance measures will include:  

 Patient engagement and involvement 

 Delivery of key milestones and agreed deliverables 

 Delivery of national and local performance targets including recurrent financial        

       savings and quality targets 

 Identification and management of risks to delivery 



    
 Delivery of a service which dove tails with the whole urgent care system i.e.      

 intermediate care hub facility, 111, Primary Care Access, community and ED UCCs 

 Escalation to CCG Executive Committee as necessary 

 

5. Project Action Plan Overview 

High level summary of project action plan key milestones and initiatives for information as of 
(July 2014).  The CCG Service Reform team are responsible to ensure delivery of this 
project plan, led by Natalie McClary (Service Reform Manager) and Tracey Lucas (CCG 
Executive) with the support of the project group: 
 

 Milestone Start 
Date 

End 
Date 

Status Summary 

1 Develop 
project group 

May 
2014 

June 
2015 

 
Complete 

Developed group, terms of reference, 
vision, compact and method 

2 Patient and 
Public 
Involvement 
Strategy 

16
th
 

June 
2014 

23
rd

 July 
2014 

 
In 

Progress 

 Strategy and Plan developed 

 6 week engagement plan currently 
being implemented (face to face 
interviews, paper and electronic 
questionnaires) 

 As of first week of implementation, 
over 100 patient responses at that 
time 

3 Stakeholder 
Engagement 

July 
2014 

Aug 
2014 

 
In 

Progress 

 Questionnaire developed in 
collaboration with existing GP OOH 
provider 

 Questionnaire (paper/electronic) to 
be shared with urgent care providers 
across the system via the CCG 
urgent care board 

4 Improvement 
Workshop 

July 
2014 

Oct 
2014 

 
In 

Progress 

 Rapid Process Improvement 
Workshop planned September 2014 

 Workshop to inform new 
pathway/service design 

 Stakeholders and patients planned 
to attend workshop 

5 Procurement 
Process 

Oct 
2014 

May 
2015 

 
In 

Progress 

 Draft procurement timetable 
obtained 

 Procurement process to start in 
October 2014, with contract 
mobilisation planned for May 2015 

6 Project 
Evaluation/ 
Measures 

Oct 
2014 

May 
2015 

 
TBC 

Develop evaluation metrics based on 
identified measures 

 
 
Report Author:  Natalie McClary 
Report Date:   July 2014 
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Item: 10.7 

CATEGORY OF PAPER  

Proposes specific action  

Provides assurance   

 
GOVERNING BODY 

22 JULY 2014 

 
Report Title 
 

 
Tobacco Alliance update 
 

 
Purpose of report 

The purpose of the Report is to update the 
Governing Body on the broader action underway to 
combat the impact of tobacco on health and 
wellbeing locally 

 
Key issues, assurances and 
risks 
 

 
Sunderland has a long and sustained history of 
poor health and wellbeing outcomes, some of 
which (e.g. early deaths from cvd) have changed 
under sustained improvement approaches whilst 
others of which have proven more intransigent and 
continue to be linked to our high smoking 
prevalence (deaths from cancer, copd, stroke). 
Delivery of the Clinical Commissioning Group’s 
Vision and Strategic Plan i.e. ‘better health for 
Sunderland’, transformation of out of hospital care, 
in hospital care and self care and sustainability’ 
needs to be addressed holistically and will require a 
sustained approach  which includes supporting 
work on wider determinants of health-in this case 
the tobacco agenda. 
The Board can be assured that across Sunderland 
vigorous action is underway to address tobacco but 
there is a risk that the CCG and partners could be 
successful in addressing a significant part of their 
strategic plan but miss delivery of the Vision 
through the impact of tobacco and alcohol and 
outcomes across all age groups in the population. 

 
Recommendation/Action 
Required 
 

 
The Governing Body are asked to receive the 
Update on the Tobacco Alliance and to support 
through a consultation response the Alliance’s 
stance in the standardised packaging consultation  



    

 
*CCG Corporate Objectives 
 
CO1 - Ensure the CCG meets it public accountability duties 
CO2 - Maintain financial control and performance targets 
CO3 - Maintain and improve the quality and safety of CCG commissioned 

services 
CO4 - Ensure the CCG involves patients and the public in commissioning and  
  reforming services  
CO5 - Identify and deliver the CCG’s strategic priorities 
CO6 - Develop the CCG localities 

Sponsoring Governing Body 
member  
(where relevant) 

 

Report Author 
 
Nonnie Crawford/Julie Parker Walton 

Governance and assurance  

 
Link to CCG corporate 
objectives* 
(please tick) 

CO1 CO2 CO3 CO4 CO5 CO6 

x x x  x  

Any relevant legal/statutory 
issues 

Addressing statutory duties around promoting 
health and wellbeing and addressing inequalities 

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

No 

Any information governance 
issues  

No 

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

No 

Equality Impact Assessment 
completed 
(please tick)  

Yes  No  
Not 
relevant 

x 

Key implications for the following: 

Any additional resources 
needed? 

 
Clinical input and officer support 

Has there been appropriate 
clinical engagement?  Yes 

Any impact on patient 
outcomes? 

Maximise primary and secondary prevention and 
enhance rehabilitation 

Has there been 
member/stakeholder 
engagement if needed?   

Yes through the alliance 



    
REPORT TO SUNDERLAND CLINICAL COMMISSIONING GROUP GOVERNING BODY 
2014 
 
REPORT OF THE SUNDERLAND TOBACCO ALLIANCE  
 
1. Purpose of the Report 

To provide Board members with an update from the Sunderland Tobacco Alliance. 
 

 
1) Update the Governing Body about on the results of the voluntary peer assessment 

Sunderland Tobacco Alliance completed in March 14(CLeaR). The assessment 
allows the Alliance to review the existing approach to tackling tobacco and challenge 
the existing tobacco control services and local leadership.  

2) Update the Governing Body on the standardised tobacco packaging consultation. 
3) Update the Governing Body on the ‘Making Smoking History in the North East 

Partnership’ strategic aim to reduce tobacco related harm and reduce smoking to 
below 5% through shifting social norms of tobacco use to make it less accessible, 
less affordable and less attractive. 

 
2. Background 

Smoking remains the single biggest preventable cause of premature deaths in the UK 
and locally in Sunderland. Around 1 in 2 smokers will eventually die as a result of their 
addiction. Tobacco use is the leading cause of premature death and preventable 
disease in Sunderland. According to the Health Profile in 2014, the rate of smoking 
related deaths was 405, worse than the average for England. Whilst a reducing figure 
over time, this represents 596 deaths per yeari. 
 
According to Public Health England’s Segment Toolii the major cause for the gap in life 
expectancy between Sunderland and England is the number of excess deaths due to 
lung cancer, other cancers and COPD.  Using the same tool to look at the most deprived 
and least deprived 20% of population in Sunderland, the biggest contribution to the gap 
in both men and women, (15.8%) was due to deaths in lung cancer and 14.4% other 
cancers, with 11.3% due to COPD.  

 
2.1 National 

To set the context it is important to consider action in relation to tobacco on three levels; 
national, regional and local.  

 
In March 2011, the Government published, Healthy Lives, Health People: a Tobacco 
Control Plan for England. The plan has three ambitious goals:  
 to reduce adult (aged 18 or over) smoking prevalence in England to 18.5 per cent or 

less by the end of 2015 (from 21.2 per cent) 
 to reduce rates of regular smoking among 15 year olds in England to 12 per cent or 

less (from 15 per cent) by the end of 2015 
 to reduce rates of smoking throughout pregnancy to 11 per cent or less (from 14 per 

cent) by the end of 2015 (measured at time of delivery) 
 
2.2 Regional 

Fresh – Smoke Free North East brings together a wide range of partners to deliver a 
coordinated approach to making tobacco less attractive, less accessible and less 
affordable.  Fresh are coordinating a new regional strategic group called Making 
Smoking History in the North East Partnership. The aim of the partnership is to reduce 
tobacco smoking in the North East to below 5% in adult smoking rate by 2025. 



    
 
2.3 Local Picture 

Adult smoking rates in Sunderland  
Smoking prevalence has been falling in recent years both nationally and locally, 
although 23.4% of adults in Sunderland are estimated to smoke regularly compared to 
19.5% nationally. Locally rises to 33.6% among people employed in routine and manual 
occupations.  
 
Smoking rates in young people in Sunderland 
No national data set is available for rates of regular smokers among 15 year oldsiii.  A 
survey showed that in the North East the average age for starting smoking was 15 years 
old. The Sunderland Health Related Behaviour Survey in 2012 reported that 8% of year 
10 boys and 14% of year 10 girls smoked occasionally or regularly, which is an average 
of 11%. According to the Sunderland College Survey in 2013, this increases to 20% 
smoking, with a quarter of these starting at college.    

 
Smoking rates throughout pregnancy in Sunderland  
The Integrated Household Survey data shows that over the past 5 years Sunderland has 
reduced smoking in pregnancy from 23.4% to 18.6%iv. This year we have seen an 
increase to 19.9%. This compares to 12% nationally. 

 
3.  Tobacco control work  

Sunderland’s Tobacco Alliance formed in 2003, is a multi-agency group which leads on 
the strategic overview of reducing tobacco smoking locally.  The Alliance, chaired by 
Public Health, delivers a coordinated approach with key partners, these include 
Environmental Health, Trading Standards, Children’s Services, Wellness Service, Stop 
Smoking Service, Gentoo, Fire Brigade, Sunderland University, Sunderland City Hospital 
- Maternity and Voluntary Sector representative.  

 
The remit of the group is to develop a local action plan which supports the national 
aspiration goals and the eight key strands of Fresh.  A three year action plan for 
Sunderland is in place for 14/17.  

 
3.1 In March 2014 the Alliance undertook a voluntary peer assessment visit called CLeaR. 

The assessment team reviewed the existing approach to tackling tobacco and provided 
objective feedback on Sunderland’s performance against the model.   

 
Overall the Alliance was congratulated in: 

 reducing smoking prevalence  

 demonstrating effective leadership  

 demonstrating effective partnership working 

 having strong relationships across the local tobacco alliance/ partners 
 
The CLeaR review suggested opportunities for development through: 

 setting a longer term vision for reducing smoking prevalence 

 engaging with a broader range of strategic leaders for tackling tobacco harm 
across the City 

 Strengthening the Alliance with clinical leadership through the CCG, GPs and 
secondary care. 

 Engaging clinical champions in prioritising tackling smoking across the NHS 
particularly within City Hospitals and across secondary and primary care 

  



    
3.2 Standardised tobacco packaging consultation 

On 26th June, the draft regulations for standardised packaging were published for 
consultation. This is a short consultation of 6 weeks, and will close on 7th August. In 
addition to gaining feedback on the draft regulations the Government is asking for further 
evidence on standardised packaging before making a final decision on whether to go 
ahead.   

  
Tobacco packaging is designed to be attractive to young people. Evidence shows that 
standardised packaging with health messages is less attractive to young people. A polls 
show that 81% of teenagers in the North East think we should introduce standardised 
packaging. Support for standardised packaging is at an all-time high with 69% of people 
in the North East in favour1 and only 9% opposing. 

 
The introduction of standardised tobacco packaging: 

 Will support local efforts to reduce the number of young people who smoke, 
removing one of the few remaining opportunities the tobacco industry has to market 
their products to children.  

 Have greater effect if bought in at the same time as measures in the European 

Tobacco Product’s Directive in April 2016 

 Deliver local public health benefits with little impact on local businesses  

 
Our experience of talking to smokers in Sunderland on this issue suggests most 
smokers are very keen for their children not to start, and support initiatives such as 
smoke free play areas and smoke free cars. During August 2013, the locality public 
health team carried out a survey of 347 local people in various parks across the City to 
seek local views on whether ‘smoking should be banned in outdoor children’s play areas 
in Sunderland’.  98% said that they agreed or strongly agreed with this statement 
indicating the very strong support. (37% of those completing the survey were smokers or 
ex-smokers) 

 

In the original consultation Sunderland City Council submitted the results of a focus 
group held with a year 7 class at a local school. Examples of the Australian standardised 
packs were shown to the group. The group rated the standardised packs as likely to be 
least harmful to health and less attractive to young people than branded packs. Below 
are some young people’s comments around standardised packaging:  
 
“The pictures make you not want to buy them because you know what could happen to 
you” 
“I think that the plain packages is great idea as there is dark and gloomy colours and 
what could happen to them if they do smoke” 

  “The pictures are minging!!!” 
“Puts you off smoking by the pictures on the box” 
“If cigarette are in a fancy packet people would want to buy them but if they have 
warnings and horrible pic’s people would think twice about buying them” 
“It makes a difference to not only to teens but to people who do already smoke!” 
“I think packaging will make a difference as it will put people off and make them think 
twice about buying them” 

 

                                                 
1
 YouGov 2014 



    
The draft regulations for standardised packaging can be downloaded on: 
www.gov.uk/government/consultations/standardised-packaging-of-tobacco-products-
draft-regulations 

 
3.3 Making Smoking History in the North East Partnership strategic aim to reduce 

tobacco related harm and reduce smoking to below 5%  
Whilst the North East and Sunderland have made significant progress in the last decade 
in reducing adult smoking rates, it is clear that rates amongst priority groups such as 
routine and manual workers, pregnant women, and people with mental health issues are 
significantly higher than in the general adult population.  The overall North East adult 
smoking rates declined from 29% in 2005 to 21% in 2011. This was the largest overall 
regional decline in England over this time period. Over the last two years, as measured 
by the General Lifestyle Survey, the traditional data set used to measure regional 
smoking prevalence; smoking rates appear to have stagnated in the North East at 
around 20-22% and are yet to break through the ‘magical’ 20% barrier.  

  
Concerns have been expressed e.g. by delegates at the March 2013 Fresh conference, 
that planning now needs to take into account longer term goals to ensure that a short 
term perspective does not allow any sense of ‘mission accomplished to set in,’ e.g. once 
rates reduce to 20% or 15%, that the North East, and England, should look to set longer 
term aspirations around the concept of ‘making smoking history’ and imaging a time 
when smoking is essentially becomes ‘a thing of the past’.  

 
Whilst there are risks to setting an ambitious aim and then not achieving this, on the 
basis of the North East vision to ‘make smoking history’ and to significantly improve 
health and wellbeing across all communities and localities, setting a target of 5% adult 
smoking by 2025 could have significant benefits.  

 
Table 5:  North East 5% trajectories based on the 2005-2011 experience- we get to 5% 
by 2024 
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In terms of what is going to help us to achieve a tobacco free future, there will clearly be 
an on-going role to continue to implement the significant evidence base of 
complimentary key strands of tobacco control into the future e.g. reducing tobacco 
promotion and marketing, vital role of hard hitting mass media campaigns, supporting 
smokers to stop and the central role that price and taxation can play.  

 

http://www.gov.uk/government/consultations/standardised-packaging-of-tobacco-products-draft-regulations
http://www.gov.uk/government/consultations/standardised-packaging-of-tobacco-products-draft-regulations


    
There is also an emerging need for consideration of potential new measures to add into 
the already established comprehensive suite of interventions e.g. the role that a tobacco 
registration/licensing system could play; maximizing the role of tobacco harm reduction 
and potentially switching smokers onto cleaner forms of nicotine delivery; further 
extension of smoke free legislation into private vehicles, multiunit dwellings, outdoor 
areas; reducing the profitability of the tobacco industry; increasing the legal liability of the 
tobacco industry; restrictions on availability of tobacco e.g. through ‘sinking lid’ ideas of 
product availability and also age of sale restrictions; increased product regulation such 
as standardised packaging and improved harder hitting pictorial warnings and clearer 
consumer labelling; bans on tobacco additives; adult certification for smoking in movies 
amongst other ideas.  

 
4.  Issues Where the Governing Body Could Add Value  

 

 Assisting in strengthening the Alliance through working with Clinical Leaders and 
through Commissioning with the NHS Partners  

 

 The CCG to support and submit a response to the standardised packaging 
consultation  

 

 Consider the aspirational aim for a 5% adult smoking rate by 2025 and support 
this via the Sunderland Tobacco Alliance 

 
 
Contact Officers:  Nonnie Crawford 

 
Julie Parker-Walton 
Public Health Lead 
julie.parker-walton@sunderland.gov.uk 
  

 
 
                                                 
i
 Public Health England; Sunderland Health Profile;  July 2014 
ii
 Public Health England; Segmenting Life Expectancy Gaps by Cause of Death;    
www.lho.org.uk/LHO_Topics/Analytic_Tools/Segment/TheSegmentTool.aspx 
iii
 YouGov 2014  

iv
 Integrated Household Survey; July 2014 

mailto:julie.parker-walton@sunderland.gov.uk
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Item: 11.1 

CATEGORY OF PAPER  

Proposes specific action  

Provides assurance   

 
GOVERNING BODY 

 22nd July 2014 

 
Report Title 
 

 
Chief Officer’s Report 

 
Purpose of report 

To provide an update on activities undertaken 
by the CCG Chief Officer. 

 
Key issues, assurances and risks 
 

 
Reports on key stakeholder and other issues 
and activities undertaken by the Chief Officer. 
 

 
Recommendation/Action Required 
 

The Governing Body is asked to note the 
content for information. 
 

Sponsoring Governing Body member  
(where relevant) 

David Gallagher 

Report Author 
David Gallagher 
 

Governance and assurance  

 
Link to CCG corporate objectives* 
(please tick) 

CO1 CO2 CO3 CO4 CO5 CO6 
      

Any relevant legal/statutory issues Nothing Specific 

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

Not directly applicable 

Any information governance issues  Not directly applicable 

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

Not reviewed elsewhere 

 
Equality Impact Assessment 

Yes  No  
Not 
relevant 
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*CCG Corporate Objectives 
 
CO1 - Ensure the CCG meets it public accountability duties 
CO2 - Maintain financial control and performance targets 
CO3 - Maintain and improve the quality and safety of CCG commissioned 

services 
CO4 - Ensure the CCG involves patients and the public in commissioning and  
  reforming services  
CO5 - Identify and deliver the CCG’s strategic priorities 
CO6 - Develop the CCG localities 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

completed 
(please tick)  

Key implications for the following: 

 
Any additional resources needed? 
 

 
Not directly applicable 

 
Has there been appropriate clinical 
engagement?  
 

Not directly applicable 

 
Any impact on patient outcomes? 
 

Not directly applicable 

 
Has there been member/stakeholder 
engagement if needed?   
 

Not directly applicable 
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Governing Body Meeting 
Chief Officer’s Report 

22nd July 2014 
 

In the past, the summer months have sometimes been seen as a time to slow down a 

little as everyone enjoys their well-deserved holidays and hopefully some good weather. 

Over the last few years this doesn’t necessarily seem to have happened and this year 

looks like being no different. Throughout June and into July the CCG has been busy 

tying up “loose ends” from 2013/14 and developing further detail for plans for 2014/15 

and beyond. 

 

Annual Accounts and Annual Report 

 

“Tying up” 2013/14 included a huge amount of work on finalizing and agreeing the 

annual accounts and annual report for our first year as a statutory organization. This 

involved an immense amount of time and effort by a number of people in the finance 

team and the wider organization. This culminated in an audit committee meeting to 

agree to recommend the governing body sign off the accounts and then a subsequent 

meeting of the governing body to accept and sign them off. 

 

This was the first time the team and the governing body have completed this work, with 

many challenges, not least of which a number of last minute changes to requirements at 

a national level. It is therefore a significant testament to everyone’s input and work, that 

the first set of accounts for the CCG has had such a successful conclusion, with nothing 

of any significance reported on. This provides an excellent foundation from which to 

move forward from and puts Sunderland in a very good place. 

 

NHS England Assurance 

 

In a very busy day for everyone, having signed of the annual report and accounts, 

members of the executive and governing body met with colleagues in the Cumbria, 

Northumberland, Tyne & Wear area team of NHS England for the CCG’s end of year 

assurance meeting. Our visitors included Chris Long, in his first week (second day) of 

his new role as Area Team Director, following the appointment of John Lawlor to 

Northumberland, Tyne and Wear NHS Foundation Trust (NTW). 

 

These meetings are always useful to reflect on progress and challenges and as usual, 

CCG colleagues joined in the discussion and provided a positive and realistic picture of 
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the CCG’s early achievements and challenges ahead. While the formal feedback is still 

awaited from NHS England, feedback on the day for Sunderland was very positive. 

 

360 feedback 

 

One of the facets of my introductory presentation at the assurance meeting was our 

feedback from the stakeholder survey undertaken earlier in the year. While there is 

always room for improvement, this is very largely positive with good feedback on 

involvement in agreeing priorities and sharing plans. It is particularly pleasing to see the 

response rate and feedback from member practices as we know we are looking to 

improve engagement with them in our second year. 

 

We will be discussing the feedback as a governing body and developing plans to 

address any areas of concern to build on what has been fed back as a solid start. 

 

Accelerated Solutions Environment Event 

 

On 5th and 6th June around 100 people from organizations in Sunderland met at a two 

day event co-sponsored by the CCG and Sunderland City Council to look at how we 

take health and social care integration forward in the city. The enthusiasm, energy and 

ideas from the event are being built in to further work on this important topic. We hope 

to continue this and follow up with a further event in the autumn to share progress and 

take things further. 

 

Better Care Fund 

 

One (but only one) of the measures of success is external recognition. Sunderland has 

been highlighted as one of 14 or 15 areas where work on the Better Care Fund has 

been held up as a good example of how to develop a plan for health and social care 

integration. While external recognition can sometimes become an onerous overhead, in 

this case we will hopefully obtain some constructive feedback and support for finalizing 

our plan so we can continue to deliver this huge agenda. 

 

Annual Scrutiny Debate 

 

One  of the first “second time around” events / meetings as a statutory body and partner 

was the annual scrutiny debate, where partners meet with scrutiny leads from the  

council to discuss and inform the overview and scrutiny work plan for the year. The key 

theme from this year’s discussion was social isolation, which emerged from a number of 

topics, including work on integrated community teams. We look forward to seeing how 

this develops and to play our part in this work over the year. 
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Innovation from Industry 

 

Finally, I was delighted to attend an innovation from industry event hosted by the North 

East Transformation team at Nissan. Observing how other organizations and industries 

manage culture and safety is always helpful. Seeing the cars being produced at the 

scale it is in Nissan and how they bring the multitude of parts and suppliers together can 

provide lessons for the way we work. It was also useful to hear how other health care 

systems and organisations such as Virginia Mason have adopted learning from the 

automotive industry and applied it to improving quality and safety in healthcare. 

 

 

David Gallagher 

Chief Officer 

July 2014 
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Item: 11.2 
 

Executive Committee Meeting 
Minutes of the meeting held at 1.30pm on Tuesday 3 June, 2014 

In the Joseph Swan Suite, Pemberton House 
 

Minutes 
 

Present:  David Gallagher, Chair (DG)  
  Debbie Burnicle, (DB) 
  Chris Macklin (CM) 
  Dr Geoff Stephenson (GS) from 1.30pm 
  Dr Ian Pattison (IP) 
  Dr Gerry McBride (GMcB) 
  Dr Jackie Gillespie (JG) 
  Dr Henry Choi (HC) 
  Nonnie Crawford (NC) 
     
 
In Attendance  Angela Lathan (AL) from 3.20pm 

Victoria French (VF) 
  Linda Reiling (LR) 
  Jackie Spencer (JS) 
  Jan Thwaites (minutes) 
 

 

1. Welcome 
DG welcomed everyone to the meeting. 

 
2. Apologies for Absence 
 

Apologies were received from Deborah Cornell, Ann Fox, Florence Gunn and 
Dr. Tracy Lucas  

 
3. Declarations of Interest 
 

All GPs present declared an interest in relation to Item 4 Local Incentive 
Scheme. 
 

4. Minutes of the meeting held on 6 May 2014 
 

The Chair noted that the confidential minutes from 6 May would be approved 
at the Executive meeting to be held on 1 July 2014. 
 
The minutes of the meeting held on 6 May were approved as an accurate 
record. 
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5. Matters Arising 

 
5.1 Finance Report  CM confirmed that Sunderland CCG would receive the 
quality premium payment but other CCGs would not as they had not delivered 
their financial plan. 
 
6.4 Learning Disability Health Checks  It was confirmed that DB and GM had 
had a conversation on this subject and there was no impact on Practice 
income. 
 
7 East Locality Pilot  G McB had met with David Robinson and agreed to look 
at the basic KPI again and the questions on the patient survey. AF to take the 
evaluation to the Unscheduled Care Board.  
 

 
6. Action log 

 
CHS info - To be brought to the Executive in August 2014 
 
Public Health paper on Wellness Service - CM confirmed the CCG would 
contribute 50% this year and 50% next year re safeguarding. This would be 
discussed outside of the meeting.  AF to review. 
 
Prime Ministers Challenge Fund - A meeting had been arranged with the GP 
Alliance to discuss how to support the development of the organisation. The 
feedback was received by the teams. This item would be removed from the 
action log. 
 
The Business Continuity Plan - would be brought back to the Executive on 1 
July and then to the Governing Body on 22 July 2014.  
    
Bariatric surgery - HC had held a discussion with Scott Watson in regard to 
CHSs ability to carry out tier 3 support – it was explained that the service 
provider were not compliant. A meeting would be arranged to understand 
what is in the system. 
 
CAMHS Strategy - Remove from the action log. 
 
SCCG Annual Training Report – Log in details had been received by the 
Clinical Leads. 
 
Research and Development Report – This action had been completed; the 
item would be removed from the action report. 
 
Executive Committee Annual Review – this item had been agreed by the 
Governing Body and would be removed from the action log. 
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8. Local Incentive Scheme 

 
The Executive were asked to consider and agree the Local Incentive Scheme 
(LIS) scheme and the payment of £2.25 per registered patient for 
achievement of all of the LIS with the timescales for payment to practices as 
set out in the paper including a new proposal for this year of part payment in 
advance of £1 per registered patient. This was due to the delay in payment to 
practices of the 2013/14 LIS scheme and the recognition of the increased 
financial pressures that the practices face. 
 
It had been agreed to focus on 3 key areas: 
 

o Engagement 
o End of Life 
o Medicines Optimisation 

 
An email from Sarah Schofield, LMC Representative was read out to the 
Executive giving her views on the LIS: 
 
I fully support the ongoing incentive for practices to engage with our CCG and 
the aspects relating to End of Life care. However, I have the following point to 
raise about the prescribing component: 
 
The all or nothing payment of achievement. Practices will potentially invest a 
lot of scarce time and other resources to this component of the LIS. Practices 
that work hard and for example achieve 75% cost savings will feel aggrieved if 
they are not rewarded financially for any of the work performed. Smaller 
individual payments and/or a payment vs achievement scale would feel more 
appropriate. 
 
At recent TITO events practices have been congratulated on the rates of 
repeat dispensing. The direct benefit to our CCG has been additional funding. 
In times of financial pressures for practices, may I suggest practices are 
likewise financially rewarded for their achievements by means of uplift in the 
payment for the LIS. 
 
GM asked for clarity on the information in relation to End of Life. HC 
responded by saying this was based on a gold standard framework which 
identified Long Term Conditions (LTC) fit into end of life care. He also noted 
that 1% of practices registered population would hit this target. Guidance 
would be forwarded to practices.  
 
JG highlighted the prescribing budget issues and the need for it to be used as 
cost effectively as possible and felt the existing proposal was manageable by 
all practices, mainly requiring practice engagements with the MM provider. 
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CM noted that in terms of value for money (VFM) he had a counter proposal 
for giving the practices 1/3rd upfront and the remainder 2/3rds on delivery of 
the LIS.  However, following the discussion and the fact that practices have on 
the whole achieved previous schemes he was willing to support the proposal 
this year. 
 
GS noted in relation to the prescribing incentive scheme the practice 
engagement needs to be tighter.  
 
IP noted that the appeals process would take into account the effort the 
practices had put into the scheme, and noted that not all CCGs have an 
incentive scheme. 
 
DB noted the need to review and attach the Appeal process. 
 
The Executive CONSIDERED and AGREED the LIS for 2014/15 as per the 
report. 

  
 

9. SCCG Assurance report 
 

The report provided the Executive with the current position against the CCG 
Assurance Framework requirements and delivery against the CCG 
Operational Plan for 2014/15. 
 
Key performance risks were identified. Work would be undertaken on the 10 
key transformational changes. 
 
In relation to the quality premium the CCGs current position was relayed 
noting the total value for the CCG was £1,354,234 which was made up from a 
number of indicators from the balanced scorecard. It was estimated that the 
CCG were achieving £1,184,399 of the quality premium and were not 
expecting any adjustment based on A&E, cancer 62 day waits, ambulance 
calls or referral to treatment times. The CCG did not achieve on Healthcare 
Associated Infections (HCAI) so would not achieve the full value of the 
premium. 
 
The Executive were recommended to NOTE the position against the delivery 
dashboard and progress to date against the Operational Plan.  
NOTE the use of proxy measures within the outcome measures domain. 
NOTE the predicted Quality premium payment in 2014/15. 

 
 

10. Business Case for Sunderland Exercise on referral programme 
 

The purpose of the report was to present a case for commissioning a 
structured exercise programme for people with long term conditions in the 
city. 
 
DB gave on overview of the context to the business case. 
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DB explained that legal advice had been taken on the most appropriate way 
to secure the service to ensure VFM. It was confirmed that both the CCG and 
Local Authority (LA) had a statutory responsibility for the service but neither 
were bound to commission the service.  Both the CCG and LA would be 
required to go out to tender for the service. Unless this was seen as a 
CCG/LA collaboration to self-provide the service – LA resource via staff and 
leisure centres and CCG funds, although a more formal collaboration would 
be required such as a joint venture if the self provide route was preferred. 
 
An action was requested to establish a group to discuss the issues which 
would then be taken to the Health and Wellbeing Board (HWBB)  
It was agreed that this item would be brought back to the Executive with a 
more structured proposal including issues and risks, although the preference 
was for a LA/CCG collaboration. 
 
The Executive NOTED the report and advice given. 

 
11. Programme Board structure to deliver the 2014/15 CCG Operational 

Plan 
 

The report provided an update and draft proposals of the revised programme 
board structure to drive delivery of, and provide assurance against the key 
transformational changes moving forward. Also, to provide an overview of the 
Clinical and management resource assigned to each transformational change. 
 
The proposals were considered at a development session in April 2014, 
further clarification of clinical input has been included in the report. 
 
It was explained that each transformational programme should have a clinical 
lead working with a senior manager. Each board should have an Executive 
GP Lead to oversee the delivery of the programmes.  
 
NC questioned the lack of Director Lead in relation to Mental Health (MH). CM 
explained that in relation to the MH programme and the MH reform agenda 
Sunderland had delivered. 
 
DG confirmed this was about programme transformational work and  DB 
noted each of the transformation programmes will consider mental and 
physical health.  The report was noted and the clinical leadership approved.  
 
Action: DB would amend the report to note DB as Director lead for MH and 
that MH issues would be addressed in each programme. 

 
12. CCG Co-commissioning of primary care services 

 
The Chief Officer presented the report which asked the Executive their views 
on Sunderland CCG co-commissioning primary care services. The attached 
letter set out how expressions of interest could be made and the work 
proposed to support the co-commissioning with the Area Team. 
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The Medical Director suggested that career start should be considered to 
support recruitment to GP practices; this could be an opportunity to 
commence dialogue with the Area Team and to be seen by the practices to be 
in a supporting role. G McB concurred with the suggestion to re-establish the 
career start scheme citing issues on the retention of new GPs. 
 
Further suggestions were made in relation to the co-commissioning of 
pharmacy although management costs had to be taken into consideration. 
CM advised that there was no additional management reserve to carry this 
out.  
 
All agreed the focus on the softer/development issues rather than 
performance and contract management which could damage relationships 
with members. 
 
The Executive Committee NOTED the opportunity to undertake co-
commissioning. 

 
13. Urgent Care Single Tender 

 
The purpose of the report was to inform the Executive Committee of the 
proposed procurement and evaluation strategy to be used in the procurement 
of the Urgent Care Centre on the City Hospitals Sunderland (CHS) site. 
 
To understand the work agreed to move Grindon Lane, co-locate in the A&E 
department of CHS and align with other Minor Injury unit work. 
 
It was explained that this was a single tender action due to the location of 
CHS, a written statement had been received which did not allow other 
providers on the hospital site. 
  
The process tested the capacity and capability, the technical competence and 
financial threshold. The only risk identified would be that CHS could not meet 
the minimum quality threshold. It was explained that at any stage of the 
evaluation process CHS failed to meet any of the standards there would be an 
opportunity to discuss the issue and implement an action plan.  
 
The contract would be held for 3 years with the option to extend for a further 2 
years subject to a satisfactory review. 
 
The Executive Committee APPROVED the procurement and evaluation 
strategy, procurement timetable and the contract term.  
APPROVED the Chief Officer to sign off the financial threshold for the service.  
NOTED the request for the minutes to be forwarded to the Procurement 
Officer. 

 
14. Any other business 

 
There was no other business, the meeting closed at 3.30pm. 
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15. Date of next meeting 

 
Tuesday 1 July 2014 at 12.30pm in the Joseph Swan Suite, Pemberton House. 
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Item: 11.3 

SCCG Audit Committee Meeting 

 

Minutes of the meeting held on Tuesday 08 April 2014 10.00-12.00 in the         
LS Lowry Meeting Room, Pemberton House, Sunderland. 

 

Present:             Pat Taylor, Lay Member Audit, Chair (PT) 

     Aileen Sullivan, Lay Member PPI (AS) 

  Neil Weddle, Independent Lay Member (NW) 

In Attendance:  Chris Macklin, Chief Finance Officer (CM) 

  David Chandler, Deputy Chief Finance Officer (DCh) 

  Cameron Waddell, Director, Mazars LLP (CW) 

Diane Harold, Senior Manager, Mazars LLP (DH) 

Paul Bevan, Counter Fraud Specialist, Internal Audit, SIAS 
(PB) 

Lynda Smith, PA to Chief Finance Officer (LS) 

Apologies:      Amanda Bellis, Interim Deputy Head of Internal Audit, Internal   
        Audit SIAS (AB) 
 
  Tony Davison, Client Audit Manager (TD) 

       David Gallagher, Chief Officer (DG)  
 
  Deborah Cornell, Head of Corporate Affairs (DC) 

  

2014/16   Welcome and Introductions 
 PT welcomed everyone to the meeting.   
 

2014/17 Apologies for Absence 
Apologies for absence were received from David Gallagher, Chief 
Officer (DG), Amanda Bellis, Internal Audit (AB) Tony Davison, Internal 
Audit (TD), Deborah Cornell, Head of Corporate Affairs (DC). 
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PT confirmed that Amy Keelty, Internal Audit (AK), has started her 
maternity leave and would not need to be noted in the apologies.  

 
2014/18  Declarations of Interest 

 There were no declarations of interest noted from the group. 
 

2014/19 Minutes of the previous meeting held on 04 February 2014. 
 

Subject to a number of small typographical errors the minutes were 
AGREED as a true and accurate record.  
 

2014/20        Matters arising from the minutes and action log 
 
CM confirmed the final accounts submission sign off meeting has been 
planned for 3rd June 2014 immediately after the Governing Body has 
taken place. It was the agreed that internal colleagues could then sign 
off the papers after the Governing Body on 3rd June, followed by 
Mazars LLP, External Auditors to sign off on 4th June, the signed 
accounts would then be passed back to the CCG for 5th June to be 
submitted. 
 
2013/30 – SCCG Forward Working Plan. LS forwarded the Quality, 
Safety and Risk Committee and Executive Committee meeting minutes 
to NW. LS has added NW to the circulation list for future updates 
therefore this item could be removed from the action log. 
 
2013/30 – SCCG Forward Working Plan – DCh to provide an update 
on the Forward Working Plan document. This update is a standard 
agenda item so this can be removed from the action log. 

 
2014/05 - NECS Assurance. CM attended the CFO Meeting and 
updated the group in relation to seeking the appropriate assurances 
from NECS for SCCG from Neil Nicholson (NN). CM advised that 
NECS would be moving to a more formal assurance report for the next 
6 months. This item is to be discussed further as an agenda item under 
the assurance framework, therefore this item can be removed from the 
action log.   

2014/06 – Revised Terms of Reference document was submitted to the 
Governing Body meeting on 25 February. This item can now be 
removed from the action log.  

2014/09 – SCCG Audit Strategy Memorandum. Letter to be drafted by 
DH and this would be actioned as and when or around 03 June 2014. 
This item will remain ongoing on the action log. 

2014/10 – Draft External Audit Progress Report. This was an item on 
the agenda and therefore could be removed from the action log.  

2014/11 – Internal Audit 2013/14 Position Statement – DC to check 
with Deanna Lagun, Head of Safeguarding whether the Designated 
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Doctor post had been incorporated into the CHS contract. Update to be 
provided at next meeting, this item is to remain as ongoing on the 
action log.   

2014/11 – Internal Audit 2013/14 Position Statement – In relation to 
declarations of interest risk. AK was to confirm whether the medium 
risk has been reassessed to low or not. This item is to be addressed on 
the agenda under the next year plan, therefore this item can be 
removed from the action log.   

2014/14 – LS to arrange informal and formal meetings for the initial 
submissions for final account sign off. These meetings have been 
scheduled. This item can be removed from the action log. 

2014/14 – Any Other Business – LS confirmed that the SCCG Audit 
Committee planned for 02 December has been rearranged to 04 
November 2014. This item can be removed from the action log.      

 

2014/21        Register of Interests: Financial Year 2013/14 

This report was presented to the Audit Committee to update them on 

the CCG Registers of Interest to ensure the CCG meets its statutory 

requirements in relation to Governance. 

The following amendments were noted:    

Page 1: - Amendment required to Aileen Sullivan, Register of Interests 
need to be amended for March 2014.  
Page 2: - Dr Henry Choi, (self) missing from the self/status column. 
Page 2: - Dr Jackie Gillespie. Husband name needs to be recorded and 
confirmed in the table. 
Page 5: - Neil Weddle information missing – declaration of interest    
needs to be obtained. 
Page 6: - The table lists 4 named colleagues duplicated on the table. 
Page 7 - Register of Interests for Employees for Band 7 and above 
need to be confirmed. Discussions have been held with regards to Scott 
Watson declaration of interest. 
Page 7: - Clarity needs to be gained with regards to Rachel Lumsdon & 
Helen Turnbull 
Page 7:  - The table requires updating with a Header detailing “Band 7 
and above”. 
Page 9: - All practices have been listed with “Nothing to Declare” noted. 
Clarity of this information needs to be gained. 
 
Action: DC & DCh to reconfirm which Practices are still required to 
submit a declaration, DC & DCh to chase responses and update the 
document with the missing information and present at the next Audit 
Committee Meeting with all updates. 
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The Audit Committee RECEIVED and CONSIDERED the report and 
noted required amendments.   
 

 
2014/22        SCCG Forward Work Plan 
 

DCh confirmed and presented the updated SCCG work plan and asked 
the committee to check the content for approval in its final format.  
It was agreed that this Forward Work Plan document would remain a 
standing item on the agenda 
 
The Audit Committee NOTED and APPROVED the SCCG Forward 
Work Plan. 
 
 

2014/23        Draft Annual Governance Statement  
 
PT presented the draft Annual Governance Statement to the committee 
to review the wording and in the absence of DC requested DCh to 
forward the revised version for reviewing. 
 
The group highlighted a number of amendments to be made to the 
statement: 
 
Page 4: - Query around the statement regarding Ann and noted 
comment. Delete wording after formally sentence and replace with full 
stop.  
Page 5: - DC to insert comments under member practices highlighted 
in yellow. 
Page 6: - This is a repetition of Page 4, suggest removal of comments. 
Also check if Gloria Middleton needs to be on list.   
Page 7: - The Remuneration Committee Area, lists AS & PT as Lay 
members (x2), this box needs to replicate the same details as Audit 
Committee box. 
Page 7:- Governing Body Area, remove patient representative. (Maybe 
leave if brackets are inserted, highlighting it is vacant). The Local 
Authority representative, include Nonie Crawford as a non-voting. 
Page 7:- Executive Committee Area, amend the GP Chair so it is 
included on a new line, so it is clearer. 
 
Inconsistencies are apparent in the Governing Body non votes section. 
DCh to confirm with DG what is more appropriate to be recorded on 
this Statement. If voters regularly attend meetings this should show on 
the table.  
 
Page 7:- Quality, Safety & Risk Committee Area. Remove Quality out 
of box. 
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Page 8: - 6 Elected GPs, amendment required to show 5 instead of 6. 
Audit Committee Section, the words and diagram do not match the 
wording in the content noted “NHS Finance” or “Finance”, amendments 
required. 
Page 9: - The membership list is incorrect, this needs to be amended 
with the correct roles. 
Page 10: - Change “Of its key roles” to “for its key roles”. 
Page 11: - Second bullet point change to “Practice Nurse” and change 
bullet point “Other Directors” listed by inserting (3) next to wording. 
 
PT to check the cost of living increases from the last remuneration 
committee meeting that she last attended. The Terms and conditions of 
service to be confirmed. PT to advise DC in relation to relevant 
amendments to document once it is revised. 
 
Page 12: - Minor typo errors need amended to this section.  
Page 12: - The CCG five year plan description needs to be captured in 
this document but not in the Joint Committee arrangement paragraph 
Page 13: - A heading needs to be inserted above “During the Year” 
paragraph. 
Page 13: - The table requires populating with specific numbers in the 
boxes. The Governing Body section requires a Public and Private 
section for two sets of numbers separately. The minutes also need to 
capture all the attendees and times joining and leaving the meetings. 
Page 13:- The name and title for Mike Bramble needs to be amended 
to (Professor) Mike Bramble. 
Page 15 & Page 16: No information is recorded on Payroll and the 
Ledger. Section 10 should include audit reports where any concerns 
are raised.   
Page 17: - The section highlighted in red on NHS Pensions looks odd, 
but needs to be visible in the document. 
Page 20:  Head of Internal Audit Opinion to be inserted. 
A question was raised by PT (Chair) that information needs to be 
included in the body of the report.  AB to contact Mazars LLP/CW to 
discuss. A draft of the internal statement is required by next week as 
the Head of Internal Audit Opinion needs to be incorporated for 23rd 
April 2014. PB to check with AB and request confirmation to be 
forwarded by email. 
Page 20: Health and Safety, this section needs to include relevant 
information. It was confirmed that a new template has been produced. 
This template needs to be adapted to incorporate the changes.  
Page 20:- The Risk and Control Framework section needs to be 
updated to include the benefits of having a strong in-house Finance 
Team in Sunderland. 
 
It was noted that the final guidance was issued on 31 March 2014, this 
will be captured in this statement and the recommendations/actions 
that have been made from the committee for amendments to this 
paper.  
 



 

Page 6 of 11 
 

The Audit Committee RECEIVED and NOTED the report and 
requested the revised version to be presented at the next meeting. 
 
 

  Governance  
 
2014/24 Governing Body Assurance Framework 
   

PT presented the Governing Body Assurance Framework document on 
behalf of DC and highlighted the following changes to the report:-  
 
Page 3: – Some words need to be inserted on the bottom of the grid. 
“Internal Audit Reports” are a source of assurance. It was confirmed 
that this content was acceptable. 
Page 5: - The “Francis Action Plan” is now referred to as the “Quality 
Plan”. Three other additions need to be included on the plan. They are: 
“Keogh Report”, ”Berwick Report” and Clwyd – Hart Report. 
Page 6: - Amendment to “Francis Action Plan”, this should read the 
“Quality Action Plan”.  
Page 8: - Gaps in Controls should read “Insufficient” and not sufficient. 
This information needs to be amended. 
 
Action: AS  
AS to liaise with DC to administer the necessary amendments to the 
document and present the revised version to the group at the next 
Audit Committee meeting. 
 
The Audit Committee RECEIVED and NOTED the Governing Body 
Assurance Framework Report and requested the revised version to be 
presented at the next meeting. 
 
 

2014/25 Annual Review of Audit Committee 
 

PT provided a brief overview and update to the committee members on 
the Annual Review of Audit Committee.   

   
The Audit Committee NOTED the verbal update from PT (Audit 
Committee Chair). 

 
 
2014/26 QIPP and Financial Update 
  

CM provided an update to the committee in relation to the current 
workloads that the Finance team are involved in. 
 
 
All contracts are in place and locked down for 2014/2015. Prescribing 
has been noted as the only outstanding issue as at 17 April 2014.  
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CM then provided an update to the committee in relation to historical 
movements of the Final Prescribing Creditor and his intention to accrue 
a prudent sum in the year end accounts rather than wait until 17th April 
for the month 11 figure from the PPA.  
 
CM/DCh & TL are scheduled to meet on 08 April 2014 to view the 
figures and Prescribing Creditor in readiness for the submission on 
Friday 11 April 2014. 
  
CW confirmed that accruals would be reviewed as part of the audit 
against normal parameters.  
 
PT highlighted the pragmatic approach that has been taken in relation 
to the current estimates for February and March 2014. 
 
It was noted that the ISFE return would be submitted on Friday 11 April 
2014. 
 
The Audit Committee NOTED the QIPP and Financial update. 
 
 

2014/27 Annual Accounts Related Party Transactions Disclosure Note  
   

PT referred to the earlier discussion in today’s meeting that had taken 
place in relation to the staff declarations of interest on agenda item 5. 
DCh confirmed the requirements for the Declarations of Interest and 
disclosures for the CCG and explained the processes to staff. 
 
The intention of this document is to provide information on the 
approach being taken to identify related party transactions for 
disclosure in the CCG’s Annual Accounts. The purpose of the paper is 
to approve the approach. All GP Practices also need to be incorporated 
into the related party disclosing the transactions. 

 
The committee held discussions around Payroll and Pension 
information that was provided for the GPs in relation to the work that 
the GPs carry out on behalf of the CCG.  PT relayed concerns to the 
accuracy of the pension information that we would have received for 
the GPs.   

   
  Action: DCh    

DCh to carry out further investigations and request more in-depth 
details on the pension amounts submitted to ensure the accuracy of 
the financial figures being submitted. 

 
The Audit Committee APPROVED the Disclosure note and information 
provided. 
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  External Audit Assurance 
 
2014/28 Draft External Audit Progress Report 
 

DH confirmed the workloads and work actioned today. Consideration 
has been given to the SCCG report and information from NECS.  
 
No significant discrepancies were noted in the controls. Some issues 
from the initial work in the first 6 months of being a CCG were 
highlighted in Appendix 1 of the report.  
 
The Following Internal Control Deficiencies on page 6 were discussed 
and highlighted to the committee. 
 
Accounts Payable: Segregation of Duties 
Now greater segregation of duties in hand with the recruitment of more 
resource which was not in place earlier in the year for the coding of 
invoices. 
 
Journals Authorisation 
Highlighted as an issue. 
 
Payroll System Amendment – Lack of evidenced authorisation 
It was agreed that Finance would implement a process and review all 
ESR amendments in future to ensure they are correctly authorised.  
 
Bank Reconciliation Review 
The bank reconciliation process is currently being reviewed by the 
Deputy Head of Finance and this is being worked through and 
comments taken on board. 
 
DH confirmed that no change is required to the CCG strategy and no 
significant risks are apparent that need to be highlighted to the 
committee. DH confirmed to the group that it should be a smooth Audit. 
DH confirmed that she will be on site working in the CCG for 3 weeks 
to carry out the external audit work. 
 
DH referred to the two page summary of external reports enclosed with 
the papers and provided a summary along with confirmation that the 
CCG would need to appoint their own Auditor after two years.   
 
CM raised a question in relation to 2017/18, and relayed his 
disappointment that fees have not reduced. He asked whether “at 
some point will Mazars LLP, move to a “Risk Fee based setting”, he felt 
this would result in a significant fee reduction for Sunderland CCG, if 
the organisation was viewed to be a low risk.  
 
The Audit Committee RECEIVED and CONSIDERED the progress 
made to date. 
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       Internal Audit Assurance   

 
2014/29 Internal Audit 2013/14 Position Statement 
 

PB (Counter Fraud Specialist, Internal Audit) presented the Internal 
Audit Report 2013/14 on behalf of AB and confirmed that to date no 
delays are being reported and the reports will be published within the 
confirmed timescales. 
 
The Audit Committee RECEIVED and CONSIDERED the report. 
 
 

2014/30   Follow up of Internal Audit Recommendations: 
 
PB (Counter Fraud Specialist, Internal Audit) provided a brief overview 
of the first report received to date on behalf of AB (Internal Audit). Any 
outstanding issues identified were discussed by the committee and will 
addressed at the next Audit Committee meeting. 
 
AS confirmed no concerns to date in relation to the Francis Action 
Plan. 
 
AS confirmed that Serious Incidents are currently being monitored and 
will be attending a meeting on 08 April 2014. No significant 
improvement can be noted to date. 
 
Page 12 of the report details the statutory and mandatory training 
completion report and has the noted percentages of all the staff that 
have completed their online training. CM confirmed that this 
percentage is increasing in the right direction with the latest percentage 
being recorded in the 90’s. 
 
DCh confirmed that currently no write offs are in the system, procedure 
notes should be completed by the end of April and to date nothing is 
recorded as outstanding. 
 
The Audit Committee RECEIVED and CONSIDERED the report.  
 
 

2014/31 Draft Annual Internal Audit Plan 2014/2015 
 

PB (Counter Fraud Specialist, Internal Audit) discussed the draft 
annual internal audit report and some of the following statements were 
highlighted to the committee. 
 
Page 2: Section 5 details the Improvements to Service Delivery that 
Internal Audit has to deliver to the CCG in 2014/15. 
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PT confirmed that Standards of Interest and Conflict of Interest under 
Governance should be recorded as a high priority on the Audit Plan. 
 
Action: CM/DCh 
CM confirmed that he would meet with DCh to review the plan to 
ensure this addresses and meets the balance of all the audit areas to 
be covered in 2014/15 along with the proposed days in the plan. In 
2014/15 it is more about process and resource rather than how the 
plan is going, this could change in later years. 
 
It was also noted that AQP has been recorded as a low priority within 
the strategic plan, but it does not appear to be on the grid. 
 
The Audit Committee RECEIVED and CONSIDERED the plans for 
2014/15. 
 
 

2014/32  Annual Anti-Fraud Report 2013/14  
 
PB provided a brief overview in relation to the annual anti-fraud report 
that outlines the work that has been carried out over the last 12 months 
to support the CCG.   
 
PT confirmed that this was a very informative and comprehensive 
summary which has provided the CCG with a good awareness of 
Fraud. It was noted that all staff have gained a good awareness during 
the staff events which have been very informative. 
 
DH referred to the sentence on page 5 in relation to “Has there been 
any Fraud Recorded” within the SCCG in 2013/14. CM confirmed to 
the best of his knowledge that he is not aware of any Fraud within the 
CCG. 
 
CM confirmed that Amanda Hill from NHS Protect has requested to 
attend the monthly CCG CFO Meeting and this request for attendance 
has been queried with Robert Cornall. 
 
PB provided an update to the committee with regards to the risk of staff 
internally and externally and staff awareness. 
During the course of 2014/2015 it was agreed that a short survey be 
actioned by the Fraud Team to all CCG staff to ensure they are fully 
aware of what course of action to take in the event of raising any 
concerns. 
 
The Audit Committee RECEIVED and CONSIDERED the report. 
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2014/33  Any Other Business 
 

No any other business was raised by the committee members. 
 
 

2014/34  Date and Time of Next Meeting: 
 
The next Audit Committee Meeting will be held on 03 June 2014 
LS will organise the venue and forward confirmation by email. 
 
 
 
 
 

Signed:    ……………………………………. 

      Pat Taylor, Chair, Audit Lay Member  

Date:   …………………………………… 

 

 

 



Item No. 3 

 
SUNDERLAND HEALTH AND WELLBEING BOARD 

 
Friday 21 March 2014 

 
MINUTES 

 
Present: - 
 
Councillor Paul Watson (in 
the Chair) 

- Sunderland City Council 

Councillor Graeme Miller - Sunderland City Council 
Councillor Mel Speding - Sunderland City Council 
Councillor John Wiper - Sunderland City Council 
Neil Revely - Executive Director of People Services 
Dave Gallagher - Chief Officer, Sunderland CCG 
Maureen Crawford - Director of Public Health 
Ken Bremner                           - Sunderland Partnership 
Lesley Ann Sutherland - Healthwatch Sunderland 
Christine Keen - NHS England Area Team 
   
   
In Attendance:   
   
Councillor David Tate - Chair of Scrutiny Committee 
Councillor Ronnie Davison - Sunderland City Council 
Liz Highmore - DIAG 
Helen Lancaster - Scrutiny Co-ordinator, Sunderland City Council 
Jane Hibberd  - Head of Strategy and Policy for People and 

Neighbourhoods, Sunderland City Council 
Karen Graham - Office of the Chief Executive, Sunderland City 

Council 
Gillian Kelly - Governance Services, Sunderland City Council 
 
 
HW53. Apologies 
 
Apologies for absence were received from Councillors Smith and Kelly and Dr Ian 
Pattison. 
 
 
HW54. Declarations of Interest 
 
There were no declarations of interest. 
 
 
 
 



HW55. Minutes 
 
The minutes of the meeting of the Health and Wellbeing Board held on 24 January 
2014 were agreed as a correct record. 
 
HW56. Feedback from Advisory Boards 
 
Adults Partnership Board 
 
Councillor Miller informed the Board that the Adults Partnership Board had met on 4 
March 2014 and the main issues considered had been: - 
 
 Warm Up North 
 Older People’s Action Group 
 Role of the VCS 
 Better Care Fund update 
 Transforming Care: A National Response to Winterbourne View Hospital 
 Discussion Topic for Six Month Review and Forward Plan 
 
In relation to Warm Up North, Councillor Wiper asked when the figures might be 
available for excess winter deaths to compare with previous years. 
 
Councillor Miller advised that the presentation had dealt with deaths in 2012/2013 as 
it was too soon to discuss this year’s figures. Nonnie Crawford highlighted that for 
the purposes of the NHS, winter ended in March and information would not be 
collated until after that date. She also said that excess deaths had increased 
nationally over the last two years, even though the winter temperatures had not been 
as low as previous years. There was a lot of work required to identify the reasons for 
this trend as it was not as simple as being the result of a cold, sharp winter. 
 
Jane Hibberd commented that the Children’s Trust were also focusing on child and 
family poverty and there was a need to join this up with Warm Up North project. 
Councillor Miller suggested that Jane liaise with Alan Caddick on this. 
 
Christine Keen highlighted that Sunderland had been singled out as an example for 
good practice in relation to its partnership approach to the Winterbourne View 
concordat. Neil Revely added that despite the high profile of the Winterbourne View 
report, there were a number of areas which were behind the curve, so Sunderland’s 
progress was particularly notable. 
 
Neil Revely asked if Christine was able to help with the pharmacy issue which had 
been discussed at the Partnership Board and Christine stated that she understood a 
formal communication would be forwarded from the Health and Wellbeing Board and 
that she would provide a formal response. 
 
Children’s Trust 
 
The Children’s Trust had met on 11 March 2014 and the main issues considered had 
been: - 
 



 Integrated Wellness Model for Children and Young People 
 Children and Young People’s Plan Refresh 
 Sunderland Safeguarding Children Board 
 Mental Health and Emotional Wellbeing Strategy for Children and Young People 

2012-2015 
 
The Chair expressed surprise that there was not already an existing integrated 
wellness model for children and Neil Revely stated that the work being done around 
the commissioning of adult services had flagged up a gap in respect of children and 
young people. The current review was looking at what was being commissioned, 
what was needed and what was not and when the service was in a position to 
commission for adults, it would do so on a whole life course basis. Engagement work 
was taking place early in 2014/2015 and would pan out in a three year rolling model. 
 
The Chair asked how people were getting to work together at the current time and 
highlighted the need for those with the remit of dealing with children and young 
people to talk to one another. Neil advised at this stage the review was looking at 
what children wanted and there had been issues with some services not publicising 
other providers. The work would not cover the same ground as the Education 
Leadership Board but would look at issues such as activity and engagement and 
include areas such as emotional wellbeing and mental resilience. 
 
It was noted that self image was something which was a huge issue, particularly 
when young people were subject to more marketing and merchandising than ever 
before. Neil commented that it was clear that what was being done now was not 
working and highlighted that the sexual health equity audit had been taken to the 
Place Boards recently and organisations were being advised to take account of local 
provision in Sunderland’s areas and to provide sensitive and accessible services. 
 
Councillor Speding highlighted that the CCG had presented the Mental Health and 
Emotional Wellbeing Strategy for Children and Young People to the Children’s Trust. 
It was noted that the transition of mental health services over the last few years had 
impacted on results and the example of Highfield School was cited, where they have 
commissioned their own independent mental health services. 
 
The Chair stressed the importance of using appropriate levers to take up best 
practice and Neil stated that a staged approach was currently being taken to the 
integration of children’s services across the board. It was focused on a coordination 
approach and would also challenge schools to do the right thing for their children. 
 
NHS Provider Forum 
 
The NHS Provider Forum met on 7 February 2014 and the main issues considered 
had been: - 
 
 Role and Function of the Group 
 The Better Care Fund 
 
The Chair asked if the role and function of the group had been agreed by all the 
providers involved and it was explained that the Local Medical Committee 



representative was unable to commit to action on behalf of the GP practices as these 
were all individual. However, Dave Gallagher highlighted that there was an emerging 
entity of GP practices working together and a GP Federation had begun to form and 
currently included over half the practices in the city. There was some optimism that a 
consensus view from GPs could be achieved and practices understood that there 
was a time critical element to this process. 
 
Dave explained that the CCG was maintaining a distance from this emerging 
federation as it was not a ‘provider’ and there was an overlap in membership 
between the CCG and Local Medical Committee. The Chair commented that it was 
important for this to be resolved with GPs as there was a need to involve other 
providers such as dentists and optometrists in the group.  
 
The Board RESOLVED that the information be noted. 
 
 
HW57. Update from the Integration and Transformation Board 
 
Neil Revely informed the Health and Wellbeing Board that the Integration and 
Transformation Board had been established as part of the transition to the Better 
Care Fund. 
 
The group had held an initial meeting and the main items were linked to the Better 
Care Fund and the feedback from the NHS Area Team had been received and 
reported up through the Local Government Association (LGA). 
 
The approach towards the Better Care Fund had been consistent across authorities 
and Sunderland was in as good a position, if not better than, most. There was a 
challenge in whether Sunderland was being ambitious enough in some areas and 
feedback would be taken on board. There had been positive feedback on the plan 
and that would be turned into action. There was also a common view that a condition 
of the Better Care Fund was to ensure that NHS providers were involved. 
 
Everything was on track to develop the final submission for the first week in April 
2014. There was a growing recognition that this would take time and not everything 
would be in place by April 2015, but the plan would be finalised, would be system 
wide and would be a five year unit of planning for the NHS. Finance officers from the 
Council and the CCG would also be considering and agreeing the financial rules 
over the next few weeks. 
 
The Chair commented that at the recent LGA Executive meeting it had been noted 
that Sunderland was one of the ‘big six’ with a Better Care Fund proposal of over 
£100m and this fact had been remarked upon. Some areas had not grasped or 
demonstrated an understanding of integration and it was pleasing to note that 
Sunderland was doing so well in relation to this. 
 
Dave Gallagher highlighted that the position that Sunderland was in reflected the 
positive starting point which the CCG and Council had, but there was always a risk 
that Sunderland was there to be shot down. It was about gaining the hearts and 
minds of partner organisations and to this end, an Accelerated Solutions Event was 



going to be held on 5 and 6 June with the aim of creating a shared understanding 
and commitment to the health and social care integration agenda and its delivery. 
The event would be facilitated by Cap Gemini and would have an intensive approach 
with the intention of carrying out six months’ work in two days. It was hoped to have 
as many stakeholders and Board Members as possible to attend in order to achieve 
a range of involvement and expertise.  
 
Ken Brenner commented that he had attended these types of events in the past and 
they were intense but if details of the key questions which were to be answered were 
circulated well in advance, people would commit to the two days. It was noted that 
attendees would be a mix of those who made the decisions and those who did the 
work. 
 
RESOLVED that the update be noted. 
 
 
HW58. Update of the Scrutiny Function: Policy Review    
  Recommendations 2013/2014 and Setting the Scrutiny Work  
  Programme for 2014/2015 
 
The Head of Scrutiny and Area Arrangements submitted a report providing the Board 
with an update on the key issues and developments within the council’s Scrutiny 
Function. 
 
Councillor Tate, Chair of the Scrutiny Committee, was in attendance at the meeting 
to formally present the report and to introduce the recommendations of the policy 
reviews.  
 
Councillor Tate stated that reviews had been undertaken of Child Obesity and 
Alcohol and Licensing Policy by the Children’s Services and City Services Scrutiny 
Panels and these were due to be presented to the Cabinet in April 2014. The 
recommendations of the reviews were set out within the report and the Board were 
also informed that there were four other policy reviews which were nearing 
completion. 
 
The Public Health, Wellness and Culture Scrutiny Panel had undertaken a review of 
Patient Engagement and a full report on this would be brought to the next meeting of 
the Health and Wellbeing Board for consideration. 
 
Members of the Board were invited to identify key issues or topics which were worthy 
of being the focus of a scrutiny policy review. 
 
The Chair asked Councillor Tate to pass on thanks on behalf of the Board, to the 
Panel members and officers who carried out the reviews. Scrutiny was a tool to 
improve performance and he suggested that Neil Revely and Karen Graham feed 
into the process of setting the Scrutiny work programme for 2014/2015. Karen 
highlighted that the recommendations from the peer review into the Health and 
Wellbeing Board would be brought to the Board in due course and, following that 
discussion, the recommendations could be fed into the review topics for the next 
municipal year.  



Councillor Miller commented that there was a great deal of scope within the remits of 
the Scrutiny Panels and every area could be looked at as part of a review. Neil 
added that the Board’s three advisory groups should also be consulted on potential 
items for scrutiny reviews. He also noted that the peer review had commented that 
the embeddedness of the Health and Wellbeing Board across the Council was 
evidenced by scrutiny work. 
 
Having considered the report, the Board: - 
 
RESOLVED that: - 
 
(i) the recommendations of the Children’s Services and City Services Scrutiny 

Panels be noted;  
 
(ii) an information item be received detailing the recommendations of the 

remaining policy reviews; and 
 
(iii) consideration be given to potential topics and issues worthy of a scrutiny 

policy review in 2014/2015. 
 
 
HW59. Draft Children and Young People’s Plan 
 
The Head of Strategy and Policy (People and Neighbourhoods) submitted a report 
presenting the latest draft of the Children and Young People’s Plan and the 
associated three year delivery plan for consultation. 
 
The Children’s Trust had produced a 15 year plan for Children and Young People in 
2010 and an associated three year delivery plan. It was now necessary to refresh the 
delivery and overarching plan and the Trust had agreed to create a slimmed down 
strategy with a focus on areas where the Trust believed it could add value. The four 
strategic objectives were: - 
 
1. Improving the overall Health and Wellbeing of children, young people and 

families 
2. Reducing the number of families with children living in poverty in the city 
3. Improving educational outcomes and strengthening whole family learning 
4. Improving safeguarding outcomes for children, young people and families. 
 
It was highlighted that the child and family poverty arrangements had been collapsed 
into the Children’s Trust and the design principles of the plan had been reviewed in 
the light of the Health and Wellbeing Strategy. Performance management of the plan 
would be carried out by the Children’s Trust.  
 
The Trust had also identified four priority areas for its 2014-2017 delivery plan, 
namely Child and Family Poverty, Best Start in Life, Child Obesity and Sexual Health 
(including teenage pregnancy). Information on each of these priorities was included 
within the draft plan but these would be further refined to ensure consistency. A 
review of governance had also been requested to ensure that the right groups were 
reporting back to the Children’s Trust. 



The next steps for the development of the plan would be consultation with the 
Sunderland Safeguarding Children Board, the Scrutiny Committee, the Children’s 
Trust Advisory Network and the Area People Boards. The final Children and Young 
People’s Plan and associated delivery plan would be presented to the Children’s 
Trust for approval in May and also brought to the Health and Wellbeing Board for 
ratification. The Board was asked to consider if health impacts were being 
maximised in each of the delivery plans for the four priority areas. 
 
Councillor Miller stated that the Safeguarding Adults Board should also be consulted 
as part of the next steps. All of the priorities were related to the family so adults’ 
services needed to be involved. 
 
Christine Keen raised the current arrangements for health visiting and the transfer of 
this to local authorities in 2015 and suggested that the Board might find it useful to 
have an update on this in the next few months. It was agreed that this would be very 
helpful. 
 
The needs of children and young people with disabilities and parents with disabilities 
was highlighted and Jane Hibberd confirmed that the plan did reflect an equality 
analysis for decision making. 
 
Neil Revely stated that consideration needed to be given to coordinating issues in a 
better way as there was a danger that some matters were included in more than one 
plan, for example ‘better start in life’ already featured in a number of strategies. 
 
Nonnie Crawford commented that there were two priorities which there was a 
reasonable chance of doing something about but the other two were more 
problematic. There were a range of influences on child obesity but the amount which 
could be done at this stage was questionable. With regard to child and family poverty, 
there were issues around what was required in the economy and regional and 
national changes. Councillor Miller stated that he agreed with the logic around what 
impact which could be had on child poverty in Sunderland, given the national context, 
but there was still a need to consider this locally. 
 
The Chair added that poverty was not always about being cash poor and was about 
a bigger picture than just not having enough money. ‘Equity’ was also a 
consideration and he observed that some people living in abject poverty across the 
world lived long lives. It was not just about money but about making the right 
decisions. The Chair was pleased to see ‘Working Together’ referenced and 
stressed the importance of the vision for people to do things collectively.  
 
Councillor Miller made reference to the duty of the local authorities to address child 
poverty and Sunderland needed to be seen to be dealing with it. Jane Hibberd stated 
that the Child and Family Poverty Board had often talked about ‘mitigating the 
impact’ and this approach would continue to be maintained. 
 
The Board RESOLVED that: - 
 
(i) the four delivery plans (Child and Family Poverty, Best Start in Life, Child 

Obesity and Sexual Health) be noted; and 



(ii) a final copy of the Children and Young People’s Plan be received by the 
Board following agreement by the Children’s Trust. 

 
 
HW60. Health and Wellbeing Board Development Session and Forward 
  Plan 
 
The Head of Strategy and Performance submitted a report informing the Board of the 
detail and scope of the next development session and the forward plan. 
 
A development session would be held in June 2014 looking at making the links 
between housing and health and the opportunities for closer and more integrated 
working on areas of joint importance. The Housing Federation had been approached 
to facilitate the session. 
 
With regard to the forward plan, it was noted that Christine Keen had suggested an 
update on the health visiting service and the Children’s Trust had proposed that the 
Board received the annual report from the Sunderland Safeguarding Children Board. 
These would be added to the forward plan. 
 
A schedule of meetings had been drafted for 2014/2015 and Board Members would 
be made aware of the dates for submission of items for the Board agenda.  
 
Neil Revely commented that the session in June would be timely as the joint 
concordat with NHS England was due to be launched in June and the advice was 
that health and wellbeing boards should be sighted on this issue. The concordat 
would cover what national bodies hoped to do to facilitate better health on the 
ground. Housing partners would be invited to take part in the development session. 
 
The Board RESOLVED that: - 
 
(i) details of the next development session be noted; and 
 
(ii) the Forward Plan be noted. 
  
 
HW61. Clinical Commissioning Group Two Year Operational Plan 
 
Dave Gallagher delivered a presentation on the Clinical Commissioning Group’s 
Operational Plan and reminded the Board of the requirement to develop a five year 
‘unit of planning’ strategic plan from 2014-2019. The two year operational plan laid 
the foundations for the delivery of the five year strategic plan and the final 
submission of the five year plan would be made on 20 June 2014. 
 
Dave directed the Board to the ‘Plan on a Page’ which was aimed at simplifying the 
plan for the CCG, stakeholders and the public. Under the overarching aim of ‘Better 
Health for Sunderland’, the plan outlined the objectives for transforming out of 
hospital care, transforming in hospital care, specifically urgent and emergency care 
and self care and sustainability. The targets to achieve this were: - 
 



 Reduce emergency admissions by 15% 
 Improve patient experience of out of hospital care above England average 
 Reduce emergency re-admissions by 14% 
 Increase number of people receiving treatment for IAPT (Improving Access to 

Psychological Therapies) from 12% to 16% 
 Improve patient experience of hospital care above England average 
 Improve health related quality of life for people with LTC (long term conditions) by 

11% 
 Reduce years of life lost by 7% 
 Improve diagnosis of dementia from 62% to 68% 
 
Dave also outlined the metrics, activity levels and the key transformational changes 
for the next five years. Detail was also given of the quality premium which was the 
mechanism by which targets would be agreed and if met, how funding would be 
pumped back into the CCG budget. 
 
The presentation summarised the current position with the Better Care Fund and 
explained that the current proposal was to make the total health and local authority 
spend on ‘out of hospital care’ £168.5m for 2015/2016.  The submission had been 
well received and it was commented that there was a clear vision but the metrics 
were too ambitious and governance arrangements needed to be strengthened. 
There was a huge issue nationally with workforce implications and there was a lot of 
work to do in getting employees and universities up to speed.  
 
Liz Highmore noted that there was a lack of commitment to equality and diversity set 
out within the plan and asked if that was because it was assumed. She also 
commented on the plan to reduce growth in GP referrals and said that overall early 
diagnosis and referral was better. She also asked how GPs could be encouraged to 
follow best practice.  
 
Dave stated that at this moment the plan was about commissioning but gave 
assurance that equality and diversity was part of the delivery process. The aim to 
reduce growth in referrals was more around the appropriateness of GP referrals and 
that these did not always have to be to hospitals. From the end of April 2014, all GPs 
would be using the same information system which would help to refine the referral 
process.  
 
It was not possible to tell GP practices what to do but the CCG worked with and 
influenced them and the emerging GP Federation would also promote best practice. 
GPs were involved in commissioning through the CCG.  
 
With regard to reducing the number of procedures with limited clinical value, 
Councillor Wiper asked if that could be expanded upon and Dave advised that these 
were procedures which were not going to have an impact on a person’s life in a 
meaningful way. 
 
RESOLVED that the presentation be noted. 
 
 
 



HW62. Dates and Times of Next Meeting 
 
The following schedule of meetings for 2014/2015 was noted: - 
 
Friday 16 May 2014 at 12noon 
Friday 25 July 2014 at 12noon 
Friday 19 September 2014 at 12noon 
Friday 28 November 2014 at 12noon 
Friday 23 January 2015 at 12noon 
Friday 20 March 2015 at 12noon. 
 
 
 
 
 
(Signed) P WATSON 
  Chair 
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Item: 11.5 

CATEGORY OF PAPER  

Proposes specific action  

Provides assurance   

 
GOVERNING BODY 

22nd July 2014 

 
Report Title 
 

 
Measuring what matters: Are we healthy and 
well in Sunderland 

 
Purpose of report 

The purpose of the enclosed annexes (MH Profile, 
Children’s and Young Person Profile Health Profile, 
Sunderland Wellbeing Wheel) is to ensure the 
Governing Body have up to date health profiles for 
the local population across the life course (i.e. 
children and young people and adults and in relation 
to community mental health) alongside a summary of 
the latest evidence based information on wellbeing 
to underpin their decision making on behalf of the 
local population. The aim is to deepen the 
understanding of the nature of change required both 
through strong partnership working and 
commissioning to deliver ‘Better Health for 
Sunderland’ 

 
Key issues, assurances and risks 
 

Sunderland has a long and sustained history of poor 
health and wellbeing outcomes, some of which (e.g. 
early deaths from cvd) have changed under 
sustained improvement approaches whilst others 
continue to cause significant quality of life issues for 
local people (lack of flourishing and mental wellness 
as well as experience of disease and impact on life).  
These poor outcomes  
 
Delivery of the Clinical Commissioning Group’s 
Vision and Strategic Plan ie ‘better health for 
Sunderland’, transformation of out of hospital care, in 
hospital care and self care and sustainability needs 
to be addressed holistically if the ambition around 
improvement is to be achieved. 
 
One of the advantages of a pan Sunderland 
integrated approach to commissioning for health and 
wellbeing is that, provided appropriate engagement 
with communities and partners takes place,  not only 
will health care and social care be transformed but  



    
self reported wellbeing will follow and will drive up 
healthy life expectancy well beyond the England 
average. 
The obvious risk to a number of our strategies is that 
it might be possible to deliver transformation and 
integrated health care and social care as described 
in our plans…whilst not improving overall mental 
health or wellbeing across the life course.   
 
Focus is essential for delivery of the transformation 
plan but over three to five years, this also needs to 
take account of additional action which may be 
required as well as the breadth of partnership 
working across a range of sectors to truly deliver 
Better Health for Sunderland 

 
Recommendation/Action Required 
 

The Governing Body are asked to consider the 
health profiles and wellbeing information and 
monitors and assure themselves where there is 
action for the CCG that appropriate emphasis is 
being given across the life course to the required 
action 

Sponsoring Governing Body member  
(where relevant) 

 

Report Author Nonnie Crawford 

Governance and assurance  

 
Link to CCG corporate objectives* 
(please tick) 

      

X X X X X  

Any relevant legal/statutory issues No 

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

No 

Any information governance issues  No 

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

No 

 
Equality Impact Assessment completed 
(please tick)  

      

 

 
Any additional resources needed? 
 

Action within commissioning arrangements and 
envelope 

 
Has there been appropriate clinical 
engagement?  

Not Applicable 



    

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

 

 
Any impact on patient outcomes? 
 

Patient and Population Outcomes 

 
Has there been member/stakeholder 
engagement if needed?   
 

Not Applicable 
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The child population in this area Key findings

Live births in 2012

3,084

15,700  (5.7%) 151,800  (5.8%) 3,393,400  (6.3%)

62,000  (22.5%) 595,300  (22.9%) 12,771,100  (23.9%)

60,700  (21.4%) 609,000  (22.5%) 13,575,900  (23.7%)

2,078  (6.2%) 26,200  (8.4%) 1,740,820  (26.7%)

25.7% 24.5% 20.6%

Boys 77.0 77.8 79.2

Girls 80.7 81.6 83.0

Children living in poverty

Any enquiries regarding this publication should be sent to 

info@chimat.org.uk.

Sunderland
This profile provides a snapshot of child health in this area. It is designed to help the local authority and 

health services improve the health and wellbeing of children and tackle health inequalities.

Local North East England

Contains Ordnance Survey data

www.gov.uk/phe | www.chimat.org.uk

Children and young people under the age of 20 

years make up 22.5% of the population of 

Sunderland. 6.2% of school children are from a 

minority ethnic group. 

The health and wellbeing of children in 

Sunderland is generally worse than the 

England average. Infant and child mortality 

rates are similar to the England average.

The level of child poverty is worse than the 

England average with 25.7% of children aged 

under 16 years living in poverty. The rate of 

family homelessness is better than the England 

average.

Children in Sunderland have worse than 

average levels of obesity: 10.5% of children 

aged 4-5 years and 21.4% of children aged 10-

11 years are classified as obese. 

The MMR immunisation rate is better than the 

England average. The immunisation rate for 

diphtheria, tetanus, polio, pertussis and Hib in 

children aged two is better than the England 

average.

There were 435 children in care at 31 March 

2013, which is a higher rate than the England 

average. A higher percentage of children in 

care are up-to-date with their immunisations 

compared to the England average for this 

group of children.

Children living in poverty (age under 16 years), 2011

30,291

Map of the North East, with Sunderland outlined, showing 

the relative levels of children living in poverty.

694,241

Children (age 0 to 4 years), 2012

Children (age 0 to 19 years), 2012

Children (age 0 to 19 years) in 2020 (projected)

School children from minority ethnic groups, 2013

Life expectancy at birth, 2010-2012

Sunderland - 19 March 2014

© Crown copyright 2014. You may re-use this information (excluding logos) free of 

charge in any format or medium, under the terms of the Open Government Licence 

v2.0. To view this licence, visit OGL or email psi@nationalarchives.gsi.gov.uk. Where 

we have identified any third party copyright information you will need to obtain 

permission from the copyright holders concerned. 

Data sources: Live births, Office for National Statistics (ONS); population estimates, 

ONS mid-year estimates; population projections, ONS interim 2011-based subnational 

population projections; black/ethnic minority maintained school population, Department 

for Education; children living in poverty, HM Revenue & Customs (HMRC); life 

expectancy, ONS.

% Children 
living in poverty 
 
         26.7 - 43.6 
 

         21.7 - 26.6 
 

         16.3 - 21.6 
 

           6.9 - 16.2 
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Childhood obesity

Young people and alcohol Young people's mental health

Sunderland - 19 March 2014

*Information about admissions in the single year 2012/13 can be found on page 4

These charts show the percentage of children classified as obese or overweight in Reception (aged 4-5 years) 

and Year 6 (aged 10-11 years) by local authority compared with their statistical neighbours.  Compared with the 

England average, this area has a worse percentage in Reception and a worse percentage in Year 6 classified 

as obese or overweight.

Children aged 4-5 years classified as obese or overweight, 2012/13 (percentage)

Children aged 10-11 years classified as obese or overweight, 2012/13 (percentage)

In comparison with the 2005/06-2007/08 period, the rate 

of young people under 18 who are admitted to hospital 

because they have a condition wholly related to alcohol 

such as alcohol overdose is lower in the 2010/11-2012/13 

period. The admission rate in the 2010/11-2012/13 period 

is higher than the England average.

I indicates 95% confidence interval.   Data source: National Child Measurement Programme (NCMP), Health and Social Care Information Centre

Note: This analysis uses the 85th and 95th centiles of the British 1990 growth reference (UK90) for BMI to classify children as overweight and obese.  

In comparison with the 2007/08-2009/10 period, the rate 

of young people aged 10 to 24 years who are admitted to 

hospital as a result of self-harm is higher in the 2010/11-

2012/13 period. The admission rate in the 2010/11-

2012/13 period is higher than the England average*. 

Nationally, levels of self-harm are higher among young 

women than young men.

Young people aged under 18 admitted to hospital 

with alcohol specific conditions (rate per 100,000 

population aged 0-17 years)

Young people aged 10 to 24 years admitted to 

hospital as a result of self-harm (rate per 100,000 

population aged 10 to 24 years)

Data source: Hospital Episode Statistics, Health and Social Care Information CentreData source: Public Health England (PHE)

www.gov.uk/phe | www.chimat.org.uk
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* European Union 27 average, 2009. Source: Eurostat

Teenage conceptions in girls aged under 18 

years, 2011 (rate per 1,000 female population 

aged 15-17 years)

Teenage mothers aged under 18 years, 

2012/13 (percentage of all deliveries)

In 2011, approximately 43 girls aged under 18 

conceived for every 1,000 females aged 15-17 years 

in this area. This is similar to the regional average. 

The area has a higher teenage conception rate 

compared with the England average.

In 2012/13, 2.7% of women giving birth in this area 

were aged under 18 years. This is higher than the 

regional average. This area has a higher percentage 

of births to teenage girls compared with the England 

average and a higher percentage compared with the 

European average of 1.2%*.

Data source: PHE

* European Union 21 average, 2005. Source: Organisation for Economic Co-operation and 

Development (OECD) Social Policy Division

Data sources: Health and Social Care Information Centre, PHE

In this area, 27.8% of mothers are still breastfeeding at 

6 to 8 weeks. This is lower than the England average.  

60.3% of mothers in this area initiate breastfeeding 

when their baby is born. This area has a lower 

percentage of babies who have ever been breastfed 

compared with the European average of 89.1%*.

Compared with the England average, a higher 

percentage of children (94.9%) have received their 

first dose of immunisation by the age of two in this 

area.  By the age of five, 92.7% of children have 

received their second dose of MMR immunisation.  

This is higher than the England average. In the North 

East, there were 35 laboratory confirmed cases of 

measles in young people aged 19 and under in the 

past year.

www.gov.uk/phe | www.chimat.org.uk

Data source: Hospital Episode Statistics, Health and Social Care Information CentreData source: ONS

Breastfeeding at 6 to 8 weeks, 2012/13 

(percentage of infants due 6 to 8 week checks)

Measles, mumps and rubella (MMR) 

immunisation by age 2 years, 2012/13 

(percentage of children age 2 years)

Sunderland - 19 March 2014

These charts compare Sunderland with its statistical neighbours, the England and regional average and, where 

available, the European average.

Note: Where data is not available or figures have been suppressed, no bar will appear in the chart for that area.
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   Indicator
Local 

no.

Local 

value

Eng. 

ave.

Eng. 

worst

Eng. 

best

  1 Infant mortality 10 3.1 4.3 7.7 1.3

  2 Child mortality rate (1-17 years) 6 10.7 12.5 21.7 4.0

  3 MMR vaccination for one dose (2 years) 2,937 94.9 92.3 77.4 98.4

  4 Dtap / IPV / Hib vaccination (2 years) 3,039 98.2 96.3 81.9 99.4

  5 Children in care immunisations 255 96.2 83.2 0.0 100.0

  6 Acute sexually transmitted infections (including chlamydia) 1,498 40.1 34.4 89.1 14.1

  7 Children achieving a good level of development at the end of reception 1,728 53.1 51.7 27.7 69.0

  8 GCSEs achieved (5 A*-C inc. English and maths) 1,945 60.1 60.8 43.7 80.2

  9 GCSEs achieved (5 A*-C inc. English and maths) for children in care - - 15.3 0.0 41.7

 10 16-18 year olds not in education, employment or training 780 7.6 5.8 10.5 2.0

 11 First time entrants to the youth justice system 181 717.9 537.0 1,426.6 150.7

 12 Children in poverty (under 16 years) 12,655 25.7 20.6 43.6 6.9

 13 Family homelessness 92 0.7 1.7 9.5 0.1

 14 Children in care 435 80 60 166 20

 15 Children killed or seriously injured in road traffic accidents 19 38.7 20.7 45.6 6.3

 16 Low birthweight of all babies 269 8.7 7.3 10.2 4.2

 17 Obese children (4-5 years) 321 10.5 9.3 14.8 5.7

 18 Obese children (10-11 years) 545 21.4 18.9 27.5 12.3

 19 Children with one or more decayed, missing or filled teeth - 36.9 27.9 53.2 12.5

 20 Under 18 conceptions 208 42.9 30.7 58.1 9.4

 21 Teenage mothers 79 2.7 1.2 3.1 0.2

 22 Hospital admissions due to alcohol specific conditions 47 84.8 42.7 113.5 14.6

 23 Hospital admissions due to substance misuse (15-24 years) 53 142.4 75.2 218.4 25.4

 24 Smoking status at time of delivery 523 18.5 12.7 30.8 2.3

 25 Breastfeeding initiation 1,705 60.3 73.9 40.8 94.7

 26 Breastfeeding prevalence at 6-8 weeks after birth 820 27.8 47.2 17.5 83.3

 27 A&E attendances (0-4 years) 19,718 1,282.1 510.8 1,861.3 214.4

 28 Hospital admissions caused by injuries in children (0-14 years) 719 160.2 103.8 191.3 61.7

 29 Hospital admissions caused by injuries in young people (15-24 years) 707 189.3 130.7 277.3 63.8

 30 Hospital admissions for asthma (under 19 years) 202 346.9 221.4 591.9 63.4

 31 Hospital admissions for mental health conditions 65 118.9 87.6 434.8 28.7

 32 Hospital admissions as a result of self-harm (10-24 years) 330 616.3 346.3 1,152.4 82.4

Notes and definitions - Where data is not available or figures have been suppressed, this is indicated by a dash in the appropriate box.

Sunderland -19 March 2014 www.gov.uk/phe | www.chimat.org.uk
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The chart below shows how children's health and wellbeing in this area compares with the rest of England. The local result 

for each indicator is shown as a circle, against the range of results for England which are shown as a grey bar.  The red line 

indicates the England average. The key to the colour of the circles is shown below. 

P
re

m
at

ur
e 

m
or

ta
lit

y

England average 
Significantly worse than England average Not significantly different 

Significantly better than England average Regional average 

1 Mortality rate per 1,000 live births (age under 1 year), 
2010-2012 

2 Directly standardised rate per 100,000 children age  
1-17 years, 2010-2012 

3 % children immunised against measles, mumps and 
rubella (first dose by age 2 years), 2012/13 

4 % children completing a course of immunisation 
against diphtheria, tetanus, polio, pertussis and Hib by 
age 2 years, 2012/13 

5 % children in care with up-to-date immunisations, 2013 

6 Acute STI diagnoses per 1,000 population aged 15-24 
years, 2012 

7 % children achieving a good level of development 
within Early Years Foundation Stage Profile, 2012/13   

8 % pupils achieving 5 or more GCSEs or equivalent 
including maths and English, 2012/13  

9 % children looked after achieving 5 or more GCSEs or 
equivalent including maths and English, 2013 
(provisional)  

10 % not in education, employment or training as a 
proportion of total age 16-18 year olds known to local 
authority, 2012 

11 Rate per 100,000 of 10-17 year olds receiving their 
first reprimand, warning or conviction, 2012 

12 % of children aged under 16 living in families in 
receipt of out of work benefits or tax credits where their 
reported income is less than 60% median income, 2011 

13 Statutory homeless households with dependent 
children or pregnant women per 1,000 households, 
2012/13  

14 Rate of children looked after at 31 March per 10,000 
population aged under 18, 2013  

15 Crude rate of children age 0-15 years who were killed 
or seriously injured in road traffic accidents per 100,000 
population, 2010-2012 

16 Percentage of live and stillbirths weighing less than 
2,500 grams, 2012 

17 % school children in Reception year classified as 
obese, 2012/13 

18 % school children in Year 6 classified as obese, 
2012/13  

19 % children aged 5 years  with one or more decayed, 
missing or filled teeth, 2011/12 

20 Under 18 conception rate per 1,000 females age  
15-17 years, 2011 

21 % of delivery episodes where the mother is aged less 
than 18 years, 2012/13 

 

22 Crude rate per 100,000 under 18 year olds for 
alcohol specific hospital admissions, 2010/11-2012/13 
23 Directly standardised rate per 100,000 (age 15-24 
years) for hospital admissions for substance misuse, 
2010/11-2012/13  

24 % of mothers smoking at time of delivery, 2012/13 

25 % of mothers initiating breastfeeding, 2012/13 

26 % of mothers breastfeeding at  6-8 weeks, 2012/13 

27 Crude rate per 1,000 (age 0-4 years) of A&E 
attendances, 2011/12 

28 Crude rate per 10,000 (age 0-14 years) for 
emergency hospital admissions following injury, 
2012/13 

29 Crude rate per 10,000 (age 15-24 years) for 
emergency hospital admissions following injury, 
2012/13 

30 Crude rate per 100,000 (age 0-18 years) for 
emergency hospital admissions for asthma, 2012/13  

31 Crude rate per 100,000 (age 0-17 years) for hospital 
admissions for mental health, 2012/13 

32 Directly standardised rate per 100,000 (age 10-24 
years) for hospital admissions for self-harm, 2012/13 
 

25th 
percentile 

75th 
percentile 
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Sunderland
Unitary Authority This profile was produced on 8 July 2014

Health in summary
The health of people in Sunderland is generally worse
than the England average. Deprivation is higher than
average and about 25.7% (12,700) children live in
poverty. Life expectancy for both men and women is
lower than the England average. 

Living longer
Life expectancy is 10.7 years lower for men and 7.0
years lower for women in the most deprived areas of
Sunderland than in the least deprived areas. 

Child health
In Year 6, 21.3% (546) of children are classified as
obese, worse than the average for England. The rate of
alcohol-specific hospital stays among those under 18
was 86.1*, worse than the average for England. This
represents 47 stays per year. Levels of teenage
pregnancy, breastfeeding and smoking at time of
delivery are worse than the England average. 

Adult health
In 2012, 26.6% of adults are classified as obese. The
rate of alcohol related harm hospital stays was 1,071*,
worse than the average for England. This represents
2,884 stays per year. The rate of self-harm hospital
stays was 388.6*, worse than the average for England.
This represents 1,084 stays per year. The rate of
smoking related deaths was 405*, worse than the
average for England. This represents 596 deaths per
year. Estimated levels of adult excess weight, smoking
and physical activity are worse than the England
average. The rate of hip fractures is worse than average.
Rates of people killed and seriously injured on roads and
TB are better than average. 

Local priorities
Priorities in Sunderland are: better start/strengthening
families, economic leadership/development and
supporting older people to live independently. For more
information see www.sunderland.gov.uk 

* rate per 100,000 population

Sunderland

Houghton-Le-Spring

Washington

Hetton-Le-Hole

N

2 miles

© Crown Copyright and database rights 2014, Ordnance Survey 100016969
OpenStreetMap contributors ODbL

Population: 276,000
Mid-2012 population estimate. Source: Office for National Statistics.

This profile gives a picture of people’s health in
Sunderland. It is designed to help local government
and health services understand their community’s
needs, so that they can work to improve people’s
health and reduce health inequalities.

Visit www.healthprofiles.info
or scan this Quick Response code:
for more profiles, more information
and interactive maps and tools.

Follow @healthprofiles on Twitter

Sunderland - 8 July 20141© Crown Copyright 2014

http://www.sunderland.gov.uk 
http://www.healthprofiles.info
http://www.twitter.com/healthprofiles


N Lines represent electoral wards (2013)

Deprivation: a national view

Life Expectancy: inequalities in this local authority

The map shows differences in deprivation levels in
this area based on national quintiles (fifths) of the
Index of Multiple Deprivation 2010 by Lower Super
Output Area. The darkest coloured areas are some of
the most deprived areas in England.

This chart shows the percentage of the population in
England and this area who live in each of these
quintiles.

The charts below show life expectancy for men and women in this local authority for 2010-2012. Each chart is divided into
deciles (tenths) by deprivation, from the most deprived decile on the left of the chart to the least deprived decile on the
right. The steepness of the slope represents the inequality in life expectancy that is related to deprivation in this local
area. If there were no inequality in life expectancy as a result of deprivation, the line would be horizontal.
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Life Expectancy Gap for Women: 7.0 years
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Health inequalities: changes over time

Health inequalities: ethnicity

Early deaths from all causes:
MEN
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Early deaths from all causes:
WOMEN
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Early deaths from heart disease and stroke
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These charts provide a comparison of the changes in early death rates (in people under 75) between this area and all of
England. Early deaths from all causes also show the differences between the most and least deprived quintile in this
area. (Data points are the midpoints of 3 year averages of annual rates, for example 2005 represents the period 2004 to
2006).

Percentage of hospital admissions that were emergencies, by ethnic group

This chart shows the percentage of hospital
admissions in 2012/13 that were emergencies for
each ethnic group in this area. A high percentage of
emergency admissions may reflect some patients not
accessing or receiving the care most suited to
managing their conditions. By comparing the
percentage in each ethnic group in this area with that
of the whole population of England (represented by
the horizontal line) possible inequalities can be
identified.
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Figures based on small numbers of admissions have
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information about individuals.0%

10%

20%

30%

40%

50%

60%

E
m

er
ge

nc
y 

ad
m

is
si

on
s:

 a
ge

-s
ta

nd
ar

di
se

d 
pe

rc
en

ta
ge

All ethnic
groups

35,943
39.3
40.8

White

31,932
40.9
41.3

Mixed

91
49.0
40.8

Asian

393
45.2
45.4

Black

84
42.4
45.0

Chinese

39
39.9
37.0

Other

92
42.9
46.5

Unknown

3,312
28.5
30.3

Local number of emergency admissions
Local value
England value
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Health Summary for Sunderland
The chart below shows how the health of people in this area compares with the rest of England. This area’s result for each indicator is shown as a circle. The average rate for
England is shown by the black line, which is always at the centre of the chart. The range of results for all local areas in England is shown as a grey bar. A red circle means
that this area is significantly worse than England for that indicator; however, a green circle may still indicate an important public health problem.

E08000024

Significantly worse than England average

Not significantly different from England average

Significantly better than England average

Regional average^ England Average

England
Worst

England
Best

25th
Percentile

75th
Percentile

Domain Indicator
Local No
Per Year

Local
value

Eng
value

Eng
worst England Range

Eng
best

1 Deprivation 102,038 37.0 20.4 83.8 0.0

2 Children in poverty (under 16s) 12,655 25.7 20.6 43.6 6.4

3 Statutory homelessness 5 0.0 2.4 33.2 0.0

4 GCSE achieved (5A*-C inc. Eng & Maths) 1,945 60.1 60.8 38.1 81.9

5 Violent crime (violence offences) 1,907 6.9 10.6 27.1 3.3

6 Long term unemployment 3,058 17.1 9.9 32.6 1.3
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ur

 c
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7 Smoking status at time of delivery 523 18.5 12.7 30.8 2.3

8 Breastfeeding initiation 1,705 60.3 73.9 40.8 94.7

9 Obese children (Year 6) 546 21.3 18.9 27.3 10.1

10 Alcohol-specific hospital stays (under 18) 47 86.1 44.9 126.7 11.9

11 Under 18 conceptions 207 43.1 27.7 52.0 8.8
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12 Smoking prevalence n/a 23.4 19.5 30.1 8.4

13 Percentage of physically active adults n/a 47.8 56.0 43.8 68.5

14 Obese adults n/a 26.6 23.0 35.2 11.2

15 Excess weight in adults 500 68.9 63.8 75.9 45.9A
du

lts
' h

ea
lth

an
d 

lif
es
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le

16 Incidence of malignant melanoma 35 12.3 14.8 31.8 3.6

17 Hospital stays for self-harm 1,084 388.6 188.0 596.0 50.4

18 Hospital stays for alcohol related harm 2,884 1,071 637 1,121 365

19 Drug misuse 1,549 8.4 8.6 26.3 0.8

20 Recorded diabetes 14,616 6.3 6.0 8.7 3.5

21 Incidence of TB 6 6.5 15.1 112.3 0.0

22 Acute sexually transmitted infections 2,222 807 804 3,210 162

23 Hip fractures in people aged 65 and over 321 669 568 828 403
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24 Excess winter deaths (three year) 121 13.6 16.5 32.1 -3.0

25 Life expectancy at birth (Male) n/a 77.0 79.2 74.0 82.9

26 Life expectancy at birth (Female) n/a 80.7 83.0 79.5 86.6

27 Infant mortality 9 2.8 4.1 7.5 0.7

28 Smoking related deaths 596 405 292 480 172

29 Suicide rate 32 11.7 8.5

30 Under 75 mortality rate: cardiovascular 236 99.9 81.1 144.7 37.4

31 Under 75 mortality rate: cancer 412 174 146 213 106

32 Killed and seriously injured on roads 87 31.5 40.5 116.3 11.3Li
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Indicator Notes
1 % people in this area living in 20% most deprived areas in England, 2010 2 % children (under 16) in families receiving means-tested benefits & low income, 2011 3 Crude
rate per 1,000 households, 2012/13 4 % key stage 4, 2012/13 5 Recorded violence against the person crimes, crude rate per 1,000 population, 2012/13 6 Crude rate per
1,000 population aged 16-64, 2013 7 % of women who smoke at time of delivery, 2012/13 8 % of all mothers who breastfeed their babies in the first 48hrs after delivery,
2012/13 9 % school children in Year 6 (age 10-11), 2012/13 10 Persons under 18 admitted to hospital due to alcohol-specific conditions, crude rate per 100,000 population,
2010/11 to 2012/13 (pooled) 11 Under-18 conception rate per 1,000 females aged 15-17 (crude rate) 2012 12 % adults aged 18 and over, 2012 13 % adults achieving at least
150 mins physical activity per week, 2012 14 % adults classified as obese, Active People Survey 2012 15 % adults classified as overweight or obese, Active People Survey
2012 16 Directly age standardised rate per 100,000 population, aged under 75, 2009-2011 17 Directly age sex standardised rate per 100,000 population, 2012/13 18 The
number of admissions involving an alcohol-related primary diagnosis or an alcohol-related external cause, directly age standardised rate per 100,000 population, 2012/13
19 Estimated users of opiate and/or crack cocaine aged 15-64, crude rate per 1,000 population, 2010/11 20 % people on GP registers with a recorded diagnosis of diabetes
2012/13 21 Crude rate per 100,000 population, 2010-2012 22 Crude rate per 100,000 population, 2012 (chlamydia screening coverage may influence rate) 23 Directly age
and sex standardised rate of emergency admissions, per 100,000 population aged 65 and over, 2012/13 24 Ratio of excess winter deaths (observed winter deaths minus
expected deaths based on non-winter deaths) to average non-winter deaths 1.08.09-31.07.12 25 At birth, 2010-2012 26 At birth, 2010-2012 27 Rate per 1,000 live births,
2010-2012 28 Directly age standardised rate per 100,000 population aged 35 and over, 2010-2012 29 Directly age standardised mortality rate from suicide and injury of
undetermined intent per 100,000 population, 2010-2012 30 Directly age standardised rate per 100,000 population aged under 75, 2010-2012 31 Directly age standardised
rate per 100,000 population aged under 75, 2010-2012 32 Rate per 100,000 population, 2010-2012      ^ "Regional" refers to the former government regions.

More information is available at www.healthprofiles.info Please send any enquiries to healthprofiles@phe.gov.uk

© Crown copyright, 2014. You may re-use this information (not including logos) free of charge in any format or medium, under the terms of the Open Government Licence. To
view this licence, visit www.nationalarchives.gov.uk/doc/open-government-licence

www.healthprofiles.info
Sunderland - 8 July 20144© Crown Copyright 2014
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Measuring what matters: 
Understanding local and national well-being 

This is a local companion to the Office for National Statistics’ national wellbeing wheel, which can be accessed at  

www.ons.gov.uk/well-being. Indices are calculated by comparing values of indicators for Sunderland with those 

for all other English local authority populations. An index of 200 indicates the poorest health, the least 

prosperous economy or the most polluted environment. Conversely, an index of 0 indicates the best health etc.. 
Produced by Sunderland City Council, 2014 

http://www.ons.gov.uk/well-being

